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Guideline626

The ESGE Guideline Committee
!

The ESGE Guideline Committee (GLC) comprises a
Chair and committee members who are appoin-
ted by the GLC after ESGE Governing Board ap-
proval. They include members of the ESGE and of
the European Society of Gastroenterology and En-
doscopy Nurses and Associates (ESGENA). Repre-
sentatives from the biomedical industry may be
invited to act as advisors but are not part of the
GLC. The list of current members is published on
the ESGE website. Section leaders are elected for
four different interest areas, namely relating to
the upper GI tract and the small bowel, to the co-
lon, to the biliopancreatic tree, and to patient se-
dation and monitoring.
The main tasks of the GLC are to propose topics
for new ESGE policy documents, to pursue colla-
boration with other medical societies, to organize
the scientific development of ESGE policy docu-
ments, and to participate in their detailed pre-
paration. The GLC manages potential conflicts of
interest and ensures that all ESGE policy docu-
ments are scientifically sound, based on a thor-
ough review of the literature. Section leaders co-
ordinate the work of groups working on different
policy documents and decide on the practical de-
tails of updates for ESGE policy documents in
their area of expertise.

Types of ESGE policy document
!

The ESGE now publishes three types of policy
document; references are given for examples of
the two types of document that have previously
been published:
▶ Clinical Guidelines provide guidance on disease

management and on the clinical implications
of technological developments. The topics have
a considerable impact on clinical practice in the
GI endoscopy community and a sufficiently ro-
bust evidence base is available [1, 2].

▶ Position statements express the ESGE position
on topics that have a narrower impact on GI
endoscopy clinical practice, or for which suffi-
cient evidence is not available, or for which the
development methodology described below
was not strictly followed.

▶ Technology reviews clarify endoscopic tech-
niques for those who actually perform endo-
scopic procedures (“how to do it”). They may
be produced following the guideline develop-
ment methods described below if sufficient
data are available [3].

New topics for ESGE policy documents
!

Potential topics may be proposed spontaneously
or following surveys of ESGE member societies,
or by GLC members as well as by members of the
Endoscopy journal Editorial Board. The formal
procedure consists of sending a standardized
form, available at the ESGE website, to the GLC
Chair. After searching for any existing up-to-date
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Numerous scientific publications explore the field
of gastrointestinal (GI) endoscopy (a Pubmed
search currently yields >73000 results). There-
fore, guidelines have become an indispensable
tool for incorporating up-to-date knowledge into
daily clinical care. Since the 1990s, the issuing of

guidelines has been a central task of the European
Society of Gastrointestinal Endoscopy (ESGE).
Here, the ESGE clarifies the types of policy docu-
ments that it issues and the methodology used to
produce them, taking into account recent metho-
dological developments.



guidelines on the proposed topics, the GLC Chair will present the
proposed topics to the ESGE Governing Board, which will select
and prioritize them. Criteria for the selection of topics will in-
clude the burden of disease, the extent of current variation in
practice, the potential to improve outcomes, the avoidance of du-
plication of effort, and the extent of existing evidence onwhich to
base the policy document [4].

Selection of working group members
!

Guideline development groups are formed to draft each guide-
line. They generally involve 10–15 members, including a leader
and, if deemed necessary, a person specialized in the methodolo-
gy of guideline development. The GLC Chair will invite and brief
the leader; the leader will propose experts in the endoscopic field
as well as patients’ representatives, and experts from other spe-
cialties and professions if this is deemed useful to guaranteemul-
tidisciplinarity. All participants will be chosen and invited ac-
cording to their expertise and professional qualifications. After
discussion with the GLC Chair, the leader will invite the selected
experts to join the working group.The working group will com-
prise several task forces, each with a leader responsible for orga-
nization at his/her level. Participating experts will be introduced
to key literature about the methodology used and will sign a de-
claration regarding any competing interests.
The ESGE will not provide honoraria to members of the working
group but it will support administrative and meeting costs, in-
cluding organization and the travel and accommodation of parti-
cipants. If the ESGE receives financial support from the biomedi-
cal industry or from foundations, for developing a specific policy
document, then such support will not be obtained from only a
single company. Financial support for the development of ESGE
policy documents must not have any conditions. Contributing in-
dustries or other entities will not be allowed to have representa-
tives present during meetings held for developing policy docu-
ments.

Development of ESGE policy documents
!

Review of the evidence
The working group will develop a list of key questions according
to the PICO format (population, intervention, comparison, and
outcome), with series of key questions assigned to task forces
[5]. A literature search will then be performed within a range of
sources, including the Cochrane Library and Medline at a mini-
mum. The literature search may be done by members of the
working group or by one designated person. Key features of the
systematic literature review include an explicit search strategy
and selection of essential elements according to defined inclusion
and exclusion criteria. The resulting evidence will be summar-
ized in evidence tables for the most important outcomes. Evi-
dence tables and the complete search strategy (with sufficient
detail to allow reproduction of the search) will be published on-
line as appendixes to the policy document published in the jour-
nal Endoscopy.

Grading system
The GLC, in agreement with the ESGE Governing Board, has deci-
ded to adopt the Grading of Recommendations Assessment, De-
velopment and Evaluation (GRADE) system for grading evidence
levels and recommendation strengths [6]. The GRADE system is
clinically oriented as the grading of recommendations depends
on the balance between benefits and risks or burden of any
health intervention. Differently from other grading systems, the
GRADE system has been conceived to allow for dissociation be-
tween evidence levels and recommendation strengths. This is
related to the clinically oriented assumption that policies should
be strongly recommended whenever the benefits clearly out-
weigh the risks or burden (or vice versa), irrespective of the level
of supporting evidence.
According to the GRADE system, the evidence level strictly de-
pends on the likelihood that further research would change our
confidence regarding the estimate of the trade-off between the
benefit and the risks/burden. The assessment of the evidence lev-

Table 1 Levels of evidence
according to the Grading of
Recommendations Assessment,
Development and Evaluation
(GRADE) system [6].

Evidence level

High quality One or more well-designed and well-executed randomized controlled trials (RCTs) that yield
consistent and directly applicable results.
This level also means that further research is very unlikely to change our confidence in the
estimate of effect.

Moderate quality RCTs with important limitations (i. e., biased assessment of the treatment effect, large loss to
follow-up, lack of blinding, unexplained heterogeneity), indirect evidence originating from
similar (but not identical) populations of interest, and RCTs with a very small number of
participants or observed events.
In addition, evidence from well-designed controlled trials without randomization, from well-
designed cohort or case– control analytic studies, and frommultiple time series with or without
intervention is in this category.
This level also means that further research will probably have an important impact on our
confidence in the estimate of effect and may change the estimate.

Low quality Observational studies would typically be rated as low quality because of the risk for bias.1

This level also means that further research is very likely to have an important impact on our
confidence in the estimate of effect and will probably change the estimate.

Very low quality2 Evidence is conflicting, of poor quality, or lacking, and hence the balance of benefits and harms
cannot be determined.
Any estimate of effect is very uncertain as evidence is either unavailable or does not permit a
conclusion.

1 Quality of evidence based on observational studies may be rated as moderate or even high, depending on circumstances under which
evidence is obtained from observational studies. Factors that may contribute to upgrading the quality of evidence include a large
magnitude of the observed effect, a dose– response association, or the presence of an observed effect when all plausible confounders
would decrease the observed effect.

2 Insufficient evidence to determine for or against routinely providing a service.
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el takes into account, apart from study design, the directness of
the relationship between the study results and the selected out-
come, the consistency across different studies, the evidence of a
dose–response gradient, and the limitation or bias of the avail-
able studies (●" Table1). When the evidence level is very low, it
may provide an insufficient basis for any recommendation to be
made.
According to the GRADE system, the recommendation strength
depends on four main factors: trade-offs between the benefits
and the risks/burden, evidence level, patients’ values and prefer-
ences, and cost considerations. There are two grades of recom-
mendation: strong and weak (●" Table2). Strong recommenda-
tions indicate that benefits clearly outweigh the risks and burden,
so that the intervention should be received by most individuals
with a particular condition and can be adopted as policy in most
circumstances.Weak recommendations indicate that benefits are
finely balanced against risks and burden or that a substantial un-
certainty exists about the magnitude of benefits and risks. Pa-
tient preferences may strongly influence the appropriate inter-
vention. Several medical organizations have proposed that inter-
ventions strongly recommended on the basis of the GRADE sys-
temmay be adopted as reliable performance indicators of the im-
provement of patient care [7].

Meetings
Once the evidence tables have been constructed and the evidence
statements plus recommendations have been drafted, a face-to-
face meeting is held in order to: (i) deal with any significant un-
resolved issues or controversies, and (ii) vote on evidence state-
ments and recommendations.
If 80% or more of the working group is in agreement, the recom-
mendationwill be approved. In the case of disagreement, the lea-
der may decide to continue until a final agreement is reached, to
remove the recommendation because of lack of agreement, or to
keep the recommendation with an explanation of the disagree-
ment.

Structure of manuscript submitted for review
!

The title of the document should specify the topic, the type of
ESGE policy document (from those listed above), and the names
of the endorsing societies.
A structured abstract of no more than 300 words should be
provided, with the following headings: Background, Aims and to-
pics, Associated document (in the case of combined publication,
for example a Clinical Guideline and a Technology Review),
Methods, Summary of selected recommendations.
The main text should contain at a minimum the following sec-
tions: an introduction (specifying target audience and endorsing
societies at the end); a methods section; the topic of each task
force with statements and recommendations followed by a dis-

cussion; a competing interests statement; hyperlinks to online
appendixes; references; and tables. Inclusion of algorithms is en-
couraged. The recommendations felt to be themost important for
clinical practice should be in bold characters. The maximum
word count for the main text, excluding references, should be
6500.
A separate summary titled “Quick reference guide” should list
evidence statements and recommendations, and the algorithms
if deemed useful.
Appendixes that will be made available online-only should in-
clude: (i) the Quick reference guide; (ii) a table showing each
task force topic with its key questions and also the personnel
comprising the task force; (iii) the numbers of articles considered
and finally used to answer key questions; (iv) the list of terms and
of databases used for the literature search to answer the key
questions, with sufficient detail to allow reproduction of the
search; and (v) for each important key question, an evidence ta-
ble listing each study included in the analysis with its most rele-
vant findings and statistical data.
As a legal disclaimer, the following explanation about the use of
ESGE policy documents has been included in recent ESGE Guide-
lines:
“ESGE Guidelines represent a consensus of best practice based on
the available evidence at the time of preparation. They might not
apply in all situations and should be interpreted in the light of
specific clinical situations and resource availability. Further con-
trolled clinical studies may be needed to clarify aspects of these
statements, and revision may be necessary as new data appear.
Clinical considerations may justify a course of action at variance
with these recommendations. ESGE Guidelines are intended to
be an educational device for providing information that may as-
sist endoscopists in providing care to patients. They are not rules
and should not be construed as establishing a legal standard of
care or as encouraging, advocating, requiring, or discouraging
any particular treatment.”
Because of space constraints, in future Guidelines this disclaimer
will be noted and referenced but not reproduced in full.

Peer review
!

The peer review process for ESGE policy documents will be as fol-
lows: when a topic is selected, two peer reviewers will be chosen
from the ESGE Governing Board; these peer reviewers will be no-
tified one month before the manuscript is submitted, to ensure
that the peer review process takes no more than two weeks. If
the required expertise is not available amongst ESGE Governing
Board members, peer review will be sought from outside of the
ESGE Governing Board.
One peer reviewer will check the manuscript using the Appraisal
of Guidelines, Research and Evaluation (AGREE) instrument [8].
Briefly, the AGREE instrument consists of a validated 23-item
tool targeting six quality-related domains (scope and purpose,
stakeholder involvement, rigor of development, clarity and pre-
sentation, applicability, editorial independence).

Table 2 Strength of recommendations according to the GRADE system [6].

Strength of

recommendation

Strong Benefits clearly outweigh risks and burden, or vice
versa. Usually stated as “we recommend.”

Weak Benefits closely balanced with risks and burden.
Usually stated as “we suggest.”
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Dissemination and adaptation
!

All ESGE policy documents will be made freely available from the
ESGEwebsite, in addition to publication in the journal Endoscopy.
As representatives of various countries have indicated the desire
to adapt ESGE policy documents at their national level, it has
been decided by the ESGE Governing Board and Thieme repre-
sentatives that this facility would be automatically granted with
no fee, after a formal request to the ESGE Governing Board. In its
title, the adapted policy document should include the title (in
English) of the original ESGE policy document and the names of
the authors of the original document. Any modifications of the
original document, apart from translation, should be clearly
identified in the adapted version of the document.

Update of ESGE policy documents
!

The date scheduled for document revision will be stated in each
ESGE policy document. If new evidence becomes available that
would significantly modify recommendations, updates to the
policy document in the interim period will be noted on the
ESGE website.
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