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LE CANCER COLORECTAL
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LOendoscopli e diI ge
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AT, Est tres efficace pour le traitement des petites tumeurs du tube digestif
AN » Nulle pour le curage ganglionaire

& AM ; Nulle pour le traitement des metastases

// sauf RFA sous EUS
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QUEL SONT LES FACTEURS HISTOPRONOSTIQU

Méta -analyse 7376 CCR T1 (13 etudes)

ACCR T1 opérés (dont 310 aprés ESD)

ATaux ddenv.-33GL : 6 %
AFacteurs de risque ind®pendant c
- 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 pm (OR: 3,0, p =0,007)

Choi JY et al. JKMS. 2015



QUEL SONT LES FACTEURS HISTOPRONOSTIQU

Loenvahi ssement en profondeur
(8 etudes, 3621 patients): analyse  multivariee

— ORISR il Study OR [95% CI]
ﬂ e 598 (136, 25.40] Nakadoi et al., 2011 3.37 (1.09, 10.39)
R ; Kawachietal, 2015  6.40 [2.29, 17.90] ﬁ:}"’:"" °;'::'-72°‘5 :% {g'g?' ;'g} '
X i Paiedq.. 2017 20(0.71,6.86) ~—e— o e il
bQSad LJI Shin Gl 2018 d Zyzn.aa (032,243 -=— Shin et.al., 2018 688 [1.41, 0.57]
. Yasue eLal., 2019 1.61[0.60,4.31] —=—— Yasue et.al., 2019 2.09 [1.12, 3.89) ——
ng etal. 2019 184[055 620] —e—— Zhang et.al., 2019 5.10 [2.07, 12.57)
FaCte ur d e I'ISCI ugchizuki etal, 2020  069[025 191 &— Mochizuki et.al,, 2020  1.77 [0.99, 3.18) e
. , Haasnoot et.al., 2020 0.78 [0.26, 2.33) -— Haasnoot et.al., 2020 0.84 [0.38, 1.88) -
independant
DS overall OR 173[096.3.12 @ PD overall OR 214[1.39,3.28) _ @~
o M 3 a 8 " * 4 % www Y Y sy
Envahissement en profondeur oy £ .
/ P Peu différentié OR: 2,14
A : ‘ Study OR [95% C1] Study OR [95% CI]
) Nakadoi et.al., 2011 278(1.29,6.00) —e—o Nakadoi et.al., 2011 5.18 [2.42, 11.09] —_—
1 Kawachi et.al,, 2015 1.60 [0.96, 2.68) R Kawachi et.al., 2015 3.57 [2.20, 5.79) e
Pai etal., 2017 260[0.82,827) e Pai et.al., 2017 4.30 [1.60, 11.53)
Shin et.al., 2018 2.70 [1.21, 6.04] —— Shin et.al., 2018 1.75[0.72, 4.25) —_——
Yasue etal., 2019 8.09 [3.83, 17.07) Yasue et.al., 2019 1.89 [1.09, 3.28) e
Zhang et.al., 2019 2.61(1.04,656] —e— Zhang et.al., 2019 3.71[1.48, 9.31]
Mochizuki etal.,, 2020  13.80 [4.89, 38.91] —_— Mochizuki etal., 2020  1.69[1.01, 2.82) -
Haasnoot et.al., 2020 1.54[0.74,317] -@— Haasnoot et.al., 2020 3.71[1.76, 7.81)

LVI overall OR 316[1.88,533] @ TB overall OR 2.83 [2.06, 3.88] -

Emboledympho vasculaires OR: 3,16 Buddingsignificatif OR : 2,83

ZwagerLW et al,Gastroenterology2022;163:174169




« Burden », chirurgie

A Conséquence physiologigue de la chirurgie sont faible dans le colon
A A droite perte de la valvule accélére le transit.
A A gauche quasi nulles

A Par contre dans le rectum la morbidité est importante

A stomie ?
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A Balance bénéfice / risque dépend de la localisation
A Le curseur peut étre déplacer en fonction de chaque malade
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Situation catastrophigue
Xxe slecle

A Homme de 50 ans

\ A Coloscopie sans AG a sa demande (hors des habitudes)
A Pas de consultation prévu en post endoscopie (erreur)
A Un polype de 2 mm du sigmoide,
A6bi opsie ex®r sed - |l a pi
A Envoyé en anapath dans un pot a formol
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Réponse anapath

A Carcinome muqueux bien différencié

ALa muscul aire

ADonc
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Quels sont les atouts de

N\

—-—-\I ocoendoscopl e pour

A quoi servent les renseignements
¢sur les CR Endoscopie



Ip Protruded, 1zl
pedunculated .

‘ Is Protruded,
A . sessile
. e > /"

N
§ lla Superficial,
/ ‘_-/, elevated
/ \ b - Flat
The Parigndoscopiclassification ofuperficial

lle = Depressed

neoplasticlesions esophagusstomach and colon.
Gastrointesttndos@?003;58:5243.
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Table 7. Colon—morphology*

n %
0-1 50
Ip 1303
Is 504
0-Ila,b 44
0-Ip 0-Is Ila 1604
1Ib 33
0-1l¢ 5
Protruded, pedunculated T e + 1la 60
a—— T Ha + Ile o1
IIs + Ilc 43
0-I11 0
- Jiis 0
Total 3680

Note: 76% of the polypoid lesions were classified as Ip.

*Distribution (numbers and percentages) of major macroscopic
categories within type 0. Pathology series (3680 lesions) from
Niigata Hospital. (From H. Watanabe, unpublished data from
Paris workshop.)

Table 12. Colon—depth of invasion*

5 mm or less 6-10 mm 11-15 mm 16-20 mm 21 mm or more

‘ 01

/ Ip +1Is 0/5400 (0%) 49/4045 (1.2%) 80/1002 (8%) 58/330 (17%) 56/187 (30%)
0-Ila,b
Ila + IIb 2/6214 (<0.1%) 2/1015 (0.2%) 9/493 (1.8%) 17/16 % 3

0-Ilc

All IIe 17/236 (7%) 58/132 (44%) 42/63 (67%) 18/20 (909 13/15 (87%)
0-11T

117 0 0 0
Total 19/11,850 (<0.2%) 109/5,192 (2%) 131/1,558 (8%) 93/1,523 ( 2/437 (28%)

*Proportion (numbers and percentages) of invasion into the submucosa, with reference to the major macroscopic categories within type
0 and to the diameter of the lesion (in 5 groups). Endoscopy series with pathology confirmation (19, 560 lesions in the period April 1985-
April 2003) in Red Cross Hospital in Akita and Showa Northern Hospital in Yokohama. (From S. Kudo, unpublished data from Paris

workshop.) The Pari#ndoscopialassification ofuperficialneoplastic
lesions esophagusstomach and colon.
Gastrointestendos?003;58:5243.




Aspect morphologi

Lateral Spreading Tumor

LST-NG vs LST-G

.......

their correspondence in the Paris-Japanese classification

Subtypes of LST Classification of type 0
LST granular (LST-G)
Homogenous type 0-ITa 1_“_7 la
Nodular mixed type 0-Ila, 0-Is + Ila, O-Ila + Is _‘M_
i _ Ia+ls
LST non-granular (LST-NG)
Flat elevated 0-I1a Ila
Pseudo-depressed type 0-ITa + Ilc, 0-1lc + Ila T eeentlBR s

! The term ‘LST (laterally spreading tumor)’ refers to the lateral growth of
lesions at least 10 mm in diameter; this is in opposition to traditional
polypoid (upward growth) or flat and depressed lesions (downward growth).

Uraokaet al. Gut 2006




Aspect morphologique

Lateral Spreading Tumor

LST-NG vs LST-G
G \ Table 1 Clinicopathological characteristics of laterally

spreading tumours of the granular (LST-G) and non-
granular (LST-NG) types

LST-G type LST-NG type

No of LSTs 287 224

No of patients 275 195
g Tumour size (mm) (mean (SD)) 23.0 (12.6) 15.9 (7.0)

._ ' Histological diagnosis
/ Adenoma or m-Ca 268 (93%) 192 (86%)
sm-Ca 19 (7%) 32 (14%)
/ Distribution

Right colon 153 (53%) 136 (61%)
Left colon 42 (15%) 59 (26%)
Rectum 92 (32%) 29 (13%)

m-Ca, intramucosal adenocarcinoma.
sm-Ca, submucosal adenocarcinoma.

Uraokaet al. Gut 2006




Aspect morphologique i

Lateral Spreading Tumor

LST-NG vs LST-G

Materials: 51 LSTs with sm-Ca

Under Under
largest nodule depressed area
LST-G type gl p: Z
19 16 (84%) 3 (16%)
Under Multifocal/
LST-NG type depressed area lymph follicular
.q>. .@_
32 23 (72%) 9 (8/1) (28%)

Uraokaet al. Gut 2006




Analyse du relief, prédire le N

Pit  Endoscopic Classification non-néoplasique

type appearance Characteristics Siypermianiigis

de Kudo

| {00 8 o Round pit (normal pit)
O 0/

)
o0
&co

a—— I

Asteroid pit (nonneoplastic)

- Tubular orround pit thatissmailer.than Kudo’s Classification Clinical Classification

the normal pit (neoplastic: tubular)

10 » Non-neoplastic
2
Tubular or round pit that is larger than pattern
= L : :
the normal pit (neoplastic: tubular)
. ‘ 0L, IIIs, IV » Non-invasive
/ pattern

v Dendritic or gyrus-like pit (neoplastic:

adenomatous) (_)

Demarcated area
Vi
— (1)

Vi Irregular arrangement and sizes of pit \

(neoplastic: carcinoma) .

VN »| Invasive pattern
Loss or decrease of pits with an

Vn amorphous structure (neoplastic: .

carcinoma) KudoS,GastrointestEndoscl 996; 44: 8 14




Analyse du relief pour prédire le N

Invasive Non-Invasive
Pattern Pattern
No. of lesions 178 4037
ﬂ Histopathology—no. (%)
Adenoma 0(0) 3371 (83)
m-ca 12 (7) 600 (15)
sm-ca 166 (93) 66 (2)
—sm superficial (sm1*) 12 (7) 40 (1)
—sm deep (sm2-3) 154 (86) 26 (0.6)
*sml:sm <1000 pm.
Sensitivity: 85.6% (15/180).
Specificity: 99.4% (4011/4035).
b Positive predictive value (PPV): 86.5% (154/178).
‘ Negative predictive value (NPV): 99.4% (4011/4037).

/ Accuracy: 98.8% (4165/4215).

Matsudaet alamj gastro 2008

pTlsm2 L0 VO BO




—

Analyse du relief NICE

Type 1

Type 2A

Type 2B

Type 3

histology

Sessile serrated polyp

neoplasia

neoplasia/ Shallow
submucosal invasivecancer **

* Regular caliber
Vessel . € , * Variable caliber - Loose vesselareas
* Invisible** * Regular distribution . R . son of thick ol
pattem (meshed/spiral pattem) Irregular distribution Interruption of thick vessels
Surface * Regular dark or white spots - Regular
pattern * Similarto sumr:z::acjlrg normal (tubular/branched/papillary) * Irregular or obscure * Amorphous areas
Most likel ) High grade intramucosal
y Hyperplastic polyp/ Low grade intramucosal Deep submucosal

invasive cancer

Endoscopic
image

*1 _If visible, the caliber in the lesion is similar to surrounding normal mucosa.
*2. Micro—vessels are oftendistributed in a punctate pattern and well-ordered reticular or spiral vessels may not be observed in depressed lesions.
*3. Deepsubmucosal invasive cancer may be included.

Figure 7 The Japan NBI Expert Team (JNET) classification.
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Analyse du relief SANO

Capillary [
pattern

Schema

Endoscopic
findings

Capillary

Meshed capillary
characteristics

vessels (-)

Fig. 2. Sano classification.

* Meshed capillary
vessels (+)

* Capillary vessel
surrounds mucosal
glands

Meshed capillary vessels characterized by:
blind ending, branching and curtailed irregularly

» Lack of uniformity
* High density of
capillary vessels

» Nearly avascular or loose
micro capillary vessels



Analyse for

SOACSSLR  Hyperplasique!

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

Qairelou!
Squivalentelau!
background!

Absencelde!
vaisseauxliou!
vaisseaux!finsine!
suivant!paslles!
cryptes!

Rondes!!
Blanches!

PasldelrSsec. on!

rme+relief CONECCT

19
LSsionlfestonnSe!

sessilel

Paris!llalou!llb!
LimiteslimprScises!
en'nuagelou'en!
plateau!

Variable!
Mucusljaune!
(rougelen!NBI)!!

Absentslparfois!
Fotsnoirstau!
fond!deslcryptes!
rondes!

Qyptesirondes!
pointsinoirs!(NBI)!

EN'BLOCQRO!silpossible!!

[1A! na e
AdShomelt!risquelou! AdShocarcinome!
cancer!superfic el! profond!

Souvent!lli!
Culllctavec!'composant!
nodulaire!danslia!l
dSpression!
Saignements!
spontanSs!

HS SrogSne,foncSes!
ou'tr&siclaireslpar!
Zones!

Souventl!lic!
Oulllal+HlIc!
Ou!LST'Non!granulaire!
Ou!macronodule!(>!
1cm)!sur!LST!
Granulaire!

FoncSelsouvent!

Paris!ip,!ls!
Qulllal
Rarement!

dSprim$

FoncSe!par!
rapport!au!
background!

RSguliers!

Quivant!les!
cryptes!
allongSes!

IrrSguliersimais!
persistantsl!!
Paslde!zone!
avasculaire!

IrrSguliers!
Groslvaisseaux!
interrompus!!
Oulabsentsl(zones!
avasculaires)!

Absentes!
DStruites!
OulirrSgulisSresldans!
unelzoneldgimitSe!
(dSmarca. onlneW\e)!
|

AllongSes!
Ou'Branch$es!

CS Sbriformes!

rSguliSres!

IrrSguliSresimais!
conservses!
Pasldelzonelamorphe!

EN'BLOGRO!

CHIRURGIEavec!curage

PIECEMEALsi!non!r SsScables!En!Bloc! - (EMROU!ED!(>20!mm)!

PR

Fabritius Martin et al. Aimplifiedtable.... Endoscopynernational Open 2019; 07: E1X31206



Adenome <10 mm




Adenome <10 m

APince froide
Aefficace dans 39% des polypes

A62% si adénomes(%c79%)
ACQ yOSNJ RQAY U SN

EfthymiouM Endoscopy011;43(4):312316.
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Polype < 10mm = anse froide

A> pince froide
A> EMR (temps, douleurs)
Aa2Aya RQKSY2NN) IAS Llad Sy

—

& encore faut il le retrouver
~ < [ O

, l Paspatist al Colorectal Dis2011;13(10):e34&348.

! IchiseY et alDigestion 2011;84(1):7881.

e HoriuchiA, et al.Gastrointesttndosc2014;79(3):41q423

m} Takeuchi World Gastrointesttndos@2015 November 25; 7(17): 128@56




