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Colon& 

No susp. of SM invasion

Rectum OR 

Susp. of limited SM invasion*

• LST-NG (PD, IIc)

• LST-G mix > 2cm

• Demarcated depressed area with irregular surface pattern

• Large protruded or bulky component

JNET 2A

LGD

En-bloc EMR/ESDEMRPO/EMR
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BACKGROUNDS 1

• It has been reported that p-EMR lowers the 
incidence of local recurrence by ablating the 
mucosal defect margin. 1)

•Recurrence after p-EMR is, however; difficult to 
treat with EMR and often requires surgery even 
for benign adenomas. 2)

1) Sidhu M, Shahidi N, Gupta S, et al.  Gastroenterology. 2021 Jul;161(1):163-170.e3.

2) Saito Y, Fukuzawa M, Matsuda T, et al. Surg Endosc. 2010 Feb;24(2):343-52.
Yutaka Saito, MD, PhD, FJGES, FASGE
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BACKGROUNDS 2

• In addition, in the case of p-EMR, it is difficult to 
accurately diagnose SM invasion & LYV, and 
there is a risk of missing an appropriate 
subsequent treatment. 2)

1) Sidhu M, Shahidi N, Gupta S, et al.  Gastroenterology. 2021 Jul;161(1):163-170.e3.

2) Saito Y, Fukuzawa M, Matsuda T, et al. Surg Endosc. 2010 Feb;24(2):343-52.
Yutaka Saito, MD, PhD, FJGES, FASGE



BACKGROUNDS 3

• ESD is the solution to solve these problems 1).

• Although good short-term outcomes have been reported from 
the West as well as Asia 2-4), and single center long-term outcomes 
5), there have been no long-term prospective multicenter 
outcomes.

1) Saito Y, Abe S, Inoue H, et al. Gastroenterology. 2021 Aug;161(2):405-410.

2) Kobayashi N, Takeuchi Y, Ohata K, et al. Dig Endosc. 2021 Dec 28. doi: 10.1111/den.14223. 

3) Fleischmann C, Probst A, Ebigbo A, et al. Gastroenterology. 2021 Oct;161(4):1168-1178.

4) Draganov PV, Aihara H, Karasik MS, et al. Gastroenterology. 2021 Jun;160(7):2317-2327.e2.

5) Yamada M, Saito Y, Takamaru H, et al. Endoscopy. 2017 Mar;49(3):233-242.
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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

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

Ohata K, Kobayashi N, Saito Y. Gastroenterology. 2022 Jul 8:S0016-5085(22)00751-X.



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

Ohata K, Kobayashi N, Saito Y. Gastroenterology. 2022 Jul 8:S0016-5085(22)00751-X.



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

Ohata K, Kobayashi N, Saito Y. Gastroenterology. 2022 Jul 8:S0016-5085(22)00751-X.



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

Ohata K, Kobayashi N, Saito Y. Gastroenterology. 2022 Jul 8:S0016-5085(22)00751-X.



Endoscopic findings
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ENDOSCOPIC FINDINGS
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Indigo carmine dye image
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oral

ESD was conducted according to JGES guidelines
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Histological finding (Panoramic view:#29)
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Histological finding (#29) 

Mod. Dif. adenoca
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Histological finding (#29) 
budding grade 2
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Histological finding (#28)

Desmin
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Immunohistochemical staining

ly (+)

D2-40

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



#10 

Mod. Diff. adenoca～Well diff.adenoca (LG)～high-grade adenoma

#29

Adenoma  Mod   Wel Adenoma  

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



• Category 5.1 Vienna classification

• Location： sigmoid colon

• Macroscopic type：0-Is+IIa

• Size of lesion：63x62mm 

• Depth of invasion：pM(MM)

• ly 1, v 0, BUD2

• HM(-), VM(-)

Well to moderately differentiated adenocarcinoma, in adenoma

Pathological Diagnosis

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



Another LST-G , A/C, 50mm, Is＋IIa (LST-G)
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#6

1100μm

#3

300μm

Well differentiated adenocarcinoma, 

low and high grade atypia, in 

adenoma.

Category 5.2 Vienna classification

0-Is+IIa, PG, 50×50mm, 

pSM2 1100μm, ly0, v0, 

adenoma component (+), cut end (-)

#1

#2

#3

#4

#5

#6

#7

#8

#9

#10

#11

#12

#13

#14

adenoma

m

sm

SM300μm

SM1100μm

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



Cecum, 0-IIa+IIc (LST-NG, PD)
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NBI
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NBI Type 2B

Vessel pattern
•Variable caliber

•Irregular distribution

Surface pattern Irregular or obscure

Most likely histology

Tis/T1a*3

High grade intramucosal 

neoplasia/Shallow 

submucosal invasive 

cancer

*3. Deep SM invasive cancer may be included.
Endoscopy Division, National Cancer Center HospitalYutaka Saito, MD, PhD, FJGES, FASGE



Indigo

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



CV stain
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1. IIIL/IIIs

2. VI (non-inv)

3. VI (inv)
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Answer; pit?
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ESD; Intraoperative dx;T1b
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ESD
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Pathology

Pathology by Dr. Sekine S, Taniguchi H, et al.
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Well, low and high grade
pSM2(2500μm), ly0, v1, VM+/-

⇒Recommended Surgery
Pathology by Dr. Sekine S, Taniguchi H, et al.
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Pathology by Dr. Sekine S, Taniguchi H, et al.

Need to understand 
the limitation of IEE 
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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.

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

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?
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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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