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SASES Guidelines for the indication of robotic surgery for the management of advanced
colorectal adenomas

Summary of recommendations:

Endoscopic resection should be first-line therapy for the removal of large NPCPs
where there is no suspicion of malignancy.

The operating surgeon should perform his own endoscopy to assess endoscopic
resectability.

Polyps with the following characteristics should be considered for surgical
removal following surgical principles of malignant resection:

e Polyps larger than 4cm

e Any suspicion of malignancy

e Polyps > 2cm meeting criteria for complications/incomplete resection
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Introduction:

The standard management for colorectal adenomas is endoscopic removal. However, international
guidelines recognize that certain advanced adenomas may be at increased risk for complications
or malignancy and may require surgical intervention. When advanced adenomas have a high risk
for occult malignancy, surgical intervention should follow the principles of malignant resection,
including a full lymphadenectomy.

The following guidelines aim as adjunct for MDT decision-making for the indication for Robotic
Surgery in the management of advanced colorectal adenomas in the South African context. We
recognize that the Colorectal Surgeons trained on the Robotic Platform are proficient endoscopists
and have several tools in their armamentarium to manage advanced colorectal adenomas.

Definitions:

Large adenoma:
Any colonic polyp larger than 2cm

Pedunculated and non-pedunculated colon polyps (NPCPs):

Endoscopic polyp morphology is classified according to the Paris Classification into 3 categories:
e Protruded
e Flat elevated
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Pit Pattern:

Enhanced imaging technologies using modern endoscope technology enables prediction of
histology during endoscopy. The NICE Classification aids endoscopists in differentiating between
adenoma and invasive malignancy.
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NBI International Colorectal Endoscopic (NICE) Classification*
Type 1 ‘ Type 2 Type 3
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Brown to dark brown relative

i M ‘ an
Color Same or slightly lighter Browner relative to background to background; sometimes
than background (verify colour arises from vessels :
! patchy whiter areas )
Vessels None, or isolated lacy vessels Brown vessels surrounding Has area(s) of disrupted
coursing across the lesion white structures** Or Missing vessels
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" Dark or white spots of " Oval, tubular or

Surface uniform size, or homogeneous brandhed white structure Am:ﬁ?ﬂi‘:’s %v“:ﬁcnt
pattern absence of pattern | surrounded by brown vessels** ; p
Most likely PP Deep submucosal
pathology Hyperplastic Adenoma invasive cancer

Examples

*Can be applied using coloncscopes with of without optical (200m) magnification

**These structures (regular or irrogular) may reprosent the pits and the epithelium of the crypt opening

***Type 2 consists of Vienna classification types 3, 4 and superficial § (all adencomas with either low or high grade dysplasia,
or with superficial submucosal carcinoma). The presence of high grade dysplasia or superficial submucosal carcinoma may

be suggested by an regular vessel or surface pattern, and is often associated with atypical morphology (e.g., depeessed acea).

Recommendations:

1. Endoscopic resection should be first-line therapy for the removal of large NPCPs where
there is no suspicion of malignancy. Piecemeal resection (either endoscopic or surgical)
should be avoided if malignancy is suspected.

2. Standardisation in training, quality control and technical ability of endoscopists in South
Africa varies. We recommend that the surgeon to whom the patient was referred to for
surgery perform his own endoscopy for accurate assessment of endoscopic resectability
and/or localization of the lesion.

Accurate photo documentation of the lesion, including Images with Imaging enhanced
features (NBI or similar) should be performed.

3. Lesions with the following characteristics have an increased risk of incomplete
excision/recurrence:

e size >40 mm,
e location involving ileocaecal valve, appendix, diverticulum or
dentate line;
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e within an inflamed segment of colitis;
e prior failed attempt at resection or recurrence at site of previous resection
e non-lifting sign after submucosal injection;
e endoscopist concern about difficult location (eg, behind flexure or
fold, in stenotic diverticular disease
Surgery should strongly be considered in these polyps.

4. Therapy-naive lesions that fail to lift after adequate submucosal injection should not be
subject to attempted resection with conventional snare polypectomy and should undergo
surgical resection.

5. Lesions with the following endoscopic and histologic characteristics should be identified
as those with as increased risk of malignancy and should undergo surgical resection:

e lesions exhibiting; Pit Pattern Type 3,

Paris O—llc or O—lla+llc morphology,

Non-lift sign

High-Grade dysplasia in a large colonic adenoma

6. We recommend that surgery is indicated where malignancy is suspected or concerns
about the likelihood of incomplete endoscopic resection. The indications for robotic
surgery should follow the same principles, in suitable patients, only by trained and
accredited robotic colorectal surgeons.

SASES and the Robotic Surgery Interest Group is willing to assist in peer review to review images
and histology.
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