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Incomplete Resection: 
Incomplete resection rate increases with polyp size and lesion type:

• 5-9 mm 6.8%1

• 10-20 mm 17.3%1

• Sessile serrated adenomas 20-30%1,2

Fibrosis/Scarring from Previous Manipulation: 
Previous endoscopic manipulation (partial snare resection/
incomplete resection) is an independent predictor of:

• Inability to perform complete resection without ablation3 

• Lesion recurrence3  

Fibrosis prevents the separation of lumen wall layers and lifting of lesions2

Non-lifting lesions are difficult to grasp and resect with a snare, sometimes  
making standard EMR impossible to perform3

Fibrotic/Scarred Recurrent Lesions
Difficulty defining when endoscopic treatment of recurrence has been 
achieved because there is a high incidence of multiple recurrences after 
endoscopic resection for recurrent adenomas3

• Patients with recurrence require endoscopic resections2-7

• 7% of inconspicuous polypectomy scars contain residual adenoma5

Anatomical Location 
Peri-appendiceal lesions

• Poor visualization of lateral margins6

• Vertical approach of endoscopic devices and absence  
   of muscle layer (higher risk of perforation)6

AnoRectal junction 
• Poor endoscopic access and visualization7 
• Recurrence: up to 22%7

EndoRotor EPR™ 

Challenges associated with Endoscopic Mucosal Resection 

Clinical Summary

Safety                  %

Delayed bleeding      2%8-11

Perforation      0%8-11

Other (appendicitis, entercolonic 
fistula, thermal injury)                   0%8-11

TOTAL       2%8-11

Efficacy       %                                                        

Complete resection                 97%8-11

Lesion size limitations                No limit8-11

     
Hinderance of future 
endoscopic intervention                    None8-11

Curative rate                    84%8-11

EndoRotor EPRTM Safety and Efficacy



Therapeutic Challenges Associated with Removal of Scarred/Fibrotic Lesions

Endoscopic Full Thickness Resection 
Resection size limitations12

   • 16% of patients experience technical failure13

Major adverse events12

   •  Appendicitis, delayed perforation, entercolonic fistula12

Difficulty navigating through anatomy12

   •  Technical learning curve lowers curative rate (80%)14

Argon Plasma Coagulation
Higher rate of recurrence16

   •  Patients who are treated with APC to ablate residual tissue  
       post-EMR experience a 20% recurrence rate16,17

Should not be used on macroscopically visible tissue12

   •  APC use at the time of polypectomy has been shown to  
       be an independent predictor of residual adenoma at  
       follow-up colonoscopy up to 40%12,17
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Salvage Endoscopic Submucosal  Dissection  
Difficulty creating adequate submucosal lift12

   • Salvage ESD due to recurrent lesions carries a  
      10.7% AE rate vs a 3.8% AE rate for primary ESD15

Lower curative rate (83%)12

Procedural inefficiency15

   • Salvage ESD due to recurrent lesions has a significantly  
      longer mean dissectio and procedure time compared  
      to primary (naïve) ESD (78 minutes vs 55 minutes)15

Avulsion
Hot Avulsion: 
   • Risk of deep mural injury and thermal destruction of tissue12

   • Recurrence rate when using hot avulsion as an adjunct  
      therapy is higher than EMR without hot avulsion  
      (17.52% vs. 16.02%)18

Cold Avulsion: 
   • Risk for deep muscle injury12

   • Recurrence rate of 15%12
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