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Pretreatment evaluation
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1.ESGE recommends that the evaluation of superficial
gastrointestinal lesions should be made by an experienced
endoscopist, using high definition white-light and chromoendoscopy
(virtual or dye-based), and validated classifications when available.
Strong recommendation, high quality evidence.
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2.ESGE does not recommend routine performance of endoscopic
ultrasonography (EUS), computed tomography (CT), magnetic
resonance imaging (MRI), or positron emission tomography CT
(PET-CT) prior to endoscopic resection (ER).

Strong recommendation, moderate quality evidence.

ESGE R AE N8 VIFR G (ER) Z BT T AR AR B 5 m & (EUS) ~ &
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3.ESGE suggests that when suspicious features for deep submucosal
invasion are present, complete staging should be considered in order
to exclude stage T2/T3 or lymph node metastasis (LNM).

Weak recommendation, low quality evidence.

ESGE 3% » BAE RS M= BT - EERESSE I - DI
T2/T3 HEOK4EHEFS (LNM)

Therapeutic options
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4.ESGE recommends ESD as the treatment of choice for most
esophageal squamous cell and gastric (or junctional non-Barrett’s)
superficial lesions, mainly to provide an en bloc potentially curative
resection with accurate pathologic staging.

Strong recommendation, moderate quality evidence.

ESGE #£/& ESD {F Ry R 2 B BN AHEA S (AT SEIE Barrett's) 0255y
HERAR L - TEER TR EA MR R N RSB e R M VIR -



5.ESGE suggests that ESD might also be considered for en bloc
resection of noncircumferential clinically staged T1a-m3/T1b-sm1 or
circumferential clinically staged T1a-m1/m2 esophageal squamous
cell carcinoma (SCC)

Weak recommendation, moderate quality evidence.

ESGE #:3% ESD 7 a] F R B SR VBRI FER SRR PR 73 B Tla-m3/T1b-sm1 BRI
PR73HA Tla-m1/m2 giEfhiRAAEE(SCC)

6.For Barrett’s esophagus (BE)-associated lesions, ESGE
recommends to use endoscopic mucosal resection (EMR) for<20mm
visible lesions with low probability of submucosal invasion (Paris
type 0-1Ia, 0-IIb) and for larger or multifocal benign (dysplastic)
lesions.

Strong recommendation, high quality evidence.

¥1j% Barrett B8 (BE)THREAEE - ESGE Za¥t<20mm (2 A77) A H HAGHA NE
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7.For BE-associated lesions, ESGE suggests to use ESD for lesions
suspicious for submucosal invasion (Paris type 0-Is, 0-IIc), for
malignant lesions >20mm, and for lesions in scarred/fibrotic areas.
Weak recommendation, low quality evidence.

¥f> BE tHREAP%E - ESGE Ze BB N =I0H 5 (Paris 0-Is » 0-lc AY) ~
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8.ESGE recommends ESD for differentiated gastric lesions clinically
staged as dysplastic or as intramucosal carcinomas (of any size if not
ulcerated and <30 mm if ulcerated), with EMR being an alternative
for Paris 0-1Ia lesions of size <10 mm with low likelihood of
malignancy.

Strong recommendation, moderate quality evidence.

ESGE #% ESD IR HA R 5 A REGERE Ry B A Skt (An5e
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9.ESGE suggests that gastric adenocarcinomas that are <30 mm,
superficial, submucosal (sm1), and well-differentiated, or <20 mm,
intramucosal, and poorly differentiated type, both without ulcerative
findings, can be considered for ESD, although the decision should be
individualized.

Weak recommendation, low quality evidence.

ESGE 7% > <30mm ~ 32738 ~ $5E N (sm DTS 7L > Bi<20mm ~ ZEREA AR
THEREAI S R - MR - nIERUETT ESD - REAEEEAL -

10.ESGE does not recommend routine use of ESD for duodenal or
small-bowel lesions, with its use being reserved for selected cases in
expert centers.

Strong recommendation, moderate quality evidence.

ESGE g E #EH ESD J&H T 45580 N NERE - BIEMNER LAV
TEIREB ©

11.ESGE recommends polypectomy and/or EMR (en bloc or
piecemeal) as the treatment of choice for most duodenal and small-
bowel superficial lesions.

Strong recommendation, moderate quality evidence.

ESGE Z55K 2 A VIBR T HA1/E¢ EMR(BERGE 0 BOTE R R Z 8+ —FaRG I MG=
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12.ESGE recommends polypectomy and/or EMR (en bloc or
piecemeal) as the treatment of choice for most superficial colorectal
lesions.

Strong recommendation, high quality evidence.

ESGE Z55K 2 A VIBR T H1/E¢ EMR(BERGE BOTE Ry R 2 B 24 B RGR EE
JEPRIERE -



13.ESGE suggests that ESD should be considered for en bloc
resection of colorectal (but particularly rectal) lesions with suspicion
of limited submucosal invasion (demarcated depressed area with
irregular surface pattern or a large protruding or bulky component,
particularly if the lesions are larger than 20 mm), or for lesions that
otherwise cannot be completely removed by snare-based techniques.
Weak recommendation, moderate quality evidence.

ESGE s BRI N2 RIS ERBCUHZ BB RE(EA L HRIR
T B e ) M1 e 3 = Y 28 HH eV BRI R » R AR AR AT
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PREVIFE

Management after ER
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Esophageal SCCs
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14.ESGE recommends that an en bloc R0 resection of a superficial
esophageal squamous cell lesion with histology no more advanced
than intramucosal m2 cancer, well to moderately differentiated, with
no lymphovascular invasion, should be considered a very low risk
(curative) resection and no further staging procedure or treatment is
recommended.

Strong recommendation, moderate quality evidence.

ESGE Zag BHH B A LR m2 2 5 ~ s 2 F e b - SR mERID
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15.ESGE suggests that an en bloc R0 resection of an esophageal m3
or sm1 SCC that is well to moderately differentiated and with no
lymphovascular invasion, should be considered a low risk (curative)
resection and no further treatment is generally recommended.
Weak recommendation, moderate quality evidence.

ESGE i s/ 2 /8 7k B S mEEIEHY B E m3 2 sm1 SCC #E{ 75
B2 RO DIERAT » FEHR AEEBRCERME) VBRI » 85 A a6k -



However, in these cases, particularly if the lesion is bigger than
20mm, there is a real (albeit low) risk of lymph node metastasis
(LNM) and complete staging is recommended with the risk from
further therapy being balanced against the risk of LNM, in a
multidisciplinary discussion.

Weak recommendation, low quality evidence.
IAMAEE S N 2R R E AR 20mm » AIFFEEMRESS
ERONM)VEEEERE) R - BEOETe ol WP — e E
b B LNM ()& -

16.ESGE suggests that complementary radiotherapy or
chemoradiotherapy (CRT) may be considered in a multidisciplinary
discussion after a curative resection of esophageal m3/sm1 SCC
(particularly if >20mm in size).

Weak recommendation, moderate quality evidence.

ESGE i FMRaMEVIFR & E m3/sm1 SCCHhlER/N>20mm #YEN T)i%
AR B R T R A T R B LIFE(CRT)

BE-associated lesions
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17.ESGE recommends that an en bloc R0 resection of a BE-
associated superficial lesion with histology no more advanced than
intramucosal cancer, well to moderately differentiated, with no
lymphovascular invasion, should be considered a very low risk
(curative) resection and no further staging procedure is generally
recommended.

Strong recommendation, moderate quality evidence.

ESGE 5% - BHHEEALLRE A ] - s 29 et ~ Sk mERI
(9 BE AHEA SR EHEr TR RO DR - JEM G R E R RO VIR - G5
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18.ESGE suggests that an en bloc R0 resection of a BE-associated
superficial lesion with superficial submucosal invasion (sm1), and
that is well to moderately differentiated, and with no lymphovascular
invasion, should be considered a low risk (curative) resection and no
further treatment (except for ablation of BE tissue) is generally
recommended.

Weak recommendation, moderate quality evidence.

ESGE g A FEAE T2 (sm )Ry BE AHEEZRRMEHET THEEE RO DBk -
Hor b Eﬁ?ﬁqﬁ*‘  FOREIMERE - B R ERERRCERME) DI » EFRiE—
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However, in these cases, there is a real (albeit low) risk of LNM, and
complete staging is reccommended with the risk from further therapy
(surgery) being balanced against the risk of LNM, in a
multidisciplinary discussion.

Weak recommendation, low quality evidence.

ZRIM > AE z_“:b BN - fAE LNM (Y E B ER(EERIR) - HIEEZ 2R
oo EEERETSE RN o P DB (T A R L LNM Y fE g -

19.ESGE recommends ablation of all of the Barrett’s mucosa after a
curative or local-risk resection.
Strong recommendation, high quality evidence.

ESGE ER/EMUATESSS D E bz VIR & HRLFTA Barrett R -



Gastric lesions
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20.ESGE recommends that an en bloc R0 resection of a superficial
gastric lesion with histology no more advanced than intramucosal
cancer, well to moderately differentiated, with no lymphovascular
invasion, should be considered a very low risk (curative) resection,
independently of size if without ulceration or of lesions <30 mm if
ulcerated, and no further staging procedure or treatment is generally
recommended.

Strong recommendation, moderate quality evidence.

ESGE /258 ¥ AH 82 A LERERR P S ~ ML BAF mﬂ‘Eﬁu*&éBEﬁ%é
FéE;skaiL FEBRE RO VPRI - RIS H B 3
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21.ESGE suggests that an en bloc R0 resection of a <30 mm gastric
adenocarcinoma, with superficial submucosal invasion (sm1), that is
well to moderately differentiated and with no lymphovascular
invasion and no ulcer, should be considered a low risk (curative)
resection and no further treatment is generally recommended.

Weak recommendation, moderate quality evidence.

ESGE ZE#HE<30mm (3 2770 'E BREE AT THEIE RO UIBR - AR MR
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However, in these cases there is a real (albeit low) risk of LNM and

complete staging is recommended with the risk from further therapy

(surgery) being balanced against the risk of LNM, in a

multidisciplinary discussion.

Weak recommendation, moderate quality evidence.

7R ﬁﬁ TEIE B B {7 AE LNM 1Y E & i (FEETR(K) Ilﬁtf%’?%ﬂﬁ%
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22.ESGE suggests that an en bloc R0 resection of a <20 mm gastric
intramucosal poorly differentiated carcinoma, with no
lymphovascular invasion or ulcer, should be considered a low risk
(curative) resection and no further treatment is generally
recommended.

Weak recommendation, moderate quality evidence

ESGE Z$<20mm (2 A7) S RERE PR LI 1T EE8E RO DB - pkES M
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However, in these cases there is a real (albeit low) risk of LNM and
complete staging is reccommended with the risk from further therapy
(surgery) being balanced against the risk of LNM, in a
multidisciplinary discussion.

Weak recommendation, moderate quality evidence.

IR > FEEEE B R{FE LNM 1Y EE s (FEER(K) IJH:T ZERE R
R E AR (i AV E bR B LNM B R\ f e T o A T5e R

23.ESGE recommends that a resection of a >30mm gastric
adenocarcinoma with superficial submucosal invasion (sm1) or with
ulceration should be considered a high risk (noncurative) resection
and complete staging should be done and strong consideration for
additional treatments (surgery) should be given on an individual
basis in a multidisciplinary discussion.

Strong recommendation, moderate quality evidence.

ESGE #: VIFR>30mm (3 A0 YRR =R (sm ) BUEATEEHY E i e
e Rys bR GRER M) VIBRT - FEETTe 8 185 AR NaR (T-l)
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Duodenal/small-bowel lesions
+ 5B/ NETRE

24.ESGE suggests that, given the lack of evidence, the same post-
resection criteria as in the colon should apply to the management of
duodenal and small-bowel lesions, on an individual basis and with a
multidisciplinary approach.

Weak recommendation, very low quality evidence.

ESGE 3% » $iGh=551% - BlEERGAHE R UIBR1& A e 3 A i - —F5Ra /)N
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Colorectal lesions
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25.ESGE recommends that an en bloc R0 resection of a colorectal
lesion with histology no more advanced than intramucosal
adenocarcinoma, well to moderately differentiated, with no
lymphovascular invasion, should be considered a very low risk
(curative) resection and no further staging procedure or treatment is
generally recommended.

Strong recommendation, high quality evidence.

ESGE Za B 4H A LR AR B ~ b BAF ~ SN ME RIS
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26.ESGE recommends that an en bloc R0 resection of a colorectal
lesion with superficial submucosal invasion (sm1), that is well to
moderately differentiated and with no lymphovascular invasion and
no grade 2 or 3 budding, should be considered a low risk (curative)
resection, and no further treatment is generally recommended.
Strong recommendation, high quality evidence.

ESGE it B FREAE TR (sm DAY KHG BRI THEBE RO YRR > B
REFZEFE b ~ FOREME R 2 450 3 R 2F » ERG A RERCER
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27.ESGE suggests that after an en bloc R0 resection of a rectal lesion
meeting the single high risk criterion of submucosal invasion deeper
than sm1 (well to moderately differentiated with no lymphovascular
invasion and no grade 2 or 3 budding), CRT and/or surveillance
might be preferred over surgery on an individual basis in a
multidisciplinary approach.

Weak recommendation, very low quality evidence.

ESGE 3% » {EEme R M= RS E sml 7Y B — 5 B p ey %2
AETTEE ﬁE RO Ulkste(BF 2 E b SOREmERE - 8 2 503 ) -
CRT /2SI A e/ AE R AT (B ERS Tl -



All organs
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28.ESGE recommends that after an endoscopic complete resection, if
there is a positive horizontal margin or if resection is piecemeal, but
there is no submucosal invasion and no other high risk criteria are
met, this should be considered a local-risk resection and endoscopic
surveillance/re-treatment is recommended rather than surgery or
other additional treatment.

Strong recommendation, moderate quality evidence.

ESGE AN N UIbRE » WS ARSG MK PUIG DR E S - E
R MRAL AR & BoAths E e - e R 7= B e VPRI R 1R
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29.ESGE recommends that when there is a diagnosis of
lymphovascular invasion or deeper infiltration than sm1 or positive
vertical margins or undifferentiated tumor or, for colorectal lesions,
grade 2 or 3 budding, that the resection should be considered a high
risk (noncurative) resection; complete staging should be done and
strong consideration for additional treatments (chemoradiotherapy
and/or surgery) should be given, on an individual basis in a
multidisciplinary discussion.

Strong recommendation, moderate quality evidence.

ESGE 3% » S22l itk B =RIUEEL sm1 BEZRAYIR BB H V)45 ek
s bHER - BN SE ERGIRE 0 2 B0 3 RHIZFEG - IERVIBRE K= B GRE R
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Surveillance after endoscopic resection
Pt 8 V] BR i P& B BRI

30.ESGE recommends scheduled endoscopic surveillance with high
definition white-light and chromoendoscopy (virtual or dye-based)
with biopsies of only the suspicious areas after a curative ESD.
Strong recommendation, moderate quality evidence

ESGE 2 ({E H=s %%D@%W%ﬁfﬁ(? e AR T E B R SR A
AAE e ESD 1& & ¥ ] Belaisi A T T0h -

31.ESGE recommends that after piecemeal resection or in the
presence of positive lateral margins when criteria for additional
treatment are not met, a high definition chromoendoscopy (virtual
and/or dye-based) with biopsies is recommended at 3—6 months.
Weak recommendation, low quality evidence.

ESGE #3AE 7 “tﬂﬁ%fﬁj@" A e BRI N BRI A P MR I D) & I T
T EERRAT 3-6 {# H R ET B ATERIT S A 2R N Siia & (R BoR1/BE N 2
O

32.For upper GI superficial lesions, ESGE suggests endoscopy at 3—6
months and then annually after a curative ESD resection or after a
local-risk ESD resection without recurrence.
Weak recommendation, low quallty ev1dence
HH EORbiETRIEPE - ESGE % E 1 RIBE > NEEE
el ESD VIFR1& 82 A 18 550 e Hh ESD tJJ K%{é’éfﬁﬁﬁ~ K o

33.ESGE suggests colonoscopy at 12 months and then further
surveillance in accordance with polypectomy and colorectal cancer
guidelines, after a local-risk ESD resection without recurrence or
after a low or very low risk (curative) ESD of a colorectal malignant
lesion.

Weak recommendation, low quality evidence.

ESGE ZR1T 12 {E H T RIG SRS - MR R UIRMGAHE B ESE
FAETTHE— D ROH] - (/5 ER s ESD VbR 2 A 183 Bt R IG B G M Ry
R BB LB G5 a4 )ESD 2 4%



34.ESGE does not suggest routine use of EUS, MRI, CT, or PET in
the follow-up after a very low or low risk (curative) endoscopic
resection, but this might be considered in the cases of T1a-m3/T1b-
sm1 esophageal SCC particularly if no additional treatment has been
decided.

Weak recommendation, low quality evidence.

ESGE s A F i B OB fa i) N R VI BR o 1% & (5 A EUS ~ MRI ~
CT & PET » {H{E Tla-m3/T1b-sm1 &7E SCC KRB A gE T H e - LHETZ
BRERINERAIEILT -



High resolution endoscopy by expert endoscopist, with virtual chromoendoscopy (dye chromoendoscopy if not available)

- Size, morphology (Paris), margin delineation
- Estimation of invasion depth (Japan Esophageal Society magnifying endoscopy classification if possible)

(vessels without severe (microvessels with loop-like (streched and markedly (highly dilated irregular
irregularity) formation, with meandering, elongated vessels without vessels with a caliber
dilation, caliber change, and loop-like formation) 3x of B2 vessels)
various shapes)
Noncancerous|dysplasia Carcinoma in situfintra- Muscularis mucosa or Deep submucosal invasion
mucosal (Tla m1-m2)* superficial submucosal (zsm2)

invasion (m3-smf1)

cl}'(‘
Umf E'renr' 7
3,

Negative EUS/PET >sm1/N+ Staging
ESD Consider EUS/PET-CT ——— CRT and/or surger
"Expanded” indication =y

* If circumferential, “expanded” indication

» Fig. 1 Endoscopic submucosal dissection (ESD) for superficial esophageal squamous cell cancers (SCCs): a decision algorithm. CRT, chemo-
radiotherapy, CT, computed tomography; EUS, endoscopic ultrasonography; PET, positron emission tomography.

High resolution endoscopy by expert endoscopist, with virtual or acetic acid chromoendoscopy

- Size, morphology (Paris)
- Diagnosis of neoplastic lesions and margin delineation (BING and/or PREDICT classifications)

- Mucosal pattern
- Vascular pattern
- Focal loss of acetowhitening

Paris 0-lla/b <2 cm Suspicion of superficial SM invasion, Suspicion of deep invasion
& no features of SM invasion Paris 0-Is/0-llc OR — Deep ulceration
OR malignant >2 cm OR - Markedly elevated borders
larger/multifocal dysplastic lesions fibrosis/scarring
Band-assisted EMR ESD Complete staging (EUS|CT|PET-CT)
Surgery

Ablation of all Barrett's mucosa

» Fig.2 Endoscopic submucosal dissection (ESD) for Barrett's esophagus (BE)-related lesions: a decision algorithm. BING, Barrett's International
NBI Group; CT, computed tomography; EMR, endoscopic mucosal resection; EUS, endoscopic ultrasonography; PET, positron emission tomo-

graphy; PREDICT, Portsmouth acetic acid classification; SM, submucosal.

High resolution endoscopy by expert endoscopist, with virtual chromoendoscopy (dye chromoendoscopy if not available)

- Size, morphology (Paris), location
- Margin delineation
- Estimation of invasion depth

- Dysplastic lesion, any size* Undifferentiated lesion - Undifferentiated >2 e¢m or ulcerated

- Differentiated carcinoma: &<2cm - Differentiated, ulcerated and >3 cm

a) Any size if no ulceration & No ulceration - Suspicion of deep SM invasion

b) <3 cm if ulcerated lesion = = Deep ulceration

= Markedly elevated margins
Without endoscopic features of deep SM invasvlf.m « Fusion/convergence/clubbing of folds
\ / \\ = Nodularity
ESD

* Consider en bloc EMR if Paris 0-lla, <10 mm and predicted
dysplasia/no suspicion of carcinoma
** Expanded indication - individualized decision

*d Appropriate staging and gastrectomy +
lymphadenectomy

» Fig. 3 Endoscopic submucosal dissection (ESD) for superficial gastric lesions: a decision algorithm. SM, submucosal.



High resolution endoscopy by expert endoscopist, with virtual chromoendoscopy (dye chromoendoscopy if not available)

- Size, morphology (Paris, LST classification), location
- Margin delineation
- Vascular and surface pattern evaluation (NICE, JNET)

Vessels: reqular caliber and distribution  Vessels: variable caliber, irreqular Vessels: loose vessels/disruption
Surface: regular (oval, tubular or distribution Surface: amorphous or absent areas
branched) Surface: irregular/obscure OR
Ulceration
LGD HGD|Tis[sm1 Deep SM invasion* *
Colon & Rectum OR

No suspicion of SM invasion Suspicion of limited SM invasion™

| |

Polypectomy|EMR EMR En bloc EMR/ESD Proper staging
(en bloc when feasible) (or surgery) Surgery and[or CRT

* LST nongranular (particularly if pseudodepressed, lic); LST granular nodular mixed-type (>2 cm); demarcated depressed area with irregular
surface pattern; large protruded or bulky component
** In the recturn consider EUS/MRI if suspicion of SM invasion and doubts on endoscopic resection

» Fig.4 Endoscopic submucosal dissection (ESD) for superficial colorectal lesions: a decision algorithm. CRT, chemoradiotherapy; EMR,
endoscopic mucosal resection; EUS, endoscopic ultrasonography; HGD, high grade dysplasia; JNET, Japan NBI Expert Team; LGD, low grade
dysplasia; LST, laterally spreading tumor; MRI, magnetic resonance imaging; NICE, NBI International Colorectal Endoscopic.



»Table2 Typesof endoscopic resection according to endoscopic and pathological criteria (post-resection), and proposed subsequent management.

Endoscopic

Very low risk (curative)
resection

Lymph node metastasis
(LNM) risk

<1%

Complete AND En bloc

Low risk (curative)
resection
LNMrisk<3%

Complete AND En bloc

Local-risk resection Complete AND Piece-
LWNM risk <3 % meal

Local recurrence risk

10%=30%

Pathological

Only dysplasia

If cancer:

- Only intramucosal
cancer

- Differentiated

= Vo

- L0

— HMO and VMO (RD)

= ULo

UL1 gastric intramucosal

cancer and:

- Differentiated

= L0

- HMO and VMO (RD)

= =3cm

sm1 cancer’ and:

= Differentiated

= V0

= LD

- HMO and VMO (RD)
= ULD

- Budding 01 (colon)
Poorly differentiated
gastric intramucosal
cancer and?:

- VD

- LD

— HMO and VMO (RD)
- UL

- s2em

HM1 and VMO (RX) and:

= Only dysplasia or
intramucosal cancer

- Differentiated

= V0

= L0

= ULO

Esophageal SCCT1a-m3
has a higher risk of LNM
and should not be con-
sidered as a very low risk
resection (instead it
should be a low risk re-
section)

If m3/sm1 esophageal
SCC, lesion should ideal-
Iy be £2cm

If sm1 gastric cancer,
lesion should be
=3cm

If SM cancer present in
the margins, it should be
considered a high risk
resection

If anly intramucosal
cancer in the margins,
decision should be indi-
vidualized

If SM cancer area not in
the margins (allowing
full evaluation of the SM
cancer area) decision
should be individualized

Management

= Only endoscopic
survelllance recom-
mended

Mo need for further
radiological staging
or surveillance

» Complete staging is
recommended

» Further therapy
generally not recom-
mended

» Adjuvant therapy
might be considered
in esophageal 5CC
m3/sm1 (CRT) and in
poorly differentiated
intramucosal gastric
cancer (surgery)

= Only endoscopic
survelllance recom-
mended (radiological
surveillance might be
considered in
esophageal SCC and
poorly differentiated
gastric intramucosal
cancer)

» Complete staging is
recommended (if
malignant)

« Endoscopy and biop-
sies 3-6 months after
ESD and until no re-
currence confirmed

= |f recurrence and if
possible, endoscopic
re-treatment pre-
ferred over other
treatments



»Table2 (Continuation)

Endoscopic Pathological

High risk (noncurative)
resection
LNM risk>3 %

Incomplete OR If com-
plete at least one of of these criteria must
pathological criteria apply:
must apply - sm2/sm3 invasion
- Undifferentiated
- Vi
- n
~ VM1 (R1)
- Budding 2/3 (colo-
rectal)
= sm1 orUL1 gastric cancer
and:
- >3cm

Cancer and at least one

Notes

If complete ER most
patients will, never-
theless, be cured

LV1 is the most impor-
tant risk factor for LNM
(20%-30% risk) and the
strongest indication for
adjuvant treatment

If sm2 is the only high
risk criterion present
then in some scenarios
(old and unfit patients;
rectal location) the risk

of further therapy might

be higher than that of
surveillance alone

Management

= Complete staging is
mandatory
Multidisciplinary
team decision

recommended

= Strong consideration
for adjuvant treat-
ments (surgery and/
or CRT in esophageal
SCC and rectum)
recommended

CRT, chemoradiotherapy; ER, endoscopic resection; ESD, endoscopic submucosal dissection; HM, horizontal margin; L, lymphatic invasion; LNM, lymph node meta-
stasis; LV1, lymphovascular invasion; SCC, squamous cell cancer; SM, submucosal; UL, ulcerated; V, vascular invasion; VM, vertical margin.

Tsm1 cancer: tumor invasion < 200 pm (SCC), <500 pm (Barrett’s and gastric), and < 1000 pm (colon); all other criteria must apply to consider ER as a low risk resection.
2 Expanded indication, individualized decision; all other criteria must apply to consider ER as a low risk resection.

#ESD BAE AR = A0 K T

#ESD 7 #Mig g ESD

e =) AN o PN

RN ~ & B - BROEIHRSR IR
#2022ENDO tH P9 K &G 1 H A5 #L Kyoto



