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Colorectal endoscopic submucosal dissection (ESD) is gain-
ing recognition as a safe and minimally invasive procedure
to remove early-stage colorectal cancer. Since colorectal
ESD is often complicated by delayed bleeding in 0.5-9.5%
patients, it is important for endoscopists to determine when
emergency endoscopy is necessary in order to treat this com-
plication [1]. Although massive bleeding generally requires
initial endoscopic hemostasis, most cases of bleeding do not
require emergency repeat colonoscopy since bleeding usu-
ally spontaneously stops within several hours and does not
recur prior to hospital discharge [2]. Nevertheless, no con-
sensus exists regarding the safe and appropriate management
of delayed bleeding following ESD.

To address this question, Chiba et al. [3] in the current
issue of Digestive Diseases and Sciences reported a retro-
spective study assessing the feasibility of the “watch and
wait” strategy, whereby clinicians based their decision to
carry out emergency endoscopy on the basis of the patients’
vital status and symptoms. This strategy was used in cases
of delayed bleeding after colorectal ESD when the patient
had a shock index less than one and/or less than five occur-
rences of moderate hematochezia. Such patients, carefully
observed throughout their clinical courses, underwent no
emergency colonoscopy. Over 400 patients were recruited
in the study, divided into a bleeding group (27 patients)
and a non-bleeding group. Since none of the patients in the
bleeding group required emergency endoscopy to treat their
delayed bleeding, the authors concluded that the “watch and
wait” strategy for bleeding following colorectal ESD is safe.

Complications such as perforation and bleeding during
and after colorectal ESD can be serious and life threaten-
ing. In this regard, Chiba et al. discussed several reasons
why the necessity for emergency endoscopic treatment is
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less common after colorectal ESD than after gastric ESD.
First, the stomach has much larger caliber submucosal blood
vessels than does the colon, conferring a higher risk of mas-
sive delayed bleeding after gastric ESD that in turn can be
complicated by hemodynamic compromise and aspiration
pneumonia. In the case of colorectal ESD, most delayed
bleeding stops spontaneously due to the smaller diameter
vasculature, with a lessened risk of morbid complications.
More emphasis should also be placed on delayed perforation
as a serious post-procedural complication of colonic ESD
since consequent bacterial peritonitis and may require surgi-
cal intervention. Thus, determining the need for endoscopic
coagulation procedures is of utmost importance.

To elucidate the risk factors for delayed bleeding and
assess whether emergency colonoscopy is necessary based
using the “watch and wait” strategy, Chiba et al. investigated
patient-related factors and lesion-related factors. Multivari-
ate analysis revealed that the risk factors for bleeding were
a rectal lesion size >40 mm with a higher overall risk of
rectal ESD for delayed bleeding, perhaps since defecation-
related straining exerts greater mechanical shear force on
the richly vascularized rectal venous plexus. The study also
suggested that larger lesion size was a risk factor for delayed
bleeding, corroborating a previous nationwide study [4]. As
the resection size gets larger, endoscopists are required to
carry out more complicated operations, resulting in longer
procedure times. As mentioned by Chiba et al., the incidence
of delayed bleeding may depend on the skill level needed for
the procedure, which is difficult to objectively evaluate. To
overcome this problem, authors of a previous study stated
that pre-procedural training is needed for all practitioners
performing colorectal ESD [5].

Although Chiba et al’s study incorporated over 400
patients, only 27 patients with delayed bleeding were fol-
lowed using the “watch and wait” strategy. Since no subject
required emergency endoscopy, the study had no control
arm, nullifying the assessment of risk factors for emer-
gency colonoscopy to treat delayed bleeding. One previous
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publication involving a larger cohort reported that delayed
bleeding was observed in 2.2% of patients after colorectal
ESD [4]. Therefore, a future multicenter study with a larger
cohort is necessary to confirm the observations of Chiba
et al. and to better analyze the risk factors for colorectal
ESD complications.

As the incidence of colorectal cancer is rising, so is the
demand for effective and minimally invasive therapy. In the
aging population in particular, minimally invasive proce-
dures are preferable, since such patients often have comor-
bidities such as diabetes, hypertension, and vascular diseases
that increase procedural risk. The study by Chiba et al. pro-
vides data supporting the safety of the “watch and wait”
strategy following colorectal ESD.
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