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EndoTODAY description style

EndoTODAY endoscopy description style
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EndoTODAY style: example

Advanced gastric carcinoma

- Gross type : Borrmann type 3

- Histologic type: tubular
adenocarcinoma (M/D)

- Size : 4.5x4 cm

- Depth of invasion: penetrates

subserosal connective tissue (pT3)

- AJCC stage by 7th: pT3 N1

UMZAL AXXX MOl 7|=. Low body £ H antrum0f| ZX LC sideZ 5 cm2|
ulceroinfiltrative mass 7 2t& &, H A HA0| edge= blurring &0 AL H base=
uneven whitish exudateZ HO| U1 friabilityS 20| FHE I} heaped up &I U,
f|E air-inflation / deflation A|Z|HAM = Mf HH size 7} HL| BH3}5IX| = A= EOf
lymphoma E£Lt= AGC2| 7tsd0| ZO0HE &, Advanced gastric cancer, B-Il
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o Diffuse Diffuse
Gastritis . :
benign malignant
BGU Focal

malignant

Borrmann type IV
Lymphoma

EGC
AGC
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1. Erosive gastritis (#1, #2, #3, #4, #5, #6)

2. Chronic atrophic gastritis

3. Erosive duodenitis

* Bx o

1. Stomach, #1x1 : Postero-LC of high body, biopsy
. Chronic gastritis, active, with erosion
. No H. pylori identified.

2. Stomach, #2x1 : cardia, biopsy
. Chronic gastritis, active, with erosion
. No H. pylori identified.

3. Stomach, #3x1 : Anterior wall of hish body, biopsy
. Chronic gastritis, active, with erosion
. No H. pylori identified.

4, Stomach, #4x1 : Anterior wall of high body, biopsy
. Chronic gastritis, active, with erosion
. No H. pylori identified.

5. Stomach, #5x1 : GC of lower body, biopsy
. Chronic gastritis, active, with erosion
. No H. pylori identified.

6. Stomach, #6x2 : cardia, biopsy :
. Chronic gastritis, active, with erosion
. No H. pylori identified.

o onoscopy

1. R/0 Monspecific colitis (#1, #4, #5, #6)
2. Polyp of colon (#2, #3, #7)
- Complete removal (#2, #3, #7)
3. Internal hemorrhoid (Rectum)
* By
1. Colon, #1x1 : Cecum, biopsy
. Acute self-limited colitis

2. Colon, #2%1 : Cecum, biopsy
. Inf lammatory polyp

3. Colon, #3x2 : Cecum, biopsy :
. Inf lammatory polyp

4, Colon, #4x1 : prox A-colon, biopsy
. Nonspecific change

5. Colon, #5x1 : distal A-colon, biopsy
. Nonspecific change

6. Colon, #6x1 : Hepatic Flexure, biopsy
. Nonspecific change

7. Colon, #7«2 : Sigmoid, biopsy :
. Hyperplastic polyp
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3 months

-

OAC — PPI

Biopsy: H. pylori- Biopsy: Adenoca (M/D)
gastritis
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Initial biopsy: H. pylori gastritis

3 months later: Adenocarcinoma (M/D)



Fig. 1 A case of complete
healing of ulcer stage in EGC.
a Initial endoscopy shows an
approximately 1.5-cm-sized
EGC in the active stage located
at the anterior wall of the
antrum. b Follow-up endoscopy
shows complete ulcer healing
with scar formation after

21 days with PPI medication

Fig. 2 A case of exacerbation
of ulcer stage in EGC. a Initial
endoscopy shows an
approximately 1-cm sized EGC
in the healing stage located at
the lesser curvature of the
antrum. b Follow-up endoscopy
shows exacerbation of the ulcer
after 7 days without PPI
medication

Myung et al. Gastric Cancer 20, 200-206 (2017)
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* EGC type |
 Well differentiated tubular adenocarcinoma

* Resection margin
— Proximal: negative for malignancy
— Distal: presence of malignancy
— Lateral: negative for malignancy

— Base: presence for malignancy
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Type | Protruded type
Type lla —

Type llb — Flat type

Type lic —

Type Il - - Excavated type



X0 el B8=0| ChSLIC.

Biopsy Diagnostic
Site yield Outer margin Base Top

Tumor island Inner margin

Outer margin

Top margin

Inner margin
Base

Tumor island

60.4%
68.8%
72.5%
70.9%
100%

OtTH=. CHSt Helicobacter S A2 &2 ALSHS|X| 2009;9:47-51
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 All lesions seen at endoscopy should have biopsies
performed and at least seven specimens should be

obtained. Graham. Gastroenterology 1982;82:228-231

« At least three biopsies at the top, inner margin and
base are necessary for the diagnosis of AGC. i Z.
CHSF Helicobacter & &f ¢/ B+t =|X| 2009;9:47-
51



Personal guideline
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AGC =4 67|

SMT: 1-27H






o| 50| m] 2%t

ESolof gLct.

Order of the biopsy

Positive results

15t 92.3% (12/13)
2nd 63.6% (7/11)
3rd ~ 5th 36.4% (4/11)
Total 65.7% (23/35)

lishi. Cancer 1985;56:655-659






HM’E 2 random biopsy0l|A| 415 0|
f%t'.:l'-'ll o{ZA Rz




FX|=4Ztof| =0 Lt7tM

o{C|of| 17 =X FALS A=E
XS gl 2EZUCID =1 2fF]

El=]
HEEx
+ BFHHAANS  FHE SlNEs oderate deff) eu_
LH2h
ger on
B IRE AA
ger oa

7|2 9| 3EE g (+)

m ABE AA
+ NHZA

19
~

ZargLch WA &

r
1

Hon-specific
Stomach MB P b AOC M/D

Random biopsyMl Al 2IZH0] TITHEISICHD SHH 2ZIE .

dbrormal finding on diagnostic imaging of digestive tract
RAD Gastric cancer

#. dlleged GC (212 M ME P random biopsy SHHE0 295 2

02
g
[

>






mmm/---(0/1)

GIF-H260

Scope siz

Channel

Serial No.: 2735573

W1: Freeze
2: Iris
3. NBI
Release 1
5: Dual Focus




Mapping biopsy

. Stomach, #2x1 : proximal, biopsy -

Stomach, #1x1 : Pasterior wall af ant rum, hiopsQfESD)

. Chronic gastritis, inactive

S L B . Early gastric carcinoma

. Stomach, #3x1 © anterior, biopsy
. Location @ antrum, posterior wall
. Chronic gastritis, inactive . Gross twpe © EGC twpe |lb+llc
. Ho H. pylori identified, . Histologic tvpe © poorly cohesive carcinoma, signet ring cell type
. Histologic tvpe by Lauren @ diffuse
. Size of carcinoma = (1) longest diameter, 6 mm (2] vertical diameter, 5 mm |
. Chronic gastritis, inactive | 6. Depth of invasion : invades mucosa {lamina proprial (pTla) [
o [ eelorl fdkemt i 6o, . PFesection margin © free from carcinomalM)
) safety margin = distal S mm, proximal 5 mnm, anterior 4 mm,
. Stomach, #5xl1 @ distal, biopsy posterior 10 mm, deep 400 &m '
. o . 8. Lymphatic invasion © not identified(H) ‘
: Ezraf'gy?gifr:zéiéi;?zgf've 9. Yenous invasion : not identified(M)
10. Perineural invasion - not identified(N)

. Stomach, #6x1 : Posterior wall of antrum, biopsy : )\]]- Microscopic ulcer - absent
“12. Histologic heterogeneity © absent

N r

. Stomach, #4x1 : posterior, biopsy :

. POORLY COHESIYE CARCINOMA, sianet ring cell type
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Stomach, #1x2 : Antero-GC of high body, biopsy :

. Fundic gland dysplasia
; consistent with ADENOCARCINOMA, WELL DIFFERENTIATED, fundic aland tvpe




37| 0f2{2 20| o] Crst 2
ATE HolF MM 2 E20

EAZ] =4 A2 2HZE 85 1-9)4 [EP1a30s1]  [FE2] 28
[A2r) 2024-12-06 [E2] 2024-12-06 15:49 [ZAFR] 2024-12-06 15:48 [E0Y]
2024-12-16 12:24  [MBE] 2024-12-16 12:24

1. Stomach, #1x1 : high body, bicpsy(ESD)

. Early gastric carcinoms

1. Location : body

2. Gross type @ EGC twpe |lb

3. Histologic type : adenocarcinoma, well differentiated, fundic gland type

4. Histologic tvee by Lauren @ intestinal

b, 3ize of carcinoma @ (1) longest diameter, B mom (2 wertical diameter, 4 mm

6. Depth of imvasion @ invades mucosa (muscularis mucosa) (pTla)

7. Resection marain @ free from carcinoma(M)

safety margin @ distal 7 mm, proximal 6 mm, anterior 6 mm,
posterior B mm, deep VB! wm

A, Lvmphatic invasion @ not identified(M)

9, Venous invasion ¢ not identif ied(M)

10, Perinearal invasion @ not identif iediN)

11, Microscopic ulcer : absent

12. Histologic heterogeneity @ absent
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- Gastric varix due to liver cirrhosis
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- Gastric varix due to pancreas cancer







1st endoscopy

2"d endoscopy
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10 days after biopsy
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- Adenocarcinoma (M/D), 2.2 cm, MM, RM (-)

Scar
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Initial biopsy
: atypical regenerating glands

M/D, 2.5 cm, PM cancer, LN (-)



KR =2 AL Atypical gland proliferation, favor low
grade dysplasia

> =8 XX AL H. pylori gastritis



Table 1 Pretreatment and posttreatment diagnostic group classification for gastric dysplasias or cancers

Discrepancy between pre- and post-
treatment diagnosis, SMC (2012)

Posttreatment diagnostic group

Pretreatment diagnostic group (%)

LGD (n=162) [ HGD (1=164)]  AL-EGC (n=396) BAL-EGC (n=824) AGC (n=495)
No residual 2(1.2) 4 2.4 0 0 0
LGD 105 (64.8) 33 (20.1) 2 (0.5) 0 0
HGD 45 (27.8) 71 (43.3) 4(1.0) 1(0.1) 0
AL-EGC 53.1) 36 (22.0) 258 (64.9) 22 (2.7) 1(0.3)
BAI-EGC 53.1) 19 (11.6) 131 (33.3) 720 (87.4) 72 (14.5)
AGC 0 1 (0.6) 1(0.3) 81 (9.8) 422 (85.3)
Downgraded (%) 1:2 237 kS 2.8 14.7
No change (%) 64.8 43§ 64.9 87.4 85.3
Upgraded (%) [ 340 34.1 33.6 9.8 0

LGD low-grade dysplasia, HGD high-grade dysplasia, AI-EGC absolute indication early gastric cancer, BAI-EGC beyond absolute indication

early gastric cancer

Lee JH. Surg Endosc 2016;30:3987-93






Clinical Practice Guideline for the Management of
Antithrombotic Agents in Patients Undergoing
Gastrointestinal Endoscopy

- HIQH1 o TR FYHALKE S8t U= 2XOA XM WHAIZ A|=2 AlH
ol= 4% LA ENE SHOHA| e A= Mot

- H0t 5 0|F AT X|Z(dual antiplatelet therapy)S 2= SHAOAM K& LA
B A= Aot 8% AT ME SToHK| Y= A2 #HastC}

- HI0H g otmelS E8St= XA X LHAIE A2 A= 4% tafzl2
ST = A2 #aslnt,

— EFINR 3.5 O|AFQ ZA R APAGE/APSDEOME= Al ¢7| M1
- HIQH 11, H|EFRIK H[Q|EY FF &S 1H(NOAO)E S&5tL U= Ao XM
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—_

Korean J Gastroenterol 2020; 76(6): 282-296 https://doi.org/10.4166/kjg.2020.142



Diagnostic procedures +/-
biopsy

without polypectomy
Oesophageal, enteral or
colonic stenting

EUS without sampling or

&terventional therapy

(ow Risk Procedu%

Biliary or pancreatic stenting
Device-assisted enteroscopy

clopidogrel
prasugrel
ticagrelor

[Continue therapy ]

* Aspirin: for all procedures,
recommend continuing aspirin

ﬁ-ligh Risk Procedurm

Polypectomy

EMR/ESD

PEG

(Consider cold snare colonic
polypectomy <1cm on continued
clopidogrel monotherapy)

ERCP with sphincterotomy

Dilatation of strictures
Therapy of varices

EUS-guided sampling or with
interventional therapy
Oesophageal or gastric

Qdiofrequency ablation

/

clopidogrel
prasugrel

ticagrelor

l

Low Risk Condition
Ischaemic heart disease
without coronary stent
Cerebrovascular disease
Peripheral vascular disease

[

Stop clopidogrel,
prasugrel or ticagrelor

7 days before endoscopy
Continue aspirin if already
prescribed

Restart clopidogrel, prasugrel or
ticagrelor 1-2 days after procedure

High Risk Condition

Coronary artery stents

ﬂscuss strategy with \

consultant interventional

cardiologist

Consider temporary cessation of
P2Y12 receptor antagonist if:
6-12 months after insertion of
drug-eluting coronary stent

>1 month after insertion of bare
metal coronary stent

Qntinue aspirin /

ESGE 2021 guideline update



Low Risk Procedure
Diagnostic procedures +/-
biopsy

Biliary or pancreatic stenting
Device-assisted enteroscopy
without polypectol
Oesophageal, enteral or colonic
stenting

EUS without sampling or
Interventional therapy

Warfarin

Continue Warfarin
Check INR 1 week before
endoscopy
If INR within therapeutic range

continue usual daily dose

If INR above therapeutic range
but <5 reduce daily dose until
INR returns to therapeutic
range

DOAC

Dabigatran

Rivaroxaban
Apixaban
Edoxaban

N

Omit DOAC on
morning of

procedure

High Risk Procedure
Polypectomy
ERCP with sphincterotomy
EMR/ESD
Dilatation of strictures
Therapy of varices
PEG

EUS-guided sampling or with
interventional therapy
Oesophageal or gastric
radiofrequency ablation

Low Risk Condition / High Risk Condition \
Xenograft heart valve Prosthetic metal heart valve in
AF without high risk factors mitral or aortic position
(CHADS,<4) Prosthetic heart valve and AF
>3months after VTE AF and mitral stenosis

AF with previous stroke/TIA
and 3 or more of:
Congestive cardiac failure
Hypertension*
Age>75 years
Diabetes mellitus
AF and stroke/TIA within 3 months
<3months after VTE
\ Previous VTE on anticoagulation** J
Stop warfarin for 5 days e Stop warfarin for 5 days \
before endoscopy before endoscopy
Check INR prior to procedure to Start LMWH 2 days after stopping
ensure INR<1.5 warfarin
Restart warfarin evening of Omit LMWH on day of procedure

procedure with usual daily dose
Check INR 1 week later to ensure

adequate anticoagulation

Restart warfarin evening of procedure
with usual daily dose

\Oontlnue LMWH until INR adequate j

DOAC

Dabigatran
Rivaroxaban
Apixaban
Edoxaban

Take last dose of drug 3
days before endoscopy
For dabigatran with CrCl (eGFR)
30-50ml/min take last dose 5 days
before the procedure. In any
patient with rapidly deteriorating
renal function a haematologist
should be consulted

Restart DOAC 2-3 days after
rocedure***

Figure 2  Guidelines for the management of patients on anticoagulants undergoing endoscopic procedures: 2021 update. *Blood pressure
>140/90 mm Hg or on antihypertensive medication. **Previous VTE on anticoagulation and target INR now 3.5.***Depends on haemorrhagic
and thrombotic risk, consider extending interval for ESD. AF, atrial fibrillation; EMR, endoscopic mucosal resection; ERCP, endoscopic retrograde

T T T

cholangiopancreatography; ESD, endoscopic submucosal dissection; EUS, endoscopic ultrasound; INR, international normalised ratio; LMWH, low
molecular weiaht heparin; PEG. percutaneous endoscopic aastroenterostomy; TIA, transient ischaemic attack: VTE, venous thromboembolism.

BSG and ESGE guideline (Gut 2021)
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Types of hernia

Type llI
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1-3. Stomach, radical subtotal gastrectomw:
. Early gastric carcinoma

1. Location © lower third
Center at body and lesser curvature
Gross type @ EGC tvpe |lc+lla
Histologic twpe © Tubular adenocarcinoma, moderately differentiated
Histologic twpe by Lauren - intestinal
Size o 3.BxE cm
Depth of invasion - invades submucosa (sml) (pTib)
Resection margin: free from carcinoma
safety margin: proxzimal 1.5 cm, distal 7 cm
8. Lymph node metastasis - no metastasis in 21 regional Ilvmph nodes (pNHO)
(0s21- "1, of2; “1et, O50; 128", 04 "3, 046; "4", 0/2; "dsk”, 0/0;
"5, 041 6", 04 U, 043; "gBa, 00; "9, 0/2; perigastric node, 0/3)
9. Lymphatic invasion - not identified
10, Yenous invasion : not identified
11, Perineural invasion : not identified

12, dssociated findings - ulceration
13, AJCC stage by 8th edition: pTlh HO

-1 M 0 = 0J M
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siamoid colon, anterior resection:
. bddenocarcinoma, well differentiated

Location: sigmoid colan

Gross type: fungating

Size: Zx1.5 cm

Depth of invasion: invades submucosa [sml)(pT1)
Resection margin:

Frozimal margin © free from carcinoma

m = a1 nra —

Distal margin : free from carcinoma
Circumferential margin - free from carcinoma
safety margin: proximal, 8.5 cm distal, 3 cm ; circumferential, =10 mm

E. Regional and non-regional |ymph node metastasis :
— No metastasis in all 15 regional lymph nodes{pHO)
(0/15: pericolic, 0/15)
— Number of Extramural Tumor Deposits: [
7. Lymphatic invasion: not identified
5. Yenous invasion: not identified
9. Perineural invasion: not identified
10, Tumor budding : negative
11, Micropapillary component: no
12, Tumor border: pushing
13, Pathologic staging: pTl MO
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Lossless JPEG compression, selection value 1, point transform 0, compression ratio 1.9402
Feb. 24. 2023
12:12:19PM AT 1/60

3

. btypical cell with dense lvmphoid stroma
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. btypical cell with dense |
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ymphoid stroma, COWSISTENT WITH POORLY DV FFEREWTIATED CARCINOMA

= HE# = 0 cytokeratin (+) tumor cell nest2}
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M/44. °|8| & x| A

- cytokeratin positive poorly differentiated carcinoma®l €2stA| LIS




| HOMA




Stomach, #1258 © Postero-LC of low body, biopsy :

. & few atypical cells, with CK-positivity

ive of POORLY DIFFERENTIATED CARCINOMA




1-3. Stomach, radical subtotal gastrectaomy:

. Early gastric carcinoma

1. Location - middle third
Center at body and lesser curvature

2. Gross twpe © EGC twpe |la

d. Histologic twpe : Adenocarcinoma with lvmphoid stroma (EBY-positive)
4, Histologic twpe by Lauren : indeterminate

B, Size  3xd cm

§. Depth of invasion : invades submucosa (sm3) (pTib)

7.

Resection margin: free from carcinoma

safety margin: proximal 0.5 cm, distal & cm
8. Lymph node metastasis - no metastasis in 35 regional lymph nodes (pHO)

(0s35: 1", 070; “11e”, 070 “12a”, 0A: 3", 0493 47, 0/2: "4sb”, 0/0;

"§", 041 BT, 044 7T, 047: "Ba”, 043 "9, 044)

9. Lymphatic invasion - not identified
10, Yenous invasion - not identified
11. Perineural invasion : not identified

12, Associated findings - exuberant granulomatous re
13, &JCC stage by Bth edition: pTlh N

<< Fesult of in-situ hybridization [52313957-3R) ==
. Bpstein-Barr wirus: Positive (lInflamed / TSR - High)
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EndoTODAY description style

EndoTODAY endoscopy description style

(1) §IR - /1o 42E &0 M2 R =0 M2 RIS 2F 7Iad
Ltk (2) 27| - 7ksotE e +37|E HZ5H Z=AAIL. (3) —5',‘-_/:\_,_4 - Bt
T2 #Ao EXZ Q03 UYLICH O S0 0|2, HY, flat elevated

—

HF YL (5) I-H}\|7‘| A - Impressiong L. LHAIE SAA0 2foh £

lesion, mass, mass with ulceration 5. (4) 847 - x_/.\_7=|0ll CHSE APA|ot

" CHOIUITE JHE R EHAS| M FAAIL. (6) 253 - LHAIZ RITio| Xast 227}
s QOB 7K Bt M FHAIR.

O|Z=l. EndoTODAY ?{LHA|E & &idf 2HE (2022)
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