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Baxter uazmnmz® 2000-2005 1,260/14,064 9.0 54 46
Le Clercq wazamuz™ | 2001-2010 147/5,107 2.9 60 40
Erichsenet uwazatuz® | 2000-2009 982/38,064 2.6 45 44
Brenner Lazmguz® 2003-2007 78/1,945 4.0 56 41
Ferrandez wazanuz"® | 2003-2005 27/386 6.7 22 78
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2. asantnnaulus (new lesion)
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3. Wasannanliunm (incompletely resected lesions)
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4. Magnifying narrow band imaging W&AILALANHULDURUADATUNIALANT
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A. pURLlenawnean naTuLileldu intramucosal adenocarcinoma
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2. dasnaasnealddau cecum tilugqulual (high cecal intubation rate)
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aldlnnasdasnaasnarldluniieaanla (ight-sided interval cancer) 1m¢ Baxter WazAne
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ANURATDINITABINABILNTY cecum HFawsnIsaniueInandluies (ooping of
the scope) tW31zal&ana (redundant) waziilaaianiduaunulilue Aeiudsnisldndas
TAnnITuANUTaLAEREAT 7] AILANITAINABINBENAL (scope shortening) NFLARTAE)
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nAviBaEael (abdominal pressure) WaznsilasuvingUaslvianzas (patient’s positioning)
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519 3. Medaanapsaldluntiadon cecum azdsinaliaingilnl&fs (appendiceal orifice)
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3. W‘lel.u’ﬂ’lum‘lmﬁmwmn (high adenoma detection rate)
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1n81 ASGE leiuziindinisaeanaesninnniInas il adenoma detection rate @219
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1. flasnengnavnasilennrasiuaesdild colonic fold) Inasiassyiaiayiivay
BENAITRLNWL (Mucosa proximal to the fold) uaznseaIulAmaIanld (flexures) Fafludou
finaafaiiaras

2. FadnavinannazermasgaanseynAslia insglunnafaiatugenn wu
sessile serrated polyp (SSP) Fransafienaiunaiiiedian (mucous cap) Wit (gﬂﬁ' 5)

3. Fauthaslidldlynaismanneandasnnendanin

4. el Tugannnledlden Hyoscine Butyloromide %3® Buscopan L@aanis

= o ! v
UUAIMNBDUNBEUNAEN

3UN 5. n. Auleaiia sessile serrated polyp NEUNALIN UANLATIFUNELALEBINAN

u

(mucous cap)
1. gUndRInaaiedanaanainmaie azdunalaain
A. Magnifying narrow band imaging WAL UAN B type II-O (open) pits gailu

ANHIUEEIATYTRY sessile serrated polyp

N150RUNARIAILIANLNEIND (adequate withdrawal time)

aEluNI708ENAeY (withdrawal time) DeLIUATIALBINITEBINABINAATUNIN
Jusunuaaesesan adenoma detection rate 1agl US multi-society task force on colorectal
cancer taluzinlildinanasneias 6-10 writlunirnasnand® IagAlusiniaiainnig
ANENU89 Barclay LAZADIZNINLAN adenoma detection rate WAZLIANNLTDBENABINAINN
v o o o o o ~ sLez & a A o I«Lq/a(m)
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M5 lanaasgainssluanl@luaiidenan (double right colon examination)
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X (
Saeay 80
wazdunmendniialuaildluniennn asduasinnsdnennislanaasanspisluanldlun
#9191 (double right colon examination) LAgIATINNN96RINABIATIABILLL forward view 38
retroflexion WL4N NNTlaNABIATIAEIAAE forward view 38 retroflexion BuldmneuLay
o & a & o | ¥ < o o a & A & A [
azdaneiuAsiainagatioanieiy usrdnnuaataidlunisldansanasdusuldent

VL‘V‘d‘dQ‘ & v Z (35)
NINLASAU GI.W]N[;NLuﬂiuﬂqfﬂ@ﬂ@@\Tﬂﬁ‘QLLiﬂ

maidasurinauldszuineanisaaanaas (dynamic patient rotation during

withdrawal)
o = v o | I ° oAl v | v o v
wannis Ae Wianldlnnjeglusmunianussldnaasdaslialddnsaan (non-
. 4 oy v o Y va A 1 Y % o o Y vo

dependent position) @aanldazaenaialan Ae IirulduaunzwAdiaaInaudnnan L&l
291 UBUNNBRDUFUNAATLEEIU transverse colon WATALLANINAIRBUAUNAAN AN
IEHAGWEAINNNIANENANUANGNAMTY East wazpAniz vIn RCT wudauldnguiines
NABNAEYINAZLANTNETRULINLAYTB LRIV W dynamic patient rotation azlNNNITNL
a & | v < o v A oA o o o a a & | ¥
Retieadelesniliduiatas 34 Turneinguivinnduiuazinunsnuaiieatnaias
WHAULNINTBtas 23 TILANFANIUaNINTEa1ATY® Tuaniey Ou uazAME WL dynamic

patient position lugqsANNINLRWLaLADt9lA"

P s d a a & . .. . .
2. m‘ﬂ‘rijﬂﬂimm’aqumﬁ‘wumtu'ﬂ (devices to optimize colonic polyp detection)
M9l cap daelunsdasnansanldlual (cap-assisted colonoscopy)
| a v [ Z a | v s o o nwv
nsld transparent cap Nntinnaesiy (U7 6) daaliunndannsonasesiuanld
Deliiiusaslsanianadenuagdanas an meta-analysis 7894 RCT WU cap-assisted
colonoscopy DAL ANNNITNUANLLaLNELANTIaE [relative risk 1.08, 95% confidence interval
(38) va o =3 I % | a a L&j a 1 ar o
(CI) 1.00-1.17]*% fUWUSHANNTIUIT N7l cap @IaTENNNTAF LT naITasINY
agaumnazynlin1sueaiiu (visual field) wALadLaziinae alafaaliisilunisdenans
1nf
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51191 6. Transparent cap 711411131 cap-assisted colonoscopy™ (leFuavayFlldgiain

u

1380 Olympus Thailand Co, Ltd.)

1514 endocuff

ginsnl endocuff (g9 7) \luedesfianldinlarandesdasanldinedatliisas
ar o YV a v . = v a |
wuanldilneannaunesnasd AN meta-analysis WIHLWiauNTIE endocuff AUNNTED4
nNaeaUnA WuINN1TIE Endocuff &1NNTDT8LAN adenoma detection rate laNAN (relative
risk 1.18, 95% Cl 1.05-1.32) warazdaavinlasastaddluunnddainandfil adenoma
detection rate HUatninFasay 35%° lun13Anen RCT Wuqnisaadanaadlasld endocuff

7983 adenoma detection rate #1NNINNTARINABNLNABENNNTNEATY (Fatay 35.4
wariauay 20.7 P<0.0001)"

519 7. Endocuff (leiFuauasliildgiainisem Olympus Thailand Co, Ltd.)

o



Revolutions in Global Health

¥ 1 [J aicl v 1 a . .
namﬂmm‘lfﬂmywuqun’mem’]ﬂﬂm (extra-wide-angle view colonoscope)
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naesdasanldlunniynndnandndnandiluilaqiiu Ae full-spectrum endoscopy
=< = ¢ 1A v v o o R 1Y

colonoscope (FUSE) Sm‘waﬂmn%uL@umgwﬂmﬂﬂ@mLmeu@gmﬂmmwmﬂma

naevsng (U7 8% glannnaasisantazvinlilaniwyandnei 330 aefn wazilszog
a I3 a v | ° o [ ¥ =

HaaanaNaaNatines luunindesdesaldlunlaeliaglanwsgundnaies 170 asen

1ng Gralnek warAnie lAvin RCT wudn FUSE femsmaimsdiiletasndiinaadilni

Fauay 7 wavsauay 41 P<0.0001)* asndlsfiniy FUSE Hdaaninnaiuasng Ae 31A0

| gy v ] v 1Y v a 'S v o o 6 va
wne Taifinldunsvans wazidendenaspaanetiinaianaanianiy iidannean

aLNlunaL R

Traditional Endoscope

Limited 170° Field of View

Fuse™ Endoscope

Full 330° Fleld_ _of View

CE Marked, FDA 510(k) cleared

51l%1 8. naa4 full-spectrum endoscopy colonoscope (FUSE) M1launanananini®

naaq third eye retroscope
1% . a (44) < A 1Y a & A |

nNaa4 third eye retroscope (7191 9*Y) uaanuuuNRadis AR LeTiaIadey
agvasraaiuanldlun 49 Leufkens uazanz vin RCT wudnguauliniaandesanldluny
Unfiuandesanseulag third eye retroscope aziian1snuAatelasasay 45.8 lunig
NAUMUNGNNA2INAD4 third eye retroscope WAIABIANTBLAIENABITTHANALLNNNTNY
Patilaiieaiasay 22.6% atnglefinnana third eye retroscope Lailunfiamnwsnzi

v % . o 6 v a & v v o =

91PN haziadlddnly working channel N AN WLRALHALAIFBIAAAZLALAI DD

Na®4 third eye retroscope 8aNNALAN

O
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/1172009
:54:43

Forward View Retrograde View

- i al

51 9. nsld third eye retroscope LaTaENNNITNLRLLaTIBNATRUALNAITRENY

anldlun™

3. msdugimwiNaiiun1swuRaLida (image-enhancing methods to optimize colonic
polyp detection)
[ | 4' o [
mﬁwuﬂuumﬂqm‘lmuﬂg (chromoendoscopy)
[ . . =i = o vV & o =
NN1TNWUA indigo carmine (g‘ﬂ‘w 10) #782 methylene blue WWIMLMu@ﬂmeLﬂ@q
anl&lundaauau nenudtiuananliuisaiagemalaLa faaan 0 g ANNIWURS
dalnannag JuselamiannlufateNuuunessiugn 1ag Pohl wazany i1 RCT wiew
Wiaunswuanaanléluniaae indigo carmine (pan colonic chromoendoscopy) NUNNT68
naesln®@ wudn pan colonic chromoendoscopy TaELNNERININITNLRAULEAaAY (0.95
WAz 0.66) BMIINNIWLALLALLUINLABAL (0.56 LA 0.28) LaTaRTIN1INLUALLS serrated
polyp AaAU (1.19 vs 0.49)* luunenannisAnelinass high-definition colonoscope
e pan-colonic chromoendoscopy AudaInaaslng wuan pan colonic chromoendoscopy
WANNITNLAMUELANLLANTRE A8 WWNERTINITWLALLALLUIIUAAY (0.6 LAY 0.4
P=0.01) 8RINNTNUALLUALANNGT 5 NN, A8g (0.8 wayr 0.7 P=0.03)* daannaed

chromoendoscopy A8 FIa1LNLIUNITNUE Lazanamadkennluunalssmne
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gﬂﬁ 10. @ indigo carmine NVBIRBINADY surgical endoscopy colorectal division Tsanenyuna

aansninanLesuarglRiloanldlunndaiug

n19U5ungdeding narrow band imaging (NBI)
£ = v 3 [~ | o = K o a v = =
n13U5unadnae NBI Huiunisldnansasd@ainauniidanadlibALadnaaLnea
A Y a A o oa ~ o6 Ve A a A v oA @

LASAUNRUT 415 Wlun.uazAmenn 549 wilud. vinliiunuioEeyLaziduLaanLAn
daauan (U9 1 waz 5) AuananisAnEvununued NBI TunstaeiianIsnumaile
Inediiu NBI 3uiin aglaianunsngoeiin adenoma detection rate o insnzasAauing
dpdaunanatesn® @ Tuwagniidu NBI fulvaindiulgdvidauaradnaauuas wu
| 1% [ = a o a v [ | a a &
NN1INBLNARIA%E NBI LNaaunuNIsnesUnmnas nnld NBI azg2etNan1swLALLe
adNTudAATY (FRusy 48.3 uariauay 34.4 P=0.01)" atnalsfimnu fRwudiiudiudan
NBI fulusazadnamuwsifadand Nl eLiisumy white light vilildmaaiiaanuin la
G aa
dluntian

n19U5uungedlng texture and color enhancement imaging (TXI)
a1gAL3EN Olympus laaansinlseunanadnle e EVIS X1 S98n1svnanumans)
AL19H1U NIIULUAD N17UTULAIEAYE TXI TITI8VNLAINEAZLBEA ANNAIN WALE
= 421 1 a QI dsl/ [ d‘ s o A =S d‘ o s o a
nw AxnaundnaslunsmAaie Aegln 11 lutlaqiudsinananisAnmnmasaniiiv

A B v a & A va ca @ 1 |
DYLNBDWIUNUINTEBN X TuEasmsAumsale TRARUNUINAITNLUAUIN 1By %Lﬂummgm

@

Indaasnsdasnaasaldlugluaunam
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g9 11. n. Aatleanldlunjiiield white light high-definition colonoscope 1/n#

4. N19kd texture and color enhancement imaging (TXI) @ﬁuﬁmﬁmﬁu

4. mﬂ"ﬁﬂtyty’lﬂizaﬂé L‘ﬁlm‘ﬁlumiwuauﬁﬂ (artificial intelligence to optimize colonic
polyp detection)

Tangailaqriuiinsldiloynylsvissg (@rtificial intelligence, Al tiauyNNIAFIYW N3
daendesanldlunfiduiu fnstih Al uld siduudnisisnmsnuRaiieuaznislisiade
faile (gﬂﬁ 129 a0 meta-analysis 984 RCT fiAnsnmsld Al indasluntsdumnaaile
WL Al Baeiiia adenoma detection rate 1 Fasiaz 29.6 uaziatas 19.3) WAidTadwNA
Ag f?iqLﬁ@ﬁwumulutyjﬁmmmﬁnﬂdﬂ 5 3. uaz Al'lddogiianiswy advanced adenoma
wrinsdls® adndlsfimaud Al dndeafisnemuiadedifaunasn uwididaemoymans
yiufianadiuin Al filsdlaniuaglalléviltiAnanadadadaiugion sl Al dag

A3 adenoma detection rate 16 N19LAA interval cancer lTuauARstiaxNtiasag®
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Al-assisted

endocytoscopy

5191 12. N9l artificial intelligence LvatWxNINURAANaa LAl TalanuszuuAzuen

lan aiFAdaNAuLLEItUaIaaNatnas®

lal o lal ‘&l o 1 . . . .
m'il,wuanﬁwmsmmmtu'ﬂmvl’mumu (optimize colonic polyp resection)
nssnaateaa ldlunglilagnnintuasiesdssnausosaedday Ae nisatlade
a & ¥ 1 o o . . 1 v v .
Aataliudugnewsin (diagnosis) waznisiinmdiiaaantiuan 16 en bloc resection
o o A v a o o a & o - | v =
(treatment) At asiaansiinAunnlunsaaRulea ldlunjudtassastannadilata

3 dy [~3 1 =
A9a9ALsZNaUR e tNgn

wuamelinisinaaalnanisdainansaildlunl (endoscopic diagnosis of
colonic neoplasia)

ynfuilmsdeandasaldlvnjannsalinisidaduaiafaiel fedruiudlag
MInuFLURle (chromoendoscopy) vidannsldm Alulatinalfugninaasnass (mage-
enhanced endoscopy) 111 narrow band imaging (NBI), flexible spectral imaging color
enhancement (FICE), i-scan digital contrast (I-SCAN) Wlumu

Tngazuengisnediaiesantdiiu 4 9ia Ae

1. ﬁlx‘iLﬁ@mz\iﬁﬂiﬁlLﬁmN:L?d i hyperplastic polyp

0. Auilefiilemananenflunziie s adenomatous polyp

3. AudemilunzarvazEudu Ae carcinoma in situ LA cancer with superficial
submucosal invasion (depth of invasion <1,000 micron)

a & A« c a o gy N . .
4. ml,ufa‘wLﬂumzLiqnumuiﬁlLﬂﬂqNQ@ﬂ AR submucosal invasive cancer
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ac as v A a & 2 a | A o oA
QﬁﬁhLLﬂﬂﬁumm\‘iLu@uuN@g 2 19UAN AD
] = AI &l
1. NMINUKAUURANLUA (chromoendoscopy)
A a & v . =y . M v ! =
NINURLURL LB LTE indigo carmine 7@ crystal violet AlA ANNWANFNY A
indigo carmine (§171 10) azlaigadixign mucosal gland azvinlitiusessuRalagaay 1u
1 . = [~1 . o v
contrast dye @9U crystal violet %Qﬂ@méﬁﬂm mucosal gland Lilu absorptive dye Nl
= ar a o 1 k% =1 1 = = = v 31 = 12
AUANHULRITANINLA FTIA WY 2-3 UIMNINAEANITAATHY DA m'ﬂmuumgmﬂimm
S o e S & = e 1 & o e
LNBRAANHUENITAIFNLUA (pit pattern) T4 Kudo LazAE™ LALLNFNIUAANNANTULHD
wasviu@eaniilu 6 ailalatld Kudo's classification A aila I, I, 1Il, I, IV uaz V (314
13%9) Gaanenizradiatansanensainiavadnaiialaiauen
ANNNLNLENTD chromoendoscopy bNTLeNTE1Ng neoplastic Laz non-neoplastic
lesion atffifanaz 82-92 (walalaldnasueny (non-magnifying) wazfeuay 80-96 Al
masaene (magnifying) Tuaneinnsdaanaasanldlun]assamn (conventional colonoscopy)
AzuiugNeTaaay 68-92°4%
uananil chromoendoscopy @N17nuen early cancer (Tis WAaE submucosal
invasion <1,000 micron) A1N submucosal invasive cancer TausuenTAanla ANa i
positive predictive value, negative predictive value WaE accuracy FReay 85.6 J0aay 99.4

¥ oo v oo wZoeime )
7R 86.5 TRHAY 99.4 ALTRUAE 98.8 AMHAAL
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Round pit (normal pit) Normal mucosa

Type 11 pit pattern is specific for hyperplasia.
Also, superficial type serrated adenoma and
SSA/P show this pit like pattern.

11 Asteroid pit

Tubular of round pit that is smaller

I than the normal pit (type I)

Regular pattern — intramucosal lesion

I Tubular of round pit that is larger than
L

<

?ﬁa the normal pit (type I)
IV :"@ E; Dendritic or gyrus-like pit
aﬂ?
Y.
V. {j}g Irregular arrangement and sizes e T
! 7, 8] | of L, 111, IV type pit pattern e —
—+ mucosal-submucosal deep invasion
= -
Va v ; it Loss or decrease of pits with an Nonstructure pattern

a
o ruct
i amorphous structure — Submucosal deep invasion

13. meannguAtlealdlunlag Kudo's classification®

<.

iyl

2. msldmalulatimsddugdninaainaas (image-enhanced endoscopy)

fmusazaananiia NBI fafludsalaruanudaumniign unsld NBI iousn
mﬁma\uf‘:@ﬁu G‘Immﬂ A.FA. 2009 Iﬂﬂmjm the colon tumor NBI interest group (CTNIG)
IAlaua NBI international colorectal endoscopic (NICE) classification® (gﬂ‘ﬁ 14 Tl
A wden uazdnenei Ienanfaileidu 3 9iin Ae hyperplastic polyp, adenomatous
polyp kAa¥ submucosal invasive cancer

aeidlsfimnn mIdfiadadan NICE dlassification Sitloynlusiladt 2 Geninafaiied
il gAeudnendng faus low-grade adenoma AUf4 submucosal invasive cancer 114
n@q'mLLWVlffzdﬂ\‘mé’mﬂizmmﬁﬂuﬁqL@u@ Japan NBI expert team (JNET) classification®”

Tnglinsdasnans NBI Aeaniasaens (magnifying NBI) (gﬂﬁ 15" Gauangfnil 2 1w NICE

o
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classification aan.iugiin 2A (ow-grade adenoma) wazdiin 2B (high-grade adenoma Lag
submucosal cancer)

ANNNLNLENT9 INET classification Ln1gien neoplastic LaZ non neoplastic lesion
Aanala AvNa N positive predictive value, negative predictive value WAL accuracy
fauay 75 10882 96 308AY 74 FR8AY 96 LAYIRUAY 93 ANNANAL LAZANNNTOLEN early
cancer (Tis ba¥ submucosal invasion <1,000 micron) A1N submucosal invasive cancer
Taunulaafinanala Aua g positive predictive value, negative predictive value Wag

accuracy TRHAY 44 7RUAY 96 TRHUAT 47 TRURY 90 LATTRURY 93 AMNAAL

Type 1 Type 2 Type 3

Brown to dark brown relative to

background; sometimes patchy
whiter areas

’ Browner relative to background
Color Same or lighter than background (verify color arises from vessels)
None, or isolated lacy vessels Brown vessels surrounding white Has area(s) of disrupted or missing

Vessels coursing across the lesion structures™* vessels

Surface Dark or white spots of uniform size, Oval, tubular or branched

: Amorphous or absent surfa
or homogeneous absence of white structure P . -

Pattern pattern surrounded by brown vessels** pow—n
Most likely Hiperyilnsilic Adenoma*** Deep submucosal
pathology invasive cancer

Examples

* Can be applied using colonoscopes with or without optical (zoom) magnification
** These structures (regular or irregular) may represent the pits and the epithelium of the crypt opening.

*** Type 2 consists of Vienna classification types 3, 4 and superficial 5 (all adenomas with either low or high grade dysplasia,
or with superficial submucosal carcinoma). The presence of high grade dysplasia or superficial submucosal carcinoma may
be suggested by an irregular vessel or surface pattern, and is often associated with atypical morphology (e.g., depressed area).

519N 14. n1suLsTNATRIRINenae NBI international colorectal endoscopic (NICE)

u

classification®®

©
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Type 1 Type 2A Type 2B Type 3
* Regular cal
Vessel " S « Variable caliber - Loose vesselareas
* Invisible "t * Regular distribution
pattern ( hed/spiral pattern) * * irregular distribution * Interruption of thick vessels
Surface 'sRequ!ardarkorw:l!espots - Regular , | . - i
o * e r . s
pattem imi lrlaill:l"r‘::::‘ ing normal (tubular/branched/papilary) egular orobscure morphous areas
High grade int cosal
Most likely Hyperplastic polyp/ Low grade intramucosal :;:;:};T'L Deep submucosal
Il
h'ﬂOlOﬂ Sessile serrated polyp neoplasia T C— invasive cancer

Endoscopic
image

*1 . If visible, the caliber in the lesion is similar to surrounding normal mucosa
*2 Micro-vessels are often distributed in a punctate patternand well~ordered reticular or spiral vessels may not be observed in depressed lesions
*3. Deepsubmucosal invasive cancer may be included

519 15. nsutiriinuesiaiiosae Japan NBI expert team (NET) classification®”

atnslafnasannaamaiiefiifiu JNET 2B aedanzifassazEudundn dassianu
@m@%wf:@fiwﬁﬁnﬂmmm unfavorable pathology 38l Usenaunat poorly differentiated
carcinoma, submucosal invasion >1,000 micron, lymphatic invasion, vascular invasion La
grade 2/3 tumor budding Sflanenseldd posvgthalivinnisinsnanld (radical
surgery) mexm@ﬂ’mwumiqﬂmﬂﬂﬁiﬂmﬁﬁm%m‘%’

fiamssy s miuRaiaiiiiu JNET 1 ﬁ@ﬁqtﬁ@mﬁmmﬂ‘ﬁ hyperplastic polyp 7
.1 benign Vanu Lwﬂ'ﬁqﬁﬂ@jmﬁlﬂu sessile serrated polyp (SSP) fignsnsnnanenilunzise
%59 dewuifluavnues interval cancer itiat g SSP dinwilualdlunjilagan®
SSP ﬁﬁmﬂmzﬁﬁﬂﬁmﬁﬂ mucous cap, type II-O (open) pit® dilated branch vessel®” wag
cloud-like surface® (gﬂﬁ 5) fatiuilaaaiaidediiiu JNET 1 uazildnenizans SSP dad

INNNIFADDN

o aa v a & v a < epe o 1 s . . .
N9 lnNsAdaQaRLia mzﬁ]zyzy']ﬂsmug (artificial intelligence for diagnosis
of colonic neoplasia)
luswiannisatadeiatealdvaiiiaclasunstiamaelag Al uuinsgiu

Vv

fedayaluilaqriutuiiannumnanuansauiy Al 94 Kudo uazane liRAAW EndoBRAIN

©
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system WatagN1ItAasFtualagld endocytoscopy TIRNIAIUENE 520 1N NINNIN
92U image-enhanced endoscopy M13tL3nn wWudnnsld EndoBRAIN Faunu NBI vl
ANNNTDLENFNLE neoplastic WAy non-neoplastic tAuauen Iaaiaaly ANa NN
positive predictive value, negative predictive value WaE accuracy FReaz 96.9 Jeaay 94.3
¥ oina ¥ oime o ¥ el e i U® luslaatiulgsinaswi w1
TeEar 96.9 Jauar 94.3 uaziesar 96 AINA1AL® TuilaqiulalinisWmunszuuil
ralu EndoBRAIN-plus Savinlvanansauansaileasntu non neoplastic, adenoma wag

invasive cancer laasnausiugn § accuracy fasay 91.9™ (g1 167)

5191 16. 9201 EndoBRAIN-plus @41fu artificial intelligence Mianansouanatinnaiiala™

LUINIINITFNBIUAIAINLANISINAREAINN19ERINADY (Management
algorithm)

wuannalifnsiiadouasinmaeiaiealdlug fvesdeindes surgical
endoscopy colorectal division Tranenunaginasnsoiiiulifsgfl 17 1dun duilu INET 1
IMHﬁiﬂﬁﬁﬂHmmm sessile serrated polyp (SSP) Taun type 1I-O (open) pit, dilated branch
vessel Way cloud-like surface aziiadiu benign liResinean anaedeiilu SSP we
JNET 2A 111 low-grade adenoma l@anaiiianiundes duilu JNET 2B 1¥vinnnsdian
WRaANe crystal violet Inszaziiiudn Ui AR N uasnsausnlddndiu pit Vi
31m mid irregularity %ﬂﬁﬁmauﬁm\huﬂﬁfaﬁﬁmﬂ Ve pit Vi TR severe irregularity %\‘1

posllrnsimnsnzilanageiiaziilu submucosal invasive cancer uLARIAMIL JNET 3
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Digital chromoendoscopy

Type 11-O pit
Dilated branch vessel
Cloud-like surface

HP SSP _ . Invasive CA

, N ¥ - '

No resection Endoscopic resection Surgery

I Vi mild irregularity Vi severe irregularity '

g% 17. LUININEINEINAIINLEANNTIRARANNITEBINADY

a aas v v ' Y . .
LUINIINISLABNIE LAN1SSNEHIUNADY (endoscopic treatment of colonic
neoplasia)

nlANNI NI BNABIANATERE TENdazNaITnaINIWIA JF LAz aHnTeq
Auila wannsndAnAe Aasuilesaniuiwsadlsaglsaauam NGand en bloc
. d' o v a & 1 aa Vv 1 1 o QI d’l’ Ql' (<1
resection TIVNLYNgFLNNga 1 uNananFanelaeduiuenlngianzfia ey
NFATTHLENA T BININIIUANNANLBINITANAINBENNATLEEA UanaNLNITAALA
en bloc resection NEATININATIVBIALLALTIUBNALIRLNINTY
1. Endoscopic mucosal resection (EMR)
N13911 EMR AZ38annIsans1n Ly 1Winas normal saline Waal indigo carmine
a v o = a & £ < . . % %
andnlludu submucosa Live N AL HBTUNIANGU muscularis propria 16 snare AR BLAY
fnsae N uAaAsld endoscopic clip Tawna (3171 18)
481U9TU89N1971 EMR A8 neoplastic polyp, carcinoma in situ Wag cancer with
superficial submucosal invasion (depth of invasion <1,000 micron) NE111709N en bloc
. % = i P = % Y a o & = Ao
resection A3t EMR @4 snare NILUOINGAREHUWIA 25-30 NN, UWAIWFAKNKNAR AILUIIHAT

LUZUNINBLTHaNARcNe EMR A auiaiiu 20-30 du.™
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5191 18. n19ARRLTaAIEAT endoscopic mucosal resection (EMR)

2. Precutting endoscopic mucosal resection (precutting EMR)

N9¥11 precutting EMR azflduneuURNTUABNN9Y circumferential mucosal incision
1ngl endoscopic knife 11U Dual Knife® (Olympus, Tokyo, Japan) uanAatld snare ARBIAR
(gﬂﬁ 19) FetoriaTlunnsvimdouty EMR usfaiaiiuga en bloc resection léenndas
3% EMR Unf wiu fadlefiuuusvielng) Tnannsvin precutiing EMR azdinsmfaiie

wuuile™

5191 19. n19ARRLilanaedT precutting endoscopic mucosal resection (precutting EMR)

3. Endoscopic submucosal dissection (ESD)

ESD feifluimanisivinenn ginsesiiaanntiuinlunisatununaedgs laans
o N a T v 2 a % % A =2 v M v |
MAZENAINBAATUNINTY submucosa Taafidldansunngnaadniy eglauy iy
hyaluronic acid WARA9YIN mucosa incision A endoscopic knife waztanzlludu submucosa
palptaldt cap Nseutinaeuumiidliliugy submucosa TAaU (319 20) N9y
ESD uuldiidaaninluFeswuianey widAnynaeslszidufatdelinnauindnldd

ANHUEUBY submucosal invasive cancer N1A%5LRYIag 11 radical surgery 3nnndn
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5191 20. MsFRRLtiesIEas endoscopic submucosal dissection (ESD)

1 A.A. 2020 Japan gastroenterological endoscopy society (JGES) TFaanuwuInNIg

nmsaengtlaauyin ESD™ famsain 27

AN5197 2. UaL9TUeIN13N endoscopic submucosal dissection”™

ANHUTURIRUUANAI5YIN endoscopic submucosal dissection

1. Lesions for which en bloc resection with snare EMR is difficult to apply
LST-NG, particularly LST-NG (pseudo depressed)
Lesions showing a Vi-type pit pattern
Carcinoma with shallow submucosal invasion
Large depressed-type tumors
Large protruded-type lesions suspected to be carcinoma
2. Mucosal tumors with submucosal fibrosis
3. Sporadic tumors in conditions of chronic inflammation such as ulcerative colitis

4. Local residual or recurrent early carcinomas after endoscopic resection

EMR: endoscopic mucosal resection, LST-G: laterally spreading tumor granular type,

LST-NG: laterally spreading tumor nongranular type

ANNIIULINITUINLALABARBNNIBIALAANAIAINARFLUEAY red dichromatic
imaging (RDI)

FalseananadnleliaaILsEn Olympus Ae EVIS X1 8n1332Lun1sUiuiLes red
. L . =y A o g v & Y o a A v o a
dichromatic imaging #7@a RDI Lwawﬂummmmuqmmummm@@ma@mmu@um@mm@g
= Yo X @ A a a ° Yy o | 1% 1 X A aa
anladnuuiudvuass (U9 21) MlEgyinnsdeanapiieuaa N INTuHaHIADADEN
wpevnimanisladnazilu EMR v5e ESD § case report 91 RDI <aelsin1syin ESD &

o
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dsransnimiaaneanieassd™ TutlaqiuivaranisdAnennassniiueinavunuam
9939 RDI lunsgaaiindss@ninnnissnsaile Taaddnusdaauiudl RDI azily

] v = o s = a A éj
mmgwu’lu@mﬂm ﬁQﬂiMﬂ’Wﬁ‘MﬂqﬂL@ﬂ ARANANNNITVNFANNITHLTLANTNIWNINAL

51 21. n. l"ansenuassinmuiaaldling (mmediate bleeding)

9. N7 red dichromatic imaging (RDI) @4.nAILiLqANLiaReAeandnLaL
A. WHAMAIANTLALABARBNANE coag grasper

GE)
Vo1 | v o R (=1

wdnnrdaenaesanldlugjiuiuninsgiugagn (gold standard) lunismsna
aldlvn) wianndeyaninudinisdeandeslianisailesiunisiianziseanldlunls
MNNA N9ARINARIEINTaUNNT Bl UTaINTAUNN (detection) WAZNNTAA (resection)
Autieat atdnelsfinuaziuinianunenenylunismidsdeandedsing 7 santeginenl
Tual 7 NgEnuslanaann iedaglinuninnisdeindesiuangauaziialselamisant
puldtiuLeg

LANAN9D19DY
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