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Electrosurgical Units (ESU)
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Electrosurgical Units (ESU)
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= Pure cut: 100% duty cycle at volts over 200
= Pure coagulation: intermittent current pulse at a 6% duty cycle

= Blended current: duty cycles ranging from 12% to 80%



Electrosurgical Units (ESU)

AV
Cut duration
=% Cut interval
Effect
T
1
Cut Duration |
Cut ENDO CUT | ENDO CUTQ
duration max. 550 Vp max. 770 Vp
1 8 ms 2 ms
2 16 ms 6 ms
3 24 ms 10 ms
4 32 ms 14 ms

Effect: 25 2-3

Cut Interval

 Stage _Ims
BN 400




Electrosurgical Units (ESU)

Cuttting mode of VIO 300D
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Electrosurgical Units (ESU)

Coagulation mode of VIO 300D

Soft Coag
Fdz ANg)

Swift Coag
(&£t A E)

Forced Coag
(2EHXQI X8)

Spray Coag
(HIEEA X8)
Twin Coag
(SAl X&)

Precise Coag
(2gst XNE)

HHEo| st AE, EMROIA =2l X8t
=t4l Stsealing & 1t
-Hot biopsy,2f tCoag E6/80w

CutE ¥ &t (it =)Coag
-EMRO| Al Submucosal dissection E5/40w
MEXQ XE 2=

- 2BIEOI(Olympus® S AH XI&, Hot biopsy
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Electrosurgical Units (ESU)

3a Polypectomy -(5mm

Guide/ Monopolar
Progs. receptacle

Mode Mode
Effect : 2-3

ENDO CUT Q | Duration : 2-3 Forced COAG

Interval : 3-6

Effect Effect
Upmax:770Vp Upmax:1100Vp

3 S o 2
AY
5

Cut Cut I Max.watts

Duration Interval
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Electrosurgical Units (ESU)

3a Polypectomy - 10mm

Guide/ Monopolar
Frogs. receptacle

Mode

Effect: 2-3
ENDO CUT Q Duration : 2-3

Interval : 3-6

Effect
Upmax:770Vp Upmax:1100Vp
3 o
Cut Cut I
Duration Interval

1 6

Mode

Forced COAG

Effect

6

Max.watts

80




Steps to successful polypectomy

= Locate of the polyp

= Analyze the polyp’s shape

= Determine the polyp’s size

= Analysis of the polyp surface

= Determine the number of polyps : one stage or two stage
= Position the polyp before attempting its resection

= Estimate polyp resectability using endoscopic methods

= Use the submucosal cushion (injection-assisted-polypectomy)

= Appropriate skills using clips and/or endoloops
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Estimate polyp resectability

= Hardness

= Erosion, ulcer

= Non-lifting

= Fold convergence

= Polyp on polyp appearance

= Loss of air-induced deformity



ing for polypectomy
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Appropriate skill

Cold biposy polypectomy

= Hot biposy polypectomy

= Cold snaring polypectomy

= Hot snaring polypectomy

= Endoscopic mucosal resection (EMR) : en bloc vs. piecemeal
= EMR- Precutting (EMR-P)

= Endoscopic submucosal dissection



Appropriate skill using accessory

= Snare
= EndoLoop (Detachable snare)
= Cap-fitted colonoscopy

= Clips



Crescent

Hexagonal

Spike
(with thorns)

Model SD-12U-1 SD-6L/U,8P SD-16L,U/17U
Insertion portion
diameter (mm) 2.6 2.6 1.8 23/18 26/26
W°’k2"mgn:)e"9th 2300 2300 1900 1650 / 1900 1650 / 2300
Loop diameter 25 15 23 22 /23 25 /15
(mm)
Diameter of wire 0.47 0.47 0.3 04/0.3 043

(mm)




EndoLoop (Detachable snare)

Model
MAJ-340

Loop diameter (mm)

13 20 30




Cap-fitted colonoscopy




Clips

HX-610-090SC

HX-610-090S

HX-610-090

HX-610-090L

Exterior of jaw angle

90°

marking clip

long clip

Clip arm length

orort ™ Short Standz
Color code Red / White / Yellow White Yellow
Quantity per box 24 40 40

HX-610-135XS

Exterior of jaw angle

K

HX-610- 1358 HX 610-135

HX-610-135L

K

Clip arm length
Color code
Quantity per box 24 40 40 40
Arm Length 5Smm 6 mm 8 mm 10 mm
Opening 7 mm 8.3 mm 10 mm 12.3 mm




Conclusions

= Be faithful to the basics !!

— Good bowel preparation
— Appropriate setting and preparation of ESU
— Timing for polypectomy : insertion vs. withdrawal
— Evaluation polyp size and shape - Estimate resectability
— Positioning for polypectomy
: 5-6A| 23k, retroflexion, 2 &£ @-El, cap-fited
— Appropriate submucosal injection : %5 F£H
— Appropriate skill using accessory

: MASH Z740|2 HMA™SH 2 X| 0|, EndoLoop, clip, cap-fited



Conclusions

Know your limits
Know the limits of your instruments
Be able to cope with complications

If you are not sure you can complete the procedure,

Do not start !!!



Inflammatory Bowel Diseases

Young-Ho Kim

Sungkyunkwan University School of Medicine



Definition of Inflammatory Bowel Disease (IBD)
 Chronic idiopathic inflammatory diseases of the
gastrointestinal tract
* No single finding is absolutely diagnostic.

 Diagnosed by a set of clinical, endoscopic, radiologic and

histologic characteristics



Ulcerative Colitis vs Crohn’s Disease

Superficial Transmural

Confined to mucosa and submucosa from mucosa to serosa
Continuous lesions from rectum, Skipped lesion from esophagus to
confined to colon rectum

Colectomy is curative. Operation is not curative.



UCvs CD

muscle
submucosa

mucosa

CD

UC
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Pathophysiology

Y

Genetic Disregulation of
susceptibility Immune response




Endoscopic Findings of UC



Mayo Endoscopic Subscore

21

0 Normal or inactive disease 1 Mild disease (erythema, 2 Moderate disease (marked 3 Severe disease (spontaneous

decreased vascular erythema, absent vascular bleeding, ulcerations)
pattern, mild friability) pattern, friability, erosions)

Nat Rev Gastroenterol Hepatol 2010;7:15



Cytomegalovirus (CMV) in IBD

* There were no features that were diagnostic of CMV infection,
but ‘punched-out ulcers’ and ‘geographic ulcers’ were more
common in steroid-refractory patients’ with CMV

Sager K et al, Aliment Pharmacol Ther 2015;41:725



Cytomegalovirus (CMV) in IBD

Colonic Inflammation Colonic Inflammation

Monoccytes =
/perivascular cells Monocytes

: | e  /perivascular cells
) s 3
/o9 |

Immunosuppressive

[ Reactivation of CMV |

|Rearh«-afim of CMV | therapies
—— oﬂi’i g ,
xﬁ o '\\ oo @
( o ° | N —
\ 4
No inflammation Insufficient control of inflammation

No CMV infection or disease CMV iiifaction oF dissssa

Nakase H et al, Intest Res 2014;12:5



Endoscopic Findings of CD
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Natural Course & Impact of Therapy
in Crohn’s Disease

High potential Low potential
100

S0
80

70

60
Penetrating

50

30

Cumulative probability (%)

20

10

0 12 24 36 48 60 72 84 96 108 120132 144 156 168 180 192 204 216 228 240

) ) Months
Patients at risk:

n= 2,002 552 229 95 37

Hanauer SB. Dig Dis 2009;27:536



Diagnosis of Tuberculous Colitis_Korean Guideline

Abd. pain, diarrhea, wt. loss

Chronic ileo-colonic inflammation

;—

v

Not confirmed at mucosal biopsy or culture

Definite Intestinal TB

= Casealing granulomas or AFB on mucosal bx.
» TB tissue culture(+)

TB not identified at an extra—intestinal site

= Previous I B history E - .
mpiric anti-TB tx. for 2 months
= TB pts. contact history ~ [=*"""""""="" "Q >

= Abnormal chest X-ray

= Characteristic CFS findings ’.-'

(4 findings)
= Suspected IB histology
= TB tissue PCR positive

= Positivetestforlatent TB
(TST+ IFNy assay)

= TB tissue culture (+) and/or
= Clinical improvement

= Endoscopic improvement

= Inflammatory markers |

*
*
*

‘4

= TB tissue culture(-)

= Poor clinical response

* No endoscopic improvement
= Inflammatory markers T

featuresof TB

= Abdominal imaging with l

Probable Intestinal TB
= Continue I B therapy

Re—evaluate
= Delayed response
= Resistantto drug

« Other disease (CD)




Behcet’s Disease

. International Study Group for Behcet's Disease criteria for diagnosis of Behcet's disease

Recurrent oral ulceration Minor aphthous, major aphthous, or herpetiform ulceration observed by physician or patient, which recurred at
Plus 2 of: least 3 times in one 12-mo period
Recurrent genital ulceration Aphthous ulceration or scarring observed by physician or patient
Eve lesions Anterior uveitis, posterior uveitis, or cells in vitreous on slit-lamp examination; or retinal vasculitis observed by
ophthalmologist
Skin lesions Ervthema nodosum, ohserved by physician or patient, pseudofolliculitis, or papulopustular lesions; or acneiform

nodules observed by physician in postadolescent patients not taking corticosteroid treatment
Positive pathergy test Read by phvsician at 2448 h




Behcet’s Disease

Localized single = Localized myltiple Multi-segmental

Typical BD 27 (64%) 12 (29%) 1 (2%)
Atypical BD 36 (69%) 13 (25%) 1(2%)
Total 63 (67%) 25 (27%) 2 (2%)

FIG. 2. The distribution pattern of lesions in intestinal Behget's disease.

Lee CR, et al. Inflammatory Bowel Disease 2001;7:243

Diffuse
2 (5%)

2 (4%)

4 (4%)



Infectious Colitis

Regardless of the etiology, clinical symptoms are quite

similar.
It is hard to prove the existence of pathogens.

Patients whose symptoms have not improved within 1

week should undergo a sigmoidoscopy or colonoscopy.



Infectious Colitis

* Symptoms
— acute onset

— fever, vomiting, abd pain, frequent bowel
movement

* Endoscopy
— severe hyperemia, profuse exudate
— rectal sparing, patchy distribution



Colonoscopic Findings
of Infectious Colitis

e UC (ulcertive colitis)-like
— Shigella, Salmonella, Campylobacter, Amoeba
 CD (Crohn’s disease)-like

— Salmonella, Campylobacter, Yersinia, Amoeba



Ischemic Colitis

 Old age
e Sudden onset of abdominal pain & hemtochezia
* Endoscopy

— hyperemia, edema, ulceration

— rectal sparing

— resolved within 1-2 weeks

— Bx : coagulation necrosis



Distribution of Ischemic Colitis

8%

1%

14%

20%
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20%
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Radiation Colitis

e Radiation history due to cervix ca or prostatic ca
* Endoscopy

— proximal rectum & distal sigmoid colon

— mucosal friability

— granularity with spontaneous bleeding

— multiple telangiectasia



Solitary Rectal Ulcer Syndrome

* A chronic course characterized by rectal bleeding, disordered

defecation, tenesmus and mucorrhea
* Endoscopy
— anterior wall, 4 to 15 cm from the anal verge

— shallow ulcers with white, sloughy base surrounded by a

thin rim of erythematous mucosa



Solitary Rectal Ulcer Syndrome

* Histology
— characteristic

— obliteration of lamina propria by fiboromuscular
proliferation of the muscularis mucosa

— streaming of fibroblasts and muscle fibers up between
crypts

— thickening of muscularis mucosa
— branching, distorted glandular crypts
— diffuse collagen infiltration of lamina propria



Isolated Terminal lleal Ulcer

Patients with
lselated terminal leal ulceration
[n=23)

* Mean duration until initial resolution, 20.0 months + Maan duration, 19.1 manths
* Maan number of follow-up colonoscopies until + Mean numbser of follow-up
initial resolution, 1.2 colancscopies, 1.5

e N

Resobved Continued
{n=61] {n=31)

T |
| | | | |

Resolved Resolved after Mo Partially Waxing Progressed

without antituberculosis significant improved and to Crohn's
any treatment medication change [nmé) waning disease
[n=60) (n=2) (=22 (n=2) [nm1)

No further folkaw- Subsequent followe-
up colonoscopy up colonoscopy
(n=37) [n=23]

* Mean duration after initial resclution, 42.4 months
* Mean number of follow-up colonescopies after initial
resclution, 1.7

Remained to Recurred and
be resolved resolved
(n=20) [n=3)

Chang HS et al, Gastrointest Endosc 2010;72:1226



Retroview? Third Eye Retroscope

You are my third eye !



v". y - fiabing
S ir i ol I T
247 ﬁ"’ﬂ R R o3
‘(" b - "‘ { -_c.
A LS MR )’ :
) ¥ <
.

.- A.\}Z"lO 1‘

]
=
"
-
-
. -

“ouisiana Nurses”
FAgsist Hutricanédictims -




SMC WAlIEd &L} 2k

?

LH41H 7ra Hlu|iied] 24) o



LH41H422] o} B} olcH 2AZE 21}

open

- YR, 414

= Z l"(l1|'i H ?’I'

- R 1K |

SMC



x

TABLE 12. Best practice recommendations for the management of
DAPT*®

Avoid cessation of all antiplatelet therapies after PCl with stent

placement.

Avoid cessation of clopidogrel (even when aspirin is continued) within

the first 30 days after PCl and either DES or BMS placement when
possible.

Defer elective endoscopic procedures, possibly up to 12 months, if
clinically acceptable from the time of PCl to DES placement.

Perform endoscopic procedures, particularly those associated with
bleeding risk, 5-7 days after thienopyridine drug cessation. ASA
should be continued.

Resume thienopyridine and ASA drug therapy after the procedure
once hemostasis is achieved. A loading dose of the former should be
considered among patients at risk for thrombosis.

Continue platelet-directed therapy in patients undergoing elective
endoscopy procedures associated with a low-risk for bleeding.

DAPT, dual antiplatelet therapy; BMS, Bare metal stent(s); DES, drug-eluting stent(s);
PCl, percutaneous coronary intervention; ASA, acetylsalicylic acid, or aspirin.

ASGE Guideline 2016

SMC
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TYH0) W4] - RCA(Root Canse Analysis)
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@ Vital sign check, |32 lab check (Hb, coagulation profile)

@ BRIt H B A0 A MY (ER refer and 2™ stage endoscopic management)
@) ER refer-contact on-call IM1 fellow

@ emergency lab check, vital sign monitoring, iv hydration and prn transfusion
(& 2" stage endoscopic management or Radiology contact for embolization

ABAE T 33 HB0|
st A

@ Vital sign check

(2) Contact senior fellow or staff for immediate closure of perforation with clip
(if primary endoscopic closure was impossible, immediately notify to staff
in charge and GS contact)

@ BHAIQt RS X0 A A1 (ER refer and close monitoring)

@ ER refer - contact on-call IM1 fellow
(emergency lab check, vital sign monitoring, iv hydaration and antibiotics)

(® Notify to on call staff and admission for close monitoring or operation
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@ Mental status, respiration, pulse, BP & T§E0I5} D O|AFA 7 XK|&A|
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