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Conclusion

Left-sided SSA/Ps can be distinguished from HP by end

findings.

The endoscopic and pathological features of left-sided SSA/P are different
from those of right-sided SSA/P.

Lesions with an pit pattern ied by type Il/open II pit
pattern should be treated, but the lesion size of left-sided SSA/P is not an
important indication of resection unlike that of right-sided SSA/P.

Although sessile serrated adenoma/polyps (SSA/Ps) are considered
premalignant lesions and their clinicopathological features have been
previously reported, the diffc based on lesion location (lefi- and right-
sided colon) have not been clarified.

ATIMS

This study aimed to i igate the clini hols
therapeutic strategy for left-sided SSA/P.

1 features and

Patientsiandiviethod

666 consecutive lesions diagnosed as SSA/P by experienced

after

(white light, narrow-band
imaging, and pit pattern) and resected endoscopically in Hiroshima
Asa Citizens Hospital between August 2010 and March 2017 were
enrolled.

The pathological diagnosis of each SSA/P was evaluated by two
pathologists on the basis of the following Japanese Society for Cancer
of the Colon and Rectum criteria.

Left-sided  Right-sided

SSA/P 173 340 513 lesions

HP 94 59 153 lesions

Total 267 399 666 lesions
Evaluated endoscopic and pathological findings of left-sided SSA/P

were compared with those of left-sided HP and right-sided SSA/P.

- Age - Sex

* Size * macroscopic classification

* mucus cap * NBI: varicose microvascular vessel * pit pattern
« crypt dilation

« irregularly branching erypts

* horizontally arranged basal crypt

Endoscopic findings

mucus ¢ 0
(varicosemicrovascular vessel)

type I open pit?

The pathological diagnostic criteria of SSA/PY

When at least two of the three criteria were met in 210% of the lesion
area, the serrated lesion was diagnosed as SSA/P.

crypt dilation

irregularly
branching crypts

horizontally arranged basal crypts

(inverted T- and/or L-shaped crypts)

SSA/P with cytological dysplasia®

SSA/P with conventional adenoma-like dysplasia

Serrated dysplasia®

SSA/P showing proliferation of atypical cells that are more cuboidal in shape and have
cosinophilic cytoplasm, enlarged round nuclei with open vesicular prominent chromatin,
and prominent nucleoli in addition to increased mitoses.

1) Uraoa T, Higa _Hori 1, et ousl of Gasocserlogs, 50 () 555563, 3015
2K, Yamsmoto B, Ve H etal An 7 Gtroenerl 107 460-416 2012

4 Docgias KR, Dessi 4, Jokn AB, et Are ) Gasrotrsl 10713161330 2012

@ Hiroshima City Asa Citizens Hospital

Table 1. Comparison of endoscopic and pathological findings of SSA/P and HP group Table 4. Endoscopic and pathological findings of serrated dysplasia group

Left-sided colon Right-sided colon Left-sided colon Right-sided colon
Variables (:if_’,';) (..‘-':4) p value :ﬁ;’:) (::9) p value Variables Ss“(’: j,:’“’ Ss;;’:]‘gg(" palue ss"(:‘;‘fg‘” ss("‘.’:z‘:;’)“) pvalue
Age (265) 86(50) S0(53)  NS. 208(61)  39(66)  N.S. Age (265) 5(71) 76(18) NS 22(61) 168(9) NS,
Sex (female) 40(23) 18(19) NS 134(39)  12Q20) p<0.01 Sex (female) 00) 36(23) NS 15(12) 109G38) NS
Size (210mm) 61(35) 6(6) p<0.01 180(53) 7(12)  p<0.01 Size (=10mm) 229 56 (35) NS. 25(69) p0.04
macroscopic classification (I1a) 44(25) 2122) NS. 169(50)  12(20)  p<0.01 macroscopic classification (1la) 104) 420@n NS 21(58) 14149) NS
mucus cap (+) 61(35) 9(10) p<0.01  237(70) 14(24) p<0.01 mucus cap () 104) 57G6)  Ns. 28(78) 196(69) NS
VMV (+) 83(48) 21(22) p<0.01 16849  7(12) p<0.01 VMV () 571 7547 NS 20(56) 13547) NS
pit patier (type Il open pit) 92(53) 17(018) p<0.01  263(77) 11(19) p<0.0l pit pattern (iype Il open pit) 4657) $1(53) NS 27(75) 2007 NS
crypt dilation (+) 171(99) 17(59) p<0.01  340(100) 11(73) p<0.01 erypt dilation (+) 6(100)  157(99) N 361000 2851000 NS
iregularly branching crypts (+) 160(92)  4(14) p<0.01  316(93)  0(0) p<0.0l iegularly branching erypts (+) 6(86) 146(92) NS 3601000 2619 NS
horizontally arranged basal crypt (+) 108(62) 0(0)  p<0.01 286(84)  0(0)  p<0.01 horizontally arranged basal crypt (+) 7 (100) 93(59)  p=0.04 32(39) 235(82) NS.
Va iber (%) ndicated.. N.S. not significant Values are pr s number (%) unle ise i NS.

“The proportion of lesions with size =10 mm, mucus cap, VMY, and type Il open pit was significantly

Although there was no significant difference in crypt dilation and irregularly branching erypts in the left-
higher in the left-sided SSA/P group than in the left-sided HP group.

and right-sided SSA/Ps, the proportion of horizontally arranged basal crypts was significantly lower in the
left- than in the right-sided SSA/P group.

‘The proportion of lesions with size >10 mm was significantly higher in the right-sided SSA/P-SD (+) than

Table 2. Comparison of endoscopic and pathological findings of left- and right-sided SSA/P group SSAP-SD () group.

Left-sided SSA/P Right-sided SSA/P

Vartables (n=173) (n=340) pixile
Age (265) 86(50) 208 (61) p=0.01
Sex (female) 4023) 134(39) p<0.01
Size (10mm) 6165 {30755 <00 Table 5. Comparison of sizes of left- and right-sided serrated dysplasia. group
macroscopic classification (Ila) 4425) 169 (50) p<0.01
<51 =5mm, <10 =10 valt

mucus cap (+) 61(35) 237 (70) p<0.01 m R mm value,
VMV () 83(48) 168 (49) NS. Rt s S T T— — P
pit pattern (type I open pit) 92(53) 263 (77) p<0.01 (a=36)
erypt dilation () 171(99) 340 (100) NS Left ;‘“’;7)“‘"’" 6% (1/16) 49% (4/91) 3% (2/58) =088
irregularly branching crypts (+) 160 (92) 316.(93) NS.

arranged basal erypt (+) 108 (62) 286 (84) p<0.01 Values are p number (%)

Val number (%) unl

NS not signifieant

No significant endoscopic findings of SSA/P-SD, except for lesion size, were found in cither the left- or
right-sided SSA/Ps. The proportion of right-sided SSA/P-SD increased with larger lesion size, while that
of left-sided SSA/P-SD was low, regardless of lesion size.

The proportion of females and lesions with size >10 mm, flat morphology, mucus cap, and type Il
open pit was significantly lower in the left- than in the right-sided SSA/P group.

Table 3. Univariate analysis and multivariate analysis of endoscopic findings of SSA/P with CD group Disclosur Int
univariate ‘multivariate
lysis lysis 3 3

= ey Yukari Takeuchi, MD

— SSA/P-CD (+)  SSA/P-CD () — — - g N .
aria) (®=27) (n=486) P P C P features and strategy for left-sided
Age (265) 23(85) 271 (56) p<0.01 NS. sessile serrated adenoma/polyps
Sex (female) 14(52) 160 (33) NS. NS
Size (>10mm) 13 (48) 228 (47) NS. NS CORRESPONDENCE:
Location (left) 8(30) 165 (34) NS. Kenjiro Shigita, MD, PhD
macroscopic classification (Ila) £(30) 205 (42) N.S. (k-shigita@asa-hosp.city.hiroshima jp
mucus cap (+) 16(59) 282(58) N.S.
VMV () 16(59) 235 (48) N.S. FINANCIAL DISCLOSURE:
pit pattern (type IT open pit) 20(74) 335 (69) NS. ‘We declare that we have not received any financial support for this present study.
with an pit pattern 24 (89) 153) p<0.01 p<0.01
UNLABELED/UNAPPROVED USES DISCLOSURE:

Values are p number (%) ise i NS not significant

No unlabed /unapproved material were used in this study.

‘The independent endoscopic finding of SSA/P-CD was an adenomatous pit pattern accompanied by

CONFLICT OF INTEREST:
type Iopen 11 pit pattern in the multivariate analysis.

None.
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Endoscopic treatment for pT1 rectal cancer:

= bl AN
IEH% pT1 E ‘Lﬁj— % m*ﬁﬁ’ A7R Our experience with peranal endoscopic myectomy

~ peranal endoscoplc myectomy (PAEM) m&ﬁ‘t\ngw Yukari Takeuchi”, Kenjiro Shigita”, Risa Nomura”, Satoshi Masuda”, Hiroki Takemoto”,
Naoki Asayama', TaikiAoyama', Akira Fukumoto®, Shinichi Mukai", Shinji Nagata”

TIRREEL, BBHBCRERY, BA O EEU, MmO OEEY, Yoo o,

sl R, Jib KD, WA RY, i Y, okl /52

Department of Gastroenterology” and Endoscopy” Hiroshima City Asa Citizens Hospital
2-1-1, Kabeminami, Asakita-ku, Hiroshima-shi, Hiroshima 731-0293, Japan

B g EBRIEOQOL OB S WREN £ D L NEEYIRO A v A ZOEET Endoscopic resection is preferred over surgery for rectal lesions from the viewpoint of patients’
HH., EREpTLEICHT 2 ARG OMISHAY#ART N TV 5. S, Bk postoperative quality of life, and expanded indications fer endoscopic treatment for pT1 rectal cancer are
M5 pT1 FfafE 149 B2 SHERIC 38 (NSRRI R YIRS, NIRRT being widely investigated and applied in clinical practice. In this study, 149 patients with non-curative pT1
RbBBIEREE, FIMSRYIRED) ICHRL. SEOMARREFHRE L FRICOVT rectal cancer were categorized into the following groups based on the treatment method employed:
BET L7, Rz, FOROESD T REWHA WL/ A EED VAT DHZ cTIbH endoscopic resection with additional surgery, endoscopic resection without additional surgery, and initial

2t LT KGHE TS Nilgfih 72 58 TYIER 9 % peranal endoscopic myectomy (PAEM)
7ol MIREEES pT1 EEIE, SMiZIREE/E U DS ERRIE TR &0 ) 2@
ERIZERTH D, OEARFRGTEEENIGTET S 2. BFEOLMREY
R LY AR REREITEHE LARFIREE 2 ET N ETHL, &
fe. TUEBRREICH S 2 ROk T EERE T & 55 T LW TH D, PAEM

surgical resection. We investigated the clinicopathological features and clinical outcomes in each group.
We also performed peranal endoscopic myectomy (PAEM) for cT1b rectal cancer associated with a risk of
positive or unknown vertical margin resection based on conventional endoscopic submucosal dissection.
The rate of lymph node (LN) metastasis of non-curative pT1 rectal carcinoma without risk factors except

HHEEEFEHEEEDS 3, submucosal invasion depth was low, and recurrence occurred even in the initial surgical resection group.
Therefore, patients’ comorbidities, social background, a definitive risk of LN metastasis and the operative
Key word : [Ff7T1#5, V7 5Hi6sks, T4%, peranal endoscopic myectomy (PAEM) method need to be considered. Additionally, PAEM could be useful because local resection for T1 rectal

%4 PAEMZTE1T LTz 6 BlDBRRAHR
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WBC (L) CRP (mg/dL)
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