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ROC analysis for NBI and Pit pattern Diagnosis
Result1 Sakamoto T, Saito Y, et al. GIE2018
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1 ROC area: 0.7989 2 ROC area: 0.8402
Reference

1:NBI
2:pit

ROC                    -Asymptotic Normal--
modality           Obs       Area     Std. Err.      [95% Conf. Interval]
-------------------------------------------------------------------------
1                 3000     0.7989       0.0083        0.78271     0.81510
2                 3000     0.8402       0.0075        0.82547     0.85494
-------------------------------------------------------------------------

Ho: area(1) = area(2)
chi2(1) =    13.67       Prob>chi2 =   0.0002

NBI

Pit

Pit pattern≫ magnified NBI
For Depth Diagnosis
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VI (invasive pattern) ; VI & demarcated area
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How about in the Western Countries?
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Make 1st Consensus by young 
expert working group

1st Web Trial 

1st Consensus meeting by all Japan NBI 
Expert

Sensitivity/

Specificity Necessity

Delphi method

2nd Consensus meeting by all 
NBI Expert

Validation Study

Collaboration between JGES & 
ESGE

Historical Background of IEE-JNET

JNET 1st Scale

JNET Classification Confirmed

IEE-JNET
International Evaluation of 

Endoscopy classification-JNET

1st collaboration study between JGES & ESGE

2020〜2011〜 2015



Type 1 Type 2A Type 2B Type 3

Accuracy (%) 73.3 51.9 45.3 38.1
Overall

49%

Overall
64%

Type 1 Type 2A Type 2B Type 3

Accuracy (%) 82.1 71.7

Result: Accuracy for histology
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Endoscopy data from NCCH
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Deep SM 
invasion, 

n/N(%)

Univariate
OR (95%CI)

Multivariate
OR (95%CI)

LST-G
Tumor location

Right 26/177 (15%) 0.93 (0.54-1.60)

Left 37/237 (16%)

Large nodule

≧10mm 55/316 (17%) 2.37 (1.09-5.17) 11.7 (2.3-58.6)

8/98 (8%)

Depression

Present 20/23 (87%) 54.0 (15.4-189) 59.2 (9.0-387)

Absent 43/391 (11%)

Pit pattern (Invasive)

Present 33/41 (80%) 47.2 (20.0-111) 32.8 (12.2-87.8)

Absent 30/373 (8%)

No Difference

Yamada M, Saito Y, et al. Endoscopy 2016



Pit Depression SMT-like 
/Large nodule

Sens. 71%
Spec. 98%

Sens. 92%
Spec. 73%

Sens. 20%
Spec. 96%

Sens. 52%
Spec. 98%

Sens. 32%
Spec. 99%

Sens. 87%
Spec. 26%

Yamada M, Saito Y, et al. Endoscopy 2016

 Limitation of Pit pattern
 PPV is high（Specificity）

 NPV (Sensitivity) is 70% for LST-NG, 50% for LST-G!
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Indication for ESD
JNET 2B & Non-invasive pattern

Any Location including proximal colon

Gut and Liver, Vol.7, No.3, May 2013, 263-269.
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LST-subtypes & Tumor size 20mm- 30- 40-

0-IIa (LST-G, homogenous) EMR ESD

0-Is+IIa (LST-G, nodular mixed) EMR ESD

0-IIa(+IIc), 0-IIc (LST-NG) ESD



Why invasive recurrence after p-EMR? 
Cecum, 75mm, 0-Is+IIa (LST-G)
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Night Hawk
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Night Hawk

LONG-TERM OUTCOMES AFTER 
ENDOSCOPIC SUBMUCOSAL DISSECTION FOR COLORECTAL 

EPITHELIAL NEOPLASMS:        
A JAPANESE PROSPECTIVE MULTICENTER COHORT TRIAL 

YUTAKA SAITO, OHATA K, KOBAYASHI N, HARADA K, TAKEUCHI Y, CHINO A, Takamaru H, Kodashima S, 
HOTTA K, IKEMATSU H, URAOKA T, MURAKAMI T, DOYAMA H, ABE T, KATAGIRI A, HORI S, MICHIDA T, SUZUKI T, 
FUKUZAWA M, KIRIYAMA S, FUKASE K, MURAKAMI Y, ISHIKAWA Hideki,                                                            & The 
Colorectal ESD Activation Team of JAPAN (CREATE-J)
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Presentation Time: 8:10 AM to 8:17 A
Presentation Time: 8:10 AM to 8:17 AM, 11:43 

AM to 11:46 AM






Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



Location n SM-invasion OR 95% CI P-value T1b OR 95% CI P-value
Right colon 922 13.6% 1 Ref. 5.6% 1 Ref.
Left colon 338 17.2% 1.32 0.94-1.85 0.108 8.0% 1.45 0.90-2.35 0.128
Rectum 414 17.6% 1.37 0.99-1.87 0.053 11.8% 2.25 1.5—3.37 <0.001

Morphology
LST-G 898 10.8% 1 Ref. 6.7% 1 Ref.

LST-NG 601 18.8% 1.91 1.43-2.56 <0.001 5.7% 0.84 0.54-1.29 0.423
Non-LST 175 26.3% 2.95 1.98-4.37 <0.001 19.4% 3.37 2.14-5.31 <0.001

Combination of location & morphology
Right, LST-G 467 8.1% 1 Ref. 3.9% 1 Ref.

Right, LST-NG 382 17.5% 2.4 1.58-3.66 <0.001 5.2% 1.38 0.73-2.62 0.333
Right, non-LST 73 27.4% 4.26 2.32-7.82 <0.001 19.2% 5.92 2.83-12.39 <0.001

Left, LST-G 130 11.5% 1,47 0.79-2.75 0.228 9.2% 2.54 1.21-5.34 0.013
Left, LST-NG 168 18.5% 2.56 1.54-4.25 <0.001 4.2% 1.09 0.46-2.58 0.853
Left, non-LST 40 30.0% 4.84 2.31-10.18 <0.001 20.0% 6.24 2.58-15.17 <0.001

Rectum, LST-G 301 14.6% 1.93 1.22-3.06 0.005 10.0% 2.76 1.52-5.01 0.001
Rectum, LST-NG 51 29.4% 4.7 2.39-9.29 <0.001 13.7% 3.97 1.61-9.81 0.002
Rectum, non-LST 62 22.6% 3.29 1.68-6.46 <0.001 19.4% 5.99 2.77-12.99 <0.001

Location n SM-invasion OR 95% CI T1b OR 95% CI

Right colon 922 13.6% 1 Ref. 5.6% 1 Ref.

Left colon 338 17.2% 1.32 0.94-1.85 8.0% 1.45 0.90-2.35

Rectum 414 17.6% 1.37 0.99-1.87 11.8% 2.25 1.5—3.37



STUDY PROTOCOL
Registration of all Colorectal ESD Pts.

Perform colorectal ESD
Pathological assessment

Curative (JSCCR guidelines*) Non-curative
Additional Surgery

(Clinical Trial Registration: UMIN000010136) 

1,984 

1,883
(1,965 lesions)

 No POR/MUC component
 Ly(-) V(-)
 Invasion Depth < 1000μm
 BD1
 VM0

* JSCCR guidelines Curative
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Patient and Lesion Characteristics

Total Adenoma Tis T1a T1b -
Number of lesions, n 1814 40% 39% 7% 8%
Curability, n (%)

Complete CR (%) 79% 87% 86% 75% 0
Incomplete CR 12% 13% 13% 10% 0 
non-CR 9.6% 0.4% 1.0% 14% 100%

Definitions: 
Intramucosal cancer, corresponding to high-grade dysplasia and mucosal high-grade neoplasia in the WHO classification, was defined as Tis. 

Submucosal invasion < 1000 μm was defined as T1a, and invasion ≥ 1000 μm was recorded as T1b. 
CR was achieved when there was no submucosal deep invasion ≥ 1000 μm, lymphovascular invasion, tumor budding, nor a poorly differentiated component. 

Complete CR was defined as a CR free of tumor at both lateral and horizontal margins of the specimen.
Incomplete CR was defined as CR with lateral margin presence or cannot be determined because of coagulation artefacts. 

Adenoma includes serrated lesions.  

-91% Curative Resection-

Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



Comparison of Disease-free Specific Survival

60M30M
0

100%

80%

60%

Kaplan-Meyer: P<0.001

CR 
group Non-CR group

The primary outcomes: 

It was 88.6%, which was substantially high (98%)      
in pts with CR.

-The 5-year intestinal preservation rate-

Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



CONCLUSIONS
In this multicenter cohort study, 
 Favorable long-term outcomes after C-ESD ≥ 20 mm

; the 5-year DSS and OS rates were 99.6% & 93.5%,  respectively.

 To note, the 5-year intestinal preservation rate was 98.1% when 
CR was achieved in the initial ESD procedure. 

 ESD can be a potential first-line therapy for superficial colorectal 
neoplasms ≥ 20 mm.

Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



Our ESD multicenter study vs. ACE-study

ESD 1,965 cases Moss, et al. 479 cases
Perforation 3.2% 1.3%

Delayed Bleeding 2.2% 2.9%
Emergency Surgery 0.5% 0.6%

Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



The target lesions might be different or

ESD ; 1965 cases Moss, et al. ; 479 cases
Cancer

T1 15.3% 7.6%
T1b 7.6% 3.7%
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• The recurrence rates following ESD & p-EMR were  

• 0.9–1.3% & 21.1–25.9%, respectively. 

• The ICR for an avoided recurrence & surgery for ESD against p-EMR were 

• 3575–4521 USD & 69,604–77,689 USD, respectively. 

• Probabilistic Sensitivity analysis demonstrated that the probability of ESD 
being chosen as a more cost-effective option than p-EMR was >50% at 
willingness-to-pay values of  

• ≥3795–4744 USD for avoiding a recurrence 

• & ≥90,143–99,631 USD for avoiding a surgery. 

• In the scenario analysis, the required cost was also lower for ESD. 
Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



In the scenario analysis, the required cost was also lower for ESD

Cost-effectiveness acceptability curves showing the correlation between the probability 
of endoscopic submucosal dissection being more cost-effective and the willingness-to-

pay value for avoiding a recurrence. ESD, endoscopic submucosal dissection; LST-GM, 
laterally spreading tumor, nodular mixed-type; LST-NG, laterally spreading tumor, non-

granular type; pEMR, piecemeal endoscopic mucosal resection. 

Cost-effectiveness acceptability curves showing the correlation between the 
probability of endoscopic submucosal dissection being more cost-effective and 

the willingness-to-pay value for avoiding a surgery. ESD, endoscopic 
submucosal dissection; LST-GM, laterally spreading tumor, nodular mixed-

type; LST-NG, laterally spreading tumor, non-granular type; pEMR, piecemeal 
endoscopic mucosal resection. 
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Indication for ESD
JNET 2B & Non-invasive pattern

Any Location including proximal colon

Gut and Liver, Vol.7, No.3, May 2013, 263-269.
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LST-subtypes & Tumor size 20mm- 30- 40-

0-IIa (LST-G, homogenous) EMR ESD

0-Is+IIa (LST-G, nodular mixed) EMR ESD

0-IIa(+IIc), 0-IIc (LST-NG) ESD



CQ1 Does Tis (HGD) require en bloc resection?

Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE

CQ2 Does Tis of the right -colon also require en bloc resection?

CQ3 Must Histology define intramucosal carcinoma instead of HGD?
Statement; 
This could be high-grade dysplasia. 
If all agree that intramucosal cancer is equal to HGD.

CQ4 Must Histology conduct I-H staining such as Desmin, D2-40, etc
for ESD specimens?

Diskussion Points
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