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Dienst endoscopie

Maag-darm- en leverziekten



 Enorme toename van beeldresolutie (quasi tot op celniveau)
* Opkomst van artificiéle intelligentie

* Diagnostische => therapeutische endoscopie

* Complexere procedures

* Management van complicaties vaak in eigen handen

Therapeutische endoscopist => Endoscopisch chirurg
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Klassieke poliepectomie (lusresectie)

- EMR: endoscopische mucosale resectie
- ESD: endoscopische submucosale dissectie
- FTR: full-thickness resectie



* Geen lymfevaten in de mucosa

* Ziekte beperkt tot mucosa => geen kans
op lymfeklieraantasting en verdere
uitzaaiingen
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But how about the Kudo classification

of crypts ?

Normal erypts | Hyperplastic Tubular Tubular T}Jbulu- Endoscopically| Endoscopically
p adenoma adenoma villous resactable irresectable

{HGD (LG adenoma cancer cancer

Tanaka 5. High-resolution colonoscopy. GIE 2006,64:604-13



Type 1

Type 2A

Type 2B

Type 3

* Regularcaliber
Vessel o 8y , * Variable caliber * Loose vesselareas
* Invisible™* * Regular distribution ;
pattern trashed/pial patbami™ * Irregular distribution * Interruption of thick vessels
Surface * Regular dark or white spots - Regular
* Si i * Irregular r * Amorphous areas
pattern s-miartm;r;::::mgnormal (tubular/branched/papillary) egular or obscure rphou
High grade intramucosal
Most likely Hyperplastic polyp/ Low grade intramucosal gnezplasia I shallow Deep submucosal
hlstology Sessile serrated polyp neoplasia T invasive cancer

Endoscopic

image

*1 _If visible, the caliber in the lesion is similar to surrounding normal mucosa.
*2 Micro-vessels are often distributed in a punctate pattern and well~orde red reticular or spiral vessels may not be observed in depressed lesions
*3. Deepsubmucosal invasive cancer may be included




Granulair vs Non-granulair




* risico SMIC
nongranulalr > > granulalr

linkercolon rechtercolon
19.1% 2.0%

Burgess NG, et al. Gastroenterology. 2017 Jun



Zone van irregulair pit patroon
Nongranular letsel linkercolon/rectum

» ESD, full-thickness

Non-lifting sign
Kudo 5 patroon - Heelkunde
Geéxcaveerd ulceratief letsel

- Alle andere gevallen -+ Meestal EMR






Barrett met adenoCa T1






“En bloc” resectie van letsels met hoge probabiliteit op (oppervlakkige) submucosale invasie

Flex knife







Full thickness resectie
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POEM (perorale endoscopische myotomie




EXTRACTIE BURIED BUMPER
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Eliminated Probe

Redesigned Handle Connection
Convenient Irrigation Port
Redesigned Handle

New Working Channel Design
Dual Irrigation

Dual LED

60% Greater Field of View

4 Way Steerability

Digital Sensor 4x Resolution
Updated Packaging

Single Use

Smaller Footprint

Integrated Optics

Combined Processor and Light Source
No White Balance or Need to Focus




 Stone lithotripsy (bile duct, cystic duct, pancreatic duct)

* Selective guide wire placement

* Dominant strictures in PSC

* Undetermined strictures

* Cholangiocarcinoma diagnosis/extension

* Intraductal check after RFA for residual ampulloma

* Disconnected duct (access to pancreatic duct through collection)
* Extraction of migrated stents

* (Assessment of main duct IPMN : spy discover)

* (Hemobilia)






Boston
Scientific




* Drainage van peripancreatische collecties

* Galweg/pancreaskanaaldrainage

* Galblaas drainage

e Gastro-gastrostomie bij gastric bypas

* Gastro-jejunostomie — jejuno-jejunostomie - .....

* Plexus coeliacus block

* Plaatsing van fiducials

e Radiofrequente ablatie van pancreastumoren

e Vasculaire interventions (coiling, injectie lijm, portale drukmeting,...)



PROBLEMEN MET PTC

1: Lastig voor de patient

2: Potentiéle complicaties

3: Externe drainage = slechte QoL

NOOD AAN ALTERNATIEF



PTC-guided rendez-vous EUS-guided rendez-vous
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EUS-geleide galwegdrainage met LAMS

Indicatie: gefaald ERCP/maligne distale strictuur

FUJIFILM

CHOLEDOCHODUODENOSTOMIE









Weight  Weight
OR 95%-Cl (fixed) (random)

g
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Study

Bories et al.
Bapaye ef al.
Lu et al.

Arlifon et al.
Bill et al.
Khashab ef al.
Giovannini ef al.
Lee ef al.
Huang el al.
Sharaiha et al.

009 [0.02:040] 12.1%  128%
[0.08;090] 17.5%  13.3%

(0.00: 0.03] 122%  12.8%

054 [0.08;401 63%  11.4%
[0.00;Inf] 0.0%  0.0%

0.55 [0.57;424] 247%  136%
[0.00;Inf] 0.0%  0.0%

021 [0.05087) 127%  12.8%
[0.00: 0.05] 9.3%  12.3%
[0.00;007] 53%  11.0%
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Fixed eflect model . (0.09;0.24] 100.0% -
Random effects model X [0.02; 0.38] - 100.0%

0.01 0.1
Heterogeneity: £ = 88%, 1% = 3,8036, P = 0.01




9 were excludad
5 were screening faiure

3 dedlined to participate or
did not provide consant
1 had resectable cancar

125 met the eligbility crteria
and ware randomized

61 ware included in the 64 wen included in the
tachnical success analysis™ technical success analysis™

Fig. 1 Flow diagram of enrdled patients.
*Technical success rates were calkculated by intention-to-treal analysis




Table 4 Comparison of transpapillary and transmural stent
placement in patients without duodenal invasion or surgically
‘altered anatomy -

2]

- Cardiopulmanary complica-
tion

Hospital siay, median (1GR),
days




ORIGINAL RESEARCH

Endosonography-guided gallbladder drainage versus
percutaneous cholecystostomy in very high-risk
surgical patients with acute cholecystitis: an
international randomised multicentre controlled
superiority trial (DRAC 1)

Anthony Y B Teoh @ ," Masayuki Kitano @ ,%Takao Itoi,* Manuel Pérez-Miranda,”
Takeshi Ogura,5 Shannon Melissa Chan,' Carlos Serna-Higuera,4 Shunsuke Omoto,®
Raul Torres-Yuste,” Takayoshi Tsuichiya,® Ka Tak Wong,” Chi-Ho Leung @ |’

Philip Wai Yan Chiu @ " Enders Kwok Wai Ng,1 James Yun Wong Lau'

Teoh aYB, et al. Gut 2020

Teoh et al. Gut 2020



665 patients screened

545 operative candidates

Table 2 Comparison of the clinical outcomes between the two

groups

40 Excluded

13 Refuse to be recruited

11 Patients with suspected
gangrene or perforation of the
gallbladder
4 Altered anatomy of the upper

[

80 randomised J

¥ gastrointestinal tract

4 Patients with liver cirrhosis,
portal hypertension and/or
gastric varices

8 Previous drainage of the

/ Vbladder

EUS-GBD
N =40

PT-GBD
N =40

1 Excluded

Gallbladder cancer

39 analysed
0 lost to follow-up

40 analysed
0 lost to follow-up

1-year adverse events (%)

Grading 1/2/3/4/5

Recurrent acute cholecystitis (%)
Reinterventions after 30 days (%)

Reinsertion of PT-GBD

Clearing blocked stent
Unplanned admissions (%)
30-day adverse events (%)

rac ]
30-day mortality (%)
Technical success (%)
Clinical success (%)
Procedure time (minutes)

Analgesic requirements
(total paracetamol in mg)

Hospital stay (days)*

3345 (5663)

PT-GBD

n=40 P value
31 (77.5)

13/6/8/0/4

8 (20)

12 (30)

12

0

20 (50)

19 (47.5)

4(10) 1
40 (100) 0.494
37 (92.5) 1
27.4(12.0) 0.108
5165 (5068)  0.034

9(7-14) 0.181

Teoh et al. Gut 2020
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» Table2 Matched cohort: outcome comparisons.

Efficacy

Primary outcomes

« Technical success, n (%) [95%C1|

EUS-GE (n=88)

83 (94) [89-99|

Ducdenal stenting (n=88)

86(98) [95-100]

OR (95%C1)

0.39 (0.07-2.04)

» Clinical success, n (%) [95%C1]

B0(91)[85-97]

66 (75) |66-84]

1.33(1.39-8.00)

* Per-protocol clinical success, n (%) [95%C1)

80 (96) [92-100]

66 (77) [68-86]

B.06 (2.30-28.57)

+ Time to clinical success, median (IQR), days 1(1-2) 2(2-3)

+ Time to oral intake, median (IQR), days 1{0-1) 1{0-1)

» Recurrence of obstructive symptoms. n (%) [95%01]* 1(1)[0-4] 17 (26)|15-37] 0.04 (0.01-0.28)
» Time to recurment obstructive symptoms, median (IQR), days 243 (N/A) 57 (27-169.5)

Secondary outcomes

« Length of hospital stay, median (IQR), days 4(2-10.8) 4(1-9.5)

» Survival, median (IQR), days 85(43-157) 57(18.5-130.5)

Safety

Overall adverse events, n (%) [95%01)

9(10.2)[3.8-16.7]

18(20.5) [11.9-29.0]

0.44 (0.19-1.05)

ASGE AE severity grading system, n (%) [95%CI]
« Mild

* Moderate

« Severe

+ Fatal

2(2.3)[0-55]
3(3.4)(0-73]
4(4.5)[0.1-9.0)
0(0)

6(6.8)[1.5-12.2
9(10.2) [3.8-16.7
2(2.3)(0-5.5]
1(1.1)[0-3.4]

0.32(0.06-1.62)
0.31 (0.08-1.19)
2.05(0.37-11.49)
0.99 (0.97-1.01)

EUS-GE, endoscopic ultrasound-guided gastroenterastomy: OR, odds ratio; IQR. interquartile range: NJA, not spplicable; ASGE, American Society for Gastrointesti-

nal Endoscopy; AE, adverse evenl.
® Per-protoco| cohorts.

Van Wanrooij et al. Endoscopy 2022



gastroenterostomy gastroenterostomy Odds ratio (95% confidence
n=77) (n = 48) interval), P value
Efficacy
Technical success 73 (94.8) 48 (100) A7 (01-320), 297
Clinical success 7 92.2) 42 (87.5) 1.69 (51-558), 534
Per. ocol clinical success 71 {97.3) 42 (B7.5) 507 (98-26.28), 057
| Time to oral intake, days 1 {0-1) 3 (1-5) <001 I
EV] 1415 13 (398 LI6(56244) B4
| Time to full diet, days 2 {1-4) 8 (4-21) <001 |
Gastroenterostomy dysfunction 1 13) o L.0) 1.90 (.08-47.64), 1.000
Time to dysfunction, days 243 IN/A N/A N/A N/A
Distal obstruction B {10.4) 1 (13) 545 (66-45.02), 151
Time to distal obstruction, days 34 (18-138) 13 N/A N/A
Safety
Overall adverse events 5 65) 15 313) 15 (05-46), <001
Mild 2 {26) 1 21 125 (.11-1421), 1.000
Postprocedural fever 2 (2.5) 0 (0] 321 (.15-6835), 523
Moderate 1 (13) 5 (10.4) 11 (.01-1.00), .106
Sepsis 1 n3) ] .0} 1.90 (.08-47.64), 1.000
Need for re-endoscopy 0 )] 4 8.3) 06 (00-1.21), 020
Severe 2 (286) 9 (18.8) 12 (03-59), .007
intraperitoneal lumen-apposing metal 2 {2.5) N/A N/A N/A
stent deployment
Anastomatic leak N/A N/A 3 6.3% N/A
Anastomotic bleeding N/A N/A 2 42) N/A
Surgical reintervention N/A N/A 3 (63) N/A
Fatal 0 10 o .0} 1.000
Other
Procedure duration, min 51 (36-79.8) 95 (75-118) <001
Hospital stay, days 4 (2-105) 8 (5-20) <001
Weight change after 2 months, kg -1 (4010 1.7) -4 (42 to 8) 390
Postprocedural survival, days 103 (44-252) 147 (68-335) 246

Bronswijk et al. GIE 2021



VERBETERDE IMAGING EN NIEUWE ENDOSCOPISCHE RESECTIETECHNIEKEN

MAKEN MINIMAAL INVASIEVE BEHANDELING VAN OPPERVLAKKIGE TUMOREN
IN HET GI STELSEL MOGELIJK

ERCP IS NIET MEER LOS TE KOPPELEN VAN EUS

INTERVENTIONELE EUS: SNEL EVOLUERENDE ENDOSCOPISCHE SUBDISCIPLINE
MET TAL VAN APPLICATIES



