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LE CANCER COLORECTAL

R¹le majeur de lõendoscopie

Dépistage

Traitement 

Stades T1 

Å20% des CCR

ÅSurvie à 5 ans > 95%  

ÅRisque de N+ : 1 à 34%

Bilan dõextension EUS

Suh JH et al. Endoscopy 2012;44:590ð595

Tateishi Y, et al.  Mod Pathol 2010;23:1068ð1072

2ème cancer

MORTALITE
3ème cancer

INCIDENCE



Lôendoscopie digestive

ÅT, Est très efficace pour le traitement des petites tumeurs du tube digestif

ÅN, Nulle pour le curage ganglionaire

ÅM, Nulle pour le traitement des métastases

sauf RFA sous EUS



CCR Curseur sm1 / sm2

T1m : < 1%
T1sm : 6-17%

Rectum > colon ?

< 1000µm : < 2%

bien différenciée
Budding (-)
Ly(-) Vasc(-)

Lambert et al. endoscopy2015, 
Mou et al. Surgendosc2013 ; 
beatonet al colo dis 2013

muqueuse

musc muqueuse

sous muqueuse

musculeuse

Pr Valmary-Degano



QUEL SONT LES FACTEURS HISTOPRONOSTIQUES ? 

ÅCCR T1 opérés (dont 310 après ESD)

ÅTaux dõenv. GGL : 6% - 32%

ÅFacteurs de risque ind®pendant dõenv. GGL :

- Peu différentié (OR: 8,2; p<0,001)

- Env. Lymphatique (OR: 6,9; p<0,001)

- Budding significatif (OR: 4,59; p<0,001)

- Env. Vasculaire (OR: 2,7; p<0,001)

- Env. profondeur sm2 ou > 1000 µm (OR: 3,0; p = 0,007)

Choi JY et al. JKMS. 2015

Méta -analyse 7376 CCR T1 (13 études)



QUEL SONT LES FACTEURS HISTOPRONOSTIQUES ? 

ZwagerLW et al, Gastroenterology2022;163:174-169

Lõenvahissement en profondeur versus les autres facteurs

(8 études, 3621 patients): analyse multivariée

Peu différentié OR: 2,14

Emboles lymphovasculaires OR: 3,16 Buddingsignificatif OR : 2,83

Envahissement en profondeur

bΩŜǎǘ Ǉŀǎ ǳƴ 
Facteur de risque 
indépendant 



« Burden », chirurgie

ÅConséquence physiologique de la chirurgie sont faible dans le colon
ÅÀ droite perte de la valvule accélère le transit.
ÅA gauche quasi nulles

ÅPar contre dans le rectum la morbidité est importante
Åstomie ?
Č[ŀ ŘƛǎǎŜŎǘƛƻƴ ǇŜǳǘ şǘǊŜ ǳƴŜ ǘŜƴǘŀǘƛǾŜ ŘƛŀƎƴƻǎǘƛǉǳŜ Ψinvestigational
treatmentΩ

ÅBalance bénéfice / risque dépend de la localisation
ÅLe curseur peut être déplacer en fonction de chaque malade



a



Situation catastrophique 
Xxe siecle

ÅHomme de 50 ans

ÅColoscopie sans AG à sa demande (hors des habitudes)

ÅPas de consultation prévu en post endoscopie (erreur)

ÅUn polype de 2 mm du sigmoïde, 

Åóbiopsie ex®r¯seô ¨ la pince (erreur)

ÅEnvoyé en anapath dans un pot à formol



Réponse anapath

ÅCarcinome muqueux bien différencié

ÅLa musculaire muqueuse nôest pas visible sur les coupes

ÅDonc impossible dôaffirmer pT1a, doute sur pT1b





Quels sont les atouts de 
lôendoscopie pour pr®dire ?

À quoi servent les renseignements 
sur les CR Endoscopie

Paris workshop participants. GastrointestEndosc2003



Analyse de la forme, prédire le N

The Paris endoscopicclassification of superficial
neoplasticlesions: esophagus, stomach, and colon. 
GastrointestEndosc2003;58:S2ς43. 



cardia. Tumors of the large bowel (colon and rectum)

are descr ibed in a single group.

óóSuperýcialôôneoplasia includes neoplast ic lesions

with no invasion in the lamina propr ia and carci-

noma with invasion of the lamina propr ia and a depth

of penetrat ion limited to the mucosa (stomach and

esophagus) or the submucosa (large bowel). The

nameóóearlycancerôôsuggests a localized tumor with

potent ial for complete cure after complete resect ion,

i.e., a low r isk for lymph node metastases. Non-

neoplast ic lesions of the columnar epithel ium (juve-

nile or , in the large bowel, hyperplast ic polyps) also

have aóósuperýcialôômorphology. Hyper plast ic polyps

have lit t le or no potent ial for t ransformat ion to

neoplast ic lesions, but serrated adenomas are un-

common, noninvasive neoplast ic lesions, combining

neoplast ic cells and a serrated structure.

Polypoid and non-polypoid neoplastic lesions

The dist inct ive charact ers of polypoid and non-

polypoid lesions are summar ized in Table 2 and

Diagram 1, and il lust r ated in Diagrams 2 to 11.

A polypoid neoplast ic lesion prot rudes above the

surrounding sur face at endoscopy. In the operat ive

specimen, theheight of the lesion is more than double

the thickness of the adjacent mucosa. In peduncu-

lated polyps, the base is narrow; in sessile polyps, the

baseand thetop of the lesion have thesamediamet er .

Intermediate and broad-based forms are called semi -

pedunculated (Isp); they should be managed just as

sessile polyps.

Non-prot ruding or non-polypoid neoplast ic lesions

include ulcers and the so-called þatlesions. In

the lat ter situat ion, the lesion, compared with the

adjacent mucosa, is either sl ight ly elevated, or

completely þat,or depr essed (absolutely depr essed).

At endoscopy, sl ight ly elevated lesions are easily

misclassiýed as sessile (polypoid subtype). This

dist inct ion is more reliable on pathologic examina-

t ion of an operat ive specimen, in which it is possible

to compare the height of the lesion with the ful l

thickness of the normal mucosa. Some elevated

lesions may reach a large (>10 mm) lateral diamet er

without increasing their height or prot rusion above

the mucosa. In the colon, these are called óólateral

spr eading type.ôôIn the case of depr essed lesions, the

ent ire thickness of the mucosa in the lesion is often

less than that of the adjacent mucosa. Some elevated

lesions have a central depr ession. When there is

a shallow depr ession at the top of an elevated lesion,

which is st i l l more elevated than the surrounding

normal mucosa, the depr essed por t ion of the lesion is

called óórelatively depr essed.ôô

Metaplasia

Metaplasia is the transformat ion of an epithel ium

to another type of epithelium with dist inct morphol-

ogy and funct ion. Intest inal metaplasia in the

esophagus and stomach is classiýedas complete

(type I ) or incomplete (type I I or I I I ). Intest inal

metaplasia type I is largely composed of absorpt ive

cells with a well-deýned brush border , some goblet

cells, and occasional Paneth cells. Intest inal meta-

plasia type I I and I I I are charact er ized by columnar

intermediate cells and goblet cells that secr ete

sialomucin (type I I ) or sulfomucin (type I I I ). In the

distal esophagus, metaplasia is composed of 3

dist inct types of epithel ium, dist r ibuted in a patch-

work or mosaic pat ter n: cardiac or junct ional-type

epithel ium, where glands are composed almost

ent irely of mucus-secret ing cells; oxynt ic-type epi-

thelium, where par iet al and chief cells are present ;

Diagram 1. Schematic representation of the major variants of

type 0 neoplastic lesions of the digestive tract: polypoid (Ip

and Is), non-polypoid (IIa, IIb, and II c), non-polypoid and

excavated (III). Terminology as proposed in a consensus

macroscopic description of superýcialneoplastic lesions.15

Table 2. Neoplastic lesions with óósuperýcialôô
morphology

VOLUME 58, NO. 6 (SUPPL), 2003 GASTROINTESTINAL ENDOSCOPY S5

The Par is endoscopi c classiýcation of superýcial neoplastic lesions Par i s Workshop Par t i cipants
Analyse de la forme, prédire le N

The Paris endoscopicclassification of superficialneoplastic
lesions: esophagus, stomach, and colon. 
GastrointestEndosc2003;58:S2ς43. 



Aspect morphologique : LST

Uraokaet al. Gut 2006

Lateral Spreading Tumor

LST-NG vs LST-G 



Aspect morphologique

Uraokaet al. Gut 2006

Lateral Spreading Tumor

LST-NG vs LST-G 



Aspect morphologique

Uraokaet al. Gut 2006

Lateral Spreading Tumor

LST-NG vs LST-G 



Analyse du relief, prédire le N
Classification 
de Kudo

KudoS, GastrointestEndosc1996; 44: 8ς14 



Matsudaet al amj gastro 2008

pT1 sm2 L0 V0 B0

Analyse du relief pour prédire le N



Analyse du relief NICE

Digestive Endoscopy2016; 28:526ς533



Analyse du relief SANO



Analyse forme+relief CONECCT

Fabritius Martin et al. A simplifiedtable ... EndoscopyInternational Open 2019; 07: E1197ςE1206 

!!!
CONECCT!

!

IH!
Hyperplasique!

IS!
LŞsion!festonnŞe!

sessile!

IIA!
AdŞnome!

simple!

IIC!
AdŞnome!Ł!risque!ou!

cancer!superfici el!

III!
AdŞnocarcinome!

profond!

Macro! Souvent!pe. ts!
<10!mm!

SurŞlevŞ!IIa!
!

Paris!IIa!ou!IIb!
Limites!imprŞcises!

en!nuage!ou!en!
plateau!

Paris!Ip,!Is!
Ou!IIa!

Rarement!
dŞprimŞ!

Souvent!IIc!
Ou!IIa!+!IIc!

Ou!LST!Non!granulaire!
Ou!macronodule!(>!

1cm)!sur!LST!
Granulaire!

Souvent!III!
Ou!IIc!avec!composant!

nodulaire!dans!la!
dŞpression!

Saignements!
spontanŞs!

Couleur!
(NBI!ou!
Şquivalent)!

!

Claire!ou!
Şquivalente!au!

background!

Variable!
Mucus!jaune!

(rouge!en!NBI)!!

FoncŞe!par!
rapport!au!
background!

FoncŞe!souvent! HŞtŞrogŝne,!foncŞes!
ou!trŝs!claires!par!

zones!

Vaisseaux!
(NBI!ou!
Şquivalent)!

Absence!de!
vaisseaux!ou!

vaisseaux!fins!ne!
suivant!pas!les!

cryptes!

Absents!parfois!
Spots!noirs!au!

fond!des!cryptes!
rondes!

RŞguliers!
Suivant!les!

cryptes!
allongŞes!

IrrŞguliers!mais!
persistants!!
Pas!de!zone!
avasculaire!

IrrŞguliers!
Gros!vaisseaux!
interrompus!!

Ou!absents!(zones!
avasculaires)!

Cryptes!
(chromo!

virtuelle!ou!
rŞelle)!

!

Rondes!!
Blanches!

Cryptes!rondes!
points!noirs!(NBI)!

AllongŞes!
Ou!BranchŞes!
CŞrŞbriformes!

rŞguliŝres!

IrrŞguliŝres!mais!
conservŞes!

Pas!de!zone!amorphe!

Absentes!
DŞtruites!

Ou!irrŞguliŝres!dans!
une!zone!dŞlimitŞe!
(dŞmarca. on!neWe)!

!

RŞsec. on! Pas!de!rŞsec. on! EN!BLOC!R0!si!possible!!
PIECE!MEAL!si!non!rŞsŞcables!En!Bloc!

EN!BLOC!R0!
(EMR!ou!ESD!(>20!mm)!

CHIRURGIE!avec!curage!



Adénome < 10 mm



Adénome < 10 mm

ÅPince froide 

Åefficace dans 39% des polypes

Å62% si adénome (51%ς79%) 

ÅCŀƴŎŜǊ ŘΩƛƴǘŜǊǾŀƭƭŜΚ /t/

EfthymiouM  Endoscopy2011;43(4):312ς316. 



Adénome < 10 mm



Polype < 10mm = anse froide



Polype < 10mm = anse froide



anse froide en immersion



Anse froide immersion



Å> pince froide

Å> EMR (temps, douleurs)

Åaƻƛƴǎ ŘΩƘŞƳƻǊǊŀƎƛŜ Ǉƻǎǘ ŜƴŘƻ

encore faut il le retrouver

Paspatiset al  Colorectal Dis. 2011;13(10):e345ςe348. 
IchiseY et al. Digestion. 2011;84(1):78ς81. 
HoriuchiA, et al. GastrointestEndosc. 2014;79(3):417ς423
Takeuchi World J GastrointestEndosc2015 November 25; 7(17): 1250-1256 

Polype < 10mm = anse froide


