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ENAOZKOINHZH 2TIz I.®.N.E.

Aldyvwon

Ertipnon ENAO2KOIH2H  Avtpestwrwon

Mpoyvwon

Annesse V et al, JCC 2013



ENAOZKOINHZH 2TIz I.®.N.E.

Aldvvmon

Learning Objectives

1) De
2) Describe

patients with IBD based on guidelines
patients with IBD

newer concepts for describing dysplasi

_TECHNOLOGICALADVANCE

Improved optics that include high definition colonoscopes and screens, data on the benefits of

chromoendoscopy, as well as advances in endoscopic resection of challenging polyps had changed the
way dysplasia is detected and managed.

Mpoyvwon

Annesse V et al, JCC 2013



Na noio AGyo €ival XpPNOIHN N EvOOOKONIKN
ENITRPNON;




Kivduvog eppaviong
duonAaoiac kal KMNE o UC

MpoonTtika dedouéva (H.B.) 230 £€1n

e 600 UC pts:

e Emintwon veomAaociog
— 1.5% 10 €tn
— 7.7% 20 £t
— 15.8% 30 £tn
— 22.7 % 40 £
— 27.5% 45 £

e Eminttwon KMNE
— 2.5% 20 €1
— 7.6 % 30 €1
— 10.8% 40 étn

Kaplan-Meier Method

Probability of remaining cancer-free

dysplasia

S R A e ——

———————————————————

Figure 3. Time to cancer after dysplasia diagnosis using the Kaplan—

Meier method.

*Rutter et al GASTROENTEROLOGY 2006;130:1030-1038
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CONSENSUS/GUIDELINES

European evidence based consensus for
endoscopy in inflammatory bowel disease <

Vito Annese®*'2 Marco Daperno®%, Matthew D. Rutter <972,

Aurelien Amiot®, Peter Bossuyt ', James East®, Marc Ferrante"”, Martin Gotz',
Konstantinos H. Katsanos?, Ralf KieBlich®, Ingrid Ordas ! Alessandro Repici™

Bruno Rosa", Shaji Sebastian®, Torsten KucharzikP,
Rami Eliakim %**-'2on behalf of ECCO

ECCO Statement 13C
Gurveillancedcolonoscopy permits detection Gf dysplasia>
andearlier detec -m’ ich may lead to improved
il EL4] [Voting results: 100% agreement].
5 1
Time ¢
N=7607

D 60-69
ora-re
D 80-89

b E @

-2004

Soderlund et al GASTROENTEROLOGY 2009;136:1561-1567



EvOookonikn EniTApnon:

NMpo®iA acBevwv
2 € noia Xpovika diaocTRHAaTa;
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CONSENSUS/GUIDELINES

European evidence based consensus for
endoscopy in inflammatory bowel disease <

Vito Annese®*'2, Marco Daperno®-, Matthew D. Rutter -9+,

Aurelien Amiot®, Peter Bossuyt’, James East®, Marc Ferrante", Martin Gotz',
Konstantinos H. Katsanos’, Ralf KieBlich¥, Ingrid Ordas', Alessandro Repici™,
Bruno Rosa", Shaji Sebastian®, Torsten Kucharzik?,

Rami Eliakim 9**'2on behalf of ECCO

v’ Screening KOAOVOOKOTINON HETA arto 8 (10) xpovia

Ao TNV Evapén TwvV OUUMTWHATWY

v Emavédeyyoc kabopiletal avaloya LE TOV

kivéuvo mou spdavilel o aocBevnc



IONE & KivOUVOG KAPKIVOYEVEONG

Risk of Colorectal Cancer in Patients With Ulcerative Colitis: A
Meta-analysis of Population-Based Cohort Studies

TINE JESS,” CHRISTINE RUNGOE,” and LAURENT PEYF

e Crohn koAiTi1da
-> UK idiog
Kiviuvog

- Z&g NnpooBoAn
TOU EIAEOU OXI

Kivouvog
Choi et al, Gastro 1993

Eaden ) et al, Gut 2001
Ekbom et al , NEJM 1990

EninoAaocpog KME 1,6% o€ nepiodo 14 eTov
(X2,4 o€ OXEON HE YEVIKO NANOUCHO)

Risk of colorectal cancer in ulcerative colitis

. SIR (95% CI)
Awthor, country, calendar period

Stewenius et al, Sweden, 1358-1990 ——— 21(1.0,4.1)

Winther et al, Denmark, 1862-198F7 —a— 1.05(0.56, 1.79)

Palii et al, Italy, 1978-1997 B 1.79(0.85, 3.28)
Bernstein et al, Canada, 1984-1997 -:- 2.46(1.83, 3.25)
Wandall et al, Denmark, 1373-1998 ——'—;— 1.67 (0.61, 3.62)
Jess et al, USA, 1940-2001 —-—é- 1.1(0.4, 2.4)
Jess et al, Denmark, 1991-2003 T 3.1(0.4,17)

Und et al, Sweden, 1954-2004 e 27(23,32)
Pooled estimate (l-aquarad = 50.7%, 2,39 (2.10,2.73)

D

I
025 i .
Jess et al , Clin Gastro Hepatol 2012
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ECCO Guideline/Consensus Paper

European Evidence-based Consensus:
Inflammatory Bowel Disease and Malighancies

Vito Annese,® Laurent Beaugerie,” Laurence Egan,© Livia Biancone,*
Claus Bolling, Christian Brandts,’ Daan Dierickx,’ Reinhard Dummer,”
Gionata Fiorino,’' Jean Marc Gornet,’ Peter Higgins,*

Konstantinos H Katsanos,' Loes Nissen,™ Gianluca Pellino,"

Gerhard Rogler,® Franco Scaldaferri,” Edyta Szymanska,® Rami Eliakim;
on behalf of ECCO

ECCO Statement 2B

The risk of CRC is‘<h_
\C

detected on colonic

=

|EL 3]. Endoscopic ;
individual paticnt'@
Proctocolectomy abolis

cancer or cancer of the r
who have undergonc ilea

ECCO Statement 13B
—€otorectal cancer risk is highest in patienTs—w
extensive colitis, intermediate in patients with left-
it owest in proctitis [E1 2]

Patients with severe inflammation, patients with
colitis-associated primary sclerosing cholangitis (PSC),
and patients with a family history of CRC may have a
particularly increased risk [EL2] [Voting results: 100%

srement




[Mapayovteg mou oxeti{ovtal Ue
avénuevo kivduvo avarmtuénc KME

ALAPKELOL VOOOU
Extaon vooou
BaBuoc

dAeypovng
(ArLa, pETPLA,

coBapn)
MNapovoia PSC

OLKOY. LOTOPLKO
KIME

ECCO Statement 13B

Colorectal cancer risk is highest in patients with
extensive colitis, intermediate in patients with left-
sided colitis, and lowest in proctitis [EL2].

Patients with severe inflammation, patients with
colitis-associat mary sclerosing cholangitis (PS
and patients widtaiamily history of CRC may hav
particularly increased risk [EL2] [Voting results: 100%
agreement].

Anesse V et al, JCC 2013




KINAYNO2 EMO®ANIZH2

AYZTMNAAZIAZ - KAPKINOY

MeyaAUTEpOC KivOUVOG OE:
v Makpoypovia vOooo

v' MavkoAiTida

v Zuvunap&n PSC

v 01koyeveiako 10Topiko KMNE

MeTpiog Kivouvog o€ (AP) koAiTida

XapunAog kivduvog o€ opBiTida




EvOOOKOTILKN EMITAPNOCN OTOUC
acBeveic pe IODNE

ECCO Statement 13E

BaOuog kivéuvouv | Evbookormikni

. Ongoing surveillance should be performed in all
grmtnpnon patients apart from those with proctitis or Crohn's
colitis involving only one segment of colorectum [EL4]
[Voting results: 100% agreement].

As there is no clear evidence for surveillance intervals,

individualising intervals based on risk stratification is
recommended [E ment].

YynAouU kivduvou 1 €10C¢

r ’ a) P s with high risk features (strictur
EVSLQHEGOU 2-3 €t ysplasia detected within the past 5 years, PSC, N\
KI.V5L'JVOU extensive colitis with severe active inflammation,

or a family history of CRC in a first degree relative |/
a than 50 years) should have next survei
, , , lance co r [EL4]
XapnAou kwbduvou 5 €tn [Voting results: 93% agreement];

b) Patients with lntenﬂedlal:e risk factors should
have their ne scopy sched-
ul to 3 years. Intermediate ris

nclude extensive colitis with mild or moderate

active inflammation, post-inflammatory polyps or )

a family history of CRC in a first degree relative at

ears and above [EL5] [Voting results: 10
agreemerTys

. c) Patients with neither intermediate nor high risk

Rubin C et al, Gastro1992 features should have their next surveillance

Thomas APT 2007 colonoscopy scheduled for 5 years [EL4] [Voting

Anesse V et al, JCC 2013 results: 93% agreement].




AZOENEIZ2 YWHAOY KINAYNOY

EmtaveAeyyoc o€ 1 €T0C

EkteTOpEVN
KoAlttida pe
gEveEPYOTNTA
LOTOAOYLKA

OLKOYEVELAKO

Lotoptko KIE

OE OUYYEVN <
50 eTwv

Avorhoola
2TEVWON
PSC



AZOENEI2 METPIOY KINAYNOY

| EmtaveAeyyoc o€ 2-3 €In

EkteTOpMEVN KOALTLO OLKOYEVELOKO
XwpLc evepyotnta Lotopko KIMNE oe
LOTOAOYLKQ ouyyevn > 50 eTwv




AZOENEI2 XAMHAOY KINAYNOY

| EmaveAeyyoc o€ 5 €tn

AcBeveic pe (AP) eAkwdn koAttidba n Crohn
KoAttida mov npooBAAAEL LOVO MEPOC TOU
TTOLXEOC EVTEPOU




ENAOZKONMIKEZ TEXNIKEZ IN' A

ENMITHPH2ZH - ANIXNEY2H AY2lINAAZIA2

NMapayovTec Nnou ennpealouv TNV NITUXN
gvoookonikn enitnpnon oTtic I®NE

v(AuvatdéTtnTa avayvwpiongtng
onAaociag

v AuvaTtoThTa OAOKANPWHEVNG
£vVOOOKOMIKAG EKTOUNG

v IkavonoinTikoG apiOuoc I0TOA. dEIYUATWV

v’ MapayovTec XpovioTnTac (OTEVWOEIC,
WeUOONOAUNOdEC)

v Anodoxn/cupuopPpwaon acbevwv

Farraye F et al, Gastro 2010



ENAOZKONMIKEZ TEXNIKEZ IN' A

ENMITHPH2ZH - ANIXNEY2H AY2lINAAZIA2

YynAng
gUKpivelag

/ gvéooKkomnnon \

Con. .laser
ende . nscopy

Xpwpo-
evéooKoOmnon He

XPHon XpwoTtikwv/
DBC

Xpwpo-gevdookonnon xwpig
XPWOTKEG/DLC omtikég (NBI)-
Yndrakég (FICE, i-scan, SPIES)




TuxalonoINMUEVEC BIOWIEC -NEPIOPICHOI

Surface area of colorectum: 1578.1 + 301.0 cm?
Surface area of biopsy forceps: 2.2-5 mm?
Recommended “at least 33 biopsies”

Percent surface area with this approach:

0.05%-0.1%

Sadahiro S. et al. Cancer.1991.
Rubin CE, et al. Gastroenterol. 1992.
Kornbluth and Sachar. Am J Gastroenterol. 2010.




XpWHO-EVOOOKONNON HE XPWOTIKEG
ouoiec (DBC)

TEXVIKEG:

XpNon XPWaoTIKWY OUCIWVY

* Chromoendoscopy (CE) technique

Purp ® Using foot pump: once the cecum is intubated, exchange the water
irrigation with the contrast solution. Circumferentially apply the dye
solution while withdrawing. Direct spray to the anti-gravity side.

Using a spray catheter: once the cecum is intubated, insert the dye
e spray catheter into the biopsy channel; the catheter tip should
detec protrude 2-3 cm from the endoscope. Apply dye solution segmentally
by using rotation of the colonoscope during withdrawal. Suction any
excess solution after ~ one minute to maximize visualization.
= Examine 20-30cm segments sequentially with reinsertion of the

endoscope to the proximal extent of each segment before slow
withdrawal and mucosal visualization.
= Target suspicious lesions using more concentrated solution of dye.

Lesil Spray ~ 30 mL directly from a 60-mL syringe through the biopsy
i'::irzcetlfrl channel.
" of bor Indigo carmine (0.13%): mix one 5-mL vial IC 0.8% with 25 mL water.

Methylene blue (0.2%): mix one 10-mlL vial MB with 40 mL water.




XpWHO-EVOOOKONNON HE XPWOTIKEG

Chromoendoscopy

Methylene blue
Absorption Toluidine blue
method
Lugol
Contrast Indigo carmine
o method Acetic acid
I —
Reaction Congo Red
method Acetic acid
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XPQMOENAO2zKOINMHzH
2E I®ONE-KOAITIAA (UC)




Indigo carmine (0.1%-0.8%)
(b)

Rutter MD. Gut 2004;53:256-260

Pancolonic indigo carmine dye spraying for the detection of dysplasia in ulcerative colitis

Conclusions

No dysplasia was detected in 2904 non-targeted biopsies.

* In comparison, a targeted biopsy protocol with pancolonic chromoendoscopy required
fewer biopsies (157) yet detected nine dysplastic lesions, seven of which were only visible
after indigo carmine application.

e Careful mucosal examination aided by pancolonic chromoendoscopy and targeted biopsies
of suspicious lesions may be a more effective surveillance methodology than taking
multiple non-targeted biopsies.


https://d3gef7ppmbvsns.cloudfront.net/content/qjmed/early/2012/10/24/qjmed.hcs186/F2.large.jpg?width=800&height=600&carousel=1

Xpwpo-evoookonnon & duonAaoia o€
I®ONE-koAiTida vs. WLE

6 peAéteg, 1277 acH.

Awadopa avelpeong
duonaoiac 7% o€

oxéon pe WLE

Study name Statistics for each study Incren (NNT 14}3)
IY Lower Upper
limit limit

Kiesslich 2003 0.08 -0.015 0177 =
Matsumoto 2003 0.00 -0.150 0.150 -

Rutter 2004 0.03 -0.021 0.081 - —
Hurlstone 2005 0.12 0.076 0.169 _i
Kiesslich 2007 0.08 -0.009 0.174

Marion 2008 0.06 -0.034 0.163 O
Pooled 0.07 0.032 0.113 -

—0.25 -0.13 0.00 0.13 0.25

G PAABES

- ,
AAP TERO L e BB

27% 1epLOCOTERES .

Favours WLE Favours CE

e winite light endoscopy and CE: chromoendoscopy

Auénpévn avevpeon SuoTAaclag e XPWHOEVOOOKOTNGON

Subramanian et al Aliment Pharmacol Ther 2011; 33: 304-312



XpwpHpo-gevdookonnon-MeiovekTnuaTa???

Gastrointest Endosc. 2013 Jul;78(1):115-20. doi: 10.1016/j.gie.2013.02.001. Epub 2013 Mar 23.

Learning curve of virtual chromoendoscopy for the prediction of hyperplastic and adenomatous
colorectal lesions: a prospective 2-center study.

Neumann H1, Vieth M, Fry LC, Giinther C, Atreya R, Neurath MF, Ménkemiuiller K.

# Author information

Abstract

BACKGROUND: Computed virtual chromoendoscopy (CVC) enables high-definition imaging of mucosal lesions with improved tissue
contrast. Previous studies have shown that CVC yields an improved detection rate of colorectal lesions. However, the learning curve for
interpretation of CVC images is unknown.

OBJECTIVE: To examine the learning curve of correctly identifying hyperplastic and adenomatous colorectal lesions by using CVC.
DESIGN: Prospective, 2-center study.

PATIENTS: Consecutive patients undergoing screening colonoscopy were included. CVC images were analyzed by using corresponding
polypectomies as the reference standard followed by a prospective, double-blind review of i-scan images.

METHODS: A training set containing 20 images with known histology was reviewed to standardize image interpretation, followed by a
blind review of 110 unknown images. Overall, 4 endoscopists from 2 different endoscopy centers evaluated the images, which were
obtained by 1 endoscopist using high-definition endoscopy with CVC.

RESULTS: Patients were included in a prospective fashion. Seventy-seven of 110 colorectal lesions were adenomas and 33 were
hyperplastic lesions. Mean diameter of colonic polyps was 4 mm (range, 2-20 mm). Overall accuracy for the group was 73.9% for lesions
1 to 22, 79.6% for lesions 23 to 44, 84.1% for lesions 45 to 66, 87.5% for lesions 67 to 88, and 94.3% for lesions 89 to 110. Accuracy of
i-scan for prediction of polyp histology was not dependent on polyp size (<56 mm, 6-10 mm, or > 10 mm). The ability to obtain high-quality
images was stable over time, and high-quality images were constantly produced.

LIMITATION: Post-hoc agsessmant.

LUSION: Accurate interpretation of CVC images for prediction of hyperplastic and adenomatous colorectal lesions followD
ing curve but can be learned rapidly.

Copyright ® 2013 American Society for Gastrome A BN oDy e E Dy oSy e AT TTTE Teserved. .




XpwpHpo-gevdookonnon:

EninAgov NEPIOPICHOI???

H xpwoTtikn dev emaleidel to BAevvoyovo

OLLOTLUAL

H dtaxuon tn¢ xpwoTIKNG UItopel va SwoEeL
OUOKOALEC OTNV EPUNVELD TWV ELKOVWV

Aduvapia AemtopepouC tepLypadnc TNC
LopdoAoyloc Tou ayyeLtakoU OLKTUOU

Avadopéc yia BAapn tou DNA ota kUTTapa

tou MNE amno to methylene blue ???

Tontini GE et al, WJG 2016
Hardie LJ et al, Gastro 2004




SURFACE guidelines

Strict patient selection

— Histologically confirmed IBD colitis at least 8 years, in clinical remission.
— Avoid patients with active disease

Unmask the mucosal surface

— Bowel prep; remove mucus and fluid

Reduce peristaltic waves

— If necessary use spasmolytic agent on extubation

Full length staining of the colon (pan-chromocoloscopy)

Augmented detection with dyes
— Indigo 0,4% of methylene blue 0,1%

Crypt architecture analysis

— Pit pattern assessment

Endoscopic targeted biopsies

— Targeted biopsies of all mucosal alterations, in particular circumscribed lesions



SCENIC international consensus statement on surveillance and

(_: (}[\-SIENS l I S SJI‘H l‘liMli[\”l‘ NIC intemational consensus staement also was
=d and endorsed by the Asian Pacific Association

of Gastroenterology, British Society of Gaswroenterology,

Canadian Association of Gastuoenterology, European
Sociery of Gastrointestinal Endoscopy, and Japan Gastro-
enterological Endoscopy Society.

management of dysplasia in inflammartory bowel disease

Avaykaid n Kkoivnp opoAoyia yia Ta EUpAUaTd HAg

TABLE 1. Terminology for reporting findings on colonoscopic surveillance of patients with inflammatory bowel disease (modified from Paris

Classification'")

Term Definition
Visible dysplasia Dysplasia identified on targeted biopsies from a lesion visualized at colonoscopy
Polypoid Lesion protruding from the mucosa into the lumen =2.5 mm
Pedunculated Lesion attached to the mucosa by a stalk
Sessile Lesion not atached to the mucosa by a stalk: entire base is contiguous with the mucosa
MNonpolypoid Lesion with little (< 2.5 mm) or no protrusion above the mucosa

Superficial elevated

Lesion with protrusion but -<<2.5 mm above the lumen (less than the height of the closed cup of a biopsy forceps)

Fat

Lesion without protrusion above the mucosa

Depressed

Lesion with at least a portion depressed below the level of the mucosa

General descriptors

Ulcerated

Ulceration (fibrinous-appearing base with depth) within the lesion

Border

Distinct border

Lesion's border is discrete and can be distinguished from surrounding mucosa

Indistinct border

Lesion's border is not discrete and cannot be distinguished from surrounding mucosa

Invisible dysplasia

Dysplasia identified on random (non-targeted) biopsies of colon mucosa without a visible lesion




Ta&éwvounon kota Paris

* Mopdoloyia
* Pit pattern
* BaBuoc pAsypovnc tou BAevvoyovou

? — e —

0-Ip 0-Is

/ \ Protruded, pedunculated Protruded, sessile

Type 0
Polypoid Non-Polypoid
Slightly Flat Slightly
Elevated Depressed
0-l 0-lla 0-lib 0-llc
(Ip, Is)

B s : =3
Excavated  (-Ila 0-IIb 0-lc N

(ulcer) . . .
Superficial, elevated Flat Superficial shallow,

‘ depressed
—
O-111

Excavated

" GIE 2003




CONSENSUS /GUIDELINES

Bowel preparation & cleansing

e A good bowel preparation is conditio-sine-qua-non for
chromoendoscopy in the colon and up to 13% of patients may
not meet this requirement.

e Differences in times of chromoendoscopy according to the quality
of colon preparation were statistically significant.

e The rectal mucosa poorly prepared for staining deteriorates the
quality of methylene blue staining of the rectum.

e Colon mechanically purified with polyethylene
e Islands of poorly stained mucosa -Additional rinsing

e 0.5% solution of glycerin or mucolytic preparation (10-20% N- i
acetylcysteine) to remove the mucus remains

e The use of n-butylscopolamine is recommended to avoid bowel

peristalsis and an uneven distribution of the dye.




EVOOOKOMNIKEC TEXVIKEC AMEIKOVIONC
(endoscopic imaging techniques)

YdnAng
guKpivelag
gvbookomnnon

T N

Con. .laser ‘ MeyeBuvtikn
ende . scopy gevdookonnon

Xpwpo-
gvboo. - ,onpue
Xxpnon>  “ukwv/

_
Xpwpo-gvéookonnon xwpig
XPWOTKEG/DLC omtikég (NBI)- ’

Yndrakég (FICE, i-scan, SPIES)

Endoc scopy




i) OnTika evdookonia HD/peyeOuvTika

Magnifying Chromoendoscopy

Non-invasive pattern




MeyeOuvTikn evéookonnon & npoyvwon
veonAaociac & aAAwv BAaBwv TOU
BAevvoyovou

* 350 pts. UC—> high
magnification
chromoscopic

colonoscopy (HMCC)

* vs. 350 LAPTUPEC LE

- Avadpopikr HEAETN

Tomog No No aoBevwv | No Suomd,
gvdookoniou evbooko
NOEWV
SD

160 101 EK 11 (6 gto¥.) 2,21
59 CD

147 EK
62 CD

Adjusted
Prevalence

HD 209 32 (27 gtoy.) 2,99

Confidence
interval

Ratio groy, by | (95%)

1,09-4,45

1,16-7,79

* AVIXVEUOLLEC OL TIEPLOCOTEPEC SUCTIAQOTLKEC EOTIEG
* Ouwg kaAutepa anoteAéapara e high definition, high

resolution evbookoma

Rutter MD et al, GIE 2004

Subramanian V et al ,IBD 2013

Table2 Total number of biopsies taken and the diagnostic yield
for intraepithelial neoplasia in the HMCC group and in
the control group. There were 350 patients in each group

No. of Median Numberof % of biopsies
biopsies number of biopsies with with intra-
biopsies per  intraepithelial epithelial

patient (range) neoplasia neoplasia
HMCC group
(13494 biopsies)
Non-targeted 12850 42(11-64) 20 0.16%
biopsies
Targeted biopsies 644 3 (1-16) 49 8%
(using HMCC)
Control group
(12851 biopsies)
Non-targeted 12482 38(14-58) 18 0.14%
biopsies
Targeted biopsies 369 3 (1-9) 6 16%

(non-HMCC-guided)

Hurlstone DP et al, Endoscopy 2005



ii) XpWHO-EVvOOOKONNON XWPIC XPWOTIKEG

J Omtikni XPWHO-eVOOOKOTINON
(NBI-Olympus, CBI-Aohua
Photoelectricity)

. Xpnor] OTITIKWY dIATpwY SlapETOU NG
nNyN¢ dwtlopou

e JTeveUel TO €UPOC TOU EKTTEUTIOUEVOU
dbAopatoc Tou AeUKOU dwTOC

* Evioxupévn ET[LO'KOT[I‘]GI’] NG ayyeilwong
& TNG apxLteKTOVIKACS BAevvoyovou

J Wndrakn xpwpo-evdookomnon
(i-scan-Pentax, FICE-Fujifilm,
SPIES-Karl Stortz)

* Xpnon Yndrokwv aAyoplBpwy HETA TNV
eMeEepyaoia TG ELKOVAC

* Avakataokeuri tnC  €VOOOKOTILKNAG
ELKOVOLC OE€ TIPAYHLOTLKO XpOVO

Dekker E et al, Endoscopy 2007
Naymagon S et al, Gastrointest Endosc Clin N Am 2013



NBI yia avixveuon duonAaciag ornv EK

ApYLKAL:
Akpifela yia aviyvevon veomAaoiog

Neploootepec umomrtec BAAPBeC e NBI

’ ’ / Dekker E et al, Endoscopy 2007
ZUYKpLOoLO armoteAEopOTol LE CUMBATLKN _

* H avaAuon Tou pit pattern pe NBI €xel pETpIa akpif3eia
YiQ TV TTPOYVWON TNG ICTOAOYIAC

Van ben Broek FJ et al, Gut 2008

H xpnon Tou NBI && BeATIWVEI TV aviXveuon veoTTAaoiag

o€ oxeon pe HD

Van ben Broek FJ et al, Endoscopy 2011



NBI vs xpwpoevdookonnon (DBC)

Avéntikn anddoon acOevwy e EVOOCKOTILKA opath

duonAaocia og evbookonnon enttipnong NBI vs CE

Incremental Yield, 2t (952 Cl)

Efthymiou 20134 - . : 29 (-16 to 20%)
Feitosa 2013 [ - i 22% (1 to 4324)
Bisschops 201 2 ! # : i ' : : : 026 (-15 to 16%)
Pellise 20111 : L / 7% (-5 to 19%)
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Full-Spectrum Endoscopy Improves Surveillance for Dysplasia in Patients With Inflammatory
Bowel Diseases.

Leong RW1, Ooi M2, Corte C3, Yau Y4, Kermeen M5, Katelaris PHS, McDonald Cz, Ngu M°.
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Abstract

BACKGROUND & AIMS: Inflammatory bowel diseases (IBDs) increase the risk of colorectal cancer. Surveillance colonoscopy with
chromoendoscopy is recommended, but conventional forward-viewing colonoscopy (FVC) detects dysplasia with low levels of sensitivity.
Full-spectrum endoscopy (FUSE) incorporates 2 additional lateral cameras to the forward camera of the colonoscope, allowing
endoscopists to view behind folds and in blind spots, which might increase dysplasia detection. We compared FUSE vs FVC in the
detection of dysplasia in patients with IBDs.

METHODS: We performed a prospective, randomized, cross-over, tandem colonoscopy study comparing FVC vs FUSE in 52 subjects
with IBD undergoing surveillance for neoplasia in Australia (23 with Crohn's colitis, 29 with ulcerative colitis; median age, 45.0 y; 60%
male; mean IBD duration, 16.4 y). All subjects met national IBD surveillance inclusion criteria; 27 were assigned randomly to groups that
underwent FVC followed by FUSE, and 25 were assigned to groups that underwent FUSE followed by FVC. All procedures were
performed from February 2014 through December 2015. Random biopsy specimens were collected and visible lesions were collected;
all were analyzed histologically. The primary end point was dysplasia missed by the first colonoscopy detected by the second
colonoscopy. Dysplasia was diagnosed by an expert gastrointestinal pathologist blinded to the colonoscope allocation in consensus with
a second expert pathologist.

RESULTS: FVC missed 71.4% of dysplastic lesions per lesion whereas FUSE missed 25.0% per lesion (P =.0001); FVC missed 75.0%
of dysplastic lesions per subject and FUSE missed 25.0% per subject (P = .046). FUSE identified a mean of 0.37 dysplastic lesions and
FVC identified a mean of 0.13 dysplastic lesions (P = .044). The total colonoscopy times were similar (21.2 min for FUSE vs 19.1 min for
FVC; P = .32), but withdrawal time was significantly longer for FUSE (15.8 min) than for FVC (12.0 min) (P = .03). Correcting for per-unit
withdrawal time, the mean dysplasia miss rate per subject was significantly lower for FUSE (0.19) than for FVC (0.83; P < .0001).
Targeted tissue acquisition identified significantly more dysplastic lesions than random biopsies (P < .0001).

CONCLUSIONS: In a prospective cross-over study of IBD patients undergoing surveillance colonoscopy, we found panoramic views
obtained by full-spectrum endoscopy increased the number of dysplastic lesions detected, compared with conventional forward-viewing

colonoscopy. Trial no: ACTRN12616000047493.
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ConNsENSUS CONFERENCE

Consensus Conference: Colorectal Cancer Screening and
Surveillance in Inflammatory Bowel Disease

Steven H. lizkowitz, MD), and Damel H. Present, MD), for the Crohn s and Colitis Foumdation of
America Colon Cancer in IBD Study Group

Colonoscopic Practice

For patents with extensive disease, a mimmum of 33
hopsies should be performed. This involves takmg 4-gquadmant
hopsies every 10 cm thmoughout the colon. In patients with
less extensive microscopic disesse fond at soeening,
4 quadmnt bopsies should be taken from the proximal extent

* of disease and every 10 cm distally. Particulady m UC,

considemtion should be given to taking 4-guadrant biopsies
every 5 cm in the lower sigmoid and mectum, because the
frequency of CRC 15 higher m this n:gim.}"

Tissue Handling
Ideally, the colonoscopist and his'her assistants should
place all biopsies from a given segment in a separate speamen

jar. If feasible, hiopsies should be “unrolled™ from their ball-

like shape after emoval from bopsy forceps to facihitate
histologe interpretation. Use of jumbo biopsy forceps should
be considered to minimize sampling ermors. There s often
a hmut to the numba of hopsies that can be physically
anbedded in 1 tissue block; it 15 suggested that no more than
4 hopsies should be placed in anv 1 jar. Specimens from
mised or suspicious lesions should be placed in separate,
appropnately labeled jars.



BPHKAME TH AY2lIAAZ]IA!
TI KANOYME TQPA???

Use the three parameters that define principles of
dysplasia management (regardless of whether or not

they have IBD)

dysplasia or CRC (metachronous)

XRate of occult cancerh patients diagnosed

with dysplasia (synchronous

Resectability 6bthe dysplastic lesion

Can | Is it Can |
see 17 discreet? resect it?
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2015 “SCENIC” Recommendations

Management of dysplasia discovered on surveillance colonoscopy

After complete removal of endoscopically resectable polypoid
dysplastic lesions, surveillance colonoscopy is recommended
rather than colectomy (strong recommendation, very low-
quality evidence).

After complete removal of endoscopically resectable nonpolypoid
dysplastic lesions, surveillance colonoscopy is suggested
rather than colectomy (conditional recommendation, very low-
quality evidence). -

For patients with endoscopically invisible dysplasia (confirmed by a IE NO FIRM
gastrointestinal pathologist) referral to an endoscopist with RECOMMENDATION
expertise in IBD surveillance using chromoendoscopy with " Revert back to 2010 =~
high-definition colonoscopy is suggested (conditional
recommendation, very low-quality evidence).

T e
s
Laine et al. Gastro 2015;148:639 o v\’_-'/'r

Guidelines b




ZUMNEpACHATA

Time period Paradigm
CRC is natural history; limited abilibeto.detec

Precolonoscopy
925-1970's) precancerous lesion€surgical option-ileostomy

Early colonoscopy Limited optics compared to today, role of colonoscopy

(1970°s-1990's) is “biopsy surveillance;” |IBD dysplasia is mostly
invisible-most goes to surgery; introduction of pouch

Early new century Improved optics; New concepts-polypectomy not

(2000-2010 or so) surgery for certain types dysplasia and IBD-dysplasia is

mostly visible; laparoscopic surgical techniques

( Present time (2017) Introduction of chromoendoscopy and EMR; More
parsimonious approach to management of dysplasia,
more selective instead of universal use of surgery for

u,nlasia

_Velayos FS et al Gastro 2017 ey



ZUMNEpAocHara

v H ypwpoevdookonnon givat aflomiotn otnv avelpeon
duomAaoiac ot IONE

v BeAtiwvel thv amodoon tnc¢ aviyveuonc SuomAaolog
o€ oXeon HeE evOOOKOTILO AEUKOU ¢GWTOC ME TUYXOLEC

Bloyliec

v ' H teyvikil autl Ba mpémnel va evowpotwBel otnv
KaOnuepLVN TTPAKTLKA

v Avaykoilo vo  oxedlaotoUv  HeEAETEC  TIOU  va
avadeLKVUOUV TNV TIPOYVHOTIKN KALVLKN ¥Pnolpotnto
¢ emrnpnong twv oocBevwv pe IONE pe 1
XPWHOEVOOGKOTINGN N TIC VEOTEPEC TEXVLKEC OTITLKNAC
Bloyiac (og eminedo voonpotntoc & Bvntotntac)






