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— O|AM| &, Diminutive polyp: <5 mm
— A2 =&, Small polyp: 6-9 mm
- 2 Z&l, Large polyp: 210 mm
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« Definition of Defiant polyp (size): > 2 cm?

« The definition of a defiant polyp is in the eye of the beholder. Some experts say
that “if you think it is large, it is.”2

1. Buchner AM. Gastrointest Endosc 2012;76:255
2. Elta GH, Gasterointest Endosc 2012;76;264
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77% Adenoma 54% TA 97% Cancer 4.2%
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Gastrointest Endosc 2003;58:S3
Kudo S, Gastrointest Endosc 2008;68:S3



Gastrointest Endosc 2003;58:S3
Kudo S, Gastrointest Endosc 2008;68:S3
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Table 4

Relative frequency (%) of submucosal invasion in subtypes

of type 0 lesions in Japan. Series based on endoscopic
analysis and a pathology specimen

Subtype Esophagus!  Stomach? Large bowel?

(n=1562) (n=2098) (n=3644)

% n

0-1" 79% 57 %
0-Ip 5% 69/1303
0-Is 34 % 185/504
0-lla 48% 29% 4% 64/160
0-Ilb 15% 20% 0 -
0-llc** 27% 40% 61% 23/200
0-1lI 84 % -




M ALY A]E Chromoendoscopy (CE)

« Contrast dye: Indigo-carmine (0.1-0.4%) 2-5 ml
— Not absorbable, not react with mucosa

* Enhance the visualization of surface pattern
« Usefulness of detection: Flat or Diminutive polyp
* Enhanced pit pattern: HP vs Adenoma

Hurtstone. Gastrointest Endosc Clin N Am 2005:15




Virtual CE: Narrow band imaging (NBI)

* Blue (440-460nm) and green (540-560nm)
« Highlight microvessels of shallow layer of colorectal lesion

++ Use of narrow band

oLl

* No additional dye spray
« Easy to use
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SAJd =& (Hyperplastic polyps)
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=L| B Y=l (Serrated polyps)

« Epithelial lesions, which demonstrate a “ saw-toothed ”
or serrated appearance on histologic section due to
infolding of crypt epithelium

« Classification
— Non-dysplastic
« Hyperplastic polyps
— Goblet cell serrated polyps (GCSP)
— Microvesicular serrated polyps (MVSP)
« Sessile serrated adenomas (SSA)

— Dysplastic

« SSA dysplastic (SSAD)
« Traditional serrated adenomas

Huang CS. Am J Gastroenterol 2011:106:229




Y ELRUNE
Sessile serrated adenoma (SSA)

« crypts whose serrations extend all the way to the
crypt base, with a widened base that may extend
laterally in a ‘boot shape’

 Traditional adenoma: not essential

« Large, sessile, proximal location Typical hyperplastic polyp

Sessile serrated adenomas

« Serrated pathway: MSI cancer, CIMP high, BRAF
mutation

e Interval colon cancer

Huang CS. Am J Gastroenterol 2011:106:229
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Gastrointest Endosc 2013;77:916-24
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AH A =l (Juvenile polyp)
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« Hamartomatous lesions
— dilated cystic glands in lamina propria

« Isolated type: not increased cancer risk
* Juvenile Polyposis: Cancer change: 10-38%



//upload.wikimedia.org/wikipedia/commons/d/d8/Gastric_juvenile_polyp_-_very_low_mag.jpg




EO| X-0f| H =&l (Peutz-Jeghers polyp)

29t F(CrEd)at HE, D 7o Marts SHYCE ol fFHE

20-30CH0j| bleeding, obstruction S 2 & ©IX]
— Poylps (Harmatomas) in Small and Large bowel & Stomach

i

Hamartomatous lesion of glandular epithelium supported by smooth muscle
cells (contiguous with muscularis mucosa)

- HUI@O| LIRJIX| BY0| SAT Mo HYHOE HEOXE NHLE
- 2EO| LRIIX| BY SHR0| HXIHN 2

Usually benign, Cancer changes; 2-13%
Almost always associated Peutz-Jeghers syndrome



//upload.wikimedia.org/wikipedia/commons/c/c6/Peutz-Jeghers_syndrome_polyp.jpg

MZ=(Adenoma)

=52 Glandular architecture (WHO)

MZ(tubular adenoma): 80% X}X|, 8 2 X%l 0-25%
g2 MZ(tubulovillous): 2 X%l 25-75%
MZ(villous): 82 X2 75-100%
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« Dysplasia grade
— 3 grade system
« Mild, Moderate, Severe
— 2 grade system
» Low grade, High grade
« Preferable & Less interobserver variation

Am J Gastroenterol 2002;97
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Malignant Potential of Adenoma (Advanced Adenoma)

— Size >1 cm
— Villous architecture

— High grade dysplasia




New Paradigms for Endoscopic Management of
Diminutive Colorectal Polyp

- "Resect and Discard” strategy

» Diminutive polyps anywhere in colorectum

« Determination of next post-polypectomy surveillance interval
without pathologic assessment

« Reduction in costs for pathologic assessment

* "“Do not resect” strategy

« Only diminutive hyperplastic-appearing polyps in rectosigmoid colon
 Real-time endoscopic assessment and photography, without need for
sampling or resection

 Reduction in costs and risks associated with polypectomy

* Reduction in costs associated with pathologic assessment

Rex DK. Gastroenterology 2009
Ignjatovic A. Lancet Oncol 2009




Pit Patterns and High Definition Colonoscopy




NICE classification
NBI International Colorectal Endoscopic Classification

« Simple category classification
« High definition viedocolonoscope with/without magnifying

might be present coursing
across the lesion

white structures’

Type 1 Type 2 Type 3
Color Same or lighter than background | Browner relative to background | Brown to dark brown relative to
(verify color arises from background; sometimes patchy
vessels) whiter areas
Vessels None, or isolated lacy vessels Thick brown vessels surrounding

Has area(s) with markedly
distorted or missing vessels

Surface pattern

Dark or white spots of uniform
size, or homogenous absence
of pattern

Owal, tubular or branched white
structures® surrounded by
brown vessels

Areas of distortion or absence of
pattern

Most likely pathology

Hyperplastic

Adenoma®

Deep submucosal invasive
cancer

Oba S, et al. Digestion 2011;83
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« Morphologic changes
— Spontaneous bleeding (X} =¥
— Hardness (EtEteh)
— Depression (8HE)
— Expansion (ZI9tZt, THOLZH
—  Wall deformity (BtHH#H)
— Mucosal convergence (F& & ZE)

m) >deep SM invasion (21000 m)

Ikehara H. J Gastroenterol Hepatol 2010;25




ot Z&l: Non-Lifting Sign

- >deep SM invasion (21000 zm)




Motst Aeete| Bt
NBI/Magnifying, A HEjL} HHE L H3|

« Surface and Capillary patterns
— Kudo’s classification (pit patterns) Kudo et al. GIE 2008

— Sano Classifications (capillary patterns) Ikematsu H, et al. BMC Gastroenterol 2010

— Showa classification (pit-like and capillary patterns) wada Y, et al. GIE 2009

SM invasi
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CH&ro| 4tm| ot &Y (Subepithelial tumor, SET)

Zhou et al. (2004)
-large intestine

Polkowski et al. (2005)
-colon, rectum

Lipoma 35% 14%
GIST or leiomyoma 24% 14%
Lymphangioma or haemangioma 17% 13%
Carcinoid 6% 43%
Leiomyosarcoma 6%

Pneumatosis cystoides intestinalis 6%

Malignant lymphoma 6% 2%
Other lesions 14%

*Leiomyomas
tEndometeriosis, suture granuloma, unclassified

Zhou PH. World J Gastroenterol 2004;10:2444
Polkowski M. Gastrointest Endosc Clin N Am 2005;15:33
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«  Pillow or Cushion sign 2k

* Rolling sign
— OkM. ™Motamto|L} Mat 7|2l
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Diagnostic accuracy: 43-79%*

* Hwang JH. Gastrointest Endosc 2005;62:202
Kwon JG. Korean J Gastroenterol 2005;45:88




CHE SETO| 4 % EUS 53

Kameyama H. Gastrointest Endosc 1997;46:406
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- Stacked forcep biopsy
* Tunneled biopsy

* Bite-on-bite biopsy

« Digging biopsy

— Diagnostic yield: 38%!
— Bleeding rate: 2.8%%3

* Unroofing method
— MM Mot=g MINSHAHLE M| AHSH F| SETE == A7l £ jumbo forcepl 2 HH=
7

1. Ji JS. Korean J Intern Med 2009;24:101
2. Cantor MJ, Gastrointest Endosc 2006;64:29 3. Hunt GC. Gastrointest Endo



EUS R =5t MEASUMZEZA 52 =2[HAl

« EUS-guided FNA/Bopsy, Trucut Core Biopsy

o Xlot™Metr = 2 mi2
— 60-90% C}A¥st FICHR
- SHAH

— HHHO| 37|7F 2cm 0]5121 AL0|= Trucut biopsy A|gi0| OHE
- X% o|ee| Lol = LHA|ALl +elo] of2iE

1. Watson RR. Dig Dis Sci. 2011;56:1757
2. Storch 1. Gastrointest Endosc 2006;64:505
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Stepwise Evaluation

Step 1: Endoscopy

- |dentification of a subepithelial lesion
(wide based, sessile tumors with a sloping
contour and normal overlying mucosa)

- Biopsy of the overlying mucosa

(rules out epithelial lesion: avoid if

lesion appears vascular or cystic)

of GI SET

- Estimation of size (with biopsy forceps)
Lesion >1 cm
- Identification of a pillow sign

Lesion <1cm | May consider endoscopic
" | follow upin 1 year‘3

Positive pillow sig_ Lipoma

3

Negative pillow sign

Step 2: EUS
(obtain consent for possible tissue
acquisition prior to the procedure)

- |dentification of intra- or extramural |ocation

Extramural organ structure
Extramural . | or extramural mass

Intramural

- |dentification of echo-features,
Doppler-features and size

Y

(work-up as clinically
indicated)

Hyperechoic

Lipoma ‘

v

Doppler positive -
Vascular lesion

Anechoic >
Doppler negative
Hypoechoic Size >3 cm
Size <3 ¢

»| Cyst or lymphangioma

A J

Step 3: Histology
(dependent on clinical availability and risk)
* EMR (especially when located in layers 1~3)
+ FNA (in conjunction with immunohisto-
chemistry; especially if located in layer 4)
- Other (jumbo forceps, large bore FNA,
enucleation, surgery etc.)

Y

Surgery ‘

Eckardt AJ. Gastrointest Endosc 2005;62:209




F/49 Extraluminal Compression in Cecum




M/54 Pneumatosis Intestinalis in AC




M/35 Carcinoid Tumor in Rectum




M/35 Carcinoid Tumor in Rectum
Multiple Regional LNs metastasis

1.3x1.0x0.7cm size , Neuroendocrine tumor
Extent of tumor: invades into lamina proria and submucosa

Histologic grade: G2 (mitotic rate, 3/10HPF) Ki-67 index (2%)
Metastasis to 3 out of 17 regional lymph nodes




M/61 Carcinoid Tumor in Rectum




M/61 Carcinoid Tumor in Rectum
Multiple liver metastasis




F/67 Small GIST in Rectum

Gastrointestinal stromal tumor (GIST), #Immunohistochemsitry
with 1. no cytologic atypia c-kit,CD34: positive/SMA,desmin: focal positive
2. no mitoses. $100: negative/Ki67: less than 1%



F/68 Schwannoma in HF

N

Colon, ascending, laparoscopic right hemicolectomy :
Schwannoma

1) size: 2.0x1.5cm
2) mitosis: 2/10HPFs, Ki-67 proliferation index: 2%
3) DOG-1(-)/c-kit(-)/CD34(-)/SMA(-)/desmin(-)/S-100 protein(+)
4) confined to muscularis proper without invasion into submucosa
5) reactive hyperplasia in regional lymph nodes (0/35)
6) resection margins, free of tumor.




Take Home Messages 1

Colorectal Polypiod Lesion

Subepithelial Lesion

Hamarmatous polyp Serrated polyp

Juvenile polyp Hyperplastic polyp Adenoma

Peutz-Jeghers polyp SSA/P Advanced adenoma/CIS
SM cancer




Take Home Messages II

Colorectal Polypiod Lesion

Subepithelial Lesion

Extraluminal Subepithelial
Compression Tumor

Cystic/3™ layer Solid/2nd-3rd |ayer Solid/4t layer

Lymphangioma Lipoma GIST
Pneumatosis intestinalis Carcinoid tumor Leiomyoma
Vascular ectasia Granular cell tumor Schwannoma









