
Letter to the Editor

1

ANNALS OF
SURGERY OPEN

*From the Department of Gastroenterology, Digestive Oncology and Endoscopy, 
Cochin Hospital, Assistance Publique-Hôpitaux de Paris, Paris, France; and 
†Department of Pathology, Cochin Hospital, Assistance Publique-Hôpitaux de 
Paris, Paris, France.

Disclosure: The authors declare that they have nothing to disclose.

Reprints: Félix Corre, MD, MSc, Department of Gastroenterology and Digestive 
Oncology, Cochin Hospital, 27, rue du Faubourg St Jacques, 75014 Paris, 
France. Email: felix.corre@aphp.fr.

Copyright © 2024 The Author(s). Published by Wolters Kluwer Health, Inc. This 
is an open-access article distributed under the terms of the Creative Commons 
Attribution-Non Commercial-No Derivatives License 4.0 (CCBY-NC-ND), where it 
is permissible to download and share the work provided it is properly cited. The 
work cannot be changed in any way or used commercially without permission 
from the journal.

Annals of Surgery Open (2024) 2:e441

Received: 10 April 2024; Accepted 21 April 2024

Published online 30 May 2024

DOI: 10.1097/AS9.0000000000000441

Comment on “How Does Omitting Additional 
Surgery After Local Excision Affect the  
Prognostic Outcome of Patients With High-Risk T1 
Colorectal Cancer?”
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Benoit Terris, MD, PhD†

We read with interest the paper from Akira Ouchi et al1 on 
behalf of the study group for the JSCCR-T. This study 

is important since the JSCCR criteria for additional surgical 
resection after local excision of a T1 colorectal cancer (CRC) 
are used in many countries. We recently published a study com-
paring the impact of surgery after endoscopic resection (endo-
scopic mucosal resection or endoscopic submucosal dissection) 
in high-risk patients with histological risk factors, also using a 
propensity score matching method.2 Our results, obtained in a 
Western country with the involvement of expert endoscopists 
and pathologists, are similar to those of Ouchi et al, with a very 
low rate of local and distant recurrence. These studies demon-
strate that the JSCCR histological criteria, used in both works, 
have a very low sensitivity to predict lymph node invasion and 
the usefulness of surgery in this situation.

We think that a different approach should be used before 
considering additional surgery. The first point to consider is 
the association of each JSCCR criterion with its risk of lymph 
node metastases.3 It is now well demonstrated that the depth of 
submucosal invasion is not a risk factor for lymph node inva-
sion, with a very low reproducibility of measurement.4 Indeed, 
this parameter had been chosen by Japanese pathologists to 
compensate for the low reproducibility of qualitative parame-
ters such as lymphovascular invasion, grades 2 and 3 budding, 
and the presence of poorly differentiated/signet cell/mucinous 
adenocarcinoma.

The “positive vertical margin” parameter has also been 
debated since its definition varied over time. In the case of R1 
resection, it has been recently shown that local resection of the 
scar was associated with a local recurrence rate of 9%, com-
pared to 2.2% with surgery.5 The overall survival was similar 
between the 2 groups since 5 out of 8 patients who presented 

with recurrence after local resection were operated during 
follow-up.

It is know well admitted that the association of 2 or more 
qualitative parameters, or lymphovascular invasion alone, are 
associated with the higher risk of lymph node metastases com-
pared to budding or poor differentiation taken separately.6

The second point to consider before additional surgery is the 
location of the T1 CRC. In our study, all recurrences happened 
in patients with tumors located in the rectum or in the sigmoid.2 
A recent paper from Japan clearly showed that tumors origi-
nating from the rectum and the left colon, and more precisely 
the sigmoid, were associated with a high risk of lymph node 
metastases.7 We consider that, in case of omission of additional 
surgery, these patients should have a close follow-up with pel-
vic magnetic resonance imaging and/or computed tomography 
scan to detect early recurrence and offer surgery in case of local 
recurrence.

The third point to consider is the patient’s age at diagnosis. 
Recently, Rönnow et al8 found that, in a large series of patients 
operated for T1 CRC, in the absence of qualitative parameters 
suggesting a high risk of lymph node metastases, an age of less 
than 60 years was associated with a 15% risk of metastases 
compared to 5% for older patients. Therefore, we think that 
age should be taken into account as it has also been published 
before in a large series of patients.9 Although the nomogram 
described by Kajiwara et al10 did not include age, it could be 
useful to estimate the risk of lymph node metastases after endo-
scopic resection of a T1 CRC.

Finally, the fourth point to assess is the microsatellite status 
of the tumor with microsatellite instability (MSI) found in 10% 
to 15% of proximal CRC and 5% of rectal carcinoma. Indeed, 
CRC with MSI, which are often mucinous, is associated with a 
lower risk of lymph node metastases.11

In conclusion, the paper published by Ouchi et al brings 
additional knowledge regarding the role of surgery after endo-
scopic resection of T1 CRC, with the aim of selecting patients 
who could benefit from a “watch and wait” strategy, as is has 
been proposed after complete remission of more advanced rec-
tal carcinoma treated with chemotherapy and radiotherapy. 
Nonetheless, complex cases must be discussed in a dedicated 
multidisciplinary meeting on the management of superficial can-
cers of the digestive tract with the involvement of endoscopists, 
oncologists, pathologists and surgeons.12
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