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Introduction : -y

Colonoscopie = Gold stand ----Dg ----résection de polype ----- $ 4 CCR

- 11 études observationnelles

Colonoscopy Reduces Colorectal Cancer Incidence - 1.5 millions de sujet
and Mortality in Patients With Non-Malignant Findings: - Coloscopie redurg :
A Meta-Analysis 61 % Incidence et la

mortalité liée au CCR chez les patient
avec des lésions non maligne

> Polypectomie . résection de polype de moins de 19 mm ( avec ou sans utilisation d'un électrocoa
gulation , avec ou sans injection sous muqueuse )

» Mucosectomie : résection d'un polype de plus de 20 mm

Jun Pan, MD 1, 3, Lei Xin, MD 1, 3, Yi-Fei Ma, MD 2, 3, Liang-Hao Hu , MD 1 and Zhao-Shen Li, MD 1
Colonoscopy Reduces Colorectal Cancer Incidence and Mortality in Patients With Non-Malignant Findings: A Meta-Analysis Am J Gastroenterol 2016; 111:355-365



Caractérisation du polype D

Taille

|l ocalisation

Acces

Morphologie

Aspect des cryptes / Vs




Classification de Paris -

WM Paris Classification n % with SMI
' Is — i 146 Q
Y : , S—— "
[la : 222
Polypoid Non-polypold Excavaled
0 -l b ——— 9
‘ * + * * 1 [ecorllatllc e————— 22 Q
.
[la+ls o s 80
- ‘ . ’ — .
Relie cet aspect macroscopique au
risque de dégénérescence et
Pedunculated (0-4p) || Sessll (0-1g) || Min.clovoted (088} || Truy Mat(0-Ub) || Min. deprussed (0-lc) || Uiceratad (0-H) d'invasion profonde

Obligatoirement figurer dans le compte-rendu de coloscopie




Classification de Paris D

Sessile, 0-s Slightly elevated, 0-Ha

Figure 1. Pars Endoscopac Classtheanon of superficial neoplasou

En BLOC RO SI POSSIBLE
Piece -meal EMR est accepté




Classification de Paris .

Slightly elevated, 0-Ha Depressed, 0-lic

Figure 1. Pars Endoscopec Classtheanon of superficial neoplasoe lestons m the colom and rectum

En BLOC RO S| POSSIBLE En BLOC RO INDISPENSABLE

Pieace meal est accepté Mucosectomie en Bloc
P ou bien ESD si > 20 mm




Classification des LST

LST
(/aterally spreading tumors)

Subtypes of LST" lesions: Morphological classification of LST lesions and
their correspondence in the Paris-Japanese classification

Subtypes of LST Classification of type 0

LST granular (LST-G)
Homogenous type 0-11a E—

Nodular mixed type ~ O-lla, O0-ls + I1a, 0-l1a + Is _“‘_

LST non-granular (LST-NG)
Flat elevated 0-1la o VR

la+ls

S0 «(epresse ne ()' + -’ 0. . - -
Pseudo-depressed type [la+ He, 0-Hlc + 1a - ly |

" The term ‘LT (laterally spreading tumor)' refers to the fateral growth of
Dewdonn o Jeast 10 men [n dlameter; this bs in opposition to traditinsl
polyposd (upwand growth) o fat and deprevied bevions (downwand growih)

Figure 2. Lateral spreading kesons. Noapolypoid lesions > 10 mm in diameter are neferred to as laterally spreading tumors (LSTs). They have a low ver
vical axas and extend lrerally along the lumanal wall 1STs are morphologically subchsssfied into granular type (IST-G) (A, B), which have a nodular sur
face, and noagranuhr type (IST-NG), which bave 2 smooth surface (G D). Thas macrescopic distinction is smportant to facilnace the endoscopic removal
plan as it provides information abouwt the nsk of cincer or submucosal Rbrosis tn order o anticipate the techmcal ease or difficulty of the removal. Overall,
ISTs were found 10 contain submucosal imvasion (SM1) in 8.5% of the cases (95% CL 6.5%- 10.5%; I* 86.8%: 26 studies) and high-grade dysplasia in 36.7%
of the cases (95% C1 30.3%-43.2%; 7 91.9%; 23 studies). Non.granular ESTs more often contatned SMI than granular LSTs: 11.7% vs 5.9% (OR. 1.89; 95%
1, 148.2.42)



Classification des LST

LST

(/aterally spreading tumors)

Types de LST

CONECCT 2A

Granulaire gemsssgesmes .
3 l <1%

homogene

e el
Et mixte [ !

Nodulaire M— 87% g
+zone déprimée | ] Sp 99%

Non granulaire

17% si > 2
Surélevé R

Pseudo deprime 47%

si > 3 cm: risque ~

8% si nodule <1 cm

Laterally spreading tumor

Homogepeous type Mixed nodular type
e
0.9 o "- -
AR
Y —

Pseudo depressed type



Classification NICE

Classification JNET

Type 2 Type 3 NBI Type 1 Type 2A Type 2B Type3
Vessel pattern Invisible* Regular caliber; reqular | Irreqular distribution  Loose vessel areas;
distribution (meshed| interruption of thick
spiral pattern)** vessels
Surface pattern Regular dark or white | Regular Irreqular or obscure Amorphous areas
spots; similar to (tubular/branched/
surrounding normal papillary)
mucosa
R A . Most likely histology | Hyperplastic polyp/ Low grade High grade intramuco- | Deep submucosal
Couleur Claire Brune Foncée ou noire sessile serrated lesion | intramucosal neoplasia §sal neoplasia/superficial Jinvasive cancer
Absence (quelque|  Réguliers Irréguliers et submucosal invasive
Vaisseaux fois lacis veineux | entourant les quelquefois Canee
a la surface) glandes absents Example image
; Structures Zones de
Points sombre ou : TR
Surface tubulaires ou distorsion ou
fblancs, homogéne F i
branchées | absence de motif
. . . Adénome DBG Adénocarcinome * If visible, the caliber in the lesion is similar to the surrounding normal mucosa.
HlStOlOgle Hyperplamque DHG ‘ . ** Microvessels are often distributed in a punctate pattern and well-ordered reticular or spifpl vessels may not be observedlin depressed lesions.
ou : nvasion sm *** Deep submucosal invasive cancer may be included. '

NBI international Colorectal endoscopic The Japan NIBI Expert Team
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Colorectal polypectomy and endoscopic mucosal resection:

European Society of Gastrointestinal Endoscopy (ESGE)

« Polype festonné sans dysplasie : Anse froide
Guideline - Update 2024

« Thermo-ablation des berge apres mucosectomie .

Endoscopic Remorlof bl esons~Recommencaion
« Résection sous marine ( UEMR) est une alternative a la o sy
mucosectomie conventionnelle ( EMR) byt 3 Mkt Tsk Fore o Cooeel Cace

 Polype avec signes d'infiltration superficiel de la sous

Etosconic Mirs musculaie resection ' oA i P ndele o oo el

ooty e Ry 724ty be Gk



ENDOSCOPIE
ENDO

CHIRURGIE




Polype pédicule

Pedunculated
| |
Head size Head size
<20 mm and 220 mm or
stalk width stalk width
<10 mm =210 mm
Hot snare Injection with
polypectomy* 1:10000
adrenaline and/or
prophylactic
mechanical
hemostasis
followed by
hot snare
polypectomy

| Prowoiont

[ 1

Hoad size <20 mm
and stalk
thickness < 5 mm

Hot snare polypectomy
With trangectiond ot mid

10 lower stalk

Head size 2 20 mm
or stalk thickness
z5mm

Prophyactic igation of
the stk using

detachabie loop of clips

Best Practice Advice 7: Use HSP to remove peduncu-
lated lesions >10 mm in size.



 Etude rétrospective

« Saignement immeédiat : 8.5 %
« Saignement retardé : 2 %

« Sl vs Pas de Sl : pédicule large > 6 mm
FDR en analyse multi varié ( [OR], 1.9; 95%
[Cl], 1.1-34)

« Polype > 15 mm : endoloop est moyen
préventive de Sl

Tagawa, T, al (2021). £Endoscopic characteristics influencing postpolypectomy bleeding in 1147 consecutive pedunculated colonic polyps. a multicenter retrospective studly.
Gastrointestinal Endoscopy, 94(4), 803-811.e6.



Polype pédicule

STUDY IPPB DPPB

Evaluation of cold snare polypectomy for small Prosp 28.9 % 0% (HS 33%)

pedunculated (Ip) polyps with thin stalks: a prospective ( 114 polyps)
clinical feasibility study
Management of Less Than 10-mm-Sized Pedunculated Retros 38 % (HS35%) 0% (HS4.7%)
(Ip) Polyps with Thin Stalk: ( 4920 polyps)
Hot Snare Polypectomy Versus Cold Snare Polypectomy
Safety and efficacy of cold snare polypectomy for Retros 6.2 % 0 %

pedunculated (Ip) polyps measuring less than 10 mm in ( 1641 polyps )

diameter

Arimoto .a | Evaluation of cold snare polypectomy for small pedunculated (Ip) polyps with thin stalks: a prospective clinical feasibility study

Scandinavian Journal of Gastroenterology novembre 2021

Arimoto Juan et al . Safety and efficacy of cold snare polypectomy for pedunculated (Ip) polyps measuring less than 10 mm in diameter 2020 May;35(5):859-867

Arimoto Juan et al . Management of Less Than 10-mm-Sized Pedunculated (Ip) Polyps with Thin Stalk: Hot Snare Polypectomy Versus Cold Snare Polypectomy 2021 Jul;66(7):2353-2361.



Polype sessile |

Hyperplasique
Simple

Pas de résection Anapath Discard
SI BON NIVEAU DE CARACATERISATION




Polype sessile : Diminutive < 5 mm
Petit polype 6 — 9 mm

<5 mm : Anse froide de polypectomie +
avec marge saine
ESGE 2017
6 a 9 mm : Anse froide de polypectomie +
avec marge saine 2017
Anse froide de polypectomie < 10 mm
USA
Pince a Bx froide ( PBxF ) est une alternative polype < 3
mm si AFP est techniquement difficile

Best Practice Advice 3: Do not use hot forceps
polypectomy.



Polype sessile : Diminutive < 5 mm
Petit polype 6 — 9 mm

ANSE FROIDE VS PINCE A BIOPSIE FROIDE

TABLE 3. Complete resection rates of adenomatous polyps

Parameter, no/No. (%) (P (n = 59) CFP (n = 69) Total (n = 128) P value
Complete resection rate of adenomatous polyps 57159 (96.6) 57/69 (82.6) 114128 (89.1) m
Size of adenomatous polyps, mm

< 0 () 31732 1969) S8/59 (98.3) 1000*

(59, Cold snare polypectomy; CFP, cold forceps polypectomy.
*Fisher exact test

Joon Sung Kim . Al . Cold snare polypectomy versus cold forceps polypectomy for diminutive and small colorectal polyps: a rand
omized controlled trial Gastrointest Endosc
. 2015 Mar;81(3):741-7



Efficacy and safety of cold versus hot snare polypectomy for

resecting small colorectal polyps: Systematic review and
meta-analysis

3195 polypes : AFP vs ACP

O nsen ™ e e v e S, e 9 ® o e e R
2011, Ichise 25 7 40 18 6 40 261%  7.00[414,9.86) n 200 &0 S‘IWMSWMII Events Total Events Tofal Welght M-H, Random, 95% CI M-H,Rmdom,QS%Cl ABCDEFG
el O R H St S N E T o 202 28
ot R, (...l N B s 1@ imen e TR
e FINOUIR SRV Fmosss JRCE 007 Papastegos 0 B 0 8)  Notestimabie 080 &9
(') HSP csp Mean Difference Mean Difterence Risk of Bias 2017.51121"0 2 & - 25 Notest!manle .‘. .‘
Study or Subgroup  Mean  SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI ABCDEFG 2018.Zhang UL 0 Notestimable ". ..
2017, Kawamura 973 606 346 736 484 341 703% 2370[15.44,31.96] = 000 @0

2018, Zhang 330 162 258 282 204 267 297% 48.00(16.54,79.46) —+— 900 90 Total (95% CI) 1572 1584 100.0%  7.35(0.91,59.33) ‘

Total (95% CI) 604 608 100.0% 30.92(9.15,52.68) - Total mmsl ! 0 . : . '

Heterogenelty Tau*= 157 57: Chit= 214, df=1 (P = 0.14), F= §3% b Heterogeneity. Tau' = 0.00, Chi*= 0.13, df= 1 (P=0.72), = 0% o o 1 10 10

Testfor overall effect Z= 2.78 (P = 0.005) Favours [HSP] Favours [CSP]

Test for overall effect Z=1.67 (P = 0.06) Favours 5P| Favou's CGP)

+ £



A Cold snare polypectomy

TABLE 1. Differences in technique between hot and cold snaring

Cold snaring Hot snaring
Position of the lesion § clock 5 olclock
Margin of nomal tissue Yes: at least 2 mm Minimal
Helsnare pelyesclemy Tenting ofleon Ne: snare sheath should temain anchord to the colon wall Yes for appcation of electocautery
Snare closure Continuous untl polyp quillotined Snare closure stopped once resistance detected
(or mark on snare handle reached)
Aspiration No (maintain insufflation) Yes
Electrocautery No Yes

Cold snare polypectomy: optimizing technique and technology 2015 by the American Society for Gastrointestinal Endoscopy 0016-5107



 Rechercher les signes endoscopique d'infiltration sous muqueuse

éigne d'Infiltration de la sous muqueuse

ENDOSCOPIE

ENDO
CHIRURGIE




Polype sessile I ‘

- PRESENCE de signes endoscopique d'infiltration sous muqueuse

: el o Suspected submucosal invasion
|
Suspected superfidial Suspected deep
submucosal invasion® submucosal invasion®
Extensive Colonic tattoo 3 cm
photodocumentation distal to the lesion Minimal or moderate Suspected deep
Refer to expert center Extenshe risk for submucosal submucosal invasion
for consideration of en photodocumentation invasion e
bloc resection by ESD  peferral for consideration EMR or ESD H complete TR
of surgical resection™® resection Is feasible and safe Refer for surgical resection




Polype sessile '

- ABSENCE de signes endoscopiques d'infiltration sous muqueuse

Polype festonne Polype festonne
sans dysplasie avec dysplasie




« ABSENCE de signes endoscopique d’une infiltration sous muqueuse

Polype festonne sans

dysplasie




WEDO International School of EUS (WISE) 2023

Polype > 10 mm , festonné sans dysplasie

Sessile serrated lesion
without dysplasia of
all sizes

Plecemeal cold snare
polypectomnmy
Consider submucosal

injection to demarcate
margins before

polypectomy if lesion
271015 mm

Best Practice Advice 6: Serrated polyps should be
resected using cold resection techniques. SM injection may
be helpful for polyps >10 mm if margins cannot be well
delineated




Piecemeal cold snare polypectomy versus
conventional endoscopic mucosal resection for large
sessile serrated lesions: a retrospective comparison
across two successive periods

: : Table 3 Adverse events per patient
Table 2 Resection outcomes per lesion e g—
p.(SP EMR Per patient resection outcomes (n, %) 121(25.5) 353(74.5) Pvalue
CSPEB (n, %) 0 (0.0) 18 (5.1) 0.010

Per lesion resection outcomes (n, %) 156 (27.8)  406(72.2) P value CSIPB (n, %) 0(0.0) S(14) 033

; DMI total (n, % 0 (0.0 10(2.8 0.071
Tchnical suces 1, %) 1561000 402090 100 g E—r
En-bloc resection (n, %) 0(00)  77(190) <0.001 Type 4/5 (transmural perforation) 1(0.3)

—" , 2 Delayed perforation (n, %) 0 (0.0) 2(0.6) 1.000
Resection time, min (medtan, IQR) 10 “ 0-1 5) 10 (5.20) 0384 CSIPB, clinically significant intra-procedural bleeding; CSPEB, clinically significant
EMR, QDdOSCOPi( mucosal resection; DCSP. piecemeal cold snare polypectomy. post-EMR bleeding; DMI, deep mural injury; EMR, endoscopic mucosal resection;

p-CSP, piecemeal cold snare polypectomy.

Recurrence rates following p-CSP ( 4.3 % ) were similar to EMR (4.6 % )

Van Hattem, al (2020). Piecemeal cold snare polypectomy versus conventional endoscopic mucosal resection for large sessile serrated lesions: a retrospective comparison ac
ross two successive periods. Gut, qutinl-2020-321753



Polype > 10 mm , festonné avec dysplasie Ou Adénome

Adenomatous lesion or sessile i
serrated lesion with dysplasia Non-invasive lesion
: i ,
Intermediate Large
Size 10-19 mm Size 220 mm
Hot snare polypectomy* EMR to achieve RO Intermediate size Large size (2 20 mm)
Consider submucosal | resection where feasible® (10-19 mm) . |
injection before Piecemeal EMR for lesions OOt e ey QROGpIG IcomN Faesciion
tomy to reduce 225-30 mm S e el e Resect all grossly visible tissue
the risk of deep thermal Complete thermal injection in a single session
jun ablation of the Use viscous Injection solution
resection margins EMR for non-polypoid or
Underwater EMR may be suspected serrated lesions Adjuvant thermal abiation of
used in selected cases poet-EMR margin
if lesion is 240 mm or For lesions in right colon,
complex’, refer to prophylactic closure when
expert center feasible




Polype 10 - 19 mm , festonné avec dysplasie Ou Adénome

Effectiveness and safety of cold snare polypectomy and
cold endoscopic mucosal resection for nonpedunculated colorectal
polyps of 10-19mm: a multicenter observational cohort study

Etude prospective 5%
Anse froide — polype 10 — 19 mm

350 polypes ( moy 15 mm ) ‘;;
' 2.0%
68 % Adénome 2% 1.7%
4 % Festonné dysplasie q
26 % Festonné sans dysplasie P 0%

Incomplete Recurrence Minor AE Scnous AE
resection

Cold snare polypectomy is effective and safe for

3 2-mvun polyp Submucosal Bsopsies from

injection defect base and medium-sized nonpedunculated colorectal polyps

margn

Dileep Mangira Effectiveness and safety of cold snare polypectomy and cold endoscopic mucosal resection for nonpedunculated colorectal
polyps of 10-19mm: a multicenter observational cohort study Endoscopy 2023; 55(07): 627-635



[ |
Intermediate Large
Size 10-19 mm Size 220 mm
Hot snare polypectomy® EMR to achleve RO
injection before Piecemeal EMR for lesions
polypectomy to reduce =25-30 mm
the risk of deep thermal Complete thermal
injury ablation of the
Underwater EMR may be
used In selected cases
If lesion is 240 mm or
complex’, refer to
expert center

Intermediate size Large size (= 20 mm)
(10-19 mm)
Endoscopic mucosal resection
cow'::;m .TM Resect all grossly visible tissue
injection in a single session
Use viscous injection solution
EMR for non-polypoid or
suspected serrated lesions Adjuvant thermal ablation of
post-EMR margin
For lesions in right colon,
prophylactic closure when
feasible

Best Practice Advice 9: Refer patients to endoscopic
referral centers in the context of size >20 mm, challenging
polypectomy location, or recurrent polyp at a prior poly-
pectomy site.




Résection sous marine D

Underwater vs Conventional Endoscopic Mucosal Resection of
Large Sessile or Flat Colorectal Polyps: A Prospective
Randomized Controlled Trial

Conventional EMR  vs.  Underwater EMR

Figure 1. (UEMR. (A) NBI shows the underwater appearance of a lateral spreading tumor, granular type, approximately 20 mm
in diameter. (B-D) NBI shows underwater lesion entrapment with a snare and underwater lesion resection. (E) White light
endoscopy shows the wound after UEMR with no residual lesion. (F) The resected lesion.

Sandra Nagl, Gastroenterology 2021;161:1460-1474



Résection sous marine D

Underwater vs Conventional Endoscopic Mucosal Resection of
Large Sessile or Flat Colorectal Polyps: A Prospective
Randomized Controlled Trial

Pa M Px 1§ P M CEnR Table 3.Adverse Events

8 L L

CEMR Group, UEMR Group, P

1 n) Parameter (vtotal) %  (n/total) % Value
L}
% Delayed bleeding
<48 hours (2/76) 2.6 (1/81) 1.2
| >48 hours (0/76) 0 (0V81) 0 611"
" Inraprocedural perforation  (0/76) 0 081)0  >99°
Delayed perforation (0/76) 0 (0/81)0 > 999

0

En Lo 1esecton (e RO resaction tale Recaorce 1aw
for 2040 trem henion alin for 200 o besdon e foe 304 irem benion siee

Duré : UEMR 7 mn VS CEMR 13 mn



Underwater vs Conventional Endoscopic Mucosal Resection of
Large Sessile or Flat Colorectal Polyps: A Prospective
Randomized Controlled Trial

Pr s Pr Ps of W cown Table 3.Adverse Events

1 “a Mo

‘ n, P
1 RECOMMENDATION i
v ESGE suggests that underwater EMR can be considered
“ ~ an alternative to conventional hot EMR for the treatment 611
" of adenomatous LNPCPs. < 999"
" Weak recommendation, moderate quality of evidence. . 999"
’ £ L0 epactn (e RO resaction cale Recumocce (i

e Do o Nl o o i ey
s (ool . R - Durre de procedure UEMR 7 mn CEMR 13 mn



Dissection sous muqueuse D

ENDOSCOPIC SUBMUCOSAL DISSECTION (ESD) VERSUS PIECE-MEAL
ENDOSCOPIC MUCOSAL RESECTION (PM-EMR) FOR LARGE LATERALLY
SPREADING LESTONS: FRENCH RANDOMIZED CONTROLLED TRIAL
RESECT-COLON

Jérémie Jacques - Timothee Wallenhorst - Jean-Baptiste Chevaux- ... - Martin Dahan - Thierry Ponchon -

* 6 centers in France, 11 endoscopists, 359 patients
* > 25mm lesions (Excluded ll-¢c, nongranular pseudo-depressed and rectal for ethical
reasons)
e == e |
RO Resection 12% 94% P <0.001
Superficial Submucosal CA 0.5% 3.5% P=0.08
Deep Submucosal CA 3.8% 4% P =NS
e Recurrence at 6 m 5.1% 0.6% P =0.02
Delayed bleeding 5.5% 7.9% P =NS
Surgery for Complications 0% 1% P=NS
Duration 71 min 113 min P <0.001

Gastrointestinal Endoscopy, 2022 . ISSN: 0016-5107



Thermo-ablation des berges GG

‘Thermal Ablation of Mucosal Defect Margins Reduces Adenoma
Recurrence After Colonic Endoscopic Mucosal Resection

Recurrence at first survelllance colonoscopy

Etude prospective :
390 LST ( > 20 mm)
Coloscopie avec Bx
penmes) | e

Hiatologic recurrenc

%)

rr

R

Endoscopic

In this multi-center randomized trial, thermal ablation of the post EMR mucosal defect
margin resulted in a four fold reduction in adenoma recurrence at first surveillance

colonoscopy

Amir Klein, 1, * David J. Tate, 1 thermal Ablation of Mucosal Defect Margins Reduces Adenoma Recurrence After Colonic Endoscopic Mucosal Resection
Gastroenterology 2019;156:604-613



Thermo-ablation des berges GG

Thermal Ablation of Mucosal Defect Margins Reduces Adenoma
Recurrence After Colonic Endoscopic Mucosal Resection

Recurrence at first survelllance colonoscopy

RECOMMENDATION

ESCE recommends that, after conventional EMR of
LNPCPs, resection margins should be treated by thermal
ablation using STSC to prevent adenoma recurrence.
Strong recommendation, high quality of evidence.

In this multi-center randomized trial, thermal ablation of the post EMR mucosal defect
margin resulted in a four fold reduction in adenoma recurrence at first surveillance

colonoscopy

Amir Klein, 1, * David J. Tate, 1 thermal Ablation of Mucosal Defect Margins Reduces Adenoma Recurrence After Colonic Endoscopic Mucosal Resection
Gastroenterology 2019;156:604-613



Clips préventifs

Hémorragie retardée apres EMR

Polype :
Taille ( > 20 mm)
Siege ( proximal )

Morphologie

Patient :
HTA
Insu rénal

Anti coagulant
Anti plaque

RECOMMENDATION

ESGE suggests against routine prophylactic clipping after
conventional polypectomy for lesions <20mm and for
lesions =220 mm in the left colon because of a lack of
evidence.

Weak recommendation, low quality of evidence.

Clip Closure Prevents Bleeding After Endoscopic Resection of
Large Colon Polyps in a Randomized Trial

RCT 919 patients with 220 mm non-
pedunculated colorectal polyps

Risk of post-procedure bleaeding

12%
M 00
s ) | Control group
10% 5% ~ 9
e 013 B Cup group
—
% TI%
6% e 1Te

mnam
o i e o
#1 . T !
o% All Proxim Dis

polyps polyps ,

In this multi-canter randomizad tnal, clip closure of the EMR
mucosal defect significantly reduced post-procedure bleeding. The
effoct appeared 1o bo restricted to large polyp n the proximal colon.

Gastroenterology. 2019 October ; 157(4): 977-984.e3.



Conclusion -

* La caractérisation du polype est primordiale et determinate +++

* [l ya une révolution de l'utulisation de lI'anse froide avec  extensio
n de ces indications

 Les nouvelles recommandations permette de réduirees la  récidive

* On ne touche pas un polype si on peux pas le reséqué en entier




Polype > 10 mm

 Présence de signes endoscopique d'une infiltration sous muqueuse

Suspected submucosal invasion Suspected submucosal invasion

Suspected superfidal Suspected deep
submucosal invasion® submucosal invasion®

Extensive Colonic tattoo 3 cm ,
photodocumentation distal to the lesion Minimal or moderate Suspected deep
Refir to expert center o A risk for submucosal submucosal invasion
for consideration of en photodocumentation L Confirmatory biopsy
bloc resection by ESD

y Referral for consideration ENR or ESD If complete
of surgical resection™ resection Is feasible and safe Refer for surgical resection




/\

| POLYPE COLORECTAL

-

PEDICULE

RESECTION EN BLOC

LESION BENIGNE

Sessile > 20 mm

:

Kc SOUS MUQEUX

/\

HISTOLOGIE FAVORABLE

SURVEILLANCE

HISTOLOGIE NON FAVORABLE

Infiltration pedicule Haggit 4
Marge < 2 mm

Peux différentié

CHIRURGIE Invasion lympho Vx




Conclusion -

| POLYPE COLORECTAL

\

Sessile > 20 mm

T~

NICE | ou I NICE Il

RESECTION ENDOSCPIQUE CHIRURGIE




NVEND Intarnatinnal Srhnnl nf ElIC AIC L M4
f \J ILCT IS VIIGL JUITIVUL UL LV O ITVIVL) LVULY

définition

z les lésions pédiculées des Les LST et, les polypes de
(Laterally Spreading Tumours LST) localisations difficiles : un centre
sur plus de 20 mm d'endoscopie expert

Utilisation de techniques d'endoscopie
diagnostique avancée (chromoendoscopie,

magnification)




WEDO International School of EUS (WISE) 2023

Polype sessile

 Anse chaude / Anse froide
* Injection de sérum adréenaline



WEDO International School of EUS (WISE) 2023 |

Best Practice Advice 8: Do not routinely use clips to
close resection sites for polyps <20 mm.




WEDO International School of EUS (WISE) 2023

* MERC]



