
Although intramucosal adenocarcinomas are most often not
considered T1 colorectal cancers (T1-CRC) in European series
[1], they are, nonetheless, cancerous tumors (T1a) owing to in-
vasion into the chorion, and are considered as such by Japanese
endoscopists. These lesions have no or negligible risk of lymph
node metastasis and most Western endoscopists consider pie-
cemeal endoscopic mucosal resection (EMR) suitable for them,
dismissing the need for tumor-free resection margins. How-
ever, comparative data to evaluate the risk of missed informa-
tion induced by piecemeal resection [2], including focal submu-
cosal invasion, are still lacking. This underlines the discordance
in the definition of malignant lesions that are present from the
very first stage and that also exist at more advanced stages.

Low-risk CRC with submucosal invasion (low-risk T1-CRC)
also is considered to have a negligible risk of lymph node me-
tastasis when the following criteria are met: absence of vascular
or lymphatic invasion, absence of significant budding, well or
moderately differentiated tumor, and invasion depth in the
submucosa <1000 microns. For these lesions, deep and lateral
tumor-free resection margins > 1mm are also expected. The
presence of one of these criteria makes the lesion a high-risk
T1-CRC owing to the associated non-negligible risk of lymph
node metastasis.

However, the risk of each of these factors is not equivalent
and it is easily understandable that the weight given the criteria
in different multidisciplinary team discussion meetings is not
equivalent, as demonstrated by the study reported by Gijsbers
et al. [3]. For instance, the weight of vascular or lymphatic em-
boli is high as their presence increases the frequency of lymph
node metastasis from 4% to 43% [4], with an odds ratio of 8 ad-

justed based on invasion depth (95% confidence interval [3.84;
17.1]) [5], therefore, emboli are taken into account by every-
one. High-grade budding or undifferentiated components are
also critical, increasing the frequency of lymph node metastasis
from 16% to 70% with high-grade budding around the invasive
foci [6] and from 11% to 45% with undifferentiated clusters [6].
Yet tumor budding was only considered by 57% of Dutch physi-
cians involved in the study published in this issue, probably be-
cause this parameter is not required in pathology reports [3]. In
Japan, budding is systematically described by pathologists and
always considered to define low- or high-risk T1-CRC, as it is in
expert centers in France, but probably not in all other pathology
departments. Nevertheless, systematic description of the bud-
ding status is indispensable and should become a quality crite-
rion in pathology reports to guide patient management. A
point to consider is that detection of budding may vary among
pathologists, notably according to whether immunochemistry
was used. Therefore, it seems important to ensure the perform-
ance of pathologists in this regard before making this criterion
a prerequisite.

Conversely, isolated depth of invasion>1000 microns in the
submucosa is probably not an independent risk factor for
lymph node metastasis [7, 8] as was previously believed [9],
and how much weight to give it in decision-making about fur-
ther revision surgery after EMR is debatable [7]. For that rea-
son, it seems less important that this parameter is considered
by fewer than half the physicians in the study [3], especially be-
cause a micrometer is an expensive piece of equipment that is
probably not available in all pathology departments.
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Although a 4-cm margin is associated with better survival in
T3 and T4 rectal cancers [10], the rationale for a margin that is a
minimum of 1mm laterally and in depth is not easily under-
stood. Budding or emboli are usually in close proximity to the
invasive components, and to our knowledge, no evidence exists
regarding the clinical relevance of the information lost with
margins < 1mm. Because of that lack of data, not all endos-
copists are concerned about achieving 1-mm margins, but
there is consensus about the necessity of R0 resection.

To summarize, risks associated with the high-risk T1-CRC
group are very variable, depending on the criteria applied to as-
sess them. Some criteria, such as the presence of emboli, are
widely used by physicians, whereas other criteria, such as depth
of invasion or size of margins, are associated with more ques-
tionable risk, which may justify the abandonment of them by
some endoscopists. The description of all parameters by pa-
thologists seems to be a necessary prerequisite if they are3 to
be used widely in multidisciplinary team meetings.
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