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Objectives:

- Understand how to characterize colon 

polyps to determine the risk of cancer with 

submucosal invasion.

- Understand which polyps can be resected by 

EMR and which polyps should be resected 

by ESD.

- Understand how to prevent local recurrence 

after endoscopic resection and how to 

manage local recurrence if it occurs.



PARIS CLASSIFICATION

Kaltenbach et al. GIE 2020;91:486-519.



Risk of SMIC
• LST-G mixed 

• <20 mm – 7.1%
• >30 mm – 38%

• LST-NG with pseudo-
depression:
• <20 mm – 12.5%
• >30 mm – 83.3%

• LST, Paris 0-IIc (depressed):
• 27-35.9%

Burgess et al. Gastro 2017:153:732-42.
Facciorusso et al. World J Gastro 2015;21:5149-57.

RISK OF SUBMUCOSAL INVASIVE CANCER



NICE CLASSIFICATION

Kaltenbach et al. GIE 2020;91:486-519.



JNET CLASSIFICATION

Sano et al. Digestive Endoscopy 2018;30:543-545.



Sano et al. Digestive Endoscopy 2018;30:543-545.



Ferlitsch et al. Endoscopy 2024;56:516-545.

ESGE GUIDELINES (2024)



COLON ESD VS. EMR –  EN BLOC RESECTION

Wang et al. World J Gastro 2014;20:8282-8287.



COLON ESD VS. EMR –  LOCAL RECURRENCE

• Local recurrence rate (polyps >20 mm):

• EMR – 14.8% [11.0-18.5%]

• EMR with some margin ablation – 16.5% [15.2-17.8%]

• EMR with complete margin ablation – 3.3% [2.2-4.5%]

• ESD – 2.4% [0-5.7%]

Rotermund et al. World J Gastro 2022;28:4007-4018.
Wang et al. World J Gastro 2014;20:8282-8287.



ABLATION OF MARGINS AFTER 
PIECEMEAL RESECTION

Rotermund et al, World J Gastroenterol 2022; 28:2009-2018



INDICATIONS FOR COLON ESD

Draganov et al. AGA CPU: ESD. Clin Gastro Hepatol 2019;17:16-25



CME/MOC Question: 

Joint Providership 

A 30 mm polyp characterized as Paris IIa + 1s 

(laterally spreading tumor granular mixed type) 

with a majority surface pattern consistent with 

JNET 2A but a focus that is consistent with 

JNET 2B is identified in the cecum. What is the 

best approach:

A. Attempt at en bloc EMR, and complete by 

piecemeal EMR if en bloc resection is not 

successful, followed by margin ablation.

B. Piecemeal EMR followed by margin ablation.

C. ESD

D. Referral to surgery



CME/MOC Answer

Joint Providership 

C. ESD 

•  The lesion morphology (30 cm LST granular mixed) is associated with a high 

probability of harboring a submucosally invasive cancer (~38%). 

• In addition, the focal JNET 2B mucosal morphology is associated with dysplasia 

and superficial submucosal invasive cancer. 

• These lesions should be removed en bloc. Piecemeal EMR should not be 

performed. En bloc EMR should not be attempted due to the size of the lesion 

because of the low likelihood of actually achieving en bloc resection and the 

high risk of perforation. 

• The patient should not be referred to surgery since there is no evidence of 

deep submucosal invasion (JNET 3) and the lesion can be removed by an 

organ-preserving procedure (ESD).
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