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Old style

.

Procedure alone

EndoTODAY style

Box simulator training (BOXIM)
Description exercise (DEX)
Book reading, EndoTODAY

Clinical observation

Procedure under supervision

CEE (off-line & on-line)
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EndoTODAY Description Exercise (DEX)
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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.
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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



Unique Origin Unique Future

Endoscopy Description
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1. |X| location



Longitudinal and horizontal

axis
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Lower body greater curvature

- Old Koken gastroscopy simulator




Retroflection: CHRIE C} 3A|ZF myO| X H

In retroflection, three hours before the GC is the anterior wall.



Where is the antrum border?

(2)

Anglel| ‘Of2l'7t MEF Y LCL 'Of2'E {E A d2lst=710f| mref
52 87 A =ZerdU G @ g0 20| g =22 €=
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EGC at GC of the proximal antrum




Refereed as upper body cancer, but...




Subtotal gastrectomy after clipping

- Proximal resection margin: 3 cm

1“‘||NU|||‘HH‘HI|l\i)i!m\‘HllIHHlill\IHHl\l\l]UlI‘HHIHHHW’HH‘HH‘WHNU‘]\H‘H“IHH‘IHH‘HH}HH‘[\‘IH]\Hl‘!:!\‘HI‘IVIH‘HHl1\I\IH!I“HI[[I:W"“W\\H“"]H’IHII‘,’UU‘H
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Impossible to know the location
with closed-up views only.




Distant view - closed-up view -
biopsy view - after the biopsy




2. A7| size



Size guide

» Forceps: Open 5-6 mm. Close 2 mm

« Esophagus diameter: 2.5 cm

« Stomach Length: 18cm along lesser curvature
« Stomach angle to pyloric ring: 6 cm

« Gastric folds: less than 3 mm

 Interval between folds: 5-10 mm

« Duodenal bulb: 3 cm

« Endoscope diameter: 1 cm

« Three 6cm-sized balls in the stomach






2.1 x 1.4 cm




3.6 Xx 2.4 cm




Borrmann type IV : 10-15cm

Study Time:14:(

f




Referred as 1.5cm depressed lesion

B STOMACH -
[ Advanced gastric cancer B-IY
#1 = B(GC of high body)
- Location : GC of high body
- HB & ME &5 ME GC Ml diffuse §HHl ZX &= FHAT FAFSU 20 Z02
I

BHlA HE & ZA]

JF BHEFE! Hyperemic mosaic pattern 2 mucosal change £ 28,
Ml erosion O] SPHEIH £, (Img 28-33)
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BGUS 27| Cancer?| 37|

C27| sHOF gL CY.

AR 24O FH2 =2y HAJl AN
1 FHO| 2fZF SSILCH 0] HAE e AHHAY
O= SHMIMCIH H Y F7|= AH YU 0
HAE AYCE SHAMCHH AU F7|= FM &
LTt O|X3 impressions FACZ F=710 T
2t LHAIE A4 718 -0 HAal| 2717t 2ty
Cl. &3 oI} £F Y= Adenocarcinoma,
poorly differentiated, 2x2 cm, extension to
subserosa, no lymph node metastasis &L Ct.




3. &2 {1 major findings



Common major findings

Ulcer, erosion

« Mass, ulcerative mass (= mass with ulceration)
 Diffusely scattered nodules, hyperemic area

« Flat elevated lesion, discolorated area

« Polyp, dome-like elevated lesion with normal

overlying mucosa
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Is it an ulcer?

. = Sty Time: 112
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4. 241 minor findings



Terms came from dermatology.

A. Burrow. B. Comedone. C. Macule. D. Papilloma.

J. Telangiectasia. K. Vesicle.

http://www.medicalonline1.com/2017/02/27/understand-skin-lesions/



Papule, Plaque, Nodule, |

Mass
Granular, Nodular,

Cobblestone
Sessile, Semi-
pedunculated,
Pedunculated
Villous, Fungating



Papule. #1&l. £&

- A circumscribed, elevated, solid lesion, 3-5mm 0|5}

SEEH (A) 3A7 A=Y Longitudinal furrow, circular ringZt 874 310 &2 papuleS0| scattered E|0]
UELICH H| X Z papuleS2 paledt FE=0|1 &2 papuleS2 SI2A ELICHwhite papule). (B) ZtAl
It SEXte| {{A|oHE HHOA 2EE red papule. ZEZAMA poorly differentiated carcinoma, consis—
tent with metastatic hepatocellular carcinomaZt Ligt& UL

%,

O|Z=. EndoTODAY ?{LHA[E &f &iaF & (2022)



Plaque. ¥ (1), Ht(31), Sct3

- A circumscribed, elevated, superficial, solid lesion, 1-2 cm 0|35}




Focal lesions

- Small (=< 3-5mm) | Larger (=< 1-2cm)

Elevated Papule Plaque

Flat Macule Patch



Macule or discolorated area

- 1Tcm SRC, LP, complete resection




Inlet patch




2. Terms for surface change

- Granular, nodular, cobblestone

MUCOSA

X{a}
=

GRANULAR NODULAR COBBLE-STONE
B2 AWy ZE2Y




Granular (2} 2 ) vs nodular (Z2E)

- Sand-like vs firm, knotty mass

Granular area Nodular area



Nodular (&)

5
S (A) 212e] 2HZ0f| 3 cm 3719 flat elevated lesion0] A1 EHO| nodulargLCt. (B) Indi-
go—carmine2 AE5tAS M nodularst S&0| S 24X5| EELICL (C) Subtotal gastrectomy”t Al
L1 EGC-like AGC ZAELICE Tubular adenocarcinoma (M/D), 4.1 x3.5 cm, penetrates subse—
rosal connective tissue, no lymph node metastasis.

J

O|Z=. EndoTODAY ?{LHA[E &f &iaF & (2022)






3. Polyp and SMT

- Sessile, semi-pedunculated, pedunculated, submucosal

Sessile Semipedunculated Pedunculated
= PN HIO 74 A O 74 M
T OO TT OO T O O

=

SZ0| ULl HESHN 1

O| =&, EndoTODAY {Li{A|E A uf sh&




Pedunculated vs sessile polyp

Study Time: 10
f




A colon polyp

- EMR: Tubular adenoma with negative resection margins




LST (laterally spreading tumor)




Table 4

Subtypes of LST lesions: morphologic classification of LST lesions and their

correspondence in the Paris-Japanese classification [11]

Subtypes of LST Classification in type 0
LST granular

Homogenous type O-lla

Nodular mixed type 0-lla, O-Is b lla, O-lla bls
LST nongranular

Elevated type 0-lla

Pseudodepressed type O-lla p llc, O-lic plia

LST-G (granular)

Kudo: LST-G-H (homogeneous)
Paris:lla

LST-NG (non-granular)

Kudo: LST-NG-F(flat elevated)
Paris:lla

ccadiBe.

LST-G-M (nodular Mixed)
lla+ls

s

LST-NG-PD (pseudodepressed)
lic+lla

J Korean Med Assoc. 2010 Jul;53(7):549-561

Fig. 1. Subclassification of laterally spreading tumors (LSTs).
(a) LST-granular (G) homogenous type: (b) LST-G nodular
mixed type: (¢) LST-non granular (NG) flat elevated (FE) type:
(d) LST-NG pesudodepressed (PD) type.

Digestive Endoscopy 2009;21:S43-S46




Submucosal tumor

- Round protruded lesion with normal overlying mucosa
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Mallory Weiss tear

SfiRate: 2009- ) ) T StidDat
StudyTime: 11:2 > 2 244 ! Sty




Flat erosion

- iR 22| 0|22 FHo| orF 47t F71%|0] QAL




Elevated erosion

= octopus sucker-like lesions, verrucous gastritis

Sty Time:|




Mucosal breaks (erosion or ulcer)
- Reflux esophagitis, LA-B




Ulcer. I

3 months later



Uleration
- Duodenal GIST

study Tim




Gastritis: Sydney style

HISTOLOGICAL DIVISION

ETIOLOGY
(prefix)

ETIOLOGY

PATHOGENIC
ASSOCIATIONS

‘Price AB. The Sydney System: histological division.'J Gastroentero Hepatol 1991;6:209-222

TOROGRAPHY (core)

ACUTE GASTRITIS
CHRONIC GASTRITIS
SPECIAL FORMS

pangastritis

gastritis gastritis
of antrum  of corpus

SEVERITY GRADING:

.-

MORPHOLOGY (suffix)

| | GRADED

atrophy

intestinal
metaplasia

VARIABLES

Helicobacter

pylori

| GRADED

non-

NON- || specific

VARIABLES

—‘ specific

none mild

18 5-9. The Sydney system

ENDOSCOPIC DIVISION

TOROGRAPHY

Gastritis
of antrum

Pangastritis

Gastritis
of corpus

Descriptive terms

edema
Erythema
Friability
Exudate

Flat erosion
Raised erosion
Nodularity

Y

Rugal hyperplasia

Rugal atrophy

Visibility of vascular pattern
Intramural bleeding spots

Categories of endoscopic gastritis

Erythematous/exudative

Flat erosive Haemorrhagic

Raised erosive Reflux

Atrophic Rugal hyperplastic
moderate severe



oI=M Al Kimura classification

- Pale glistening mucosa with visible vessel

Cardia

=M 2I¥o| Kimura 2%

F-M9| 2IX|0f| w2t closed typet open typeC2 LEsLICt.

N

Atrophic border = F-line

O|=2l. EndoTODAY ?[LHA|E & 21 & (2022)



Metaplastic gastritis
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Proximal stomach spotty redness and diffuse

redness
- =& H|Oh, 8% £F & Eot /Y
- Z2HEYd Y (lymphofollicular gastritis)

o SMZE (vanthoma)
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do| AEE 7L 8l #12 5738: RAC

- regular arrangement of collecting venules
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Summary of recommendations

Str f Level of Expert
Statement Recommendation ength o Ve O Xper

recommendation evidence agreement

1 H. pylori eradication therapy is suggested for the prevention of gastric cancer in Weak Moderate  95.3% (61/64)
patients with H. pylori gastritis.

2 H. pylori eradication therapy is suggested for patients with confirmed H. pylori Weak Low 81.3% (52/64)
infection and gastric hyperplastic polyps <10 mm, to achieve polyp regression

or size reduction.

3 PCR pr sequencing-based testing is suggested for H. pylori infection diagnosis I Weak Very lowl 95.3% (61/64)

and antibiotic resistance detection to guide first-line treatment selection.

4-1  Tailored therapy based on clarithromycin resistance testing (antibiotic Strong Moderate  96.9% (62/64)
susceptibility testing) is recommended as first-line eradication therapy for
H. pylori infection.

4-2  Based on clarithromycin resistance testing, 10-day BQT is reccommended for Strong Moderate  84.4% (54/64)
resistant strains, and 7-day clarithromycin-based triple therapy for susceptible
strains.

5 Ten-day concomitant therapy is recommended as first-line empirical eradication Strong High 68.8% (44/64)
therapy for H. pylori infection.

6-1  Ten to 14-day BQT may be used as first-line empirical eradication therapy for Weak Moderate  71.9% (46/64)
H. pylori infection.

6-2  BQT is associated with higher adverse event rates and potential utility as salvage Weak Expert 84.4% (54/64)
therapy; its use as first-line therapy is suggested when other eradication consensus

regimens cannot be used.




infecti

7 | Clarithromycin-based triple therapyfmay be used in a limited fashion when Weak Moderate
antibiotic susceptibility testing is unavailable and regional clarithromycin consensus
resistance is expected to be below 15%. 73.9% (34/46)

8 P-CAB-based antibiotic combination therapy may substitute for PPI-based Strong Moderate  98.4% (63/64)
antibiotic combination therapy as first-line eradication treatment for H. pylori

9-1  Ten to 14-day BQT is recommended as second-line eradication therapy when Strong Moderate  [T00% (64/64) ]
clarithromycin-based triple therapy or concomitant therapy has failed.

9-2  When BQT has failed as first-line or second-line therapy, rifabutin-based triple Weak Verylow  89.1% (57/64)
therapy or modified BQT incorporating previously unused antibiotics may be
considered. Levofloxacin-based therapy may be attempted in a limited fashion,
considering regional resistance patterns.

9-3  Referral to a specialized H. pylori center capable of antibiotic susceptibility Weak Expert 81.3% (52/64)

testing-guided tailored therapy is suggested when two or more lines of
have failed.

eradication thera

consensus



Table 6. Summary of recommended first-line, second-line, and third-line H. pylori treatments in the 2025 guidelines

Treatment A h Regi : Duration
roac egimen components
line PPEoRE 8 P (day)

First-line Tailored C-susceptible: PPI/P-CAB+A+C 14 Requires PCR/AST confirmation of susceptibility

Key restrictions/considerations

(PCR-guided)
C-resistant: BQT (PPI/P-CAB+B+M+T) 10-14 Recommended precision approach; ITT 290%
First-line | Empirical CT: PPI/P-CAB+A+M+C | 10 Stewardship concern (3 antibiotics); reserve for
high resistance risk
BQT: PPI/P-CAB+B+M+T 10-14  Tetracycline availability/tolerability issues possible
mBQT-PACB: PPI/ P-CAB+A+ 14 Efficacy reduced in high-level clarithromycin
resistance
mBQT-PAMB: PPI/ P-CAB+A+M 14 Preferred mBQT; bypasses clarithromycin
resistance
Second-line  Empirical BQT: PPI/ P-CABM+T 10-14  Standard salvage; metronidazole resistance
overcome by higher dose/duration
Alternative: PAMB (PPI/ P—CAB+A+M 14 If tetracycline unavailable or not tolerated
Third-line =~ Empirical/ Rifabutin TT: PPI/P-CAB+A+rifabutin 10-14  Low resistance (0.8%); monitor for myelotoxicity;
AST-guided Tbc resistance concern
mBQT with unused antibiotics: 14 Avoid previously used antibiotics except A/M
PPI/P-CAB(B)(A or L)+
(unused antibiotics)
Levofloxacin TT: PPI/P-CAB+A+L 10-14  Limited use; resistance 36%-43%; only if
susceptible or no prior fluoroquinolone exposure
AST-guided Susceptibility-guided regimen Per AST Strongly recommended; referral to specialised

centre; ITT =280%-90%




2025 revised edition
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— Margin

=] Edge= M0|1I margin2 HYLICE 0| 32| edge= sharpdtil margin2 edematous gt
Ct. Base: flatSHX| tumor island?} U=X| S0| L8 A740|11 white exudate?! HEH(BE)Z HQI
F7t HEULCH 25 MM L& edge’t XX 2L0|HA HEH7L edgeE =253 H07t= 25
(“overriding”)0| ERILICt. EdgeZt &It L overriding0| A5HH A2 AlAlSHE AZAYJLCHDE &
S HYNME AL A740] 27t HY 4 JASLICH Folde =2 Y S8 HHYS F120= &
QS Tt Z0|X[2 W2 AL 0] EXLME fold7t EO|X| Z&LICH Fold7t 20|X| 2O HO|X| 2=
Ct AZSHA|7| HEZLICE,

Ol . EndoTODAY ?{LHA|E &f &iat 2H& (2022)



Benign ulcer vs malignant ulcer
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Depressed type malignant ulcer

Moth
Focal  Laten _Mucus overriding
regenerative. ’ py
epithelium Abrupt tapering

Unevenness _

Fusion

(V—shaped/c_iyefo\m-ity

~ Clubbing

Fusion with

abrupt tapering Clubbing



Fold changes in EGC

r: .
*Fusion
W\ 3

o

Rapid. fape'ring

3
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Fold changes in




EGC lic, 4cm, fold changes (cutting)




Malignant ulcer without folds




Mass

e QOverall contour

 Surface: nodularity,

ulceration

 Surrounding mucosa




Is it @ mass or ulcer?




Fungating mass

OF

« FungatingO|2t 80{= F3SHA Felk[X| ¥ dE= o 4=0
M AR E[D QU CH AFEAQl o|0| = fungus- I|ke | LICF &=Z0l
7t Aete AME HQICh= 90|l ZE0|= ZF7F BOtA
fungus-likeZ} ‘=5 O] H 25 Q1K Y7| 013"A'—|':f

. 9|_'f01|*‘| = A I A MM flatSHX| 2t 252 S0 O 7
O] A1 necroticStAl E0[= &=0| LR 0] &2l HE FOf
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Fungating mass

}

=17 Fungating mass

(A) IMGHE: AT 9 cm 327|2] fungating mass. 2 £ Hel= EGC arising in an adenoma, tubular
adenocarcinoma (W/D) multifocal in villotubular adenoma, extension to mucosa (lamina propria), no
lymph node metastasis. (B) &&Zd%2| 4 cm 37|9| fungating mass. = £ #el= Advanced colon
cancer, adenocarcinoma (W/D), invades muscularis propria, no lymph node metastasis.

O|Z=. EndoTODAY ?{LHA[E &f &1t 2H& (2022)
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5. LHA]E ZIEt impression



Impression (1)
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Description is for another doctor. Consider the treatment plans.




Impression (2)

 Follow up endoscopy next year

r/o EGC  Short-term follow-up

Next plan for an erosion and r/o EGC is different.



Erosion (X), r/o EGC (O)

T I
0}1‘\.“
Eh:AS Cm:1

Biopsy: moderately differentiated adenocarcinoma



2 X 2 table

o Diffuse Diffuse
Gastritis . : Borrmann type IV
BGU Focal EGC

malignant AGC




6. == classification



One or more mucosal One or more mucosal
breaks, no longer than _, breaks, more than 5
5 mm, that do not "/ mm long, that do not
extend between the extend between the
tops of two mucosal tops of two mucosal
folds folds

One or more mucosal One or more mucosal
breaks, that are ~ breaks, that involve at
continuous between the least 75% of

tops of two or more the oesophageal
mucosal folds, but which circumference
involve less than 75% of

the circumference

& Mucosal break = erosion or ulcer or discrete hyperemia




Reflux esophagitis, LA-B




Type ll

Normal anatomy

[<5]

Q.

>
-

I (2022)

o gt 2t

FLHAIE

i, EndoTODAY
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Sliding type hiatal hernia




Peptic ulcer — AHS i P <N

- £
K{, » {; / RN
//\‘\>f\is/

Active stage 1 (A1): Active and blurred edge. &2 H 0| BH=0{7 ZRE Hw™ A1
A2 ulcer crater?t R FH FHOO| ASHA 20 A LICE Or& regenerating epithelium
O|L} fold H2t= Sl LICH

Active stage 2 (A2): Active and sharp edge. H& &k X[tk HULICE Ulcer crater= Al
stage 2Ot HO{X[X|2F = HO 50| Cra 2totE|0f E LT} Regenerating
epitheliumXf fold H2t7t OFF &% HQ £ UGS L CL

Healing stage 1 (H1): Healing with regenerating epithelium. &H Hat £&2 7{9| 7z}
2 SEHO|X regenerating epitheliumO| 2 X5| EQIL|CE 2L} OFE ulcer crater?} |
H B0l EOtAELICE Fold Hat: SHHELICH

Healing stage 2 (H2): Almost healed by regeneration. =H Fot &2 D& 712tk
regenerating epithelumO| CHE-22 XHX|StL ulcer crater= OFF =3 EOIUAELILCE Fold
HotF oI ML o,

Scar stage 1 (S1): Red scar. Ulcer crater= 811 regenerating epitheliumO| &7F &2 M=E
2 H0|1 fold2F HOtUELICE

Scar stage 2 (S2): White scar. FoldZF H O ulcer craterLt regenerating epitheliumO|
HO|X| 2&LICE Regenerating epitheliumO| 2e2fE|0 FAF MOt £ 20| 022 42¢L
L[CF.






Regenerating epithelium
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e Superficial or shallow

EGC

« Small, but not always

« Deep or severely protruded

AGC « Large, but not always
« Dirty, but not always







Endoscopic classification of EGC

Type O |

Type O lla
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Type Ol — e

Type O llc

Type O 1l
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Protruded type

Superficial elevated type

Flat type

Superficial depressed type

Excavated type






EGC lla

Etidysime: 16:1 Study Time: 16:
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EGC IIb




EGC llc NO YES

Study'Da
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EGC Ili




Advanced gastric cancers
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HSE
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http://www.cancer.go.kr/contentfile/cif/cifimg/0302_AGC_72dpi.jpg
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AGC, B-lli




AGC, B-IV




B-4. Thickened fold and gastric wall
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B-4. Shoulder by shoulder
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B-4. No expansion by air




B-1V (F/55, 2013)
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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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