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Polipectomia endoscoplica
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La colonoscopia no es infalible

70% relacionades

/ amb factors

60% potencialment
M Lesions no diagnosticades evitables
50% -
m Noves lesions . .
40% Analisis agrupat de 8 estudis
W Resseccié incomplerta 58/9167 C?SOS
30% - ——— 0,63% CCR de interval
20% - Robertson et al, Gut 2013
10% -
0% -
19-30% dels cancers d’interval s’atribueixen a polipectomia

incomplerta

Farrar WD, Clin Gastroenterol Hepatol 2006; Pabby A, Gastrointest Endosc 2005; Leung K, Gastrointest Endosc 2010



La polipectomia no es infalible

Incomplete Polyp Resection During Colonoscopy—Results of the
Complete Adenoma Resection (CARE) Study

Incompletely resected
neoplastic polyps (%)
o

A B C D E

10-

5 4

0
Endoscopist
Polyps resected, n =418 | 241 (57.7%) | 28 6.7%) | 29(6.9%) | 24 5.7%) | 26 (6.2%)
besrvorpid ' 201 (58.1%) | 18 (5.2%) | 28(8.1%) | 20 5.8%) | 22 (6.4%)
Incompletely resected
neoplastic polype n 235 | 13(65%) [ 2(11.1%) | 4(14.3%) | 4200%) | 5@2.7%)
Univariate analysis, RR 1.72 2.21 3.09 3.51
(95% Cl) 1.00 (referent)l (o 457 05) | (0.77-6.32) | (1.11-8.61) | (1.38-8.95)
Multivariate analysis, RR 1.98 2.87 2.04 3.45
(95% Cl) 1.00 (referent)l (517 75) | (1.02-8.03) | (0.71-5.93) | (1.35-8.81)
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T TOT PaueTeS
289 neoplastic polyps
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57 neoplastic polyps

Incomplete resection rate =10.1%

<> 3.4-fold difference among
endoscopists (range, 6.5%—22.7%)

<-Higher for larger polyps (5.8% for 5-
to 7-mm polyps vs 23.3% for 15- to 20-
mm polyps; OR, 3.21; 95% Cl, 1.41-
7.31)

Pohl H et al, Gastroenterology 2013



Punts claus per la correcta reseccio de

polips
1. Correcte deteccid i caracteritzacio de lesions

2. Emprar la tecnica de reseccidé adequiada

— En funcion de la morfologia

— En funcion de la mida

3. Correcte interpretaciod histologica

4. Establir el correcte interval de vigilancia — correcte inspeccio

de la cicatriu



Deteccio i Caracteritzacio de lesions




Caracteritzacio de lesions




Early Cancer
2NA0; — DiIgUIente: LIcGU




Tecnica de reseccid adequiada

Polips diminuts (€ 5mm) i petits (<10mm)

v’ 50-80% de les lesions trobades a endoscopia

v’ Presents en 60-70% de les colonoscopies de cribratge,

v' 1,7% histologia avancada

1-3 mm 7—9mm
Pinca Bx 50,3 18,5 2,1
Pinca Calenta 33,3 21,2 4,2
Nansa diatermia 4,8 14,8 79,9
Nansa Freda 4,8 14,8 5,8

Singh. Gastrointest Endosc 2004. 60:414 - 418




Tecnica de reseccid adequiada

Pinca calenta

v’ S’associa a polipectomia incomplerta en 17-22% del casos

v' Dificultat en interpretacio specimen

v’ Lesié transmural per sota i en els marges laterals fins al 30% del casos
v' Hemorragia tardana (0.41%)

v’ Perforacio (0.05%)

Tenint en compte efectes adversos | manca
d’eficacia
NO ESTA INDICADA

Ellis et al. Gastrointest Endosc 1997
Peluso et al. Gastrointest Endosc 1991



Tecnica de reseccid adequada

Pinca freda

= atractiva ja que és facil i segura

MAI per polips >5mm
—' Alternativa per polips £ 3mm si s’assegura total extirpacio

(varies mossegades, bon control)

145 pacients amb al menys 1 Reseccions incomplertes 61%

polip £ 5mm
Extrets totalment amb pinca
M completa

M incompleta

Efthymiou. Endoscopy 2011. 43:312-16



Tecnica de reseccio adequiada

Nansa freda

=> Ha demostrat ser eficag i segura. Especialment per polips <6mm

D’ ELECCIO PER POLIPS DE £ 5 MM

IMPORTANT UNA TECNICA APROPIADA!!!
v Incloure un marge de 1-2mm de mucosa sana

I

- . V4
Tappero GIE 1992; Lee CK et al. Am J Gastroenterol 2013 ;Repici A et al Endoscopy 2012;
Deenadayalu VP et al Gastrointest Endosc 2005; Ichise Y et al Digestion 2011,






Cedit per N. Tutticci






Prospective Characterisation of the
Mucosal Defect after Cold Snare
Polypectomy. NJ Tutticci, N Burgess, M
Pellise, DJ Mcleod and MJ Bourke. GIE
2015 en premsa

Estudi prospectiu
257 polips consecutius 2-10mm

36 (14%) had “stalks”

= Associated with size 26mm

=  81% contained MM

= No residual polyp

= No adverse outcomes in short term follow up




Tecnica de reseccio adequada

Nansa calenta

— La més emprada especialment per polips > 10mm
—> Diatermia ajuda a evitar sagnat immediat i assegurar erradicacio teixit

NANSA FREDA NANSA CALENTA

Més segura Més hemorragia (diferida), més dolor
Demostrada avantatge en pacients
anticaogulats- Horiuchi GIE 2014

Més rapida | barata -

Més polip residual?? Menys polip residual??

Schiele AB GIE 1997 reseccio incomplerta 14% nansa freda vs 5% nansa calenta
Kim AB GIE 2014: reseccio incomplerta 20.9% nansa freda vs 7.8% nansa calenta

mmmmmm) | Tecnica d’eleccié per lesions > 10mm




Tecnica de reseccio adequada

Nansa freda |

Sessio plenaria DDW2014: “Cold snare vs Hot snare polypectomy for complete
resection of 5-9mm sized colorectal polyps: a randomized controlled trial” kim et al bow2014




Tecnica de reseccio adeqguiada

Polips diminuts (< 5mm) i petits (<10mm)

POLIPS < 10mm = NANSA
—) (freda vs calenta)

No existeix evidencia suficient per indicar nansa freda vs
calenta en polips 6-10mm




Tecnica de reseccio adequiada
Polips sessils i plans

J Mucosectomia

v" Per lesions fins a 20mm = en bloc

v’ Per lesions > 20mm =» en fragments (piecemeal)

Imatges cedides p y rke



Imatges cedides per M. Bourke



Tecnica de reseccio adequiada
Polips sessils i plans

1. Inspeccio curosa marges del polip

2. Assegurar reseccio complerta del polip amb la nansa

v Colocar la nansa de forma control.lada assegurant un
marge de 1-2mm de mucosa sana

v' Resecci6 seqiencial sistematica
Evitar ablacio termica (APC)
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Imatges cedides per M. Bourke




Tecnica de resseccio adequada
Polips sessils i plans

3. Inspeccio curosa del defecte | els marges:
v’ possibles danys a la muscularis propia
v’ preséncia restes de polip
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Imatges cedides per M. Bourke




POLIPS SERRATS

v" Dificils de detectar
v’ Plans i amb marges difusos

v’ Reseccid incomplerta frequient

En el estudi CARE = tasa reseccio incomplerta per ASS 10-20mm va ser
del 47.6%




OUTCOMES OF WIDE FIELD ENDOSCOPIC MUCOSAL RESECTION (WF-
EMR) FOR LARGE SESSILE SERRATED ADENOMAS/POLYPS IN
COMPARISON TO ADENOMAS: A PROSPECTIVE MULTICENTRE STUDY
OF 2000 LESIONS.

Cohort for recurrence 1_243 patients
analysis with follow up

Adenomas SSA/P
1018 patients 190 patients

NO RECURRENCE RECURRENCE | | NO RECURRENCE RECURRENCE
831 (81.6%) 187 (18.4%) 177 (93.2%) 13 (6.8%)

Recurrence Rate: 18.4% Recurrence Rate: 6.8%

\ p <0.001 }

Pellise et al. DDW 2014



Multiple cox regression analysis with backward stepwise
variable selection focussing on the independent predictors and
Adenoma/SSA status

Variable included N % patients with Adjusted HR Adjusted p
Patients recurrence (95% Cl) value

Type of lesion

SSA/P 190 6.8%

Adenoma 1018 18.4% 1.7 (0.9-3.3) 0.078
Paris Is component

No 663 10.1% 1

Yes 545 24.4% 2.1(1.5-2.9) <0.001
En bloc

Yes 191 3.7% 1

No 1011 18.8% 3.8 (1.8-8.3) 0.001
Additional modality

Yes 886 13.8% 1

No 309 23.6% 1.6 (1.2-2.1) 0.001
Intraprocedural bleeding

No 1042 14.9% 1

Yes 166 27.1% 1.5(1.0-2.1) 0.031
Size (per each 10mm) 1.2 (1.1-1.3) <0.001
Age (per decade) 1.2 (1.0-1.3) 0.019

Pellise et al. DDW 2014



Tecnica de reseccio adequiada
Polips serrats

—) Bona tecnica és la clau!

=>» utilitzar colorant en la substancia injectada ajuda molt




POLIPS SERRATS SESSILS AMB DISPLASIA
una amenaga triple pel cancer d’interval

Burgess NG, Tutticci NJ, Pellise M, Bourke MJ. Sessile Serrated
Adenomas/Polyps with Cytological Dysplasia: A Triple Threat for Interval
Cancer. GIE 2014




Imatges cedides per M. Bo



Diagnostic histologic acurat

PLA ESTRATEGIC DE NEOPLASIA COLORECTAL
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VIGILANCIA

Reseccio en fragments

Tractament endoscopic de polips > 20mm:
v' 14-55% de recidives/teixit residual
v TOTES LES GUIES ACONSELLEN : control en 4-6 mesos
v' 90% de les recidives/teixit residual tractable endoscopicament

=>» Hi ha qui ho considera un procediment en dos temps

Belderbos Endoscopy 2014
Guarner-Argenter 2012
Moss et al. Gut 2014




Imatges cedides per M. Bourke



Imatges cedides per M. Bourke



Imatges cedides per M. Bg
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European guidelines for quality assurance in colorectal '
cancer screenlng and diagnosis. First Edition ISCB'l

- Colonoscopic surweillance following adenoma removal (EU 2010)

Intermediate risk
3-4 small adenomas
or
at leastone 10 mm - 19 mm

and tubulor and low grade neoplasie?

or wlious or high grade neoplasia?

Notes ~{ Findings at surveillance CS Findings at surveillance G5
! Baseline colonoscopy must be complete in
order to accurately assess risk. — One negative exam = 5 yearly Negative, low or intermediate -+ 3 yearly

* Optional additional aitena ,
¥ Ot conskaration: se, fam iy hiktory - Two consecutive negative exams -+ Routine Screening®

acawacy and completensss of examination L | gw or intermediate risk adenomas — B
* Ueaning colonoscopy to check for missad
lesions — High risk adenomas el ®

risk adenomas
Two consecutive negative exams - 5 yearly
High risk adenomas - C

Fig.9.1 Recommended surveillance following adenoma removal. (For explanation see Recommendations 5.1

Copyright™ 2010 v1 10/2010 W, Atkin et al. The work may be copied provided this notice remains intact. No unauthorized revision or modification pemmitted.




VIGILANCIA

INTERVALS — LESIONS D’ALT RISC

Castells et al. Endoscopy

Risk stratum Diagnostic criteria? Surveillance strategy
No-risk Hyperplastic polyps <10 mm limited to rectum and Return to the

lesions sigmoid colon screening program
Low-risk 1- 2 tubular adenomas< 10 mm with low-grade dysplasia, Return tothe

lesions? or screening program

1~ 2 serrated polyps <10 mm with¢
Intermedi 3 -4 tubular adenomas< 10 mm wi
ate-risk or
lesions® 1-4tubularadenomas 10 -19mm
dysplasia, or
1-4 adenomas<20mm with villou
high-grade dysplasia, and/or intrar
3 -4 serrated polyps<10mm with«
1-4serrated polyps 10-19mmw
1 -4 serrated polyps <20 mm with

High-risk 25 adenomas/serrated polyps?, or
lesions 21 adenoma/serrated polyp*2 201
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Colonoscopia avanc¢ada
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Caracteritzacio de lesions i Techica de reseccio

Maneig de complicacions
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