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NaBoduoioloyia SuomAacioc os IONE

Non-dysplastic Low-grade High-grade Colitis-associated
IBD mucosa dysplasia dysplasia colorectal cancer
SNA ® TP53 Further driver mutations
burden mutation (KRAS, APC, ARID1A)
CNA } Few CNAs ' Large accrual Stabilisation of %
burden (gain of chr 7, chr 20) of CNAs genome altered
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;'
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» LGD SduonAaoia o€ IBD => RR=9 yia avantuén HGD/KTIE (6% o€ 5 €tn) évavti RR=1.8 oe amopadika LGD adevwuato

Baker et al., Gut 2019



IONE & KT1E

EAKwONC KOATLOa

*AU&Non tou oXeTikoUL Kwvduvou avarmtuéng KNE o pokpd wotapevn EK (dtapkela
CUUTTTWHATWY > 8 £T) 0€ 0XEON UE TO YEVIKO TTANBUOUO
(Yashiro et al. WIG 2014)

» ABpolotikoc kivbuvocg avarmnrtuéng KMNE 18% peta amnod 30 xpovia vooou
(Eaden et al., Gut 2001)

* Arto veotepa dedopéva 1% ota 10 €tn, 3% ota 20 £€tn kat 7% ota 30 €1n
(Selinger et al., Clin Gastro Hepatol 2014)

N. Crohn

* Alyotepo ocadn dedopeva
* Crohn koAitida, PSC, didpkela vooou > 8 £tn, dtayvwon vooou < 40 etwv (HR 1.4)

* MeyoaAutepn Bvntotnta anod KMNE oe acBeveic pe Crohn og oxéon pe vy mAnbuopod

(Olen et al., Lancet Gastro Hepatol 2020)



2TPATNYLKN EMITAPNONCG
O poAoc¢ TNC KOAOVOOKOTINONG

ECCO statement 8C

Surveillance colonoscopy may permit earlier detection
of colorectal cancer with a corresponding improved
prognosis [EL 3]

» Mpwiun avixvevon duomAaocioc & KME
> | enimtwonc KNE oe aoBeveic pe IONE

> T ouvoAwnc emBlwoNg (5-year OS 89% vs 70%, p=0.001)
Hata et al., Am J of Gastroenterol 2019)



Ertthoyn acBsvwyv
T(POC ETILTAPNON

TApnon

Erutipnon peta
aveUpeon/AVILLETWTTLON
duomhaotiog

Staotnudtwy
EmtApnong

Erttdoyn pebodou
KOAOVOOKOTINonG &
PO UTOBEDELG

AVTLUETWTTLON

Sduomlaoiog &
AOYOL TTAPOTIOUTTAG

Avayvwplon &

XOPOAKTNPLOUOG
Sduom\aoioag



Erttdoyn aocBevwv & trpnon
SLOOTNUATWVY ETILTNPNONC




2TPATNYLKN EMITAPNONCG
MNote Eekwvape & mwcg ouvexLl(OUE;

» e EK ko Crohn koAitida: ota 8 €tn (ektog ano opbitda)

Extensive colitis with mild endoscopic or histological inflammarion Every 5 years

CRC in a first-degree relative older than 50 years

Extensive colitis with moderate-to-severe endoscopic or histological inflammation [or both] Yearly

Colitis affecting <50% of the colon
Extensive colitis with mild endoscopic or histological inflammation [or both] Every 2-3 years

CRC in a hrst-degree relative vounger than 50 vears
History of PSC [included post-OLT)
Stricture in past 5 vears

Dysplasia in the past 5 vears in a patient who declines surgery

ECCO 2018, JCC 2019



2TPATNYLKN EMITAPNONCG
MNote Eekwvape & mwcg ouvexLl(OUE;

Entitripnon pouch petd mpwkto-koAektopun & IPAA

» EAeyxoc 1 £T0C LETA TO XELPOUPYELO Kal emLTripnon BAaoeL mapayoviwyv Kivduvou

AGA® 2010 N/A MiA Mo
recommendations
BSG! 2010 Yes High risk: previous rectal dysplasia, dysplasia‘cancer at the time of pouch Yearly
surgery, primary sclerosing cholangitis, type C pouch mucosas
Low risk: absence of high-risk factors S-yearly
ASGE* 2015 Yes Highest risk: Yearly surveil-
- History of dysplasia or cancer lance should be
considered
High risk: Yearly surveillance
primary sclerosing cholangitis, type C pouch mucosa,? refractory pouchitis may be considered
Other patients No
recommendations
ECCO? 2015 Yes High risk: dysplasia/cancer at the time of pouch surgery, primary sclerosing Yearly
cholangitis, type C pouch mucosa® unremitting, pouchitis
Absence of high-risk factors Mo evidence that
SUpparts routine
surveillance

(Samaan et al., JCC 2019)



2TPATNYLKN EMITAPNONCG
MNote Eekwvape & mwcg ouvexLl(OUE;

¢ Emutripnon opBikov koAoPwpoatog petd oAk Kodektopn o€ N. Crohn

(Hove et et al., Inflamm Bowel Dis 2019)

¢ Emutripnon opBou oe sppévouvoa nepledpikn mpooBoAn o N. Crohn

(Beaugerie et al., Clin Gastr Hep 2018)

» EA\ewdn kateuOuvtiplwy odnytwv

» Etatopikeuon, ektipnon moapoayoviwy KWwdUVoU (rapouacia pAgyuoviic, otévwon, 1otoptkd SuomAaaoiac/KIE)



AaOn otnv emhoyn acBevwv & tnpnon
SLOOTNUATWY ETLITAPNONC

H Siapketla 8 etwv aopa tnv Evapén Twv CUUNTWUATWY (Oxt TN dtayvwon)
Crohn koAitida ertitnpnon onwc EK

Kottnpto yia tov kadoptlouo evapénc & ouvexLonc tnc¢ EnLtNpnonc N UEYLOTN EKTAON

TNC vooou LotoAoyikn n evdookorikn (rmpo Evapénc Separmneioc)

lpoooyn otnv tnpnon cwotwyv dtaotnuatwy Baocel mopayoviwy Kivduvou
(kivbuvol ard aokormec evOOOKOMNOELC VS EyKalpn aviyveuan SuomAaoiag)

Etnola ertitnpnon o€ dtayvwaon PSC akouor Kol UETO UETAUOCYEUCN NITATOC

Etriolo ETITAPNON OE LOTOPLKO OTEVWONC KOl LUETA TN XELPOUPYLIKN eEUBaon yla 5 €tn



[MpoUmoBeoelc emtnpnong & erloyn
kKotaAAnAnc pebodovu




[ToLloTnTa TPOETOLOCGLOC OTNV
KOAOVOOKOTINON ETILTAPNONC

Boston Bowel Preparation Scale (BBPS)

v/ 3t6)0¢: BBPS > 6

(Lai et al., GIE 2009)



Noooc o€ Udeon

(SCENIC consensus 2015)



Ertthoyn pnebodou

Statement 3.6.6. ECCO-ESGAR Diagnostics GL [2018]

Surveillance colonoscopy should take into account local
expertise. I[Chromoendoscopy with targeted biopsies| has
been shown to increase dysplasia detection rate [EL2].
White-light endoscopy is less accurate. If white-light
endoscopy is used, random biopsies [quadrantic biopsies
every 10 cm] and targeted biopsies of any visible lesion
should be performed [EL3]. High-definition endoscopy
should be used if available [EL2]

v H xpwpoevE0OoKOTNON UNEPTEPEL TNC CUUPBATIKAC EVOOOKOTNONC ASUKOU PWTAOC
otnv aviyvevuon tn¢ Suomhaoiag, akopa KoL otav xpnotpornoteitat HD e€omAlopog
(Kiesslich et al. Gastroenterology 2007, Marion et al., Clin Gastroenterol Hepatol 2016,
Carballal et al., Gut 2017)

v H xprjon e€omAtopoV HD umeptepel Tou cuppatikol s€omAopou (evbookomnnon
AeukoU pwTog)
(Subramanian et al., Inflamm Bowel Dis 2013)



Xpwpoevdookomnon

Purpose of IEE Mixture Depth of blue

2 Ampules with

Detection
250cc of water

. _— | Ampule with
Detailed viewing 25cc of water
>
=
Submucosal 10 Drops with E—
injection 100cc of saline 2 o




Xpwpoevdookomnnon

Mpw Tt Xpwon Metd tn xpwon pe Indigo Carmine




XpWHOEVOOOKOTINON KAl EMLTNPNON
dvornhaoiac os IONE

Meta-avaluon: StayvwoTtiky anodoon Xpwpo-evdookomnong kaAutepn kata 10,8 % oe
OX£0N UE oUpBaTLKA

(Imperatore et al., JCC 2018)

H ANy n tuxaiwv BloPlwv amod pakpookormikd ¢uclodoyikd BAevvoyovo cUUPBAAAEL eAdxLOTA
otnVv aviyvevuoncg duomAaociac (1-1,5%)

(Imperatore et al., JCC 2018, Subramanian et al., AP&T 2011, Laine et al, GIE 2015)

Neotepeg texvoloyiec (NBI, confocal laser endomicroscopy, AFl kArt) 8ev cuoTtrjvovtal ML Tou
TIAPOVTOC WC TEXVIKEC eTitpnon¢ SuomAaoiag os IONE
(Imperatore et al., JCC 2018, Ignjatovic et al., AJG 2012)

Oy enapkn debopéva ylo 0peloc xpwHoevdooKOTNoNG o oxéon He emimtwon KME ko
emBlwon acOevwv CUYKPLTIKA e CUUBATIKEG peBodoug
(lannone at al., Clin Gastro Hepatol 2017)



BaolkéC tpoUTtoOETELC TTOLOTIKAC evdookomnong enttripnong o IONE
“Surface” guidelines

» Strict patient selection = colitis; remission

* Unmask the mucosal surface = excellent bowel preparation
* Reduce Peristaltic waves = buscopan, glucagon

* Full lengh staining of the colon = pan-chromoendoscopy

* Augmented detection with dyes = indigo carmine,

methylene blue
» Crypt architecture analysis = Pit Pattern Classification

* Endoscopic targeted biopsies = circumscribed lesions and

type llI-V

(Kiesslich et al. Gut 2004)



Xpwpogvdookonnon vs HD & Virtual Chromoendoscopy

Autoflucresceance Chromoendoscopy Full spectrum HD white light
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Frobability of endoscopic technique ranking, %

5D white light FICE
= ——— Mumber of paricipants with one
100 100 ) or more neoplastic lesions
.-"I = == Number of non-polypoid
Fa % /, neoplastic lesions.
50 //"f e B0l s B f/* —— MNumber of low-grads dysplastic
——— e = \ o =] lesions
- —— — - T - s ) )
0 == — —— 0| == - — — = MNumber of high-grade dysplastic

T T T T T lesions

i 2 3 4 5 & 7 B 1 2 3 4 5 & T 8

Ranking of endoscopic technigues from best (=1) to worst (=8)

(lannone et al., AP&T 2019)



Xpwpogvdookonnon vs HD & Virtual Chromoendoscopy

Virtual chromocolonoscpy Dye spraying chromocolonoscpy Risk Ratio Risk Ratio Risk of Bias
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% C1 M-H, Random, 95% CI ABCDEFG
3.1.1 Autofl i ing chrom i1 vs. Dye spraying chromocolonoscopy
Vieugels 2018 13 105 20 105  22.6% 0.65 [0.34, 1.24] CTTT T
Subtotal (95% CI) 105 105 22.6% 0.65 [0.34, 1.24]
Total events 13 20
Heterogeneity: Not applicable
Test for overall effect: Z = 1.31 (P = 0.19}
3.1.2 I-scan chromocolonoscopy vs. Dye spraying I ¥
lacucel 2017 14 90 22 90 25.1% 0.64 [0.35, 1.16] —T @eer768
Subtotal (95% CI) 90 90 251% 0.64 [0.35, 1.16] -
Total events 14 22
Heterogeneity: Not licabl
Test for overall effect: Z = 1.47 (P = 0.14}
3.1.3 Fuji intelligent color enhancement chromoendoscopy vs. Dye spraying chr 1 opy
Gulati 2018 0 23 5 25 1.4% 0.10 [0.01, 1.69) @68 0607
Subtotal (95% C1) 23 25 14% 0.10 [0.01, 1.69] ————eeese——
Total events 0 5
Heterogeneity: Not applicable
Test for overall effect: Z = 1.60 (P = 0.11)
3.1.4 Narrow band image virtual chromocolonoscopy vs. Dye spraying chromocolonoscopy
Bisschops 2016 14 65 14 66 21.9% 1.02 [0.53, 1.96] —_— LTI 11 A
Feitosa 2011 ] 16 4 13 1.4% 0.09 [0.01, 1.56] r11@r17117
Pellise 2011 4 33 4 27 6.6% 0.82 [0.23, 2.97] S p— @r1@77@7
Watanabe 2016 16 133 14 130  20.9% 1.12 [0.57, 2.19] —p T1T@7 7@
Subtotal (95% CI) 247 236 50.9% 0.97 [0.63, 1.51] -
Total events 34 36
Heterogeneity: Tau® = 0.00; Chi* = 3.01, df = 3 (P = 0.39); I* = 0%
Test for overall effect: Z = 0.12 (P = 0.90}
Total (95% CI) 465 456 100.0% 0.77 [0.55, 1.08] g
Total events 61 83
Heterogeneity: Tau® = 0.03; Chi* = 6.84, df = 6 (P = 0.34); I? = 12% 0:005 0:1 110 260

Test for overall effect: Z = 1.52 (P = 0.13) " o

Test for subgroup differences: Chi® = 3.75, df = 3 (P = 0.29), I* = 20.1% Favours dye spray chromoendoscopy Favours virtual chromaendoscopy
(A) Random sequence generation (selection bias)

(B) Allocation concealment (selection bias)

(C) Blinding of participants and personnel (performance bias)

(D) Blinding of outcome assessment (detection bias)

(E) Incomplete outcome data (attrition bias)

(F) Selective reporting (reporting bias)

(G) Other bias

» CE, HD, NBI, FICE, i-SCAN & FUSE: cuykpioipa mocootd avixveuonc dSuomhaociac oe IONE

(El-Dallal et al., Inflam Bowel Dis Feb 2020)



AaBn otnv ertthoyn & epappoyn tnG
nebodovu entnpnong

v' H xprion HD/NBI/confocal endomicroscopy Sev urnopei vo. urtokataotiosl tn CE yta thv

entnpnon aocvevwy ue IONE ue Baon tic tpExoucec odnyieg

V' HAnyn otoxeuvuévwy BroYwyv Sev anatteitot otav Stevepyeitot CE, mopoio auta

SdikatoAoyeitat oe PSC/iotopiko SuonAaoioc/supugvovoa KOATIOO (Moussata et al., Gut 2018)

v\ AeV MPENMEL va KATAOTPOTNYOUVTAL OL TPOUTTOTEOELC & TTOLOTIKEC TUPAUETPOL OTNV
gpapuoyn tnc uedodou

{ekua®non/euncipio evdookomnou, xpovoc (3 slots), e€éormAiouog/uAika, Kévtpo IONE(;)}



Avayvwplon & YopaktnpLlopoC
SuoThaoloc




Kudo pit pattern & Paris classification

SCENIC consensus for IBD

dysplasia nomenclature

Normal crypts | Hyperplastic Tubular Tubular L Endoscopically| Endoscopically
polyp adenoma adenoma villous resectable irresectable
(HGD) (LGD) adenoma cancer cancer

Kudo et al. Endoscopy 1993

i) The Paris classicifation

———ﬂ——_——_—————b_r“—u

Pedunculated Subpedunculated  Sessile Flat elevated Completely flat Slightly depressed  Excavated
O-lp O-lsp Q-ls 0-lla 0-lib 0-lle o-1

2002 international Endoscopic
Classification Review Group: the Paris

Term Definition

Visible dysplasia Dysplasia identified on targeted biopsies from a
lesion visualised at colonoscopy

Polypoid Lesion protruding from the mucesa into the
lumen =2.5mm

Pedunculated Lesion attached to the mucosa by a stalk

Sessile Lesion not attached to the mucosa by a stalk:
entire base is contiguous with the mucosa

Non-polypoid Lesion with little (<2.5mm) or no protrusion

Superficial elevated
Flat
Depressed

General descriptors
Ulcerated

Border
Distinct border

Indistinct border

Invisible dysplasia

above the mucosa

Lesion with protrusion but <2.5 mm above the
lumen (<heightof the closed cup of a biopsy
forceps)

Lesion without protrusion above the mucosa
Lesion with at least a portion depressed below
the level of the mucosa

Ulceration (fibrinous-appearing base with
depth) within the lesion

Lesion's border is discrete and can be
distinguished from surrounding mucosa
Lesion's border is not discrete and cannot be
distinguished from surrounding mucosa
Dysplasia identified on random (non-targeted)
biopsies of colon mucosa without a visible
lesion

(Laine et al., GIE 2015)



SCENIC consensus 2015

AvormAoola

EvOooKoTiKa
Opatn (>90%)

Mn

TTOAUTTIOELONG
(<2.5mm)

MoAuTtoeldNC

(>2.5mm)

Evéookormika
Mn opatn (<10%)

Paris lla

Superficially
elevated

\ )
f

EvéookoTmka e€alpEotpn

Paris llb

Flat

Paris Ip Paris Is

Pedunculated Sessile

MAdkeg, olot, Hale,
OTEVWOELC

Paris llc

Depressed

|

ApdifoAng sapeopotnrag,
rOavov un e€atpEotpn



Avorthaoio os IONE

LGD




Avorthaoio os IONE

Statement 3.6.8. ECCO-ESGAR Diagnostics GL [2018]

[ECCO UC Guideline: statement 8K in Magro F af al]
Presence of low-grade or high-grade dysplasia should be

confirmed by an independent gastrointestinal specialist
pathologist [ELB]

» YYnAn «evéorapatnpntikh uetaBAntotnta» petafl moboAoyoavatopuwy yLo To Xapoktnplopo LGD/HGD

» MeyoAUtepn cupdwvia HeTall “experts” maboloyoavatopwy

(Allende et al., Colorectal Dis 2015)



AaBn otnv avayvwplon &
XOLPOLKTNPLOUO TNC SuoTtAaoLog

V' Xprijon nadawotepnc opodoyiac (DALM, adenoma/non-adenoma like dysplasia kArn) évavri

“SCENIC consensus” 6 ouoTnVeTaL Kal TPOKXAEL cuyyuon

V' [epattépw avtustwrnion/napakodovdnon tng¢ SuonAaoioc Sev MPEMEL Vo YIVETAL YwPIC

entBeBaiwon amo 2° nadoloyoavatouo (expert)



Avtipetwrion & nopokoAovBnon
SduoTthaoloc




Avtipetwriton duomAaolog

EvOoOoKOTILKA

Opatn (LGD/HGD)

*Ta abevwuata ektog mpooBeBAnuevou amod koAitiba TUNUATOS TOU
EVTEPOU avTiUeTWi{ovTal OTWGS TA OTIOPASIKA AOEVWUAT

Mn
TTOAUTTOELONG

EZAIPEZIMH | MH EZAIPEZIMH




EvOookormikn BAevvoyoveKToun
dvomnAaotiknc BAaBnc (EMR)

‘0‘

Raised lesion s
: 5
- |t\ ot

ASGEGIEndoscopy Videos



EvOookormikn uTtoBAEVVOYOVLOC EKTOUN
duvomAaotikne BAaBnc (ESD)

(Soetinko et al., GIE 2018)



Avtipetwriton duomAaolog

EvOooKoTLKAL
Mn opatn

Evoookomuika
Opatn (LGD/HGD)

EmBeBatwpévn pn opatn SuonAaoia

LGD HGD




E€eAén OuomnAaoiac og IONE

MeyoaAUTtepog Kivbuvoc moAU-gotiakng duomAaciac rj cuyxpovou/uetayxpovou KME

o unapén HGD A un-rmoAurmostbouc BAaBn¢ Evovtt TOAUTIOELO0UC
Kivéuvog avantuénc HGD/KME 20% oe 5 €tn o umapén un-opatrc LGD duomAaoiog
Kivbuvoc ouyyxpovou KME 42-67% os umapén un-opatic HGD

Alya 5edopéva OXETLKA LE TIpOYVWON acBevwy HETA amo evdookoriky eéaipean €OIKA

un-rroAvmoetdwv BAaBwv

(ECCO 2017)



MNapokoAoVONoN LETA ATTO OVTLUETWTILON
duvomhaoioc

Indeterminate: Repeat colonoscopy

Dysplasia®* ~ freesereeeeeees > (ideally HD chromoendoscopy) within 3 m,
treat inflammation if applicable
Visible I | Invisible |
'uu.,“““ &
¥ Repeat colonoscopy (ideally HD
— : chromoendoscopy) within 3 m with
LGD or HGD multiple biopsies
Endoscopically resectable | I Non resectable inEhle dysplasia
confirmed
* -Complete excision A LGD HGD
-No dysplasia No _
elsewhere in colon " Colectomy J
“pafient informed™ ,
Close surveillance Colectomy
(ideally HD
chromoendoscopy
v every 6-12 m) or
Repeat colonoscopy colectomy, e‘_specially
within 3 m (ideally HD whel multitoeat
chromoendoscopy),
then annual
surveillance

* MMoAdarAgg Bloyieg amo napakeipevo BAevvoyovo tng deang evéookomikng eéaipean apvntikeg yla dSuonAaoia

(Beintaris et al., Frontline Gastroenterol 2016 )



AABn otnv avtipetwriion &
nopokoAovBnon tnc SvomAaolac

Mapartournn tov acdevouc ue LGD n HGD yior koAektoun av n voooc 8ev Bploketal o€ eVOOOKOTTILKN
upeon (n akadoplotn pAeyuovn analtei evtatikn Gepamnsia tn¢ vooou Kal EMAVEAEYYo o€ 3-6 UNVEC)

Moapamounn tou aodsvouc e LGD n HGD yia koAektoun ywpic emtBeBaiwon amo 2° nad/avatouo

Mapartournn tov acBevouc Ue «eVOOOKOTILKA [N opaTh» SuoTtAaoia yia KOAEkToun xwpic
eniBeBaiwon ue HD ypwuoevdookornon OtL mpokeLtal yia aAndn un opatn duoniaoia

Mapartournn tou acPevouc Ue «evOookorika opatn» aAda «un éaipeoiun» duomAaoia yia
KOAekToun xwpic ektiunon amo expert ereuBatiko evHookomo eLOLKA yia LEYAAEC (>2 cm) Kai
«bUuokoAec» BAaBec poc dieveépyeta EMR/ESD/uBpidikwv pedodwv

Mn rtapamourtr) tou aodevouc ue moAveotiakn duornAaoia (akoua kot LGD) yio koAektoun



L/
0’0

2 UUTTEP OO OTLIKA

Eritnpnon aodevwv ue EK ko Crohn koAitida yia SuornAaocia apyiko ota 8 £Tn Kot

0TI OUVEXELX ava SlaoThuata Baoesl mapoyovtwy Kivduvou
Mo eridetikn n eéeAién ¢ duomAaciac oe eédawoc IODNE

Medoboc ekAoync yLa TV EmITPNON TWV AOTEVWV N XPWUOEVOOOKOTTINON UE ANYn
OTOXEUUEVWYV BloYLwy, artapaitntn n trpnon twv npolnoFEcEwVY Kal TOLOTIKWV
npodLaypapwy g

KaAutepn avayvwplon twv ducrAdaotikwv BAaBwv cnuepa Ue tnv mpoodo tn¢

TEXVOAOyiaC Kol TwV EVOOTKOTILKWY TEXVIKWV



L 4

L 4

L 4

L 4

2 UUTTEP OO OTLIKA

Opatec evdookorika BAaBecg n ouvtputtikn mAsoPneia Twv SUCTTAAOTIKWY

aAdowwoewy, armapaitntn n ektiunon tnc¢ EXPECTIUOTNTAC TOUG

2TEVN ETUTAPNON UETA OTTO EVOOOKOTTLKN QVTIUETWITLON SucTAaoiac N arogaon yLa
tapakoAovdnon Evavtl KOAEKTOUNG

KoAektoun wc erttdoyn uovo o un éaipéoiusc BAaBec kat o€ un-opatn HGD
duorndaocia n moAveotiakn (akouo kot LGD)

Mpenet va AauBavetat urtoyn emtduuio aocBevoUc, mopayovtes Kivouvou,

SUVATOTNTEC EMITAPNONG, ouvtoviouo¢ MDT
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