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Traitement anti-reflux

Antireflux mucosectomy for gastroesophageal reflux disease

—

Acidic reflux episodes

ARMS appears to:
» reduce reflux Syr Wm ns

» reduce total acid exposure time

Its mechanism of action is unknown

- : Acid exposure time 8.7% 5.3% 0.03
Single-center prospective study:

» 11 patients with PPI-refractory GERD
+ Pre- and post-ARMS assessment:

o High resolution manometry

o 24-hour pH-impedance studies

TLESRs 4 2 0.03

ARMS, antireflux mucosectomy; PPI, proton pump inhibitor;

o EndoFLIP GERD, gastroesophageal reflux disease; TLESR, transient lower
esophageal relaxation
ARMS is an effective treatment option in PPI-refractory GERD; a reduction in TLESRs might play a role Endoscopy

* Traitement habituel de la maladie de reflux : IPP / alternative invasive : fundoplicature chirurgicale
* Critere de jugement principal : changement post thérapeutique du nombre d’épisode de reflux sur la pH-
métrie post ARMS a 3 mois



La dissection sous-muqueuse ambulatoire

Clinical Gastroenterology and Hepatology 2024;22:1734-1736

Facteurs associés avec I'ambulatoire

Ambulatory Endoscopic Submucosal Dissection for
Gastrointestinal Neoplasms: Trends and Associated Factors o , , .
in the United States L'experience

Kim et al., Clinical

Gastroenterology and A 000 mAmbulatory €50 Admission . 1000
Hepatology, 2024
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Polypectomies sous clopidogrel

Safety of cold snare resection techniques for removal of

small colon polyps in patients with clopidogrel and aspirin
: A KASID prospective, multicenter study

Korean multicenter study RESULTS
Continuous use of antiplatelet agent Hemostasis 2 mins after polypectomy
Cerebrovascular accident 19.8% per polyp (100/509)
Coronary artery disease _ ' _
End-stage renal disease Risk factors: female, end-stage renal disease,

submucosal injection before resection,
| polyp size 25 mm

Delayed bleeding per patient
C'?np::gg)'e' (':‘s:ﬂ';':) Clopidogrel: 0.8% Aspirin: 0.7%
Por noninteriority < 0.001, meeting non-inferiority
CONCLUSION
Cold snare resection

Cold snare resection is a safe technique
Number of polyps for the removal of small colorectal polyps

(n=509) in patients taking uninterrupted

clopidogrel and aspirin

Gweon, Tae-Geun et al., Gastrointestinal Endoscopy, 2024



ASGE / ESGE Guidelines de traitement
endoscopique bariatrique

» Table1 ASGE-ESGE recommendations on primary endoscopic bariatric and metabolic therapies for the management of obesity.

Recommendations Strength of Quality of evidence
recommendation
1. In adults with overweight or obesity, the ASGE-ESGE suggests the use of endoscopic baria- Conditional Very low

tric and metabolic therapies plus LM over LM alone for patients with a BMI 2 30 kg/m2 with or
without an obesity-related comorbidity or a BMI of 27 to 29.9 ka/m2 with at least 1 obesity-
related comorbidity.

2. In adults with obesity, the ASGE-ESGE suggests the use of an IGB plus LM over LM alone. Conditional Moderate
3. In adults with obesity undergoing IGB placement, the ASGE-ESGE suggests the use of antie- Conditional Very low
metics periprocedurally.

4. In adults with obesity undergoing IGB placement, the ASGE-ESGE suggests the use of pain Conditional Very low
medications periprocedurally.

5. In adults with obesity undergoing IGE placement, the ASGE-ESGE suggests the use of proton Conditional Very low
pump inhibitors while the IGB is in place.

6. In adults with obesity, the ASGE-ESGE suggests treatment with EGR plus LM over LM alone. Conditional Maoderate
7. In adults with obesity undergoing EGR, the ASGE-ESGE suggests the use of antiemetics Conditional Very low

periprocedurally.

8. In adults with obesity undergoing EGR, the ASGE-ESGE suggests the use of pain medications Conditional Very low
periprocedurally.

9. In adults with obesity undergoing EGR, the ASGE-ESGE suggests the use of prophylactic Conditional Very low
antibiotics periprocedurally.

10. In adults with obesity undergoing EGR, the ASGE-ESGE suggests the use of short-term Conditional Very low
proten pump inhibitors periprocedurally.

TT. 10 a0 UIts WILh ODEsITy, [NE ASLE- Lol suggests treatment with aspiration therapy pius LA Conditional Low
over LM alone.

12. In adults with obesity, the ASGE-ESGE recommends treatment with a transpyloric shuttle No recommendation Knowledge gap
onlyin the context of a clinical trial.

13. In adults with obesity and concomitant type 2 diabetes mellitus, the ASGE-ESGE suggests Conditional Moderate
treatment with a duodenal-jejunal bypass liner plus LM over LM alone.

14. In adults with type 2 diabetes mellitus, the ASGE-ESGE recommends treatment with duo- No recommendation Knowledge gap
denal mucosal resurfacing only in the context of a clinical trial.

ASGE, American Society for Gastrointestinal Endoscopy; ESGE, European Society of Gastrointestinal Endoscopy; LM, lifestyle modification; IGE, intragastric balloon;
ECR, endoscopic gastric remodeling.

DJBL : duodenal-jejunal bypass liner

DMR : duodenal mucosal resurfacing
EGR : endoscopic gastric remodeling
LM : lifestyle modification

IGB : intragastric balloon

American Society for Gastrointestinal Endoscopy—
European Society of Gastrointestinal Endoscopy guideline
on primary endoscopic bariatric and metabolic therapies
for adults with obesity

Endoscopy 2024



ASGE / ESGE Guidelines de traitement
endoscopique bariatrique
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Anastomose entéro-colique

* Gastro-entéro-anastomose par écho-endoscopie
* Une option en cas d’obstacle intestinal ou colique ?

* Case report ou case series, analyses rétrospectives



Anastomose entéro-colique

EUS-guided enterocolostomy with lumen-apposing metal L)
stent for palliation of malignant small-bowel obstruction =
(with video) (T
Emily R. Jonica, MD," SriHari Mahadev, MD, MBBS,” Andrew J. Gilman, MD,? Reem Z. Sharaiha, MD, MSc,”
Todd Baron, MD,” Shayan S. Irani, MD, MBBS"

Seartle, Washington; New York, New York; Chapel Hill, North Carolina, USA

Figure 2, Dilied loop of small bowel shown with EUS and contrast injection with a 194gauge needie, conlirming the appropriste tanget for umen-
apposang metal stent phicement

Figure 4, Endoscopic inpge demonstrating freely fowing succus up-
stream  from the small bowel after lumenapposing metal stent
deployment

Figure 3. Fluorascopy mmage demonstrating appropriate posisoning after
deployment of 2 15 % 10-mm LAMS (0 oreate an EUSguided enmterocolos-
omy. LAMS, Lumen-apposing metad stent



Anastomose entéro-colique

EUS-guided enterocolostomy with lumen-apposing metal
stent for palliation of malignant small-bowel obstruction
(with video) (T
Emily R. Jonica, MD," SriHari Mahadev, MD, MBBS,” Andrew J. Gilman, MD,” Reem Z. Sharaiha, MD, MSc,”
Todd Baron, MD,” Shayan S. Irani, MD, MBBS'

Searttle, Washington; New York, New York; Chapel Hill, North Carolina, TI5A

Details Values*
LAMS type
15 mm = 10 mm AXI0S 5 (62.5)
20 mm = 10 mm AXIOS 3 (37.5)
Balloon dilation after LAMS placement” 5 (62.5)

Small-bowel target®

Distal ileum 3 (42.9)
Mid-ileum (@
Colonic target® P
Left-sided colon (s (625)
Transverse colon 2 (25.0)
Right-sided colon 1(12.5)
Procedural duration, min 850 + 38
Periprocedural antibiotics® 7 (87.5)

TABLE 3. Postprocedure clinical outcomes

Dutcomes

Technical success

Values

Clinical success

Adverse events

8 (80.0)
\_ 7 (700)
v

Bleeding 0 (.0)
Perforation/leak o0
Aspiration 1 (10.0)
Stent migration 0 (0)
Required additional procedures (51500) )
Venting PEG Iomr
Percutaneous drainage 1 (10.0)
EUS-guided celiac plexus block 1 (10.0)
Luminal colonic stent placement 1 (10.0)
Days until resumption of bowel movements®* 1(0-2)
Days until resumption of oral intake* 1 (0-8)
Length of stay postprocedure, days 6.5 (0-28)
Death 6 (60.0)
Progressive cancer 5 (40.0)
Aspiration postprocedure {withdrawal of care) 1 (10.0)
Survival postprocedure, days 57093
Last follow-up postprocedure, days 520 £ 83




Anastomose entéro-

Colonic-enteric lumen-apposing metal stents: a promising and L)
safe alternative for endoscopic management of small-bowel e

obstruction

Shuji Mitsuhashi, MBBS, Faisal Kamal, MD,” Brianna J. Shinn, MD,” Divya Chalikonda, MD,*
Amy Tyberg, MD,” Haroon Shahid, MD,” Avik Sarkar, MD,” Michel Kahaleh, MD,’ Austin Chiang, MD,”
Anand Kumar, MD,” Alex Schlachterman, MD,” David Loren, MD,” Thomas Kowalski, MD*

Philadelphia, Pennsylvania; New Brunswick, New Jersey, USA

GRAPHICAL ABSTRACT
Colonic-Enteric Lumen-Apposing Metal Stents . Postprocedural clinical outcomes of EUS-CE
-, —_— - Veriebles EUS-CE
(Ne26)
20 (100%)
24 192.3%)
24 (92.3%)
22 (BA.6%)
8.0(1-24)
4(15.4%)
urrent obstr n at different site, n 415.4%)
Adverse events, n (%) 4 (15.4%)
Death during hospitalization, n (%) 2(7.7%)
Procedural-related 0 (0%)

P
Simad colon Progressive Cancer (comfort care or hospice) 20.7%
54.812:190)

Obstructed
small bowel Days followed up, mean (min-max)

colique

TABLE 3. Postprocedural clinical outcomes of EUS-guided coloenterostomy

Procedural outcomes

Technical success

Values

D

26 (100)

Clinical success

\ 2023 )

Resolution of symptoms

{

Able to tolerate oral intake

22 (84.6)

Mean days until clinical success achieved (range)

6.0 (1-24)

Recurrent obstruction

4 (154

)

Recurrent obstruction at different site

/—
\—

4 (154)

Adverse events

{

Maldeployment 0 (0)
Destination limb not as expected 0 (0}
Bleeding 139
Perforation 0 (0}
Diarrhea ﬂﬂ\

Postprocedural sepsis

g

1(39

Death during hospitalization 2(0.7)
Procedural-related 0 (0)
Progressive cancer (comfort care or hospice) 2(7.7)

54.8 (2-190)

Mean follow-up, days (range)



Risque de pancréatite post CPRE

Clinical impact of pancreatic steatosis measured by CT on the ‘ )
risk of post-ERCP pancreatitis: a multicenter prospective trial .

Moon Jae Chung, MD, PhD Se Woo Park, MD PhD,” Kyong Joo Lee MD, PhD,” Da Hae Park, BSN
Dong Hee Koh, MD, PhD,” Jin Lee, MD, PhD,” Hee Seung Lee, MD," Jeong Youp Park, MD, PhD
Seungmin Bang, MD, PhD," Seonjeong Min, MD, PhD,’ Ji Hoon Park, MD," So Jeong Kim, MD,"
Chan Hyuk Park, MD, PhD’

Seoul, Hwaseong, Goyang, Guri, Republic of Korea

GRAPHICAL ABSTRACT
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Risque de pancreéatite post CPRE

* Etude prospective non randomisée Corée du Sud 11/2020-07/2022

* Inclusion des patients consécutifs ayant eu un scanner et une CPRE
initiale sans antécédent de pancréatite ou pathologie pancréatique au

préalable
e Evaluation de la stéatose pancréatique par CT
* Procédures de CPRE standardisées
 Critere de jugement = incidence de pancréatite post-CPRE

Chung et al. GIE 2024



Risque de pancreéatite post CPRE

| Analyzed patients underwent CT scan (n=527)

Assessment of pancreatic steatosis according to the pancreatic attenuation
1} Mean pancreatic atteneation from three nonfumorous pancreatic parenchyma of the head
2) Mean pancreatic attenuation from three nonlumaorous pancreatic parenchyma of the body
1) Mean pancreatic attenuation from three nonlumorous pancreatic parenchyma of the tail

4) Mean pancreatic attenuation from three nontumorous pancreatic parenchyma of the spleen

«  Pancreatic steatosis was defined as a P [mean value 1)+ 2) + 3) / 3]/ 8 [4)] ratio <0.70.

No pancreatic steatosis Pancreatic steatosis
(n=370) (n=15T)
Sequential therapeutic ERCF (n=370) Sequential therapeutic ERCP (n=15T7)

Evaluation of PEP at 24 hours after ERCP

PEP {n= 23, 6.2%) PEP (=11, 14.0%)
ErE—==

* Moderate (n=8, 2.2%) *  Moderate (n=5, 3.2%)
= Bevere (n=2, 0.5%) *  Severe (n=d, 2.3%)

Limites
p= 0,017

Pas de standard de définition du
diagnostic en imagerie

Les facteurs de risque connus de PA post
CPRE comme le sexe féminin, I'obésité,
dilatation de la sphinctérotomie ne sont
pas sortis ici comme autres FdR
significatifs

Pas d’association entre stéatose et
sévérité de la pancréatite : faible relation
cause a effet ?

Chung et al. GIE 2024
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