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Welcome message

Dear colleagues in endoscopy,

On behalf of the ESGE Scientific Committee, it is my pleasure to present the abstracts accepted to ESGE Days 
2026 in this supplemental edition of Endoscopy.

We are delighted to see the continued growth of the ESGE Days meeting, reflected not only in the impressive 
number of abstract submissions received, but also in their outstanding scientific quality. This year we received 
2395 abstracts, representing a 21 % increase on last year. The breadth of topics and strong international 
representation signal the rapid evolution of GI endoscopy and the commitment of our community to advanc-
ing research, innovation, and patient care. Original research remains the foundation of our congress, and 
together we are shaping the future of our field.

We extend our sincere thanks to all authors who submitted their work and I sincerely hope they enjoy the 
experience of presenting their science at our meeting. Each year we work hard to conceptualize innovative 
ways to showcase the research on offer. In Milan, abstract authors will showcase their work in oral presentation 
and pitch your poster sessions. In addition, for 2026 we are introducing ePoster Connect, an in-person forum 
where delegates with shared special interests can explore and debate the latest science. The six top-ranked 
abstracts from this year will be presented in the Presidential Session and a dedicated Best Abstracts session. 
To these researchers we give our heartfelt congratulations and hope that presenting their work under this 
accolade is a highlight of their endoscopy career. Furthermore, in recognition of the most recent evolution in 
our field, we are introducing two dedicated Late-Breaking Abstract Sessions, providing a platform for the 
most up to date and innovative research.

I would also like to acknowledge the dedication of the Scientific Committee, reviewers, and the ESGE Office 
team, whose efforts have created a high-quality and engaging programme.

At ESGE Days 2026, our mission is to Reimagine Endoscopy: Smarter, together and for the future. We invite 
you to explore the research presented in this supplement and to join us in Milan to further our mission to-
gether.

Your ESGE Scientific Committee Chair
Tomáš Hucl

ESGE Days 2026

  

Date/Venue:
14.–16. May 2026, Milan, Italy

ESGE President:
Cesare Hassan

  

Tomáš Hucl
ESGE Scientific Committee Chair
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Best abstracts

ESGE Presidential Session

14/05/2026, 15:30–17:15� Plenary Room (Coral 4 + 5)

BA001  Low rates of lymph node metastases and 
recurrence following radical endoscopic resection of 
T1b adenocarcinoma in Barrett’s esophagus: evi-
dence from the PREFER study supports a strict 
endoscopic surveillance strategy with annual CT/PET
Authors  Bos V1, Chan MW1, Nagengast WB2, Bourke MJ3, Beyna T4, 
Bisschops R5, Koch AD6, Weusten BL7, 8, Alkhalaf A9, Pech O10, Seewald S11, 
Haidry R12, 13, De Wulf D14, Schlag C15, Schoon EJ16, Houben MHMG17, 
Messmann H18, Westerhof J2, Spaander M6, De Hertogh G19, 
Nieuwenhuis E20, Jansen M21, Neuhaus H4, Meijer SL22, Bergman J1, Pouw R1, 7

Institutes  1  Dept. of Gastroenterology and Hepatology, Amsterdam UMC, 
location VUmc, Amsterdam, Netherlands; 2  Dept. of Gastroenterology and 
Hepatology, University Medical Center Groningen, Groningen, Netherlands; 
3  Dept. of Gastroenterology and Hepatology, Westmead Hospital, Sydney, 
Australia; 4  Dept. of Internal Medicine and Gastroenterology, Evangelisches 
Krankenhaus Düsseldorf, Düsseldorf, Germany; 5  Dept. of Gastroenterology 
and Hepatology, University Hospitals Leuven, Leuven, Belgium; 6  Dept. of 
Gastroenterology and Hepatology, University Medical Center, Rotterdam, 
Netherlands; 7  Dept. of Gastroenterology and Hepatology, University 
Medical Center Utrecht, Utrecht, Netherlands; 8  Dept. of Gastroenterology 
and Hepatology, St. Antonius Hospital, Nieuwegein, Netherlands; 9  Dept. 
of Gastroenterology and Hepatology, Isala Zwolle, Zwolle, Netherlands; 
10  Dept. of Gastroenterology and Interventional Endoscopy, St John of God 
Hospital, Regensburg, Germany; 11  GastroZentrum Hirslanden – Swiss 
Digestive Health Center – Klinik Hirslanden, Zürich, Switzerland; 
12  University College London Hospitals Nhs Foundation Trust, london, 
United Kingdom; 13  Digestive Diseases and Surgery Institute, Cleveland 
Clinic London, London, United Kingdom; 14  Dept. of Gastroenterology and 
Interventional Endoscopy, AZ Delta Roeselare, Roeselare, Belgium; 
15  Klinikum rechts der Isar der Technischen Universität München, 
München, Germany; 16  Dept. of Gastroenterology and Hepatology, 
Catharina Hospital, Eindhoven, Netherlands; 17  Dept. of Gastroenterology 
and Hepatology, Haga Teaching Hospital, The Hague, Netherlands; 
18  Dept. of Gastroenterology, University Hospital Augsburg, Augsburg, 
Germany; 19  Dept. of Pathology, UZ Leuven Gasthuisberg Campus, Leuven, 
Belgium; 20  Dep. of Gastroenterology and Hepatology, Amsterdam UMC, 
location VUmc, Amsterdam, Netherlands; 21  Dept. of Histopathology, 
University College London Hospital NHS Trust, London, United Kingdom; 
22  Dept. of Pathology, Amsterdam UMC, location University of Amsterdam, 
Amsterdam, Netherlands
DOI  10.1055/s-0046-1820650
Aims  Strict follow-up after endoscopic resection (ER) is gaining recognition 
as a valid management strategy for esophageal adenocarcinoma (EAC) invad-
ing the submucosa (T1b) [1]. However, the optimal follow-up protocol is still 
unclear. We present the results of the first prospective international multicenter 
cohort study (PREFER, NCT03222635) on the safety and efficacy of strict fol-
low-up following R0 ER of T1b EAC, now that all patients have completed at 
least two years of follow-up.
Methods  Patients treated with ER for T1b EAC with tumor free vertical resec-
tion margins (R0v) were included at 19 expert centers in Europe and Australia 
until the sample size of ≥ 141 was reached. Submucosal invasion ≥ 500um, poor 

differentiation, and lymphovascular invasion were considered risk factors for 
lymph node metastases (LNM). Lesions were classified low-risk (LR) in case of 
only superficial submucosal invasion ( < 500um), and high-risk (HR) when at 
least one of the risk factors for LNM was present. All included patients under-
went baseline re-staging with gastroscopy, endoscopic ultrasound (EUS) and 
whole-body CT/PET-CT 6-8 weeks after ER. When no metastases were detect-
ed (cT1bN0M0), patients entered strict follow-up with gastroscopy and EUS 
every 3 months during the first 2 years, every 6 months during years 3 and 4, 
and once at the end of year 5. CT/PET-CT was repeated 1 year after baseline. 
Primary outcomes were disease-specific and overall survival; secondary out-
comes were rates of LNM, intraluminal recurrence not amenable to endoscop-
ic treatment, and distant metastasis.
Results  In total, 157 T1b patients (54 LR, 103 HR) were included between July 
2017-July 2023.
In LR-T1b patients (87 % male, median age 70 years), median follow-up was 39 
months (IQR 26-57) with 11 endoscopies (IQR 7-13). During follow-up, 3/54 
(6 %; annual risk 1.7 %) developed LNM, of whom one patient died of EAC. In-
traluminal recurrence not amenable for endoscopic treatment developed in 
2/54 (4 %; annual risk 1.1 %), both patients were treated curatively. No distant 
metastasis were diagnosed.
In patients with HR-T1b (81 % male, median age 71 years), median follow-up 
was 37 months (IQR 24-51) with a median of 10 endoscopies (IQR 6-12). In 
total, 10/103 (10 %; annual risk 3.2 %) developed LNM: 7/10 received curative 
treatment, 3/10 were unfit for curative treatment due to comorbidities. In 
8/103 (8 %; annual risk 2.5 %) intraluminal recurrences not amenable for endo-
scopic treatment developed: all were detected at a curable stage, however, 5/8 
refused further treatment or received palliative treatment due to comorbidities, 
3/8 died of EAC. Furthermore, 4/103 (4 %; annual risk 1.3 %) developed distant 
metastases, all without signs of intraluminal recurrence or LNM: 2/4 developed 
liver metastases, one of whom refused further treatment and died, and the 
other received immunotherapy but died of hearth failure; 1/4 underwent re-
section of lung metastasis but developed new pulmonary and liver metastases 
after 2 years and now receives palliative treatment; 1/4 developed non-region-
al LNM (i.e. cervical and sacral) with further policy pending. Most distant me-
tastases (3/4) were detected in the third year of follow-up (2/4 detected with 
CT due to symptoms, 1/4 during regular follow-up EUS), and 1/4 was detected 
during the per-protocol CT/PET 1 year after baseline. In this cohort, over a 
median follow-up of 37 months (IQR 25-52), 34/157 (22 %) have successfully 
completed an event-free 5-year follow-up. Non-EAC mortality (14/157; 9 %) 
was three times higher than EAC-related mortality (5/157; 3 %).
Conclusions  The interim results of this first prospective study on strict fol-
low-up after R0v ER of T1b EAC show that after a median follow-up of 3 years, 
34/157 (22 %) have successfully completed event-free 5-year follow-up, non-
EAC death (9 %) is 3x higher than EAC death (3 %), and 26/157 (17 %) developed 
metastasis and/or intraluminal recurrence not amenable to endoscopic treat-
ment, of which the majority (22/26; 85 %) was diagnosed at a curable stage. 
Our data also show that 3/4 distant metastases were found in the third year of 
follow-up, not detected by the protocol-mandated CT/PET-CT 1 year after 
baseline. Given the unknown incidence of distant metastases after year 1 and 
improved treatment options for distant metastases in recent years, we advise 
adding annual CT/PET-CT during strict follow-up of these patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Weusten B, Bisschops R, Dinis-Ribeiro M, di Pietro M, Pech O, Spaander 
MCW et al. Diagnosis and management of Barrett esophagus: European So-
ciety of Gastrointestinal Endoscopy (ESGE) Guideline. Endoscopy 2023; 55 
(12): 1124–46
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BA002  Combination of NSAIDs and prophylactic 
pancreatic duct stent is superior in preventing 
post-endoscopic retrograde cholangiopancreatogra-
phy pancreatitis in patients with one or more 
unintentional pancreatic duct cannulations 
(FLUYT-2)
Authors  de Jong MJ1, 2, Sperna Weiland CJ3, Van Delft F1, Van Eijck BC4, 
De Wijkerslooth TR5, Hadithi M6, Verdonk RC7, Verlaan T8, Bhalla A9, 
Vrij AA10, Bisseling TM1, Thierens ND1, Nagelhout A11, Seerden T12, 
Scheffer R3, Hazewinkel Y13, Venneman NG14, Boonstra K1, Huibregtse I5, 
Koehestanie P15, Voorburg AM16, Poen AC17, Bruno MJ18, Van Geenen EM1, 
Siersema PD1, 18

Institutes  1  Radboud University Medical Center, Department of 
Gastroenterology and Hepatology, Nijmegen, Netherlands; 2  St. Antonius 
Hospital, Department of Research and Development, Nieuwegein, 
Netherlands; 3  Jeroen Bosch Hospital, Department of Gastroenterology and 
Hepatology, 's-Hertogenbosch, Netherlands; 4  Spaarne Gasthuis, 
Department of Gastroenterology and Hepatology, Hoofdd, Netherlands; 
5  Department of Gastrointestinal Oncology, Netherlands Cancer Institute 
– Antoni van Leeuwenhoek, Amsterdam, Netherlands; 6  Department of 
Gastroenterology and Hepatology, Maasstad Ziekenhuis, Rotterdam, 
Netherlands; 7  Department of Gastroenterology and Hepatology, St. 
Antonius Hospital, Nieuwegein, Netherlands; 8  Gelderse Vallei Hospital, 
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Aims  Post-endoscopic retrograde cholangiopancreatography (ERCP) pancre-
atitis (PEP) has an incidence of approximately 10 %. Both the European and 
American Society of Gastrointestinal Endoscopy recommend a 100 mg di-
clofenac or indomethacin suppository just prior to an ERCP procedure as pri-
mary prophylaxis against PEP. Furthermore, both societies recommend insert-
ing a plastic stent into the pancreatic duct (PD) following multiple 
unintentional PD cannulations. However, it remains unclear whether PD stent 
placement after a single unintentional PD cannulation, combined with non-
steroidal anti-inflammatory drugs (NSAIDs), offers additional benefit in pre-
venting PEP.
The aim of the FLUYT-2 trial was to determine whether the combination of 
NSAIDs and PD stent placement is more effective than NSAIDs alone in prevent-
ing PEP in patients with one or more unintentional PD cannulations.
Methods  This study was designed as an additional arm of the initial FLUYT 
trial, a randomized controlled trial that compared the combination of aggres-
sive hyperhydration and rectal NSAIDs with NSAIDs alone in preventing PEP. 
The initial trial found no significant difference between both groups.
In the FLUYT-2 trial, we prospectively included a new cohort of 275 patients 
who underwent PD stent placement following even a single unintentional PD 
wire cannulation. Screening for eligibility occurred with the same exclusion 
criteria as the initial FLUYT trial. This cohort was compared with a subgroup of 
262 patients from the FLUYT trial who did not receive PD stent placement after 

unintentional PD cannulation. FLUYT-2 was carried out between October 2021 
and September 2025 in four academic and 18 community hospitals in The 
Netherlands.
The inserted prophylactic PD stents were either single pigtail or straight stents 
without an internal flange, with a recommended size of 5 French and 5 centim-
eters in length. The primary endpoint was the incidence of PEP, defined accord-
ing to the Cotton criteria. Secondary endpoints included severity of PEP, 
ERCP-related complications other than PEP, and the rate of spontaneous PD 
stent migration.
Results  A total of 275 patients were included, with 217 successfully placed 
straight or single-pigtail PD stents that remained in place during the procedure. 
The primary indication for ERCP was choledocholithiasis (63.6 %). The incidence 
of PEP was 19.8 % in the group without PD stent placement vs. 12.4 % in the 
group with PD stent placement (p = 0.03). In the subgroup of patients with a 
dislocated stent during the procedure (n = 19), the incidence of PEP was 15.8 %. 
The severity of PEP did not differ significantly between both groups, and there 
was no significant difference in duration of hospital admission (1 night [IQR 
1-4] in the no-PD stent group vs. 1 night [IQR 1-3] in the PD stent group). The 
incidence of other ERCP-related complications was comparable between both 
groups. Pigtail stents had a lower PEP incidence compared with straight stents 
(10.8 vs. 13.5 %) and were more likely to dislocate spontaneously within the 
two weeks after ERCP (76.7 % vs. 64.6 %). A total of 53 PD stents had to be re-
moved by gastroscopy after abdominal X-ray was made. None of these patients 
developed pancreatitis after stent removal.
Conclusions  Insertion of a plastic stent in the pancreatic duct following unin-
tentional PD cannulation in combination with rectal NSAIDs is superior to 
NSAIDs alone in preventing PEP. We recommend the placement of a single 
pigtail 5cm 5Fr PD stent after common bile duct intervention in patients with 
even a single unintentional PD cannulation.
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Authors  Lau LH1, 2, 3, Wu CW2, Ip BY2, Xiao X4, 2, 3, Li VC1, Ho AH2, Lo VW2, 
Lui RN2, Wong VW2, 1, Chiu PWY5, 1, Chan FK2, 1

Institutes  1  Institute of Digestive Disease, The Chinese University of Hong 
Kong, Hong Kong, Hong Kong; 2  Department of Medicine and 

S8



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Therapeutics, The Chinese University of Hong Kong, Hong Kong, Hong 
Kong; 3  Li Ka Shing Institute of Health Sciences, The Chinese University of 
Hong Kong, Hong Kong, Hong Kong; 4  Medical Data Analytic Centre, The 
Chinese University of Hong Kong, Hong Kong, Hong Kong; 5  Department 
of Surgery, The Chinese University of Hong Kong, Hong Kong, China
DOI  10.1055/s-0046-1820652
Aims  Direct oral anticoagulants (DOAC) increase the risk of post-polypectomy 
bleeding (PPB). We aim to evaluate the effectiveness of prophylactic clipping 
among these high-risk patients.
Methods  We performed an industry-independent, double-blinded, paral-
lel-group, superiority randomized trial in Hong Kong. Subjects who received 
DOAC and underwent colonoscopies were recruited. They withheld DOAC for 
48 hours pre-procedure and resumed on the next day unless contraindicated. 
Endoscopic resection was standardized (cold polypectomy for < 10mm and 
non- pedunculated polyps, hot resection for large or pedunculated polyps). 
When polypectomy was performed, subjects were randomized 1:1 to receive 
prophylactic clipping (intervention) or without (control) by an independent 
research staff. In intervention arm, endoclips were used to close all polypecto-
my sites. In control arm, no endoclip was applied to any polypectomy site, 
except in case of uncontrolled immediate PPB. Randomization was blinded to 
non-endoscopist physicians in-charge, patients and data analysts. The prima-
ry endpoint was 30-day complicated delayed PPB, associated with i) unstable 
hemodynamics despite resuscitation; ii) decrease in hemoglobin ≥ 2 g/dL; iii) 
blood transfusion; iv) hemostatic interventions by endoscopy, angiographic 
embolization or surgery; v) prolonged hospitalization or vi) death. Secondary 
endpoints were overall PPB and cardiovascular events. All endpoints were ad-
judicated by an independent physician [1–3].
Results  Between December 2021 and April 2025, 440 subjects were screened 
with 148 subjects excluded due to absence of polyp, withdrawal of consent or 
unfit for procedures. 145 and 147 subjects were randomized to intervention 
and control arms respectively. Baseline characteristics were comparable includ-
ing demographics, medications, endoscopic factors, polyp characteristics (size, 
location) and resection techniques. (▶Table 1) The 30-day complicated delayed 
PPB rates were 3.4 % (5/145) in intervention and 3.4 % (5/147) in control arms 
respectively, with no significant difference between the two arms (hazard ratio 
(HR) 1.01, 95 %CI 0.29-3.48, p = 0.991). The overall PPB rates were 9.7 % 
(14/145) in intervention and 8.8 % (13/147) in control arms respectively, with-
out significant difference between arms (HR 1.07, 95 %CI 0.50-2.28, p = 0.856). 
Only one cardiovascular event (ischemic stroke) occurred in the control arm.

▶Table 1	 

Intervention arm 
(n = 145)

Control arm 
(n = 147)

Age (mean, SD) 70.9 (7.4) 71.9 (6.0)

HAS-BLED score 2.32 (0.97) 2.39 (1.05)

Apixaban ( %) 81 (55.9) 74 (50.3)

Dabigatran ( %) 28 (19.3) 30 (20.4)

Other anti-Xa ( %) 36 (24.8) 43 (29.3)

Standard dose ( %) 96 (66.2) 101 (68.7)

Aspirin/clopidogrel ( %) 75 / 27 (51.7 / 
18.6)

74 / 21 (50.3 / 
14.3)

Polyp number (mean, 
SD)

3.7 (2.9) 4.1 (3.9)

 < 10mm (n, %) 143 (98.6) 146 (99.3)

10-19mm (n, %) 24 (16.6) 26 (17.7)

 ≥ 20mm (n, %) 9 (6.2) 10 (6.8)

▶Table 1	 

Intervention arm 
(n = 145)

Control arm 
(n = 147)

Right colon (n, %) 109 (75.2) 119 (81.0)

Left colon (n, %) 106 (73.1) 109 (74.1)

Cold biopsy (n, %) 23 (15.9) 27 (18.4)

Cold snare (n, %) 138 (95.2) 141 (95.9)

Hot snare (n, %) 18 (12.4) 21 (14.3)

EMR (n, %) 6 (4.1) 9 (6.1)

ESD (n, %) 1 (0.7) 1 (0.7)

Conclusions  In this randomized trial, prophylactic clipping was not superior 
to standard care in preventing delayed PPB and associated complications 
among DOAC users. The cost-effectiveness of this widely-adopted practice 
should be reconsidered. (ClinicalTrial.gov: NCT05169242)
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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sound-guided biopsy for parenchymal liver disease: 
A randomized controlled, non-inferiority trial
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Aims  Endoscopic ultrasound-guided liver biopsy (EUS-LB) is being increasing-
ly used to acquire liver biopsies. However, the current accepted standard of 
EUS-LB using 19G Franseen needle has never been compared with the current 
gold standard of percutaneous ultrasound-guided liver biopsy (PC-LB) using a 
full-core 16G or 18G cutting needle.
Methods  We conducted a parallel-group, randomized controlled trial at the 
Institute of Liver and Biliary Sciences (ILBS), New Delhi. Patients were rand-
omized via the ILBS Interactive Web Response System (IWRS; block size 10). 
EUS-LB was done by a single experienced endosonographer (VB) using a 19G 
Franseen (AcquireTM, Boston Scientific) needle, under total intravenous anes-
thesia (TIVA) by an anaesthesiologist. PC-LB was done by multiple intervention-
al radiologists using an 18G BioPince full core (Argon medical devices) needle 
under local anesthesia.
For EUS-LB, a modified wet-heparin suction technique was used; the number 
of passes and needle actuations (for EUS-LB) were not restricted. Either the left 
or right lobe (or both) was accessed as per the operator's judgement. To avoid 
confounding by differences in the number of passes, we submitted the biopsy 
material from each pass separately for analysis of the adequacy parameters 
after slide digitization (MorphoLens 6). The pathologist reporting the liver bi-
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opsy specimens was not blinded to the allocation sequence. The primary end-
point was specimen adequacy (defined as total specimen length [TSL] ≥ 15 mm 
and ≥ 8 complete portal tracts [CPTs]). Secondary endpoints were the number 
of fragments, number of fragments > 9mm, number of CPTs, biopsy area, col-
lagen proportionate area, fibrosis staging, diagnostic yield, width of specimen, 
pain scores, satisfaction, and adverse events. For calculating the sample size, 
we assumed the success rate of procurement of adequate liver biopsies (defined 
above) to be 90 % in the PC group and 85 % with EUS-LB, based on existing lit-
erature. With an α of 10 %, a power of 80 %, and a non-inferiority margin of 10 %, 
we required 44 patients per arm (total sample size of 88); to account for tech-
nical limitations, we planned to enroll 90 patients. The trial was registered 
online (CTRI Number: CTRI/2023/10/058529; Clinical Trials.gov ID: 
NCT06047327)
Results  EUS-LB yielded 6.9 cm of total specimen length per patient compared 
with 2.0 cm for PC/TUS, and achieved a markedly larger total biopsy area (39.75 
mm² vs 10.42 mm², p < 0.01). Even on a per-pass basis, EUS-LB produced sub-
stantially greater tissue area (19.5 mm² vs 10.65 mm², p < 0.001). EUS-LB also 
generated many more tissue fragments (13 vs 1 per patient, p < 0.01), with 
correspondingly higher complete portal tract (CPT) counts (42 vs 9 per patient, 
p < 0.01), and this advantage persisted on a per-pass comparison (21 vs 9 CPTs, 
p < 0.001), indicating markedly superior architectural representation. Although 
EUS cores were slightly narrower in width (667.2 µm vs 747.8 µm, p < 0.01), 
they provided more fragments > 9 mm (2 vs 1 per patient) and greater cumu-
lative length, with collagen proportionate area remaining comparable between 
groups (11.0 % vs 8.1 %, p = 0.78). Across all major adequacy standards—includ-
ing the study primary definition ( ≥ 15 mm and ≥ 8 CPT), AASLD, EASL, APASL, 
and BGS criteria—EUS-LB consistently outperformed PC/TUS-LB. Adequacy rates 
with EUS-LB ranged from 95.6 % to 97.8 % per patient, compared with 28.9 % 
to 64.4 % for PC/TUS (all p < 0.001 except EASL p = 0.01). On a per-pass basis, 
adequacy with EUS-LB ranged from 81.8 % to 93.2 %, compared with 25.5 % to 
63.8 % for PC/TUS (all p < 0.001 except EASL p = 0.03), confirming the consist-
ently superior histologic yield of EUS-guided biopsy. The risk difference in ad-
equacy (primary endpoint) between a single pass of EUS-LB and PC-LB was 0.26 
(95 % CI 0.11 to 0.41).
Conclusions  EUS-LB using a 19G Franseen-tip needle was non-inferior and 
superior compared to PC-LB using 18G full-core, cutting needle. EUS-LB yields 
higher TSL, CPT number, and biopsy area, albeit with more fragmentation and 
less biopsy width. A single pass of EUS-LB yields an adequate specimen about 
26 % more often than PC-LB (absolute increase in adequacy rate). Adverse ef-
fects with EUS-LB were significantly higher, but minor.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We aim to assess risk factors for post-colonoscopy colorectal cancers 
(PCCRC) in a national Swedish randomized controlled colorectal cancer screen-
ing trial, SCREESCO. The focus is on quality indicators of the endoscopists and 
impact on the occurrence of PCCRC.
Methods  In SCREESCO, 278,051 individuals aged 60 were randomly assigned 
to once-only primary colonoscopy vs control, or two rounds of two-stool fecal 
immunochemical testing (FIT) two years apart with cut-off 10 μg hemoglobin/g 
feces vs control. Intervention was completed in 2020.

A PCCRC in this study was defined as a CRC following a negative colonoscopy 
either in the primary colonoscopy arm (PCOL) or in the FIT arm after a work-up 
examination after a positive test. CRCs detected after > 6 months up to 10 years 
after the index colonoscopy were considered as a PCCRC. Endoscopist’s ADR 
and proximal sessile lesion detection rates (PSPDR) were divided into either 
low- or high detection rates with a cutoff of 25 % in the PCOL arm and 40 % in 
the FIT arm for ADR, and 10 % in both arms for PSPDR. Endoscopists with at least 
20 colonoscopies in the FIT arm and 20 colonoscopies in the primary colonos-
copy arm performed in SCREESCO were included. In the FIT arm separate anal-
yses were performed for the first and the second round [1].
The cumulative incidence proportion of CRC from 6 months up to 10 years 
after the index colonoscopy was computed with 95 % confidence interval (CI) 
considering death from any cause as a competing risk.
Results  In the PCOL arm 10,620 colonoscopies were included and in the FIT 
arm there were 3,259 colonoscopies in round 1 and 3,886 in round 2. There 
were 22 PCCRCs in the PCOL arm, 16 in FIT round 1 and 2 in round 2. Of these 
3, 4 and 1 were detected within 3 years respectively. Of the total of 42 PCCRCs 
18 (42 %) were diagnosed in men. Stage I-II was seen in 23 (55 %), Stage III-IV 
in 15 (36 %) and for 4 (9 %) of the cases.
A total of 141 endoscopists were included; 51 were defined as high-detectors 
of adenomas and 36 of PSP. There were 31 defined as low-detectors of adeno-
mas and 46 of PSP. Data was missing in 58 of the endoscopists.
Within 6-36 months after the index colonoscopy the risk of PCCRC was 0.03 % 
(95 % C I: 0.02-0.03 %) in low ADR detectors in the PCOL arm, 0.24 % (95 % C I: 
0.20-0.29 %) in FIT round 1, and 0 % in FIT round 2. In high ADR detectors the 
corresponding risks was 0.03 % (95 % C I:0.03-0.04 %) in PCOL, 0.05 % (95 % C I: 
0.04-0.07 %) in FIT round 1 and 0.06 % (95 % C I: 0.05-0.08 %) in FIT round 2. In 
low PSP detectors the risks were 0.02 % in PCOL, 0.22 % in FIT round 1, and 
0.07 % in FIT round 2. In high PSP detectors the risks were 0.05 % in PCOL, 0 % 
in FIT round 1 and 2. The risks became increased somewhat between 4 to 7 
years after the index colonoscopy, more pronounced among the low detectors.
Conclusions  ADR and PSPDR of endoscopists seem to be associated with the 
occurrence of PCCRC.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Forsberg A, Westerberg M, Metcalfe C et al. Once-only colonoscopy or 
two rounds of faecal immunochemical testing 2 years apart for colorectal 
cancer screening (SCREESCO): preliminary report of a randomised controlled 
trial. Lancet Gastroenterol Hepatol 2022; 7 (6): 513–21

BA006  Polyps characterization: a real time optical 
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Aims  Optical diagnosis involves real time characterization of polyps during 
colonoscopy to characterise the nature of polyp to decide the best manage-
ment strategy for the polyp. Trained Endoscopists can use enhanced imaging 
(EI) or use newly developed AI based CADx to make an optical diagnosis to 
implement resect & discard strategy. The aim of our study is to compare the 
outcome of EI based optical diagnosis performed by experts with newly devel-
oped AI based CADx in a RCT.
Methods  This was a prospective, randomized controlled trial (RCT) conducted 
across multiple tertiary centres in UK. Patients were randomized (1:1) to either 
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the control arm (AI off) or the intervention arm (AI on). The CAD-x device used 
for this study was WISE VISION (NEC Japan). This was a superiority trial, powered 
on NPV, to demonstrate an improvement from 75 % (endoscopist) to 90 % 
(CADx), with an 80 % power and an alpha of 0.05. In the control arm, endosco-
pist made an optical diagnosis by using EI and that was recorded and compared 
with the final histology. In the AI arm, CADx diagnosis on WLI and EI was pro-
spectively recorded and compared with the histology. Data on sensitivity, 
specificity, accuracy and NPV was collected for each arm for all polyps and for 
polyps < 5mm in size.
Results  A total of 653 patients were randomised across 3 centres in the UK. 
328 to the control arm where experts made EI based OD and 324 to the inter-
vention arm with CADx based OD. The mean age was 60.34 ± 12.28 and 
60.44 ± 13.11 (p = 0.92), in the control and intervention group and a signifi-
cantly lower rate of male (49.39 % vs 57.72 %, p = 0.04) was observed for control.
For the control group, the endoscopist performance was evaluated on 628 
polyps (414 diminutive). For all polyps, sensitivity, specificity and negative 
predictive value were 0.93, 0.63 and 0.87 on white light and 0.92, 0.62 and 
0.85 on EI. For diminutive polyps sensitivity, specificity and negative predictive 
were 0.90, 0.63 and 0.84 on white light and 0.90, 0.62, 0.82 on EI.
For the intervention group, CADx performance was evaluated on 699 polyps 
(494 diminutive). For all size polyps sensitivity, specificity and negative predic-
tive value were 0.72, 0.62, 0.61 on white light and 0.77, 0.56 and 0.63 on EI. 
For diminutive polyps sensitivity, specificity and negative predictive value were 
0.70, 0.64 and 0.59 on white light and 0.77, 0.56 and 0.63 on EI.
The performance of the composite diagnosis of endoscopist plus CAD-x were 
measured on 658 polyps (522 diminutive). For all size polyps sensitivity, spec-
ificity and negative predictive value were 0.89, 0.59 and 0.79 on white light 
and 0.88, 0.58 and 0.78 on EI. For diminutive polyps sensitivity, specificity and 
negative predictive value were 0.88, 0.57 and 0.77 on white light and 0.89, 
0.56 and 0.78 on EI.
Finally, the threshold of NPV > 0.90 for diminutive polyps was not met by the 
experts using EI and neither was it met by CAD-X. However, PIVI-2 threshold 
of > 90 % concordance of follow up was met (agreement 97.4 %) by CADx based 
OD
Conclusions  Our study demonstrates that current version of CAD-X is subop-
timal and cannot be used on its own or in combination with Endoscopist based 
diagnosis. We found that CADx cannot improve the performance of expert 
endoscopists and if anything, it can negatively influence it.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Recommended colonoscopy surveillance intervals for patients after pol-
yp removal are arbitrary because randomized trials comparing surveillance 
intervals are lacking.
Methods  We randomized 10,799 patients with high-risk adenomas in 8 Euro-
pean countries 1:1 to currently recommended 3-year colonoscopy or to colo-
noscopy after 5 years. To avoid lead time bias, the 3-year am also received co-
lonoscopy after 5 years. A parallel single-arm trial enrolled patients with 
removed serrated polyps to 5-year surveillance colonoscopy. The primary 
endpoint was non-inferiority of colorectal cancer risk at 5 years.
Results  We randomized 5,398 patients to less frequent (first after 5 years) and 
5,401 to more frequent (first after 3 years) surveillance. The 5-year risk of CRC 
was 0.47 % with less frequent surveillance as compared to 0.48 % with more-fre-
quent surveillance (absolute risk difference adjusted for competing risk of death 
-0.003 %; upper bound of 99.12 % confidence interval: 0.381 %). The 5-year CRC 
risk was 0.46 % (95 %CI 0.112 to 0.911 %) among 1,861 patients with serrated 
polyps. The distribution of CRC stage at diagnosis was similar between study 
arms. Five patients died of CRC; three in the less frequent surveillance arm 
(0.06 %) and two in the more frequent surveillance arm (0.04 %). No patients 
with only serrated polyps died of CRC. The cumulative yield of advanced ade-
nomas was 10.82 % in patients with advanced adenomas with more frequent 
and 10.66 % with less frequent surveillance (p = 0.83), and 7.45 % in patients 
with serrated polyps.
Conclusions  First surveillance colonoscopy after five years is non-inferior to 
currently recommended 3-year colonoscopy for patients with high-risk adeno-
mas. NCT02319928.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP001  Contractility patterns on functional lumen 
imaging probe (FLIP) prior to peroral endoscopic 
myotomy predict outcomes in achalasia
Authors  Perananthan V1, Chhoda A1, Ospina Velasquez LE1, 
Wong Kee Song LM1, Law R1, Codipilly D1, Snyder D1, Leggett C1, 
Alexander J1, Ravi K1

Institute  1  Mayo Clinic, Rochester, United States of America
DOI  10.1055/s-0046-1820656
Aims  While functional lumen imaging probe (FLIP) is well-established for iden-
tifying esophagogastric junction outflow disorders, its role in patients with 
confirmed achalasia before per-oral endoscopic myotomy (POEM) are unclear. 
This study aimed to evaluate whether FLIP provides additional diagnostic value 
before POEM.
Methods  This retrospective study of prospectively collected data included 
patients with primary achalasia confirmed on high-resolution esophageal ma-
nometry who underwent FLIP at a tertiary center from March 2020 to June 
2024. Reduced EGJ opening (REO) on FLIP was defined as a distensibility in-
dex < 2 mm²/mmHg at 60 mL balloon volume and diameter < 12 mm at 70 mL. 
Contractile response (CR) was categorized using published criteria. Outcome 
measures comprised of clinical success (Eckardt score ≤ 3) and significant bar-
ium retention on timed barium esophagram (TBE), defined as a column 
height > 5 cm at 5 minutes and/or retention of a 13-mm barium tablet.
Results  Among 166 patients (44.6 % female; median age 60.0, IQR 44.5–73.0), 
18 (10.8 %) had type I, 123 (74.1 %) type II, and 25 (15.1 %) had type III achala-
sia. All patients demonstrated REO on FLIP; 126 (75.9 %) had absent CR and 40 
(24.1 %) had some contractility (▶Table 1). Significant barium retention on TBE 
was observed in 48 patients (28.9 %). Absent CR was associated with increased 
barium retention (RR 1.3, 95 % CI 1.1-1.5, p = 0.005) and greater mean column 
height at 5 minutes (2.0 cm vs. 0.8 cm, p = 0.048) post POEM procedure.

▶Table 1	 

Total 
cohort 

No 
contractility 

Contractili-
ty present 

p-value 

N 166 126 (75.9 %) 40 (24.1 %) 

Age years 
(median + IQR) 

60.0 (44.5 
– 73.0) 

61.5 (44.8 
– 73.0) 

55.0 (44.0 
– 73.0) 

0.636 

Female (n, %) 74 (44.6 %) 60 (47.2 %) 14 (35.9 %) 0.270 

BMI (medi-
an + IQR) 

27.6 (23.6 
– 33.0) 

26.8 (23.1 
– 32.5) 

29.9 (26.2 
– 34.3) 

0.039 *

Type 1 (n, %) 18 (10.8 %) 14 (11.0 %) 4 (10.3 %) 0.999 

Type 2 (n, %) 123 
(74.1 %) 

98 (77.2 %) 25 (64.1 %) 0.142 

Type 3 (n, %) 25 (15.1 %) 15 (11.8 %) 10 (25.6 %) 0.043 *

Pre-POEM 
Eckardt score 
(median + IQR) 

7.0 (5.0 
– 8.0) 

7.0 (5.0 
– 8.0) 

6.0 (4.0 
– 9.0) 

0.636 

▶Table 1	 

Total 
cohort 

No 
contractility 

Contractili-
ty present 

p-value 

Esophageal 
Myotomy 
length (cm) 

6.0 (6.0 
– 8.0) 

6.0 (6.0 
– 8.0) 

8.0 (6.0 
– 10.5) 

0.114 

FLIP Distensibil-
ity (mm²/
mmHg) at 
60mL 
Pre-POEM 
(median + IQR) 

1.2 (0.8 
– 2.3) 

1.2 (0.8 
– 2.2) 

1.2 (0.6 
– 2.5) 

0.571 

FLIP Diameter 
(mm) at 70mL 
Pre-POEM 
(median + IQR) 

8.2 (6.2 
– 11.5) 

8.2 (6.4 
– 12.0) 

8.7 (5.8 
– 10.8) 

0.448 

Conclusions  Absent CR on FLIP prior to POEM predicts significant barium re-
tention on TBE following POEM, supporting an additive role for FLIP to predict 
outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP002  Long term efficacy of pneumatic dilation in 
type I and II achalasia
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DOI  10.1055/s-0046-1820657
Aims  Achalasia is a chronic degenerative disease affecting the esophageal 
motility. The treatment of achalasia is mainly symptomatic, aimed at symptom 
relief by reducing the LES pressure. The main treatments for achalasia are pneu-
matic dilation (PD), Heller laparoscopic myotomy (LHM), and endoscopic per-
oral myotomy (POEM), each with specific risks and benefits. The effectiveness 
of treatments tends to decline over time, and studies comparing the three 
therapeutic options have provided conflicting results in the long-term. Over 
the last two decades, the introduction of High-resolution manometry (HRM) 
enabled the identification of 3 types of achalasia, allowing a more precise and 
individualized treatment approach. The latest ESGE 2020 and the ACG 2020 
guidelines recommended graded pneumatic dilation as first line treatment for 
type I and type II achalasia. This study aims to evaluate the efficacy and safety 
of graded pneumatic dilation in the treatment of type I and type II achalasia in 
our center, over a 10-year follow-up.
Methods  This is a single-center, retrospective, observational study designed 
designed and realized in our tertiary referral Gastroenterology Unit. From Jan-
uary 2009 to December 2019, we enrolled a total of 73 patients, 23 with type 
I achalasia and 50 with type II achalasia. The enrolled patients underwent a 
graded dilation protocol. The treatment was based on up to three incremental 
dilations as needed (30–35–40 mm caliber). Fifty-seven patients completed a 
5-year follow-up, and 23 patients completed a 10-year follow-up. The primary 
outcome was clinical remission, defined as an Eckardt score ≤ 3 during an an-
nual clinical follow-up. The secondary outcome was the rate of postprocedur-
al complications and subgroup analysis to evaluate the factors associated with 
treatment failure. A Kaplan-Meier curve was constructed for the time to treat-
ment failure. The subgroup analysis on the time to treatment failure was per-
formed using univariate Cox regressions.
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Results  The cumulative success rate of pneumatic dilation was 94.4 % at 2 years 
(95 %CI: 85.9 %-97.9 %), 91.5 % at 5 years (95 %CI:82.0 %-96.1 % CI), and 81.9 % 
at 10 years (95 %CI 68.1 %-90.1 % CI). In the subgroup analysis, the need for 
multiple dilations was associated with treatment failure. Treatment failure was 
not associated with age, gender, type of achalasia, or clinical severity as as-
sessed by the Eckardt score before dilation. The major complication rate was 
1.3 %: a single contained perforation that was managed conservatively.
Conclusions  This retrospective, observational, single-center study demon-
strates that graded pneumatic dilation is a safe and effective long-term treat-
ment for patients with type I and type II achalasia. Our findings indicate the 
reliability of pneumatic dilation with a graded on-demand approach as a high-
ly effective treatment option for achalasia. These results warrant the graded 
PD technique as a viable first-line treatment in type I and type II achalasia pa-
tients, as an alternative to Heller myotomy or POEM.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP003  Full-thickness or circular myotomy alone in 
Peroral Endoscopic Myotomy (POEM) in patients 
with newly diagnosed achalasia. Results of a dou-
ble-blind, randomized clinical trial
Authors  Sediqi E1, Reuterwall Hansson M2, 3, Lundell L2, Thorell A3, 2, 
Håkanson B3, 2
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Aims  Achalasia is defined as a functional obstruction of the esophagus due to 
impaired relaxation of the lower esophageal sphincter (LES) with absent or 
spastic contractions of the tubular esophagus. Modern treatment is dominat-
ed by Peroral Endoscopic Myotomy (POEM) which traditionally involves a trans-
mural myotomy extending down to the upper part of the gastric sling fibers. A 
significant side effect of this procedure is, however, gastroesophageal reflux.
Question: Does myotomy of only the LES circular muscle component provide 
comparable clinical symptom control as does full-thickness myotomy, but bet-
ter control of the gastroesophageal reflux?
Methods  55 patients (29 males and 26 females with a median age of 44 years) 
with newly diagnosed achalasia were randomized at the start of the endoscop-
ic myotomy to either full-thickness (n = 28) or circular LES myotomy alone 
(n = 27). The groups were comparable with respect to relevant clinical and dis-
ease-specific variables. In all patients, swallowing-related symptoms, reflux 
symptoms (GSRS) and quality of life (SF 36) were recorded before treatment 
and at defined time points postoperatively
Results  Preoperatively, a median Eckard score of 7 was recorded in both groups 
(range; 3 – 11) and a median value of 2 and 1.5 (1 – 5), respectively was record-

ed regarding the reflux dimension within the GSRS instrument.The treatments 
could be carried out with limited morbidity (Clavien Dindo > 3a) without any 
difference between the treatment groups. All procedures were carried out on 
an outpatient basis. 12 months postoperatively, a median Echardt score of 2 
was reported in both groups (range; 0 – 3 vs 0 – 5) and the reflux dimension in 
the GSRS also gave similar values ​​in both groups (median 1.5; range 1 – 4). The 
mental and physical dimensions in the SF 36 were reported equitpose in both 
treatment groups
Conclusions  One-year follow-up after full-thickness or circular LES endoscopic 
myotomy, performed in patients with newly diagnosed achalasia, shows identical 
outcomes regarding both reflux symptoms and Eckhardt score. These results sug-
gest that circular myotomy alone is preferable in POEM, but more detailed analysis 
and longer follow-up are required to allow more firm conclusions
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP004  Impact of gastric length of myotomy during 
POEM on the incidence of gastroesophageal reflux: A 
randomized controlled trial
Authors  Nabi Z1, Inavolu P1, Rughwani H1, Pratap Singh A1, Reddy DN2
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DOI  10.1055/s-0046-1820659
Aims  Peroral endoscopic myotomy (POEM) is an effective treatment for acha-
lasia cardia, but gastroesophageal reflux disease (GERD) remains a significant 
concern. The length of gastric myotomy may influence reflux outcomes, but 
high-quality data are lacking. This randomized controlled trial compared the 
incidence of GERD after short versus long gastric myotomy (SGM vs LGM) dur-
ing POEM [1–5].
Methods  In this randomized trial, we compared SGM (gastric myotomy < 3 cm) 
with LGM (gastric myotomy > 3 cm) during POEM in cases with type I or II acha-
lasia. The primary endpoint was significant reflux esophagitis defined as Los 
Angeles grade B or higher esophagitis at 6 months follow-up. Secondary end-
points included esophageal acid exposure ( ≥ 6 % total acid exposure time [AET]) 
on 24-hour pH monitoring, reflux symptoms, proton pump inhibitor (PPI) use, 
Eckardt score, esophageal emptying, and high-resolution manometry param-
eters.
Results  A total of 100 patients were randomly assigned to undergo either 
POEM with SGM (50 patients) or LGM (50 patients). Baseline characteristics 
were similar between groups. At 6 months, significant reflux esophagitis oc-
curred in 24 % (12/50) of SGM patients versus 42 % (22/50) of LGM patients 
(p = 0.035; odds ratio, 2.45; 95 % CI, 1.04–5.79). Upright acid exposure was 
significantly lower in the SGM group (median 0.75 % vs 3.2 %; p = 0.036). No 
differences were observed in reflux symptoms, PPI use, total AET, or clinical 
efficacy between groups (▶Table 1).

▶Table 1	 

LA ≥ Grade B 
esophagitis, ( %)

Long Gastric 
Myotomy

Short Gastric 
Myotomy

P Odds ratio (95 % 
CI)

Relative risk (95 % 
CI)

Unadjusted 
absolute differ-
ence, % (95 % CI) 

Intention to treat (ITT) 22/50 (44) 12/50 (24) 0.035 2.45 (1.04-5.79) 1.83 (1.02-3.30) 20 (1.8-38.2)

Per-protocol (PP) 22/47 (46.8) 12/48 (25) 0.027 2.49 (1.05-5.91) 1.84 (1.03-3.29) 21.8 (3-40.6)
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Conclusions  SGM significantly reduces the risk of clinically relevant reflux es-
ophagitis after POEM without compromising efficacy. SGM should be consid-
ered a simple technical modification to reduce post-POEM GERD. (ClinicalTrials.
gov number, NCT05500196)
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Peroral endoscopic myotomy (POEM) is effective for the treatment of 
esophageal motility disorders (EMD) but is associated with a high rate of gas-
troesophageal reflux disease (GERD). Impedance planimetry (IP) may help re-
duce this risk. The aim of our study was to evaluate the association between 
distensibility and diameter of the esophagogastric junction measured by IP and 
post-POEM GERD [1–15].
Methods  Prospective, international, multicenter cohort study including con-
secutive naïve patients diagnosed according to Chicago IV with achalasia or 
esophagogastric junction outflow obstruction (EGJOO). All patients had base-
line Eckardt scores and high-resolution manometry (HRM). IP was performed 
before and after POEM, and clinical, endoscopic, manometric, and pH moni-
toring without proton pump inhibitor (PPI) follow-up was carried out at 3–5 
months. Clinical success was defined as a post-POEM Eckardt ≤ 3, and GERD 
according to Lyon 2.0 criteria. Different acidification patterns were considered. 
Fermentation was defined as a slow fall in pH below 4, with a drop rate < 1 pH 
unit per minute and lasting more than 5 minutes. Stasis was defined as a fall in 
pH below 4 during meals that persisted more than 5 minutes after finishing.
Results  Eighteen patients were included (mean age 50.7 years [SD 16.9]; 7 
[38.9 %] males). The indication for POEM was type I achalasia in 3 patients 
(16.7 %) and type II in 15 (83.3 %).Technical and clinical success reached 100 %, 
with Eckardt score decreasing from 7 (IQR: 6–9) to 1 (IQR: 0–1) (p < 0.001). 
Distensibility at 50 ml increased from 1.1 mmHg (SD 0.5) to 3.2 mmHg (SD 1) 
(p < 0.001), and diameter from 10.2 mm (SD 2.4) to 15.8 mm (SD 2.3) 
(p < 0.001).The GERD rate at 3 months was 61.1 %. In 11.1 % of patients it was 
considered borderline. pH-metric reflux was found in 44.4 % and endoscopic 
reflux in 33.3 %. Three patients (16.6 %) presented grade B esophagitis, two 

grade C (11.1 %), and one grade D (5.6 %).No statistically significant differenc-
es were found between GERD and non-GERD groups, except for GERD-Q 
(p = 0.012) and post-POEM upright IRP (p = 0.003). No significant association 
was found between IP and post-POEM GERD nor between IP and fermentation 
and stasis.
Conclusions  Our study did not demonstrate a statistically significant associa-
tion between impedance planimetry values and the risk of post-POEM GERD. 
These are preliminary results from an ongoing prospective study currently in 
the recruitment phase.
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Aims  Sump formation — a redundant, dilated segment with food stasis — may 
develop in the neo-esophagus after esophagectomy or in end-stage achalasia 
with sigmoid megaesophagus, leading to refractory emptying impairment. 
The POPE (Per-oral Plication of the Esophagus) technique offers an endoscop-
ic suturing approach for remodeling the lumen to improve esophageal empty-
ing. Our aim was to describe the feasibility, technical performance, and short-
term clinical outcomes of per-oral plication of the esophagus (POPE) for 
refractory esophageal sump formation in patients with end-stage achalasia or 
delayed emptying of a gastric conduit after esophagectomy.
Methods  We conducted a multicenter retrospective analysis of all consecutive 
POPE procedures performed between September 2024 and November 2025 
at three university hospitals in Spain. All patients were discussed within a multi-
disciplinary team and met one of two indications: (1)end-stage achalasia or 
blown-out myotomy (BOM) after previous myotomy for achalasia, (2) Delayed 
emptying of gastric conduit after esophagectomy. Demographic, clinical, and 
procedural variables were collected. All procedures were performed with the 
patient under general anesthesia, in the supine position, with single-dose of 
antibiotic prophylaxis and at least 1 night of admission postprocedure. Luminal 
remodeling was performed in the dilated segment (the sump area identified 
pre- and intraprocedurally) using a suturing device without an overtube, grasp-
ing tissue with either a tissue helix or a grasper. Adjunctive mucosal denudation 
techniques such as argon plasma coagulation (APC) or endoscopic mucosal 
resection (EMR) were applied at the discretion of the endoscopist, as were the 
suturing pattern, number of sutures, and number of stitches.
Clinical response was defined as any symptomatic improvement including a 
decrease in the Eckardt score. Technical success was defined as successful lu-
minal remodeling according to the treating endoscopist at the end of the pro-
cedure [1–3].
Results  A total of 11 patients were treated (median age 54 years, IQR 69.5-45; 
7 women). Eight cases involved end-stage achalasia with megaesophagus or 
BOM, and three cases involved delayed emptying of a gastric conduit after 
esophagectomy. All achalasia patients had undergone previous myotomy (Hel-
ler and POEM in 5, only Heller in 2, only POEM in 1). POPE was technically suc-
cessful in all cases. A zig-zag plication pattern was used in most procedures, 
with a median of 3 sutures per patient (mean 6 stitches per suture). Combining 
techniques included EMR in 5 cases, and APC in 4 cases (EMR + APC in 2 cases). 
Median procedure time was 70 minutes (IQR 87.5-57.5). Initial clinical improve-
ment was observed in 10/11 patients (90.9 %), with a reduction of median 
Eckardt score from 6 (11/11) to 2 (available in 9/11). One patient with end-stage 
achalasia and pronounced sigmoid angulation of the distal and proximal eso-

phagus did not show any clinical improvement, with only minimal changes on 
esophagogram. One patient with post-esophagectomy conduit torsion that 
presented initial clinical, endoscopic and radiological improvement required 
subsequent surgical correction (crurotomy) due to persistent dysphagia, with 
correct improvement after surgery. Complications were mild and included 
chest pain in 2 patients that achieved clinical response, delayed bleeding man-
aged endoscopically (1 case with an ulcer and dehiscence of a suture at the 
ulcer level). No severe adverse events occurred. Median hospital stay was 2 days 
(IQR 2-1.25). Median follow-up was 48 days (IQR 87-20.5).
Conclusions  POPE is a feasible and safe endoscopic option for patients with 
refractory sump formation due to advanced achalasia or dysfunctional gastric 
conduits. Most patients experienced early clinical improvement with low com-
plication rates. Larger prospective studies with long-term follow-up are need-
ed to assess the durability of the remodeling and define optimal patient selec-
tion.
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Aims  EUS-guided gastroenterostomy (EUS-GE) is the preferred treatment for 
gastric outlet obstruction (GOO) [1]. However, EUS-GE dysfunction can lead to 
symptomatic recurrence and reduced quality of life. Data regarding the man-
agement of this adverse event are scarce. [2] We aimed to define the incidence 
and chronology of EUS-GE dysfunction, identifying risk factors, and assessing 
the efficacy of potential dysfunction salvage strategies.
Methods  We conducted a retrospective study including 663 patients from six 
centres with GOO who underwent EUS-GE between May 2018 and December 
2024.Inclusion criteria: technically successful EUS-GE with primary or second-
ary dysfunction. Clinical, technical, and follow-up variables were collected.
Results  EUS-GE dysfunction occurred in 41/663 patients (6.2 %) (52.4 % male; 
mean age 71 ± 10.3 years). Baseline variables: median pre/post-EUS-GE GOOSS: 
0/2; native anatomy in 90 %; malignant aetiology in 77 %. Technical variables: 
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80.5 % of the EUS-GE were performed using the 20x10mm Axios, and 95.1 % 
were performed by the direct anterograde method using a nasobiliary catheter. 
Dysfunction features: median time to occurrence 32 days (IQR 7–240). The 
most common cause of dysfunction was ingrowth (30.95 %). Endoscopic rein-
tervention was performed in 90.5 % of cases, most commonly by coaxial metal 
stent placement (18 % LAMS; 45 % others). EUS-GE dysfunction resolved after 
endoscopic reintervention in 31 patients (75.6 %), after surgery or combined 
treatments in 2 patients each (4.9 %), while 14.6 % remained unresolved. Suc-
cess rates by treatment type were: 86.5 % endoscopic (32/37), 100 % surgical 
(3/3), and 0 % pharmacological (0/7). There was a significant association 
(p < 0.05) between dysfunction resolution and treatment type (endoscopic/
surgical vs pharmacological). EUS-GE dysfunction was not associated with mor-
tality (p = 0.35). No anatomical or technical risk factors were associated with 
EUS-GE dysfunction.
Conclusions  This study reports a 6 % incidence of EUS-GE dysfunction, most 
commonly occurring 32 days post-procedure due to tissue ingrowth. The most 
common cause was ingrowth, which responded to coaxial stent placement in 
over 76 % of cases. Endoscopic salvage is highly effective (86.5 % success rate) 
and should be considered the first-line management strategy.
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Aims  With reported technical and clinical success rates of approximately 94.0 % 
and 89.9 %, respectively, EUS-guided gastroenterostomy (EUS-GE) has emerged 
as a major therapeutic option for gastric outlet obstruction (GOO) [1]. Howev-
er, nearly all existing studies originate from expert centers, and popula-
tion-based real-world data are virtually nonexistent. Consequently, ESGE guide-
lines currently recommend restricting the procedure to expert centers [2]. The 
aim of this study was to evaluate, in real-life conditions and across an entire 
defined population, the technical success, clinical success, and complication 
rates of EUS-GE.
Methods  This was a multicenter, real-world, population-based retrospective 
observational study conducted across two large regions (18 administrative 
divisions, 8.4 million inhabitants). All patients undergoing EUS-GE for GOO 
(defined as inability to tolerate oral intake or liquid-only intake) were included. 
Technical success was defined as optimal placement of the lumen-apposing 
metal stent (LAMS) between the stomach and the duodeno-jejunum. Clinical 

success was defined as resumption of at least a soft/blended diet (GOOS ≥ 2). 
Complications were classified according to the AGREE classification.
Results  A total of 247 patients (mean age 70.0 years; 45.7 % women) under-
went EUS-GE between January 2020 and August 2025: 72.9 % in 5 university 
hospitals, 23.1 % in 3 general hospitals, and 4.0 % in 2 private clinics. Procedures 
were performed by 27 operators (range 1–37 procedures per operator). Etiol-
ogies of GOO were pancreatic adenocarcinoma (61.3 %), other malignancies 
(33.0 %), and benign disease (5.7 %). Mean follow-up was 129 days. Technical 
and clinical success rates were 93.1 % and 85.6 %, respectively. In university 
hospitals these rates were 92.2 % and 86.1 %, versus 95.5 % and 84.4 % outside 
university hospitals. Technical success outside university hospitals was not 
inferior to that observed in university hospitals (difference 3.3 %, 90 % CI: − 2.0 % 
to + 8.6 %). Complications occurred in 29.4 % of patients (12.6 % AGREE 2 and 
16.8 % AGREE ≥ 3). Misdeployed stents occurred in 7.8 % of cases and was man-
aged as follows: repeat EUS-GE (44.5 %), placement of a duodenal stent after 
removal of the LAMS (27.8 %), simple LAMS removal (22.2 %), surgical gastro-
enterostomy (5.6 %), and early death without further intervention (5.6 %). Mean 
postoperative hospital stay was 10.6 days (median 7 days). A total of 4.9 % of 
patients required ICU. One-month mortality was 21.3 %, with 2.2 % directly 
attributable to the procedure. Secondary failure occurred in 10.8 % of cases 
after a mean of 123 days and was managed by repeat EUS-GE (21.7 %), duode-
nal stent placement (4.3 %), medical therapy alone (13.0 %), or no intervention 
due to end-of-life status (60.9 %). On multivariate analysis: ascites was signifi-
cantly associated with lower clinical success (OR 0.34; p = 0.015) and increased 
risk of secondary failure (OR 3.9; p = 0.024). · Peritoneal carcinomatosis was 
associated with higher secondary clinical failure (OR 3.09; p = 0.046). · Direct 
puncture technique was associated with lower technical success (OR 0.12; 
p = 0.015), higher overall complications (OR 5.36; p = 0.018), and higher severe 
complication rates (OR 4.47; p = 0.040). A biliary obstruction was present in 
57.8 % of patients, prior (56.9 %), synchronous (36.5 %), or subsequent (6.6 %) 
to EUS-GE, and managed by ERCP (43.4 %), EUS-guided choledochoduodeno-
stomy (EUS-CDS) (22.1 %), EUS-guided cholecystoduodenostomy (EUS-GBD) 
(3.7 %), EUS-guided hepaticogastrostomy (EUS-HGS) (16.2 %), percutaneous 
radiologic drainage (14.0 %), or surgery (0.7 %). Secondary biliary failure oc-
curred in 41.4 % of cases (52.6 % after ERCP, 55.0 % after EUS-CDS, 20.0 % after 
EUS-GBD, 13.6 % after EUS-HGS, and 26.3 % after percutaneous drainage). 
These failures were managed by ERCP (25 %), EUS-CDS (12.5 %), EUS-GBD 
(7.1 %), EUS-HGS (28.6 %), percutaneous drainage (16.1 %), or no treatment in 
end-of-life patients (10.7 %).
Conclusions  Initially considered as a complex procedure, EUS-GE proves to be 
relatively accessible for endoscopists trained in therapeutic EUS and ERCP. Re-
al-life, population-based outcomes and safety profiles appear comparable to 
those reported in the literature. EUS-GE should become the reference treat-
ment for gastric outlet obstruction and be accessible to all eligible patients
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Aims  Endoscopic ultrasound-directed transgastric ERCP (EDGE) has emerged 
as an important modality for biliary access in patients with altered upper gas-
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trointestinal anatomy, but data from real-world multicentre practice remains 
limited. This study reports outcomes of EDGE performed in three tertiary cen-
tres in the UK.
Methods  A retrospective analysis was conducted of consecutive EDGE proce-
dures performed over 2024 – 2025. Data collected included demographics, 
indication, anesthesia type, stent characteristics, anastomosis type, single or 
multiple stage, use of stent fixation, completion of the intended therapeutic 
outcome, subsequent fistula management and adverse events. Analysis was 
performed around outcomes comparing single vs multiple stage.
Results  Thirty-one patients (mean age 59.7 years; 23 female, 8 male) were 
included. The main indication was common bile duct stones (23 cases), with 
additional indications including EUS with biopsy (2), papillary fibrosis (2), bile 
leak, biliary biopsy, and gallbladder drainage. Eighteen procedures were per-
formed under general anesthesia and 13 under conscious sedation. AXIOS 
stents sized 15 × 10 mm and 20 × 10 mm were used in 3 and 28 procedures 
respectively. Anastomoses were gastrogastrostomy (24) and enterogastrosto-
my (7). Thirteen procedures were completed as single-stage procedures (all 
under general anaesthesia), while 18 were two-stage with a mean interval of 
16.3 days between the stages. 5 of the multiple stage procedures were per-
formed under general anaesthesia. Stent fixation clips were used in 16 proce-
dures (including 3 two-stage cases), whereas 15 procedures were performed 
without clip fixation, all in the two-stage setting. Overall, the intended thera-
peutic outcome was achieved in 29 of 31 (93.5 %) procedures. 4/31 (12.9 %) 
had an adverse event related to the first stage, all of which were stent dislodge-
ment and 3/4 were managed endoscopically. 2/31(6.5 %) had an adverse event 
in the second stage (1 migration and 1 displacement) and 1 patient developed 
post ERCP pancreatitis (3.2 %). There was no significant difference in adverse 
event rate comparing single vs. multiple stage (3/13 vs. 2/18, p = 0.95) or GA 
vs. sedation (4/18 vs. 2/13, p = 0.64). Fistula follow up showed 8 closed spon-
taneously, 13 required no closure, 2 were closed at surgery, 1 was closed en-
doscopically and 7 are awaiting further imaging.
Conclusions  In this multicentre series, EDGE demonstrated a high rate of tech-
nical and clinical success with acceptable adverse event rates. Most adverse 
events can be managed endoscopically and no difference was seen comparing 
number of stages or use of sedation/anaesthesia. The findings support EDGE 
as an effective modality for biliary and related interventions in patients with 
altered anatomy. Larger evaluations are being conducted to improve the sta-
tistical power of the comparisons.
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Aims  Endoscopic ultrasound-guided gastroenterostomy (EUS-GE) using lu-
men-aposing metal stent (LAMS) has emerged as a promising technique for 
the palliation of malignant gastric outlet obstruction (mGOO), offering more 
durable symptom relief compared with enteral stenting (ES). ES, however, re-
mains widely used because of its rapid deployment and technical simplicity, 
particularly in patients with limited life expectancy [1].
Methods  All patients with mGOO treated with EUS-GE or ES between March 
2022 and September 2025 in a tertiary referral center in Romania were pro-

spectively included. A propensity score-matching analysis was performed, in 
order to reduce selection bias, resulting in a 1:1 matched cohort. Clinical and 
procedural data were collected, and patients were followed for 3 months after 
the end of the study period or until death. Primary outcomes assessed were 
technical success (defined as correct deployment of LAMS or ES), clinical success 
– defined as Gastric Outlet Obstruction Scoring System (GOOSS) ≥ 2 and rein-
tervention rates. Secondary outcomes included survival and complication rates.
Results  Propensity score matching yielded 40 patients in total, 20 in each 
group. Technical success was achieved in all ES procedures and in 95 % of EUS-
GE procedures. Clinical success was 100 % in the EUS-GE group and 80 % in the 
ES group (p = 0.20). Stent occlusion occurred in 5 ES patients and in none of the 
EUS-GE patients (p < 0.04). Reintervention was required in 5 ES patients (25 %)—
due to tumor ingrowth or food impaction—and in 1 EUS-GE patient (5 %) due 
to misdeployment of distal flange which was resolved endoscopically (p = 0.18). 
Median survival was 223 ± 147 days in the EUS-GE group and 181 ± 124 days in 
the ES group (p = 0.10). Median hospitalization duration was 10 ± 4 days for 
EUS-GE and 9 ± 3.7 days for ES (p = 0.30). Two minor complications occurred in 
each group, consisting of pneumoperitoneum in EUS-GE group and self limited 
bleeding in ES group. No major complications (AGREE ≥ II) were reported.
Conclusions  EUS-GE demonstrated a trend toward superior and more durable 
clinical efficacy compared with ES, with lower reintervention rates and signifi-
cantly fewer cases of stent occlusion. Safety profiles between the two tech-
niques were comparable.
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Problem to solve  Current standards for EUS-guided gastrojejunostomy (EUS-
GE) generally rely on Lumen-Apposing Metal Stents (LAMS). However, LAMS 
are associated with potential long-term complications and the burden of sub-
sequent re-interventions for exchange or removal, a limitation that is especial-
ly critical in the setting of benign disease. While magnetic compression anas-
tomosis creates a permanent fistula without a permanent stent, endoscopic 
placement of magnets remains critically limiting, with no standardized delivery 
method.
Innovation  We describe a novel technique and specialized delivery system 
designed to convert an existing LAMS-based EUS-GJ into a magnetic compres-
sion anastomosis. The innovation lies in the delivery catheter, which utilizes a 
torque-release mechanism and a triple traction-based approach. The procedure 
involves a multistep strategy: downsizing the initial fistula, utilizing a double 
traction guidewire and traction suture for precise distal magnet placement, 
and achieving controlled magnetic apposition to form a permanent compres-
sion anastomosis, effectively replacing the LAMS.
Results  The procedure was executed in sequential stages:
Preparatory Endoscopy: Removal of the LAMS with the goal of downsizing the 
previous fistula. Insertion of a duodenal stent for temporary enteral feeding.
Index Endoscopy:

S17



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Removal of the duodenal stent and passage of a guidewire through the remnant 
gastrojejunal fistula, followed by retrieval of the distal end through the pylorus 
using forceps.
Passage of a traction suture attached to the distal magnet parallel to the guide-
wire. Using double traction, insertion of the distal magnet attached to the 
delivery catheter. Removal of the proximal end of the guidewire and simulta-
neous traction of the suture to maintain the magnet in position.
Insertion of the proximal magnet attached to the proximal end of the delivery 
system until magnet apposition is achieved. Disconnection of the proximal 
portion of the delivery catheter using a torque mechanism.
Technical success was achieved in 7 out of 8 patients. Follow-up at + 7 days 
showed no severecomplications.Revision
Endoscopy ( + 10 days): Removal of the magnets and visualization of a wide and 
patent magnetic anastomosis.
Conclusions  Converting a LAMS-GE to a magnetic anastomosis is a feasible 
technique with an acceptable initial safety profile. This approach offers a po-
tential solution for creating permanent fistulas that avoids the long-term dis-
advantages of LAMS. However, further refinement andoptimization of the 
delivery system are essential to simplify the technical complexity of the proce-
dure before it can be widely adopted as a standard alternative [1–3].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/c24b217b-a9ce-4bf6-987c-2ea5f449c119/Uploads/19990_CAM-
BIO_ESGE_days.mp4
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Aims  Malignant gastroduodenal obstruction (mGOO) is a serious complication 
that compromises quality of life. Traditionally, options to restore luminal pa-
tency in patients with mGOO were surgical gastrojejunostomy (SGJ) and en-
teral stenting (ES). Recently, EUS-guided Gastro-Jejunostomy (EUS-GJ) has 
gained popularity in tertiary care centers. This retrospective study compares 
the efficacy and safety of EUS-GJ versus ES. The primary objective was to com-
pare stent failure-free survival (patency time) between EUS-GJ and ES in pa-
tients with unresectable mGOO. Secondary objectives included comparing 
technical success, clinical success (defined as an improvement of at least two 
points in the Gastric Outlet Obstruction Scoring System [GOOSS] score), need 
for re-intervention, length of hospital stay, incidence of adverse events (AEs), 
and overall survival (OS).
Methods  A single-center retrospective analysis (Azienda Ospedaliero Univer-
sitaria Policlinico di Modena) was conducted on all consecutive patients with 
confirmed symptomatic mGOO who were not candidates for curative surgical 
resection and underwent EUS-GJ or ES between January 2019 and August 2025. 

Demographic data, mGOO etiology, procedural data, and clinical follow-up 
were collected and analyzed. EUS-GJ procedures were performed using the 
wire-endoscopic simplified technique (WEST). Cumulative patency and overall 
survival were analyzed using the Kaplan-Meier method and compared using 
the log-rank test [1–7].
Results  A total of 109 patients were analyzed: 62 treated with ES and 47 with 
EUS-GJ. Baseline characteristics were comparable, although pancreatic etiolo-
gy was more frequent in the EUS-GJ group (p = 0.004) and gastric etiology in 
the ES group (p = 0.012). Median stent failure-free survival was significantly 
longer in the EUS-GJ group (135 days) compared to the ES group (59 days; 
p = 0.00068). Technical success was comparable and high in both groups (EUS-
GJ 97.9 % vs. ES 100 %; p = 0.43). However, clinical success was significantly 
higher in the EUS-GJ group (95.5 % vs. 72.3 %; p = 0.004). The need for re-inter-
vention was significantly lower in the EUS-GJ group (4.3 %) compared to the ES 
group (22.6 %; p = 0.012). The overall rate of adverse events was similar (EUS-GJ 
21.3 % vs. ES 24.2 %; p = 0.82), although tumor ingrowth (the main cause of ES 
failure) was significantly more frequent in the ES group (p = 0.028). Median 
overall survival was significantly longer in the EUS-GJ group (135 days vs. 71.5 
days; p = 0.017).
Conclusions  EUS-GJ demonstrated significantly longer stent failure-free sur-
vival compared to enteral stenting. In addition to comparable technical success 
and overall safety profiles, EUS-GJ provided higher clinical success, markedly 
longer anastomosis patency, and a significant reduction in the need for re-in-
terventions. These benefits are primarily attributable to overcoming tumor 
ingrowth, which remains the main limitation of ES. The results suggest that 
EUS-GJ should be considered the first-line palliative procedure for mGOO pa-
tients in high-volume centers with adequate expertise.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic balloon dilation (BD) is widely practiced for Crohn’s disease 
(CD)–related strictures but is limited by frequent recurrence and need for sur-
gery. Endoscopic stricturotomy(ES) has shown encouraging results in retro-
spective studies, especially for anastomotic strictures, but prospective rand-
omized evidence is lacking. The BEST-CD trial was designed to directly compare 
EBD and ES for short CD strictures and to evaluate predictors of recurrence, 
reintervention, and surgery.
Methods  This single-centre, open-label, randomized controlled trial was con-
ducted between August 2022 and March 2025 at the Asian Institute of Gastro-
enterology, Hyderabad, India. Eligible patients were adults 18–65 years with 
CD with symptomatic, strictures ( < 3 cm, de novo/ anastomotic, accessible by 
standard endoscopy). Patients with > 2 strictures, strictures beyond endoscop-
ic reach, or prior ES were excluded. Participants were randomized to undergo 
either EBD or ES using insulated tip knife. The primary outcome was clinical 
recurrence at 1 year. Secondary outcomes included reintervention, stricture-re-
lated surgery, emergency visits, hospitalization, technical and clinical success, 
adverse events, and time-to-event outcomes. Cox multivariable regression was 
done to assess independent predictors [1–3].
Results  Of 157 patients screened, 101 were randomized (50 EBD, 51 ES). Base-
line demographics, disease extent, and prior therapies were comparable be-
tween groups. Technical success was achieved in 88 % of both groups, and 
clinical success was 92 % in the EBD arm and 96 % in the ES arm. Median proce-
dure time was longer for ES than EBD (35 vs 30 minutes, p = 0.007). At a medi-
an follow-up of 12 months (range 3–36), ES significantly reduced clinical re-
currence (24.5 % vs 54.3 %, p = 0.003), need for reintervention (23.5 % vs 52 %, 
p = 0.004), stricture-related emergency visits (17.6 % vs 54 %, p < 0.001), and 
hospitalizations (15.7 % vs 38 %, p = 0.01) compared with EBD. Stricture-related 
surgery was numerically lower after ES (3.9 % vs 16 %, p = 0.051) but did not 
reach statistical significance. Cox regression showed ES was associated with 
significantly longer time to recurrence (hazard ratio [HR] 0.35, p = 0.004), re-
intervention (HR 0.36, p = 0.006), and first emergency visit (HR 0.28, p < 0.001), 
with a trend towards longer time to hospitalization (HR 0.42, p = 0.02). Time 
to surgery was not significantly different between groups (p = 0.4). Adverse 
events occurred in 22 % of EBD and 13.7 % of ES patients (p = 0.31), mostly 
minor bleeding or post-procedure pain, with one perforation in each arm. On 
multivariable analysis, treatment with ES (Hazard ratio [HR] 0.315, 95 % CI 
0.136–0.728, p = 0.007), greater stricture length (OR 3.59, 95 % CI 1.62–7.95, 
p = 0.002) and upper GI location (▶Table 1) independently predicted reinter-
vention and clinicel recurrence while surgery was predicted by longer stricture 
length rather than treatment modality.

▶Table 1	 

Variable Reinterevention – p, OR 

(95 % CI)

Clinical recurrence 

– p, OR (95 % CI)

Surgery – p, 

OR (95 % CI)

Length of 
strictures

0.002, 3.587 
(1.619-7.949)

0.086, 
5.139 
(0.792-
33.336)

Ileocecal 
vs UGI

0.017, 0.15 
(0.032-0.708)

0.005, 0.093 
(0.018- 0.497)

Ileal vs 
upper GI

0.003, 0.106(0.024-
0.461)

0.004, 0.107 
(0.023- 0.494)

ES vs EBD 0.007, 0.315 
(0.136-0.728)

0.001, 4.886 
(1.964- 
12.154)

Conclusions  In this first randomized controlled trial of endoscopic therapy for 
CD strictures, ES demonstrated superior efficacy over EBD with a comparable 
safety profile. EBD and longer stricture length independently predicted adverse 
outcomes, whereas surgery was determined by stricture length rather than 
treatment allocation. These findings suggest ES may be a safer and more effec-
tive first-line therapy than EBD for short CD strictures. Larger multicentre stud-
ies with longer follow-up are warranted to confirm these results and to refine 
patient selection.
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Aims  Accurate assessment of endoscopic disease activity is essential for the 
management of Ulcerative colitis (UC). Virtual chromoendoscopy (VCE) en-
hances mucosal and vascular detail, yet interpretation remains challenging and 
subject to substantial interobserver variability. Recent AI-models can detect 
and convert VCE modalities, providing a multimodal and objective evaluation 
[1]. However, existing AI systems predominantly analyse isolated frames, lack-
ing spatial context and overlooking patchy inflammation. Frame-based ap-
proaches are prone to artefacts and misclassification because they cannot 
follow mucosal changes across the entire colon. To address these limitations, 
we developed and externally validated a multiple-instance learning (MIL) mod-
el that integrates spatial attention to capture patchy inflammation and mucosal 
granularity, together with temporal tracking of inflammatory changes across 
full-length endoscopic videos.
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▶Table 1	 

Accuracy % 
(95 % CI)

Sensitivity % 
(95 % CI)

Specificity % 
(95 % CI)

PPV % (95 % 
CI)

NPV % (95 % 
CI)

F1 score % 
(95 % CI)

AUC %

LIMUC 92.4 93.6 90.4 95.5 90.6 94.0 97.8

5-fold cross 
validation

(92.3-94.9) (92.7- 95.9) (89.7- 94.5) (94.0- 96.7) (87.9- 92.7) (92.0-95.6)

PICaSSO 94.6 84.0 96.8 80.8 96.7 84.0 95.7

External validation (88.8- 97.2) (63.9-95.5) (90.8-98.7) (63.6- 90) (92.3-98.6) (70-92)

Birmigham 86.0 88.0 84.0 82.6 87.5 86.3 91.4

External validation (73.3- 94.2) (68.8- 97.5) (63.9- 95.5) (68.9-93.2) (70.5-95.4) (73.5-95.4)

Methods  Endoscopic videos from high-definition white-light endoscopy (HD-
WLE), iScan2, iScan3, and narrow-band imaging (NBI) modalities from UC pa-
tients in the LIMUC [2], PICaSSO [3], and Birmingham (BHM) [4] cohorts (1,391, 
302, and 54 patients, respectively) were used to develop SpatioMIL. This MIL 
framework integrates spatial and temporal attention to aggregate frame-level 
information for robust video-level inflammation detection (Figure 1). Videos 
were labelled as active inflammation or remission according to Mayo Endoscop-
ic Score. Overall, 784 colonoscopy videos (7,840 frames) from LIMUC dataset 
were used for model training. External validation was performed on 148 full-
length PICaSSO (30,000 frames) and 51 BHM videos (8,000 frames). Model 
performance in predicting endoscopic remission was evaluated.
Results▶Table 1 details the performance metrics of SpatioMIL across the three 
cohorts. In the LIMUC cohort, the model achieved a sensitivity, specificity and 
accuracy of 93.6 %, 90.4 % and 92.4 %, respectively. External validation demon-
strated robust generalizability, with excellent performance in predicting endo-
scopic remission in both PICaSSO and BHM cohorts (sensitivity: 84.0 % and 
88.0 %, specificity: 96.8 % and 84.0 %, accuracy: 94.6 % and 86.9 %). Interest-
ingly, SpatioMIL outperformed all state-of-the-art MIL approaches, with 94.6 
and 86 % accuracy in the PICaSSO and BHM cohort, respectively.
Conclusions  Our novel SpatioMIL model integrates spatial and temporal at-
tention for UC assessment, enabling accurate disease evaluation by capturing 
patchy inflammation and mucosal granularity across the entire colon. The 
model demonstrated excellent performance with strong external validation 
across diverse VCE modalities, highlighting its potential as a reliable tool for 
objective and reproducible endoscopic inflammation assessment.
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Aims  Up to 30 % of patients with Crohn’s disease (CD) develop intestinal stric-
tures during their disease course, leading to impaired quality of life and posing 
a major therapeutic challenge. Fibrotic strictures respond poorly to medical 
therapy and surgery carries substantial risks of complications and recurrence. 
Endoscopic balloon dilation (EBD) is widely used but often requires repeated 
sessions. Endoscopic stricturotomy (ES) with an IT-knife has recently emerged 
as a minimally invasive alternative, potentially improving long-term outcomes, 
although real-world evidence remains limited. To evaluate safety, technical 
feasibility, and long-term outcomes of ES for CD-related strictures.
Methods  We prospectively analyzed 22 patients with stricturing CD who un-
derwent ES at Hospital Clínic of Barcelona between 2018 and 2024. Eligible 
strictures were ≤ 3 cm long, native or anastomotic, and endoscopically acces-
sible. The primary outcome was surgery-free survival at 12 months, defined as 
absence of surgical intervention for symptomatic recurrence. Secondary out-
comes included: technical success (scope traversability after the procedure), 
clinical success (symptom improvement at follow-up), complications, need for 
additional endoscopic procedures and predictors of therapeutic success.
Results  Twenty-two patients were enrolled (mean age 45.0 ± 12.8 years; 59.1 % 
anastomotic, 40.9 % native strictures). Magnetic resonance enterography was 
performed in all cases, revealing proximal dilation ( ≥ 3 cm) in 54.5 %. Immedi-
ate technical success was achieved in 91 % (20/22) of procedures. Adverse 
events were infrequent, limited to two cases of delayed post-procedural bleed-
ing (9 %), one requiring endoscopic haemostasis. Surgery-free survival was 91 % 
(20/22) at 12 months and 88 % (15/17) at 24 months, with no significant dif-
ference between native and anastomotic strictures (89 % vs 92 %, p = 0.5). 
Among the surgery-free patients, clinical success was maintained in 95 % 
(19/20) at 12 months and 80 % (12/15) at 24 months. Overall, four patients 
underwent repeat endoscopic interventions for symptomatic recurrence (one 
within 12 months, three within 24 months), all with 100 % technical success.
Conclusions  Endoscopic IT-knife ES appears safe, feasible, and effective for 
short CD-related strictures, achieving durable symptom control and sur-
gery-free survival with a low complication rate. This study provides the longest 
systematic follow-up reported to date, reinforcing the long-term utility of ES 
in real-world practice. These findings support incorporating ES into the thera-
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peutic algorithm alongside EBD, with multicentre prospective studies warrant-
ed to validate outcomes, standardize protocols, and redefine patient selection.
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Aims  Patients with inflammatory bowel disease (IBD) are at increased risk of 
colorectal neoplasia. Endoscopic submucosal dissection (ESD) has emerged as 
an organ-preserving alternative for the management of dysplastic lesions. 
However, pooled data on efficacy, safety, and long-term outcomes in the IBD 
population remain limited. We performed a systematic review and meta-anal-
ysis to evaluate the procedural and clinical outcomes of ESD for colorectal 
colitis-associated neoplasia (HR-CAN).
Methods  Multiple databases were searched, and studies were retrieved based 
on pre-specified criteria until April 2025. The outcomes assessed were resection 
rates, procedural complications, local recurrence, metachronous tumors and 
the need for surgery after ESD in IBD. Standard meta-analysis methods were 
followed using the random-effects model. Heterogeneity was assessed with I² 
and τ² statistics. Continuous variables, including lesion size and follow-up, were 
summarized descriptively.
Results  Fifteen studies including 441 patients with 571 lesions (65 % ulcerative 
colitis, 35 % Crohn’s disease) were included. The median lesion size was 30 mm 
(IQR 20–50 mm) and median follow-up was 24 months (range 6-60 months). 
Pooled en bloc resection was 92 % (95 % CI 88–95) and R0 resection 81 % (95 % 
CI 74–87). Procedure-related bleeding occurred in 6 % (95 % CI 3–11) and per-
foration in 9 % (95 % CI 5–15). Local recurrence after ESD was 6 % (95 % CI 4–9), 
whereas metachronous dysplasia was observed in 16 % of patients (95 % CI 
9–25 %). Overall, 17 % of patients required surgical intervention post-ESD (95 % 
CI 12–23), due to incomplete resection, recurrence, or histological findings.
Conclusions  ESD is a safe and effective procedure for the treatment of colorec-
tal dysplastic lesions in IBD patients, achieving high en bloc and R0 resection 
rates with low local recurrence. Nevertheless, a significant proportion of pa-
tients develop metachronous lesions or require surgery, underscoring the 
necessity of structured endoscopic surveillance and multidisciplinary manage-
ment. Further prospective multicenter studies with longer follow-up are still 
needed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  En bloc resection with advanced endoscopic techniques was suggested 
in the BSG 2025 Guidelines for the management of visible, clearly demarcated 
dysplastic lesions, in patients with IBD. Our study aims to demonstrate the 
safety, efficacy, and long-term outcomes of ESD as treatment option in select-
ed patients, allowing for bowel preservation in IBD.
Methods  We retrospectively followed 37 patients with extensive IBD-related 
colitis and visible dysplastic lesions treated with ESD from 2017 to August 2025. 
The mean patient age was 63 years and 54.1 % were male. Majority of the lesions 

were rectal (67.6 %) and 45.9 % had a flat component. Their size was ≥ 20 mm 
in 73 %. Follow-up endoscopic evaluations were performed at 6 months,1-year 
and 3-years post-procedure. Ten patients were lost to follow up.
Results  En bloc resection was achieved in 91.9 % of cases, and R0 resection in 
75.7 %. Histologically confirmed clear vertical and horizontal margins were 
observed in 75.7 % of patients. At 6 months, there was no recurrence. At 1-year 
follow-up, 97.3 % of patients remained recurrence-free, and 100 % in 3-year 
follow up. No metachronous lesions were detected in 86.5 % of patients. Sig-
nificant discrepancy was noted between pre-resection biopsy and final histol-
ogy, with 32.4 % of the lesions biopsied before resection, showing different 
histology from the excision specimen. Specifically, 8 out of 19 lesions (42.1 %) 
with low grade dysplasia (LGD) before excision, were upgraded to high grade 
dysplasia (HGD) or cancer post resection and 2 out of 3 non-dysplastic serrated 
lesions were found to have LGD. Adverse events (bleeding, perforation) oc-
curred in 5 patients (13.5 %) with two of those (1 patient for suturing of bleed-
ing vessel and 1 patient due to delayed perforation of a lesion on the ileorectal 
anastomosis) requiring surgical management.
Conclusions  ESD is a feasible, safe, and effective method for treating visible 
dysplasia in IBD patients, offering significant benefits in accurate histopathol-
ogy from excision specimen, a low risk of early recurrence and colon-sparing 
benefit. While promising, further long-term and larger-scale studies are need-
ed to confirm these findings, particularly regarding the risk of late and me-
tachronous recurrence in this high-risk population.
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Aims  Despite normal-appearing mucosa at white light endoscopy (WLE), up 
to 30 % ulcerative colitis (UC) patients experience persistent histological activ-
ity, with increased risk of adverse outcomes [1]. Virtual electronic chromoen-
doscopy (VCE) can enhance visualisation of subvisual alterations, potentially 
bridging this gap [2]. The MONET study aims to develop a novel endoscopic 
scoring system based on multimodal VCE features to distinguish between qui-
escent and active colitis in UC.
Methods  We developed a scoring system incorporating three VCE modalities 
of the EVIS-X1 CV 1500 (Olympus, Japan) platform: Narrow-Band Imaging (NBI), 
Texture and Colour Enhancement Imaging (TXI) and Red Dichromatic Imaging 
(RDI). Eight international IBD-experienced endoscopists participated in a two-
round modified Delphi process: an initial in-person consensus meeting followed 
by an anonymised online survey (Qualtrics platform) to select mucosal and 
vascular patterns representative of different UC activity grades. Consensus was 
defined as ≥ 75 % participant agreement. Twenty-one high-quality videos en-
compassing varying grades of inflammation were prospectively recorded using 
WLE, NBI, TXI, and RDI according to a standardised protocol from the ongoing 
multicenter international MONET study (NCT06709209). Videos were inde-
pendently scored according to selected features. Interobserver agreement was 
evaluated using Gwet's AC1/AC2 coefficient.
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Results  Overall, 12 mucosal and 12 vascular features were initially identified 
(Table 1, Figure 1). Among mucosal features, crypt architecture (AC1 0.76), 
microerosions (AC1 0.76) and erosions (AC1 0.80) demonstrated substantial 
agreement. For vascular features, crowded and intramucosal bleeding showed 
substantial agreement (AC1 0.78 and 0.73, respectively), while honeycombing 
showed moderate agreement (AC1 0.50). NBI-specific features, including hon-
eycombing, branching vessels, and intramucosal bleeding, demonstrated sub-
stantial agreement (AC1 0.63, 0.73, and 0.65, respectively). Using TXI, crypt 
architecture (AC1 0.7), microerosions (AC1 0.72), and erosions (AC1 0.78) 
yielded substantial agreement. Deep vessels visibility, assessed through RDI, 
yielded substantial agreement (AC1 0.77). The agreement for the remaining 
features was almost perfect. The anonymised Delphi voting survey confirmed 
consensus for all 24 identified elements into the final MONET score.
Conclusions  The novel VCE-based MONET score demonstrated high interob-
server agreement across mucosal and vascular features, supporting its robust-
ness and clinical relevance. It holds potential to bridge the gap between endo-
scopic assessment and histologic activity, particularly in mildly active UC. 
Multicenter prospective validation is underway to support broader adoption 
and future integration into AI-assisted endoscopic evaluation.
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OP019  Advanced cannulation techniques vs early 
EUS-guided biliary drainage in case of difficult biliary 
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Aims  Biliary drainage (BD) in distal malignant biliary obstruction (DMBO) is 
often hampered by difficult biliary cannulation (DBC) during endoscopic retro-
grade cholangiopancreatography (ERCP). Advanced cannulation techniques 
(aERCP) may overcome DBC but still fail in up to 15 % of cases, increasing the 
risk of adverse events (AEs). Early endoscopic ultrasound-guided BD (eEUS-BD) 
is a potential alternative. The aim of this study is to directly compare safety and 
efficacy of EUS-BD and aERCP [1–24].
Methods  This is a retrospective, multicentric study (30 centres in United 
States, Canada, Europe), including patients with DMBO and common bile duct 
(CBD) diameter > 12 mm treated between 2019 and 2024. DBC cases managed 
with either eEUS-BD or aERCP were analysed. A 1:2 propensity score-matched 
cohort was generated to ensure comparability, with regression modelling and 
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inverse probability of treatment weighting (IPTW) performed as sensitivity 
analyses. AEs rate was the primary outcome; secondary outcomes included BD 
failure and clinical success.
Results  Standard cannulation failed in 2066/10,738 (19.2 %) ERCPs. aERCP and 
eEUS-BD were attempted in 1733 and 333 cases, respectively. After matching, 
313 patients per EUS-BD group and 626 patients per aERCP group were ana-
lyzed. AEs occurred in 18.2 % of aERCPs and 9.3 % of eEUS-BD (p < 0.01), with 
post-procedural pancreatitis the most frequent AE after aERCP (55 cases, 
12.0 %). Both regression and IPTW confirmed the robustness of these findings 
on the entire cohort. Technical success was significantly lower with aERCP 
(82.0 % vs. 95.9 %, p < 0.01), clinical success was comparable (94.5 % vs. 96.4 %, 
p = 0.89).
Conclusions  In patients with DMBO and dilated CBD, eEUS-BD is associated 
with fewer AEs and higher technical success than aERCP, supporting its role as 
a safer, more effective option in DBC.
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Aims  Endoscopic ultrasound-guided choledochoduodenostomy (EUS-CDS) 
has emerged as a viable alternative to endoscopic retrograde cholangiopan-
creatography (ERCP) for the primary management of distal malignant biliary 
obstruction (DMBO). Several randomized controlled trials (RCTs) have evalu-
ated the performance of EUS-CDS with cautery-enhanced lumen-apposing 
metal stents (CE-LAMS) vs ERCP. This systematic review and meta-analysis aims 
to assess the efficacy and safety of EUS-CDS with CE-LAMS for DMBO, and com-
pare its outcomes with ERCP
Methods  A systematic search was conducted in the MEDLINE, Embase, and 
Scopus databases from inception until September 2024, to identify RCTs eval-
uating the performance of EUS-CDS with CE-LAMS for primary biliary drainage 
in patients with DMBO and dilated biliary duct, compared to ERCP with SEMS. 
Technical success was defined as the pooled rate of accurate placement of either 
LAMS (for EUS-CDS) or SEMS (for ERCP) within the CBD, with bile flowing 
through the stent. In case of technical failure the pooled rate of successfull 
crossover to the other technique was reported. Clinical success the pooled rate 
of patients with a ≥ 50 % reduction in serum bilirubin to < 3 mg/dL within two 
weeks (and clinical improvement in case of concomitant cholangitis). Safety 
outcomes included adverse events, classified per the American Society for Gas-
trointestinal Endoscopy lexicon, with severe events including unplanned ad-
missions > 10 days, ICU stays > 1 day, surgery, or permanent disability. Pooled 
mortality rate was also reported.Pooled estimates and relative risk (RR) with 
95 % confidence intervals (CI) were calculated using a random effects model, 
and heterogeneity was assessed using the I² statistic [1–4].
Results  Four randomized controlled trials, including a total of 555 patients 
were included. The meta-analysis revealed a higher technical success rate of 
EUS-CDS performed with CE-LAMS compared to ERCP with SEMS placement, 
with a pooled relative risk (RR) of 1.17 (95 % confidence interval [CI]: 1.07-1.28, 
I2 = 28.6 %,) and an absolut risk difference of 13.6 % (95 % CI: 6.0 to 21.2) No 
significant differences were found between the two groups in term of clinical 
success (RR = 1.00, 95 % CI: 0.95-1.07, I2 = 0 %), with a clinical success rate of 
89.0 % (95 % CI: 84.1 to 93.9; I2: 32.6 %), and 88.5 % (95 % CI: 84.8 to 92.2; I2:0 %) 
in EUS-CDS and ERCP group, respectively. The relative risk (RR) of the overall 
adverse event rate for EUS-CDS compared with ERCP was 0.97 (95 % CI: 0.68-
1.43, I2 = 0 %). The pooled incidence of adverse events was 15.8 % (95 % CI: 10.6 
to 21.0; I2: 21.9 %) among patients undergoing EUS-CDS, and 20.7 % (95 % CI: 

11.3 to 30.1; I2: 76.22 %) among those undergoing ERCP. No difference were 
assessed for severe adverse events across the studies, with a pooled RR of 0.88 
(95 % CI: 0.38–2.07; EUS-CDS: 2.4 % vs ERCP: 3.1 %) In detail, EUS-CDS was as-
sociated with a reduced risk of post-procedural pancreatitis (RR = 0.13, 95 % CI: 
0.03-0.60; I² = 0 %), with an absolute risk difference of -4.7 % (95 % CI: -7.6 to 
-1.5), while EUS-CDS showed an higher risk of stent misdeployment/migration 
comapared to ERCP (RR = 6.39, 95 % CI:1.61-25.40, I2 = 0 %).
Conclusions  EUS-CDS with CE-LAMS demonstrated superior technical efficien-
cy compared to ERCP, while maintaining similar clinical with a lower risk of post-pro-
cedural pancreatitis. Considering EUS-CDS implies a higher risk of stent misdeploy-
ment, future research should aim to identify predictive factors that could improve 
patients selection, maximizing the benefits of the different approaches
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Aims  After failed endoscopic retrograde cholangiopancreatography (ERCP), 
endoscopic ultrasound-guided biliary drainage (EUS-BD) is recommended in 
centers with appropriate expertise. Evidence remains heterogeneous and rare-
ly focuses specifically on endoscopic ultrasound-guided hepaticogastrostomy 
(EUS-HGS) for distal malignant biliary obstruction (dMBO) without duodenal 
stenosis. We aimed to evaluate the efficacy, safety, biliary stent patency and 
oncologic impact of EUS-HGS in this setting.
Methods  Retrospective single-center cohort (2011–2024) including consec-
utive dMBO after failed ERCP without endoscopic/radiological duodenal ste-

S24



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

nosis. Exclusions: duodenal tumor invasion, surgically altered anatomy, papil-
lary involvement. EUS-HGS was performed via a standard transhepatic approach 
using self-expandable metal stents (SEMS); detailed stenting configurations 
are reported in the Results. Primary outcomes: technical and clinical success 
defined as resolution of cholangitis and normalization of total bilirubin ( < 1.5 
mg/dL) or a ≥ 50 % decrease from baseline within 14 days after EUS-HGS. Safe-
ty: 30-day procedure-related morbidity and mortality per AGREE lexicon. Pa-
tency: Kaplan–Meier (KM) and competing-risk (Fine–Gray; death as competing 
event). Oncologic endpoint: resumption of systemic therapy at a pre-specified 
61-day landmark among survivors. Multivariable logistic, Cox and compet-
ing-risk models (Firth penalized logistic for rare events). Follow-up was calcu-
lated from EUS-HGS to death or last contact (database lock 1st December 
2024). Median follow-up was not reached by reverse KM.
Results  Among 769 EUS-HGS procedures performed in the center, 51 patients 
met inclusion criteria; 50 technically successful procedures (98 %) were analyz-
ed. Median age 78 years; 58 % women. Pancreatic adenocarcinoma was most 
frequent (86 %); ampullary cancer and cholangiocarcinoma were 6 % each; 48 % 
had metastatic disease. Stenting strategies varied: the predominant configu-
ration was a partially covered (PC)-SEMS alone (34/50, 68 %); combined strat-
egies were used according to anatomy and drainage needs: PC-SEMS + internal 
fully covered (FC)-SEMS (7/50, 14 %), PC-SEMS + coaxial plastic stent (5/50, 
10 %), FC-SEMS alone (2/50, 4 %), and FC- SEMS + coaxial plastic stent (2/50, 
4 %). Clinical success at D14 was 92 % (46/50). Median total bilirubin fell from 
15.4 to 2.3 mg/dL (median relative reduction 80.8 %); median post-procedur-
al hospital stay was 3 days. Procedure-related morbidity 8 % (4/50: one cholan-
gitis, one mild hemobilia, two early stent dysfunctions managed endoscopi-
cally). Thirty-day mortality 10 % (5/50), including 4 % (2/50) procedure-related 
deaths due to one obstruction and one migration complicated by severe chol-
angitis, and 6 % (3/50) non–procedure-related deaths. At D61, 40/42 survivors 
(91 %) had resumed systemic therapy. Biliary patency by Kaplan–Meier (deaths 
without dysfunction censored) was 92 %, 76 % and 65 % at 30, 90 and 180 days, 
with a median of 429 days. In the competing-risk model (death as competing 
event), cumulative dysfunction was 8 %, 23 % and 35 % at 30, 90 and 180 days, 
with ~45 % dying before any dysfunction; overall, 21/50 (42 %) developed stent 
dysfunction (4 early ≤ 30 days: two migrations, two obstructions; 17 de-
layed > 30 days, mostly obstructions). No independent predictors of clinical 
success, early events or dysfunction were identified. Median overall survival 
was 283 days (76 %, 60 % and 39 % at 90, 180 and 365 days). At database lock, 
12 % of patients were alive; among survivors, the maximum observed follow-up 
was 1565 days.
Conclusions  In a homogeneous cohort of dMBO after failed ERCP without 
duodenal stenosis or altered anatomy, EUS-HGS achieved high efficacy and 
acceptable 30-day safety (procedure-related morbidity 8 %, mortality 4 %), with 
durable biliary patency (median 429 days). The 91 % resumption of systemic 
therapy at D61 suggests preservation of the oncologic pathway. In experienced 
centers, EUS-HGS may be considered a rescue strategy after failed ERCP and 
warrants prospective validation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP022  From Pioneers to Practice: A Contemporary 
National Registry of Early EUS-Guided Cholangiopan-
creatography
Authors  Martínez-Moreno B1, Moris M2, Bazaga S3, Rodríguez DJesús A4, 
Martinez-Ortega A5, Chavarría C6, Dura Gil M7, Velasco-Guardado AJ8, 
Loras C9, Sanchiz-Soler V10, Guarner-Argente C11, González-Haba Ruiz M12, 
Terán Á13, Gimeno-Garcia AZ14, Alberto L15, Cobreros del Caz M16, 
Pérez Carazo L17, Fernandez-Simon A18, Luna D19, Núñez-Otero J20, 
Blanco Nodal I21, Murzi Pulgar M21, Vila JJ22, Albert SG23

Institutes  1  University General Hospital Dr. Balmis, Alicante, Spain; 
2  Department of Gastroenterology, Marqués de Valdecilla University 
Hospital, Santander, Spain; 3  Hospital General de Granollers, Granollers, 

Spain; 4  Álvaro Cunqueiro Hospital, Vigo, Spain; 5  Complejo Asistencial 
Universitario de Salamanca, Salamanca, Spain; 6  Hospital Universitario Rey 
Juan Carlos, Madrid, Spain; 7  University Hospital of Cruces, Bilbao, Spain; 
8  Digestive Diseases Unit, Salamanca University Hospital., Salamanca, 
Spain; 9  Hospital Universitari Mutua de Terrassa, Terrassa, Spain; 
10  Hospital Clínic Universitari, València, Spain; 11  Gastroenterology 
Department, Barcelona, Spain; 12  Puerta de Hierro Majadahonda 
University Hospital, Madrid, Spain; 13  Marqués de Valdecilla University 
Hospital, Santander, Spain; 14  Gastroenterology Department, Hospital 
Universitario de Canarias, La Laguna, Spain; 15  Hospital Clínico 
Universitario Lozano Blesa, Zaragoza, Spain; 16  Rio Hortega University 
Hospital, Valladolid, Spain; 17  Gregorio Marañón General University 
Hospital, Madrid, Spain; 18  Hospital Clínic de Barcelona, Barcelona, Spain; 
19  Bellvitge University Hospital, L'Hospitalet de Llobregat, Spain; 
20  Hospital Universitario del Sureste, Arganda del Rey, Spain; 21  Hospital 
de la Santa Creu i Sant Pau, Barcelona, Spain; 22  Navarra Hospital Complex 
– Navarra Hospital, Pamplona, Spain; 23  Bellvitge University Hospital, 
L'Hospitalet de Llobregat, Barcelona, Spain
DOI  10.1055/s-0046-1820677
Aims  The introduction of EUS-guided cholangiopancreatography (EUS-CP) 
represented a breakthrough in the management of patients with complex bil-
iopancreatic disease. Initial national results of this technique showed moderate 
success1. The aim of this study is to evaluate current outcomes of the first 
EUS-CP cases performed by each endoscopist and to analyze endoscopist- and 
center-related factors [1].
Methods  Members of the ERCP and EUS working group of the national endo-
scopic society were invited to participate. Consecutive first EUS-CP cases per-
formed independently by each endoscopist were collected, up to a maximum 
of 20 procedures. Endoscopists who participated in the previous national reg-
istry, those who started EUS-CP before 2013, or whose cases were not consec-
utive were excluded from the study. Additionally, a survey was conducted 
among the endoscopists to inquire about their training in EUS, ERCP, prior 
experience with EUS, volume of procedures performed, and assistance during 
procedures.
Results  A total of 316 patients treated by 23 endoscopists from 18 centers 
were analyzed. Fourteen endoscopists (60.9 %) performed EUS-CP without 
prior center experience. The training time for endoscopists before performing 
an EUS-CP procedure was 13 ± 8 months for EUS and 14 ± 6 months for ERCP. 
The procedures included 147 choledochoduodenostomies (CDS), 60 hepati-
cogastrostomies (HG), 97 biliary rendezvous (EUS-RV), 8 pancreatic rendez-
vous, and 4 pancreaticogastrostomies (PG). LAMS stents were used in 42.4 % 
of procedures.
Overall technical success was 83.2 %, and by procedure: CDS 95.9 %, biliary 
EUS-RV 59.8 %, HG 91.7 %, pancreatic EUS-RV 62.5 %, PG 100 % (p < 0.001). Most 
technical failures (77.4 %) were related to guidewire manipulation difficulties. 
Technical success was significantly higher in transmural versus rendezvous 
procedures (94.8 % vs 60.0 %, p < 0.001).
A total of 55 adverse events occurred (17.4 %), with no differences among pro-
cedures. 54.5 % of all AE were managed conservatively, 32.7 % endoscopically, and 
12.7 % by interventional radiology. Fifteen stent malpositions were reported.
Conclusions  EUS-CP currently shows high technical success rates during initial 
implementation, particularly for transmural drainage techniques. The rendez-
vous approach is associated with greater technical difficulty, with guidewire 
manipulation being the most limiting step.
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Aims  EUS-guided choledochoduodenostomy using a lumen-apposing metal 
stent (EUS-CDS) is evolving as an effective alternative to endoscopic retrograde 
cholangiopancreatography (ERCP) for malignant distal biliary obstruction 
(MDBO). However, there are currently no long-term data beyond 1-year in the 
literature. We evaluated long-term ( > 1-year) outcomes, including stent dys-
function, defined as any unplanned stent related endoscopic or radiological 
re-intervention, adverse events, and mortality in patients originally enrolled 
in the ELEMENT and DRAMBO RCTs who survived beyond 1-year following ran-
domization (▶Table 1).
Methods  This study is a long-term extension of the previously published ELE-
MENT and DRA-MBO RCTs, which prospectively compared EUS-CDS with ERCP 
for MDBO. For the present long-term analysis, we conducted a retrospective 
chart review of participants to capture clinical events occurring beyond 12 
months. Retrospective data, including survival status, stent dysfunction, ad-
verse events, were extracted. The resulting integrated dataset included pro-
spective follow-up through 12 months and retrospective data thereafter. All 
long-term analyses were performed on this combined dataset [1, 2].

▶Table 1	 

Variable Overall n = 299 EUS-CDS (n = 152) ERCP-M (n = 147) p-value

Borderline/locally advanced 243 (81.3 %) 31 (20.4 %) 25 (17.1 %) 0.45

Unresectable 56 (18.7 %) 121 (79.6 %) 122 (83.0 %) 0.08

Baseline Bilirubin level (umol/L) 240.6 ± 141.1 235.3 ± 130.3 246.0 ± 151.6 0.51

Stent dysfunction (missing data in 19 patients, 14 EUS-CDS 
and 5 ERCP)

29/280 (10.4 %) 13/138 (9.4 %) 16/142 (11.3 %) 0.83

Time to death (days) 252.7 ± 273.4 259.6 ± 303.5 245.8 ± 240.2 0.68

30 days adverse event 42 (14.0 %) 19 (12.5 %) 23 (15.6 %) 0.56

Fatal 11 (26.2 %) 4 (21.1 %) 7 (30.4 %) 0.73

Severe 3 (7.1 %) 1 (5.3 %) 2 (8.7 %) 1.00

Moderate 19 (45.2 %) 13 (68.4 %) 6 (26.1 %) 0.01

Mild 9 (21.4 %) 1 (5.3 %) 8 (34.8 %) 0.03

Adverse event occurring > 1 year 5/69 (7.2 %) 3/31 (9.7 %) 2/38 (5.2 %) 0.65

Cholangitis 3 (60.0 %) 1 (33.3 %) 2 (100.0 %) 0.17

Bleeding 1 (20.0 %) 1 (33.3 %) 0 (0.0 %) 1.00

Pancreatitis 1 (20.0 %) 1 (33.3 %) 0 (0.0 %) 1.00

Other 0 (0.0 %) 0 (0.0 %) 0 (0.0 %) -

Severity of Adverse events

Severe 2 (40.0 %) 1 (33.3 %) 1 (50.0 %) 1.00

Mild 3 (60.0 %) 2 (66.7 %) 1 (50.0 %) 1.00
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Results  The ELEMENT and DRAMBO trials randomized an aggregate of 299 
patients. Mean age of the cohort was 73 ± 12 years with 43.1 % of female sex. 
The most common etiology of obstruction was pancreatic cancer (93.3 %). 
There were no differences in baselines characteristics according to drainage 
allocation. Comparable survival was noted between the two groups with me-
dian time to death of 259.6 ± 303.5 days and 245.8 ± 240.2 days in the EUS-CDS 
and ERCP groups, respectively (p = 0.68). Stent dysfunction occurred in 9.4 % 
with EUS-CDS and 11.3 % with ERCP, p = 0.83. 30-day adverse events (AEs) oc-
curred in 12.5 % of EUS-CDS and 15.6 % of ERCP, p = 0.56. Delayed AEs after 1 
year follow up occurred in 9.7 % (3/31) of EUS-CDS and 5.5 % (2/38) of ERCP, 
p = 0.65). There was no significant differences in severity of the AEs.
Conclusions  EUS-CDS and ERCP demonstrated comparable long-term clinical 
effectiveness and safety in patients with MDBO with no difference in overall 
patient survival. EUS-CDS appears to be a viable alternative in MDBO even in 
patients who survive beyond 1-year.
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Aims  Endoscopic retrograde cholangiography (ERC) represents the gold stand-
ard for therapeutic interventions in the biliary tract. However, altered surgical 
anatomy, strictures in the upper gastrointestinal tract, or high-grade stenoses 
at the papilla or distal bile duct can render conventional ERC technically chal-
lenging or impossible. In these scenarios, endoscopic ultrasound-guided biliary 
drainage (EUS-BD), including direct drainage or rendezvous techniques, pre-
sents a valuable alternative to percutaneous transhepatic drainage (PTCD) or 
surgical approaches. While EUS-BD has been established for malignant distal 
bile duct obstruction, data on its application in benign distal strictures remain 
limited to case reports. This study aims to address this gap by evaluating the 
effectiveness, safety and long-term outcomes of EUS-guided choledochoduo-
deno/gastrostomy (EUS-CDS) in benign distal bile duct obstruction.
Methods  This multicenter retrospective analysis included all cases of EUS-CDS 
for benign distal biliary strictures performed since the introduction of the tech-
nique in the participating centers. Data were collected using a standardized 
case report form. The primary endpoint was clinical success, defined as a ≥ 50 % 
bilirubin decrease or normalization or inflammatory markers within 14 days. 
Secondary endpoints included technical success, type of stent, adverse events, 
stent patency time, type/timing of stent removal and frequency of stent-relat-
ed complications (e.g., dislocation, occlusion).
Results  Forty-six patients (52 % female; age 21–97 years) were included. The 
indications were extrahepatic cholestasis, with 20 % of cases presenting without 
and 72 % with cholangitis. Additionally, 35 % of patients had bile duct stones 
(isolated in 9 % and combined with cholestasis in 26 %). Underlying conditions 
were chronic pancreatitis (33 %), choledocholithiasis (30 %), postinflammatory 
strictures (13 %), acute pancreatitis (7 %), papillary sclerosis (2 %), iatrogenic 
causes (4 %) and others (11 %, incl. anastomotic strictures following liver trans-
plantation, stenosing duodenitis, duodenal diverticulum).
Main reasons for performing EUS-CDS were failed ERCP access to the bile duct 
(62 %), failed access to the papilla due to duodenal stenosis (24 %), altered 
anatomy (7 %) and other causes, including anastomotic strictures after liver 
transplantation (7 %).
In total, 44 choledochoduodenostomies and 2 choledochogastrostomies were 
performed. Stents used were Hot AXIOS (91 %), plastic stents (4 %), biliary 
fcSEMS (2 %), and Hot Plumber/BCF (2 %). Technical success was achieved in 
96 %, with maldeployment in 4 %. Clinical success was 80 %. The rate of adverse 
events was 13 % (two bleedings, one cholangitis, two duodenal obstructions, 
one post-ERCP pancreatitis). Median follow-up was 102 days (range 7–2,065 
days). The median stent patency time was 50 days (range 7–1061 days). Stent 
occlusion occurred in five events among four patients. Five stent dislocations 
occurred (one complete, four partial). At last follow-up, 19 stents remained in 
situ, 23 were removed endoscopically, one surgically, and one had migrated 
spontaneously. Among patients with endoscopic stent removal, the fistulous 
tract created by the LAMS remained patent in 12 cases and had closed in 11. 
The median time to endoscopic stent removal or spontaneous complete dis-
location was 44 days (range 9–343 days).
Conclusions  In this large multicenter cohort on EUS-CDS for benign distal 
biliary strictures, technical and clinical success was high, with moderate rates 
of AEs and stent occlusion. These data support EUS-CDS as a safe and effective 
option in benign distal bile duct obstruction. In patients with uncomplicated 
clinical course, elective stent removal after four weeks may be feasible, but 
standardized protocols are lacking.
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OP025  Comparative Safety and Efficacy of Difficult 
Biliary Cannulation Strategies during ERCP: A Net-
work Meta-Analysis
Authors  Jagtap N1, Koduri KK1, Rughwani H2, Giri S3, Chavan R4, 
Shujaath A1, Sundaram S5, Nabi Z2, Reddy DN1

Institutes  1  AIG Hospitals, Hyderabad, India; 2  Aig, Hyderabad, India; 
3  Kalinga Institute of Medical Sciences (KIMS), Bhubaneswar, India; 
4  Bharati Vidyapeeth Deemed University Pune, Pune, India; 5  TATA 
MEMORIAL HOSPITAL, Parel, Mumbai, Mumbai, India
DOI  10.1055/s-0046-1820680
Aims  Difficult biliary cannulation during ERCP is a major contributor to tech-
nical failure and post-ERCPpancreatitis (PEP). Multiple advanced cannulation 
strategies are used in clinical practice, but thereare few head-to-head rand-
omized comparisions. We performed a network meta-analysis (NMA) tocom-
pare the safety and efficacy of commonly used advanced cannulation strategies.
Methods  A systematic network meta-analysis of randomized controlled trials 
evaluating advanced ERCPcannulation techniques was performed. Techniques 
included standard cannulation (STD), earlyprecut sphincterotomy, late precut 
sphincterotomy, transpancreatic sphincterotomy (TPS), double-guidewire 
technique (DGW), pancreatic duct stenting, forceps-assisted access, and 
EUS-guidedrendezvous (EUS-RV). Two outcomes were analyzed: PEP and suc-
cessful biliary cannulation.Treatment effects were pooled as risk ratios (RRs) 
using a frequentist random-effects NMA with STDas the reference. Treatments 
were ranked with P-scores (SUCRA-equivalent), and inconsistency wasassessed 
by node-splitting analysis. Sensitivity analyses included alternative continuity 
correctionsand leave-one-out influence analysis (▶Table 1).
Results  A total of 21 randomized controlled trials were included (n = 2764). 
Overall heterogeneity was low for bothendpoints (τ² ≈ 0.04–0.05), and no ev-
idence of local inconsistency was detected on node-splitting analyses (all 
p > 0.05). Compared to standard cannulation, PEP risk ranked lowest to highest 
as EUS-RV (RR 0.32), Early precut (RR 0.55), TPS, STD, DGW, Forceps,Pancre-
atic duct stent, and late precut.Transpancreatic sphincterotomy (TPS) showed 
a numerical, but not statistically significant, reduction in PEP. Successful biliary 
cannulation as compared with standard cannulation was highest with TPS (RR 
1.35) followed by DGW (RR 1.25). Forceps-assisted access showed modest 
benefit. Late precut and pancreatic duct stenting were associated with inferior 
success rates. Findings were consistent across sensitivity analyses, with no sin-
gle study influencing overall conclusions.

▶Table 1	  SUCRA (P-score) ranking of cannulation strategies for PEP (safety) and successful biliary cannulation (efficacy)

Cannulation strategy PEP P score( %) Sucra Rank PEP Cannulation Success P 
score ( %)

Sucra rank Cannulation 
success

EUS RV 93.6 1 54.4 4

Early Precut 76.0 3 45.5 5

TPS 76.3 2 96.3 1

DGW 40.8 4 71.8 2

Standard cannulation 40.8 4 20.4 8

Forceps assisted access 29.6 6 68.4 3

PD stenting 27.8 7 22.2 6

Late precut 15.1 8 20.9 7

Conclusions  Advanced ERCP cannulation techniques differ substantially in 
their safety and efficacy. EUS-RV andearly precut sphincterotomy provide the 
greatest protection against post-ERCP pancreatitis,whereas TPS and the DGW 
offer the highest cannulation success rates. Late precut consistentlyperformed 
worst across both outcomes. These results support a precision-based, early 
escalationstrategy for difficult biliary access to optimize both procedural success 
and patient safety in difficultbiliary access.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP026  Immediate double guidewire technique 
with systematic pancreatic stenting versus standard 
guidewire-assisted cannulation in patients undergo-
ing ERCP – results from a propensity score matched 
trial
Authors  Fuso A1, Masciangelo G1, Arena R2, Fusaroli P3, Lisotti A1

Institutes  1  Hospital of Imola, Imola, Italy; 2  University Hospital of Ferrara, 
Ferrara, Italy; 3  Hospital of Imola, University of Bologna, Imola, Italy
DOI  10.1055/s-0046-1820681
Aims  Biliary cannulation remains one of the crucial challenges of ERCP; sever-
al techniques have been proposed to improve the technical success. Among 
them, the double-guidewire technique (DGT) seems to be associated with an 
increased risk of post-ERCP pancreatitis (PEP); however, available studies differ 
in terms of timing of DGT application and the proportion of patients receiving 
pancreatic stenting (PS), despite guideline recommendations [1–3]. The aim 
of this study was to assess PEP risk in case of immediate use of DGT after first 
unintended pancreatic duct cannulation combined with systematic prophylac-
tic PS placement (DGT + PS), and to compare PEP incidence to standard guide-
wire-assisted technique (ST).
Methods  A retrospective analysis of a prospectively maintained database was 
conducted including all adult patients with naïve papilla who underwent ERCP 
from 2021-2025 in a single hospital center. Post-surgical anatomy, non-biliary 
indications and EUS-guided biliary access were excluded. ESGE criteria for dif-
ficult biliary cannulation and PEP were adopted. Clinical and procedural varia-
bles were collected. The primary outcome was the incidence of PEP; secondary 
outcomes were ERCP technical success and incidence of other adverse events. 
DGT + PS cases were compared to ST using 1:2 propensity score matching 
(PSM).
Results  613 ERCP were performed during the study period; of them, 388 
(71.7 %) patients with naïve-papilla underwent ERCP for biliary indications 
(49.5 % male, median 75.5 [64.2 – 84.1] years old). Among the entire popula-
tion, 120 (30.9 %) cases matched ESGE criteria for difficult biliary cannulation. 
Immediate DGT + PS was used in 45 cases and other advanced cannulation 
techniques in 39 cases.
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After PSM, 135 patients were analyzed (45 DGT + PS and 90 ST); no baseline 
difference was observed in terms of gender, age, benign indication for ERCP, 
ASGE complexity, urgent ERCP, history of pancreatitis, rectal NSAIDs adminis-
tration, aggressive hydration, presence of peri-ampullary diverticulum, and 
difficult biliary cannulation.
DGT + PS showed similar technical success compared to ST (97.8 % vs 93.3 %; 
p = 0.42), and similar incidence of adverse events (6.6 % vs 14.4 %; p = 0.26). PEP 
incidence was significantly lower in the DGT + PS group (2.2 % vs 14.4 %; 
p = 0.03). Logistic regression identified rectal NSAIDs (OR 0.18 (0.05-0.71); 
P = 0.01), aggressive hydration (OR 0.07 (0.01-0.98); P = 0.04), and benign in-
dications (OR 0.17 (0.04-0.72); P = 0.02) as factors independently and inverse-
ly associated with PEP. DGT + PS showed a trend towards a further reduction in 
PEP risk on multivariate analysis (OR 0.10 (0.02-1.10); p = 0.06).
Conclusions  When performed immediately after the first unintended PD can-
nulation and combined with systematic prophylactic PS, DGT appears to be a 
safe and effective advanced cannulation strategy. In this cohort, DGT + PS was 
associated with a significantly lower incidence of PEP while maintaining high 
procedural success compared to standard guidewire-assisted technique in a 
matched cohort of patients. Prospective multicenter trials are needed to con-
firm these findings.
Conflicts of Interest  Boston ScientificOlympus CompanyMediGlobe
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OP027  Transpancreatic Sphincterotomy: The Key to 
Difficult ERCP Access
Authors  Moutzoukis M1, Theopistos V1, Tzampouras N1, Mastorogianni N1, 
Christodoulou D1

Institute  1  Greece, Ioannina, Greece, Neochoropoulo, University Hospital 
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Aims  Achieving successful biliary access during endoscopic retrograde chol-
angiopancreatography (ERCP) can often be technically challenging, particular-
ly in cases of difficult cannulation. Such situations frequently interrupt the flow 
of the procedure and may increase the risk of complications. In this context, 
transpancreatic sphincterotomy (TPS) has emerged as an alternative advanced 
cannulation technique designed to overcome these obstacles. The aim of our 
study was to assess the clinical efficacy of TPS when used in conjunction with 
prophylactic pancreatic stenting, to document the adverse events associated 
with the technique, and to explore whether specific patient- or papilla-related 
factors were associated with its use. Additionally, we sought to identify poten-
tial confounders that might influence the decision to employ TPS or the out-
comes following its application.
Methods  All consecutive patients who underwent ERCP in our department 
between 2020 and 2025 were screened for eligibility. TPS was performed only 
in cases where standard cannulation attempts failed, and the approach was 
routinely combined with the placement of a pancreatic duct stent as a preven-
tive measure against post-procedure pancreatitis.Apart from basic demograph-
ic parameters, a detailed dataset was compiled for each patient. This included 
the primary indication for ERCP, the morphological characteristics of the pa-
pilla, the presence or absence of a periampullary diverticulum, and procedural 
variables such as the need for TPS or fistulotomy, the success of these tech-
niques, and any complications encountered. Associations between TPS and 

independent variables were first analyzed using the chi-square (x²) test. Varia-
bles showing statistical significance were then incorporated into a multivariable 
regression model to further examine their predictive value.
Results  A total of 481 patients met the inclusion criteria. Of these, 233 (48.4 %) 
were male and 248 (51.6 %) were female, with a mean age of 70.81 ± 15.28 
years. TPS was ultimately used in 43 patients (8.9 %). Despite the inherent tech-
nical difficulty of these cases, the method yielded a high cannulation success 
rate of 97.67 %. Neither papillary morphology nor the presence of a periamp-
ullary diverticulum demonstrated a statistically significant influence on the 
decision to proceed with TPS. However, both features showed a trend toward 
association with malignant obstruction of the common bile duct (CBD) as the 
procedural indication. Patients whose indication for ERCP was malignant CBD 
obstruction appeared more likely to undergo TPS, displaying an elevated rela-
tive risk (RR = 1.563, 95 % CI 0.99–2.4) and odds ratio (OR = 2.81, 95 % CI 0.99–
7.94). Although these findings did not reach strong statistical certainty, the 
Pearson x² test indicated borderline significance with a p-value of 0.048 at 
a = 0.05.In terms of post-procedural adverse events, TPS did not increase the 
incidence of post-ERCP pancreatitis (PEP). Rates of bleeding were also unaffect-
ed. While the number of complications was low and therefore limited the sta-
tistical power of our analysis, no signal suggested that TPS heightened the 
overall risk profile of the procedure when accompanied by pancreatic duct 
stenting.
Conclusions  Our findings suggest that transpancreatic sphincterotomy, when 
performed together with routine prophylactic pancreatic stent placement, is 
both a highly effective and a safe approach for managing difficult biliary can-
nulation. Given the excellent cannulation success rate of 97.67 % and the ab-
sence of increased complication rates, TPS could be considered as a preferred 
alternative strategy, particularly in cases where malignant CBD obstruction is 
suspected or confirmed. These results support the role of TPS as a valuable 
technique in advanced ERCP practice, especially when conventional cannulation 
attempts are unsuccessful.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP028  Influence of papilla morphology on ad-
vanced ERCP cannulation technique selection: an 
international survey
Authors  Tari E1, Erőss B2, 3, 1
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) remains the 
cornerstone of therapy for pancreaticobiliary disorders, yet bile duct cannula-
tion fails in 5–20 % of cases, even in expert hands. The Haraldsson classification 
(2017) describes four major papilla types, some of which have been linked to 
increased cannulation difficulty and higher complication rates. However, evi-
dence on how papilla morphology influences the selection and timing of rescue 
cannulation techniques remains limited.
This study aimed to evaluate how ERCP practitioners adapt their cannulation 
strategies to different papilla types. We hypothesized that adjustments based 
on papilla morphology may improve cannulation success and reduce proce-
dure-related complications.
Methods  An international web-based survey was distributed to ERCP-perform-
ing physicians to capture practice patterns related to major papilla morpholo-
gy and cannulation techniques. The questionnaire was developed in REDCap, 
a secure web-based data collection platform, and disseminated through pro-
fessional societies, mailing lists, and social media channels. It included items 
on respondent demographics, ERCP experience, use of papilla classification 
systems, and preferred primary and rescue cannulation techniques. Responses 
were collected anonymously. Descriptive statistics were used to summarize 
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practice patterns, and additional analyses explored associations between pa-
pilla morphology and technique selection. Participation was voluntary, and the 
survey period remained open long enough to ensure broad geographic and 
professional representation [1, 2].
Results  A total of 150 ERCP practitioners completed the survey. Overall, 59 % 
worked in university hospitals, 45 % in high-volume centers, and 66 % had more 
than five years of ERCP experience; 53 % had performed over 1000 procedures, 
and 55 % practiced in certified training centers. Only 26 % routinely used a pa-
pilla classification system.
Rescue cannulation preferences varied according to papilla type and guidewire 
position. For type I papilla, when the guidewire did not enter the pancreatic 
duct, respondents most frequently selected needle-knife precut (NKP) (36.7 %), 
needle-knife fistulotomy (NKF) (32.3 %), or continued with standard cannulation 
(31 %). In contrast, inadvertent guidewire entry into the pancreatic duct shift-
ed preference toward the double-guidewire technique (DGT) (51.8 %), followed 
by prophylactic pancreatic stent (PPS) placement combined with NKF (21.2 %) 
and transpancreatic precut papillotomy (TPPP) (10 %). For type II papilla, stand-
ard cannulation and NKP were equally preferred as primary strategies (41.7 % 
each), while DGT became the dominant choice (56.3 %) when the guidewire 
was already positioned in the pancreatic duct. For type III papilla, DGT was 
preferred in the presence of a pancreatic guidewire (48.2 %), whereas NKP was 
most frequently chosen when no guidewire was present (41 %). For type IV 
papilla, DGT was again the predominant choice when the guidewire entered 
the pancreatic duct (52.7 %), whereas standard cannulation was most often 
continued when no guidewire was in place (44.7 %).
Across all scenarios, notable differences in technique preference were observed 
between center types and operator experience: high-volume, university-based 
and teaching centers showed a clear tendency to select NKP more frequently, 
whereas lower-volume and community settings more often favored standard 
cannulation or PPS + NKF combinations.
Conclusions  Rescue cannulation patterns showed considerable variability 
across papilla types and clinical settings. The findings illustrate the absence of 
uniform practice and highlight the need for clearer, evidence-based recom-
mendations to support consistent decision-making in difficult biliary access.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP029  Periampularry diverticulum. Does it affect 
ERCPs safety and effectiveness? A real world study 
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Aims  The effect of periampullary diverticulum (PAD) on Endoscopic retrograde 
cholangiopancreatographys’ (ERCP) safety and effectiveness is a controversial 
subject. Aim of our study was to evaluate PADs impact on ERCP safety and ef-
fectiveness in a real -world study in Greece.
Methods  We retrospectively analysed prospectively documented clinical, 
epidemiological and data from ERCP from consecutive patients being submit-
ted to ERCP, with an intact papilla, during a 20- year period (1/2001- 1/2021)
Results  In total 3147 patients were included in our study (mean age:68 ± 16, 
Female: 51 %, < 80 years old :70.3 %). Existence of PAD was observed in 20 % of 

the study population and was more common among patient ≥ 80 years old 
(17.0 % vs 27.6 %), p < 0.001). The cannulation of the common bile duct (CBD) 
was successful in 96.1 % and was observed in an increased rate; among patients 
without PAD (93.4 % vs 96.7 %, p < 0.001). Additionally, PAD existence was found 
to be independently factors correlated to successful CBD cannulation 
(OR:1.678, p < 0.001). Upon the existence of a PAD, ≥ 5 attempts to cannulate 
were made in a lesser rate (p < 0.001) while the use of Needle Knife (NK) was 
observed in a decreased rate (p < 0.001). No difference in the probability of 
Pancreatic Duct cannulation was observed upon PAD existence or not 
(p = 0.634). Bleeding during the procedure was more common upon PAD ex-
istence PAD (37.9 % vs 32.9 %, p = 0.020), if antiplatelet or anticoagulants were 
used (p < 0.001 and p = 0.012) as also if NK was used (p < 0.001). All of the above 
were confirmed also in the multivariate analysis (OR:1.354, p = 0.002, OR:1.323, 
p = 0.005, OR1.275, p = 0.049 and OR: 1.610, p < 0.001 respectively). PAD ex-
istence was not correlated with post ERCP-pancreatitis (p = 0.876), perforation 
(p = 0.704) or post-ERCP clinically significant bleeding (p = 1.000).
Conclusions  The existence of PAD is observed more commonly among the 
elders. PAD was independently correlated with decreased rate of CBD cannu-
lation and increased rate of intraprocedural bleeding but not with ERCPs com-
plications as post ERCP pancreatitis, clinical significant bleeding or perforation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Inadvertent pancreatic duct cannulation during endoscopic retrograde 
cholangiopancreatography (ERCP) presents a dilemma in achieving selective 
bile duct cannulation. Two potential strategies include the early double-guide-
wire (EDG) technique where a second guidewire is introduced into the common 
bile duct, and repeated single-guidewire (RSG) technique, though comparative 
effectiveness remains unclear. We aim to evaluate the efficacy and safety of 
EDG versus RSG in patients with unintentional pancreatic duct cannulation 
during ERCP in patients undergoing ERCP for biliary interventions
Methods  We conducted a systematic review and meta-analysis of randomized 
controlled trials and cohort studies comparing EDG and RSG from Cochrane 
Central Register of Controlled Trials, Embase and Ovid MEDLINE until February 
25, 2025. The primary outcome was bile duct cannulation success. Secondary 
outcomes included time to cannulation and post-ERCP pancreatitis (PEP). Me-
ta-analysis was performed using a random-effects model, and study heteroge-
neity was assessed using I² statistics. Risk of bias was assessed.
Results  Three studies comprising 464 patients (228 EDG, 236 RSG) were in-
cluded. The pooled risk ratio for successful biliary cannulation favoured EDG 
(1.38, 95 % CI 0.96–1.99, p = 0.08). Time to cannulation favored EDG (mean 
difference –3.22 minutes; 95 % CI –7.32 to 0.88), though not statistically sig-
nificant (p = 0.124). Rates of PEP were similar between groups (risk ratio 1.12, 
95 % CI 0.69–1.82, p = 0.64). Subgroup analyses suggested greater benefit of 
EDG when performed by expert endoscopists (risk ratio 1.42, 95 % CI 1.05-1.91, 
p = 0.02)
Conclusions  EDG may improve cannulation success in select populations, 
particularly under expert operators, without increasing PEP risk. However, con-
siderable heterogeneity underscores the need for further large-scale studies 
to clarify its role.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP031  Automated feedback reports to endosco-
pists improve polyp detection and other colonosco-
py key performance indicators (KPIs) outside of a 
clinical trial environment: Outcomes from the 
interim analysis of the NED-APRIQOT pilot roll-out
Authors  Pohl K1, Bhakta A2, Feeney M1, Catlow J3, Beaton D4, Lee T4, 
Burr N5, Rutter M6
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NHS Foundation Trust, Newcastle upon Tyne, United Kingdom; 5  The 
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Kingdom
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Aims  The UK National Endoscopy Database (NED) automated performance 
reports to improve quality outcomes trial (APRIQOT) demonstrated that 
monthly automated feedback of colonoscopy key performance indicators (KPIs) 
to endoscopists improved polyp detection within a randomised controlled 
trial setting. [1] This year-long pilot, funded by the Health Foundation, tests 
the feasibility and impact of such reports delivered on a quarterly basis outside 
a trial environment, across two geographical regions of the UK. Now at its mid-
point, we aimed to evaluate the impact of this intervention on colonoscopy 
outcomes.
Methods  All procedures performed at centres enrolled in the pilot were ex-
tracted from NED from the pre- (Apr-Jun 2025) and post-intervention (Jul-Oct 
2025) periods. For each endoscopist in both periods, median withdrawal time, 
Buscopan use, caecal intubation rate (CIR), moderate/severe discomfort rate, 
polyp detection rate (PDR), proximal PDR, mean number of polyps (MNP) and 
case-mix adjusted mean number of polyps (aMNP) were calculated and com-
pared using Wilcoxon signed-rank tests. To estimate adjusted intervention 
effects, procedure-level mixed effects models were fitted with endoscopist as 
a random effect. Logistic regression was used for PDR and negative binomial 
regression for polyp counts, adjusting for age group, sex and indication for 
colonoscopy. A random slope for period assessed variation in improvement. 
Finally, an endoscopist-level linear regression model examined whether en-
gagement with feedback reports (sum of individual email and report views and 
web page visits) predicted improvement in PDR, adjusting for baseline PDR.
Results  Data from 125,521 procedures performed by 744 endoscopists were 
analysed. Pairwise comparison showed several KPIs improved after the intro-
duction of automated feedback. Buscopan use doubled (median 5.01 % 
◄10.20 %, p < 0.001), and small but significant gains were seen in PDR (increase 
of 0.60 %, p = 0.005) and MNP ( + 3.19 polyps/100 procedures, p = 0.022). The 
improvement in aMNP was non-significant ( + 2.0 polyps/100 procedures, 
p = 0.096). In the mixed-effects models, post-intervention procedures had 6 % 
higher adjusted odds of polyp detection (aOR 1.06, 95 % CI 1.03-1.09, p < 0.001) 
and a 4 % higher adjusted rate of polyps detected per procedure (aIRR 1.04, 
95 % CI 1.03-1.06, p < 0.001). Allowing random slopes indicated modest het-
erogeneity of improvement across endoscopists (slope SD 0.18; intercept-slope 
corr. -0.34), suggesting greater improvement among lower-baseline perform-
ers. Engagement analysis showed higher total interaction with the reports and 
NED predicted greater PDR improvement after adjusting for baseline (β 
0.0011 ± 0.00035, p = 0.001). Comparing endoscopists, those who opened at 

least one report demonstrated a 3.1 % improvement in PDR compared to those 
who didn’t (β 0.031, SE 0.012, p = 0.007).
Conclusions  Our results mirror those of the original NED-APRIQOT trial. De-
spite targeting all endoscopists rather than just those engaged in a trial, and 
lengthening the gap between reports to quarterly, the automated feedback 
reports significantly improve polyp detection. As was seen in the original trial, 
endoscopists with lower baseline performance and those engaging more with 
feedback saw the greatest gains, highlighting the value of sustained data-driv-
en feedback.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  1) Define adherence to key performance indicators (KPIs) and dysplasia 
detection rates (DDR) in patients with Barrett's oesophagus having an upper 
GI endoscopy as part of an all Wales audit and 2) Evaluate differences in KPIs 
and DDR where patients had endoscopy for another symptomatic indication 
or a dedicated assessment of the Barrett's segment.
Methods  We performed a retrospective, trainee-led, All-Wales audit of all 
diagnostic OGDs between 01/04/2025 and 30/06/2025 where Barrett’s oe-
sophagus (BO) was included in the diagnosis. Data was collected from the 
Medilogik EMS endoscopy database and the Welsh Clinical Portal using a stand-
ardized Excel proforma, anonymized at the local level, and submitted centrally 
for analysis. Data fields included age, sex, procedure details and findings (in-
cluding Prague classification, inspection time, use of blue light imaging (BLI) 
or acetic acid chromoendoscopy (AAC), adherence to Seattle Biopsy Protocol 
(SBP), targeted biopsy and presence and assessment of visible nodules. Histo-
logical findings were also noted including presence of indefinite for dysplasia 
(IFD), low grade dysplasia (LGD), high grade dysplasia (HGD) or oesophageal 
adenocarcinoma (OAC). Planned follow-up was also noted. Adherence to in-
spection times (IT) was defined as at least 1 minute inspection for every 1cm 
of BO, with short segment defined as < 3cm, and long segment > 3cm. Com-
parison between the two groups was performed using the Chi-squared test 
with significance set at a p-value of 0.05.
Results  557 patients were included in the analysis, 398 male. 293 patients had 
UGI endoscopy for a symptomatic indication (198 male, mean age 66.9yrs) and 
264 had a dedicated UGI endoscopy for planned surveillance or where the only 
diagnosis was a Barrett's segment. Significantly more patients in the 'dedicat-
ed' group had longer segments ( > 3cms) 180 vs 132 in the 'symptomatic' group. 
Operator KPIs were significantly better in the 'dedicated' group compared to 
the 'symptomatic': BLI 56.1 vs 21.2 % (p < 0.00001); AAC 70 vs 6.4 % 
(p < 0.00001) and adherence to SBP 75.6 vs 34.6 % (p < 0.00001). Whilst there 
was no difference between IT adherence for short segments between 'dedicat-
ed' and 'symptomatic' groups, for longer segments ( > 3cm) the 'dedicated' 
group showed significantly better IT adherence (p < 0.00001).
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Dysplasia detection rates (DDR) were calculated for each group. Rates of ade-
nocarcinoma were not different between groups. Significantly higher rates of 
dysplasia were detected in the 'dedicated' group, both for all dysplasia and 
advanced dysplasia (see ▶Table 1). Whilst in the Dedicated Group DDR rates 
were higher in short (4.2 % vs 1.4 %) and longer (11.1 vs 6.1 %) segments this 
did not reach statistical signifcance. Analysis of BO segments over 10cms did 
show a significant increased DDR: Dedicated 7/19 (36.8 %) vs Symptomatic 
1/15 (6.6 %), p = 0.04.

▶Table 1	 

FINDINGS SYMPTOMAT-
IC INDICATION 
N = 293

SURVEILLANCE 
OR SOLE INDICA-
TION FOR 
BARRETTS 
N = 264

Indefinite for dysplasia 8 (2.7 %) 11 (4.2 %)

Low grade dysplasia 4 (1.4 %) 10 (3.7 %)

High grade dysplasia 2 (0.7 %) 11 (4.2 %)

Oesophageal adenocarcinoma 4 (1.4 %) 3 (1.1 %)

ALL DYSPLASIA* 10 (3.4 %) 24 (9.1 %)

ADVANCED DYSPLASIA** 6 (2 %) 14 (5.3 %)

 *Difference between groups significant, p = 0.005; **Difference between 
groups significant, p = 0.04

Conclusions  This retrospective audit data reflects real world assessment of 
patients with Barrett's oesophagus. It suggests operator performance in terms 
of key performance indicators and adherence to guidance is improved when 
this is the dedicated focus of the endoscopic procedure and this is associated 
with an increased dysplasia detection rate. Increased focus on training to im-
prove operator KPIs further and networked planned to increase the availability 
of dedicated lists may improve quality and outcomes of BO surveillance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The BSG/ACPGBI published guidelines in 2025 which provide a pa-
tient-centred framework for managing colorectal polyps in individuals with 
limited life expectancy (LLE). By combining comorbidity burden, polyp size, 
and antithrombotic use, these guidelines help clinicians balance the potential 
benefits of polypectomy against procedural risks in patients with significant 
comorbidities or frailty.
This study aimed to retrospectively evaluate how historical practice at Univer-
sity Hospitals Sussex NHS Trust, England, aligns with the updated BSG/ACPGBI 
recommendations and to determine how many procedures might, in hindsight, 
have been approached more conservatively under the new LLE guidelines.
Methods  950 large non-pedunculated colorectal polyps (LNPCP) managed 
between January 2016 and May 2025 were prospectively recorded in a digital 
LNPCP database. A retrospective analysis was performed using the LLE guide-
lines. The Charlson Comorbidity Index (CCI) and anticoagulant/antiplatelet use 

at the time of procedure were extracted from clinic correspondence and en-
doscopy unit documentation. Each patient’s estimated life expectancy was 
categorised according to the BSG/ACPGBI 2025 guidelines LLE framework, and 
cases were reviewed on a per-patient basis to evaluate the appropriateness of 
polypectomy. Patients were stratified as Green (favours polypectomy), Amber 
(marginal), or Red (favours conservative management). Demographic data, 
lesion size, lesion histology, recurrence rate and post-procedural complications 
were recorded and analysed descriptively.
Results  This study included 950 LNPCPs in 835 patients, with a mean age of 
67.2 years; 47.5 % were female and 52.5 % were male. The mean lesion size was 
29.8 mm. 601 polyps were SMSA (Size/Morphology/Site/Access) level 3 and 
349 were level 4. On histological examination, 329 lesions were sessile serrat-
ed lesions (SSLs), 586 were adenomas, including 128 with high-grade dysplasia, 
and 35 were diagnosed as cancer.
At the first and second site check procedures, recurrence rates were 14 % and 
3.8 %, with corresponding mean recurrent polyp sizes of 7.9 mm and 5.9 mm, 
respectively. The majority of recurrent polyps (99 %) were treated endoscopi-
cally, with one case requiring surgical management.
Complications included 5 cases of post-polypectomy syndrome, 10 delayed 
bleeds, 1 perforation, and 1 micro perforation with associated bleeding. There 
were 15 unplanned admissions, 1 case requiring both unplanned admission 
and transfusion, and 2 cases requiring surgical intervention. 17 patients died 
within nine years of the index procedure.
When reclassified according to the 2025 BSG/ACPGBI framework, 783 patients 
(93.77 %) were categorised as Green (favours polypectomy), 34 (4.07 %) as 
Amber (marginal), and 18 (2.15 %) as Red (favours conservative management). 
Furthermore, out of 17 recorded complications, 12 (71 %) occurred in the green 
cohort and 5 (29 %) in amber and red cohort. This corresponds to approximate-
ly a ten-fold higher relative risk of complications in amber and red cohort.
Overall, approximately 6 % of cases (Amber and Red categories) would, under 
new guidance, be considered for conservative rather than interventional man-
agement.
Conclusions  Applying the BSG/ACPGBI limited life expectancy guidelines to 
nearly a decade of practice at a large UK centre showed that most historical 
polypectomy decisions were consistent with the new recommendations. How-
ever, a small but important subset of procedures might have warranted a more 
cautious, conservative approach.
Adopting the LLE guidelines and using them in decision making regarding all 
LNPCPs, including SPEC (Significant Polyp and Early Cancer) should help further 
reduce performing polypectomy in patients who derive minimal or no benefit.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Quantify diagnostic yield and independent effects of FIT, age, sex, and 
symptoms on cancer and polyp detection in symptomatic colonoscopy.
Methods  Nationwide analysis of prospectively collected colonoscopy reports 
(June 2023–August 2025) through the National Endoscopy Database. Symp-
tomatic procedures, including iron-deficiency anaemia (IDA), were identified 
and diagnostic yields calculated. Mixed-effects logistic regression estimated 
adjusted odds ratios (aORs) with age, sex, symptom group and FIT as fixed ef-
fects. Post-estimation margins modelled cancer yield by age, FIT, and symp-
toms.
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Results  Analysis of 447,109 symptomatic colonoscopies identified cancer yield 
of 1.9 % (95 % CI 1.8–1.9). FIT ≥ 10μg Hb/g cancer yield was 3.8 % (95 % CI 3.7–
3.9) overall; 2.5 % (95 % CI 2.3-2.7) in patients aged 40-49 and 0.6 % (95 % CI 
0.5-0.7) in those aged 16-39. Cancer yield in FIT < 10 was 0.3 % (95 % CI 0.2–0.3).
FIT concentration was strongly associated with cancer; aOR 46.1 (95 % CI 37.2–
57.1) at ≥ 300 vs FIT < 10. IDA was associated with cancer versus rectal bleeding 
(aOR 2.2, 95 % CI 2.0–2.3; p < 0.01).
Modelled estimates showed that with FIT < 10, cancer yield exceeded 1 % only 
in IDA patients aged > 80, remaining < 0.5 % otherwise. A model combining FIT, 
age, and IDA detected > 94 % of cancers while reducing colonoscopy demand 
by > 40 %
Conclusions  This national analysis demonstrates the superiority of FIT-based 
triage over symptom-based referral, with FIT ≥ 10 identifying high-risk patients, 
including those aged 40-49, while FIT < 10 signified very low risk across all ages 
and indications [1–5].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To determine whether implementation of a local biopsy guidance pro-
tocol could reduce unnecessary biopsies whilst improving overall adherence to 
best practice guidelines in upper gastrointestinal endoscopy. Secondary objec-
tives included assessing baseline knowledge among endoscopists and evalu-
ating the impact of educational intervention on different practitioner groups.
Methods  This quality improvement project comprised three phases. Phase 
one involved developing an evidence-based guidance poster incorporating 
recommendations from British Society of Gastroenterology (BSG) and Europe-
an Society of Gastrointestinal Endoscopy (ESGE) guidelines, organised by ana-
tomical region (oesophagus, stomach, duodenum) with clear "do biopsy" and 
"don't biopsy" recommendations. Phase two consisted of a retrospective base-
line audit of 100 randomly selected upper GI endoscopies performed over one 
week in 2024, documenting all biopsies taken, their indications, and correlation 
with clinical findings. Phase three involved knowledge assessment of local en-
doscopists through a seven-question survey targeting understanding of current 
guidance, particularly in areas prone to practice variability. Following baseline 
data analysis, the guidance poster was distributed throughout the endoscopy 
unit both physically and electronically, emphasising key messages including 
avoiding biopsies of typical fundic gland polyps below size criteria, eliminating 
D2 biopsies for iron deficiency anaemia when tissue transglutaminase (TTG) is 

negative, not biopsying gastritis unless concerned about intestinal metaplasia 
or atrophy, and the limits of biopsy/CLO test for Helicobacter pylori assessment 
in patients taking PPI. A post-intervention audit of 100 upper GI endoscopies 
using identical methodology enabled direct comparison.
Results  Survey results revealed variable endoscopist knowledge: 90 % correct-
ly identified eosinophilic oesophagitis biopsy protocols, whilst 60 % would in-
correctly biopsy Grade C oesophagitis. Only 20 % recognised that CLO testing 
and biopsy are unreliable for H. pylori detection in patients on PPI therapy. 
Baseline audit demonstrated 77 % overall guideline adherence (consultants 
78.9 %, registrars 88.9 %, nurse endoscopists 70.5 %). Common deviations in-
cluded gastritis alone, duodenal biopsies despite negative coeliac serology and 
Barrett's oesophagus not biopsied per protocol. Post-intervention showed 
significant improvement in overall adherence (89 %, p < 0.05), with notable 
reductions in inappropriate duodenal biopsies with negative TTG (75 % reduc-
tion) and complete elimination of Barrett's surveillance protocol deviations. 
Nurse endoscopists demonstrated the greatest improvement ( + 13.6 % adher-
ence), while consultants and registrars showed modest improvements ( + 4.8 % 
and + 3.8 % respectively). There was improved recognition of pathology not 
requiring biopsy, such as fundic gland polyps and a 50 % reduction in unneces-
sary biopsies for gastritis alone
Conclusions  Implementation of a simple educational intervention with clear 
visual guidance significantly improved adherence to best practice guidelines 
in upper GI endoscopy from 77 % to 89 %. The protocol was particularly effective 
in reducing unnecessary duodenal biopsies in patients with negative coeliac 
serology and eliminating Barrett's surveillance protocol deviations. Nurse en-
doscopists showed the greatest improvement, suggesting structured protocols 
may be particularly valuable for standardisingpractice. While not powered to 
demonstrate overall reduction in biopsy numbers, improved adherence indi-
cates a shift toward more appropriate resource utilisation. The focus on appro-
priate sampling whilst avoiding unnecessary biopsies is particularly relevant 
given Post-Endoscopy Upper GI Cancer rates of 5.3-11.8 %, where missed le-
sions during index endoscopy are significant contributors. By ensuring appro-
priate biopsies in high-risk scenarios whilst avoiding unnecessary sampling, this 
protocol promotes systematic endoscopic evaluation and may help focus en-
doscopy and histopathology resources on higher-risk cases. Further high-
er-powered studies could assess whether the protocol reduces total biopsy 
numbers and identify additional areas for tool development.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The United Kingdom (UK) National Endoscopy Database (NED) automat-
ed performance reports to improve quality outcomes trial (APRIQOT) demon-
strated that providing endoscopists with regular automated feedback on co-
lonoscopy key performance indicators (KPIs) can lead to measurable 
improvements in polyp detection. [1] Building on this evidence, a pilot funded 
by the Health Foundation is delivering similar reports every quarter across two 
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UK regions to test their real-world feasibility and impact at scale. Early analysis 
from the pilot indicates meaningful gains in detection, particularly among cli-
nicians who engage with the feedback. In this analysis, we focus specifically on 
patterns of engagement with the programme during the first half of imple-
mentation.
Methods  The pilot commenced in July 2025 in two regions of the UK. Infor-
mation was dispersed to endoscopists and service leads via regional endosco-
py networks. Services were encouraged to assign an “APRIQOT lead” (typically 
the service lead) prior to the pilot. Reports take the form of a summary email 
and a link through to the NED website, where the full report can be viewed 
along with summary KPIs and plots that allow endoscopists to anonymously 
compare themselves to their colleagues. APRIQOT-lead reports summarise the 
KPIs from all endoscopists at that unit. NED records when an email is opened, 
as well as logins to the website and individual page views. This data was extract-
ed. Logins to NED from January to April (prior to the pilot being announced to 
endoscopists and services) were compared to those in the post-intervention 
period. Differences in baseline pre-intervention polyp detection rate between 
those who interacted with the reports vs. those who didn’t were compared 
using a chi-squared test for proportions.
Results  744 endoscopists received quarterly performance emails, the first of 
which was on 01 July 2025. 66.8 % (n = 497) read the first email and 52.3 % 
(n = 389) read the second. 21.1 % (n = 158) read neither. Of those who read the 
emails, 49.1 % (n = 244) viewed further data on the NED website after the first 
email, and 57.1 % (n = 222) after the second. The baseline pre-intervention 
polyp detection rate (PDR) of those who opened the emails (45.2 %, 95 % CI 
44.8-45.7) was significantly higher than that of those who opened neither 
(40.5 %, 95 % CI 39.7-41.4, p < 0.001). NED logins increased significantly follow-
ing the pilot (median logins per quarter 0 -- > 1, p < 0.001). The mean number 
of logins per quarter rose from 2.8 to 3.5 per endoscopist, and 43.4 % of en-
doscopists increased their log-in frequency.
11 out of the 48 units in the catchment area (22.9 %, n = 2 NHS & n = 9 Inde-
pendent) did not assign an APRIQOT lead despite prompting. 44 % of the allo-
cated APRIQOT leads interacted with at least one report. By sector, at least one 
lead from 63.6 % of NHS sites and 37.5 % of independent sites interacted with 
at least one report. No significant improvement was seen in NED logins by 
Service Leads (p = 0.20).
Conclusions  This interim evaluation shows strong endoscopist-level engage-
ment with automated feedback, with most clinicians opening at least one re-
port and a substantial proportion exploring further detail on NED. Important-
ly, those who opened the reports had significantly higher baseline PDRs, 
indicating that clinicians already invested in delivering high-quality colonosco-
py may be disproportionately represented among those who engage. This is 
critical, as outcomes from the original trial and the pilot suggest that both those 
with lower baselines and those who engage derive the greatest benefit. [1] 
Engagement from service leads was more variable with uptake markedly poor-
er in the independent sector, where several sites did not nominate an APRIQOT 
lead and fewer leads accessed the reports. These findings suggest that while 
automated reporting is well received by many endoscopists, structural and 
organisational factors, particularly outside the NHS, may limit penetration. 
Targeted support for low-engagement users and sites may be required to en-
sure maximum benefit from national quality-improvement initiatives.
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Aims  Endoscope reprocessing is a critical step in ensuring the safety of endo-
scopic procedures, as it eliminates the risk of cross-contamination and infection 
[1]. The increasing prevalence of multidrug-resistant organisms has further 
underscored the importance of strict adherence to every phase of the repro-
cessing cycle [2]. Protein debris contributes to biofilm formation, which pro-
tects microorganisms from disinfectants and plays a key role in antibiotic re-
sistance. As a result, inadequate protein removal may reduce the efficacy of 
high-level disinfection and increase the risk of cross-contamination [3]. Fur-
thermore, reprocessing is strongly influenced by human factors, particularly 
during manual cleaning with channel brushing, detergent-soaked cloths and 
enzymatic solutions [4]. The automated brushless pre-cleaning device used in 
this study is an innovative pre-cleaning system that enables automated brush-
less cleaning of all channels in just 2 to 7 minutes, thereby minimizing the im-
pact of human factors during a critical phase of the reprocessing cycle. The aim 
of the study is to evaluate the efficacy of this new automated brushless cleaning 
system.
Methods  This was a prospective randomized single-center study.
Three operators, trained in duodenoscope swabbing and reprocessing, were 
included in the study. Duodenoscopes from the same manufacturer but with 
different distal-end configurations were evaluated: one with a fixed distal cap, 
one with a removable reusable cap, and one with a removable disposable cap. 
We estimated a sample size of 250 cases. After each endoscopic procedure, 
bedside cleaning was performed in the endoscopy room. The duodenoscope 
was then transferred to the reprocessing area, where a leak test was conducted. 
Subsequently, after the randomization, duodenoscope underwent pre-cleaning 
either using the automated brushless device or traditional manual with immer-
sion and channel brushing. After the step with the automated pre-cleaner or 
manual pre-cleaning, a swab was inserted into the operating channel. Once the 
swab exited from the distal tip, its terminal portion was cut and placed into the 
test vial. Duodenoscopes pre-cleaned with the automated brushless pre-clean-
ing system subsequently underwent traditional manual pre-cleaning and the 
remaining reprocessing steps according to internal protocol. The primary out-
come was to evaluate the efficacy of the automated brushless compared with 
traditional manual pre-cleaning, defined as the rate of contaminated duoden-
oscopes, measured by residual protein testing (Pyromol Test) of the operating 
channel. Contamination above the action level threshold ( ≥ 6.4 µg/cm²) was 
considered positive. Secondary outcomes included distribution of samples 
across predefined contamination levels: target level 0–3 µg/cm², alert level 
3–6.4 µg/cm² at the Pyromol Test.
Results  We report the preliminary results from the first 55 cases performed 
between September and November 2025. None of the 27 duodenoscopes pre-
cleaned with the automated brushless system reached the Pyromol test action 
level. In contrast, 1 out of 28 (3.5 %) duodenoscopes pre-cleaned manually 
reached the action level. Regarding secondary outcomes, all 27 duodenoscopes 
pre-cleaned with the automated system tested negative at any level of Pyromol 
test. Among the 28 duodenoscopes pre-cleaned manually, 4 (14.3 %) tested 
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negative, 22 (78.6 %) showed positivity at the alert level, and 1 (3.5 %) reached 
the target level.
Conclusions  These preliminary results highlight the potential role of the au-
tomated brushless system in improving the quality and reliability of the 
pre-cleaning phase of duodenoscope reprocessing. The absence of action lev-
el contamination suggests that automated, brushless channel irrigation may 
enhance the removal of protein debris and reduce the risk of cross-contamina-
tion. In addition, this innovative automated pre-cleaning system could poten-
tially decrease the variability associated with human factors.
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Aims  Preventing endoscopy-related infections is a key patient-safety priority. 
Although reprocessing procedures are regulated by international guidelines 
[1], persistent contamination has been documented—particularly in duoden-
oscopes—due to their structural complexity [2]. Periodic microbiological mon-
itoring is an essential tool for verifying reprocessing efficacy and identifying 
potential critical issues [3].To evaluate the effectiveness of endoscope repro-
cessing through microbiological monitoring and to identify criticalities associ-
ated with specific endoscope types or individual instruments.
Methods  A single-center observational study was conducted, including all 
microbiological samples collected from January to September 2024 on endo-
scopes in clinical use. For each sample, the following data were recorded: in-
strument type and ID, sampling date, isolation of High-Concern Organisms 
(HCO) or Low-Concern Organisms (LCO), bacterial load (CFU), and corrective 
actions undertaken. Absolute and relative frequencies of positive samples were 
calculated, stratified by endoscope type and by individual instrument. Descrip-
tive statistical analyses were performed using R (version 4.2.3; R Foundation 
for Statistical Computing, Vienna, Austria).
Results  A total of 71 samples were collected from 39 endoscopes. The overall 
rate of HCO positivity was 20.4 %. Thirty-three resampling procedures were 
required, and one instrument was temporarily withdrawn from service; no 
corrective action was necessary in 37 episodes. The most frequently isolated 
microorganisms were Neisseria subflava (8 isolates) and Micrococcus luteus (7 
isolates), followed by coagulase-negative staphylococci (Staphylococcus epi-
dermidis, S. hominis). Pseudomonas aeruginosa, the clinically most relevant 
pathogen, was isolated in three episodes. Distribution by endoscope type 
showed higher HCO positivity in duodenoscopes and gastroscopes, whereas 
colonoscopes (including pediatric models) yielded almost exclusively LCO. Sev-
eral instruments with ≥ 3 samplings (IDs: 2300238, 2201874, 2200941, 
1210792) demonstrated recurrent HCO contamination.
Conclusions  Microbiological monitoring revealed specific criticalities, particu-
larly in duodenoscopes and in instruments exhibiting recurrent HCO positivity. 
These findings suggest that monitoring should not focus solely on isolated 
episodes but rather consider the longitudinal performance of each device. In-
struments with recurrent HCO contamination may harbor micro-damage or 
structural defects that facilitate bacterial persistence. In such cases, intensified 

surveillance, reinforced reprocessing protocols, or instrument replacement 
may be warranted. Our data confirm the essential role of microbiological mon-
itoring in enhancing the safety of endoscopic procedures and provide insights 
for future personalized maintenance strategies.
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Aims  To synthesise contemporary evidence on burnout, workload, ergonom-
ics, and workflow efficiency in endoscopy, to examine their impact on quality 
indicators, and to develop a practical, multi-level intervention framework—in-
cluding a “Burnout-Aware Endoscopy List” Toolkit—that integrates workforce 
well-being into endoscopy service performance.
Methods  A narrative review (2019–2025) was conducted, drawing on peer-re-
viewed studies, systematic reviews, clinical guidelines, educational interven-
tions, and organisational reports. A thematic synthesis explored the interplay 
between workload intensity, turnover dynamics, ergonomic design, team 
culture, and staff well-being. These stressors were mapped onto real endosco-
py workflows—from scheduling and room setup to intraprocedural flow, turn-
overs, and post-list tasks—and integrated with ergonomic principles, quali-
ty-improvement models, and established endoscopy quality frameworks.
Results  Burnout was strongly associated with reduced procedural quality, 
higher error rates, impaired situational awareness, and diminished capacity for 
supervision and training. Five major stressor domains emerged: high caseload 
and pace, ergonomic hazards, staffing and skill-mix constraints, cognitive load, 
and administrative burden. Mapping these stressors identified predictable 
workflow “pressure points” where efficiency demands conflict with staff 
well-being. Synthesised findings shaped a three-level intervention framework 
spanning individual ergonomics (micro), team structure and list design (meso), 
and unit-wide organisational practices (macro). From this, it was developed a 
Burnout-Aware Endoscopy List Toolkit, comprising a complexity-weighted list 
design template, staffing matrix, a brief burnout-aware team huddle, ergonom-
ic micro-checks, a structured end-of-list debrief, and an integrated dashboard 
combining well-being, quality, and efficiency metrics. Units adopting similar 
workflow and ergonomic redesigns report better staff well-being and improved 
performance on key quality indicators [1–24].
Conclusions  Burnout in endoscopy units is not simply an occupational health 
issue – it is a systems-level quality concern. Teams well-being must be embed-
ded within endoscopy quality frameworks, and operational strategies such as 
complexity-balanced scheduling, ergonomic redesign, realistic turnover tar-
gets, and improved room flow should be treated as core quality interventions. 
Sustainable endoscopy services depend on a sustainable workforce. Aligning 
efficiency with staff safety directly supports the Quadruple Aim and leads to 
better patient outcomes.
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Aims  Sedation is essential in digestive endoscopy to enhance patient comfort 
and optimize procedural quality. The implementation of a Standardized Oper-
ating Procedure (SOP), based on ASA risk stratification and staff competency, 
enables systematic safety measures and comprehensive monitoring. Special-
ized nursing staff lead these critical processes, contributing significantly to the 
efficiency and safety of the service [1–6].
The objectives were to describe the organization and outcomes of the sedation 
model in our unit, highlight the role of nursing in preparation, administration, 
and recovery, define competency allocation according to ASA risk classification, 
and identify key indicators of safety and clinical effectiveness.
Methods  A structured protocol was implemented across three clinical phases, 
based on ASA risk stratification:
1. Pre-procedure Phase: Stratification and Planning
Specialized nursing conducts a comprehensive clinical assessment through 
patient interview, medication review, and evaluation of airway-related risks 
and comorbidities.
Patients are classified according to ASA, determining:

▪▪ Sedation performed by gastroenterology staff for ASA I–II patients, by 
personnel accredited in deep sedation with propofol through SEED-en-
dorsed specialized training (Spanish Society of Digestive Endoscopy).

▪▪ Sedation performed by anesthesiology for ASA III–IV patients or when 
additional risks are identified.2. Intra-procedure Phase: Administration 
and MonitoringNursing responsibilities include preparing the procedure 
area and administering medication according to protocol, continuous 
monitoring of vital signs from induction to the end of the procedure, and 
early detection of changes in the level of sedation, providing ventilatory 
support when needed, and managing pain.3. Recovery Phase: Surveil-
lance and Discharge
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▪▪ Led by nursing staff: serial monitoring of vital signs and neurological status.
▪▪ Discharge criteria based on standardized post-procedure recovery 
scales.Results

▪▪ Safety:  Minor complications were infrequent ( < 2.5 %), mainly transient 
mild desaturations, with no severe adverse events or sedation-related 
deaths. This favourable safety profile has remained consistent since 2019, 
particularly in low-risk patients (76 % ASA I–II) managed by accredited 
nursing staff throughout preparation, propofol administration, and 
post-sedation monitoring.

▪▪ Effectiveness:  The standardized sedation workflow proved highly 
effective in ensuring patient comfort and optimizing procedural times. 
Protocol implementation significantly shortened recovery, achieving a 
30-minute mean, which improved patient flow and overall unit efficiency.

▪▪ Patient Satisfaction:  The protocol substantially improved patient 
experience, achieving an overall satisfaction rate of 98 %. Since 2019, 99 % 
of endoscopic procedures have been performed under sedation, directly 
contributing to increased comfort, reduced anxiety, greater tolerance to 
the procedure, and enhanced perceived safety.

▪▪ Efficiency:  Reorganization based on ASA stratification and the active role 
of nursing reduced waiting times from 730 to 30 days, improving 
accessibility and service performance. The model also increased team 
satisfaction, strengthened interdisciplinary coordination, and lowered 
procedure cancellations, reinforcing its operational sustainability.

Conclusions  The implementation of a structured sedation protocol based on 
ASA risk classification is a safe and effective method for performing digestive 
endoscopy procedures. The training and leadership of specialized nursing staff 
are essential for comprehensive risk management and patient safety. Assigning 
sedation responsibilities according to ASA category standardizes clinical prac-
tice, optimizes resources, and ensures appropriate safety levels for each risk 
group. This model contributes to continuous quality improvement, enhances 
patient satisfaction, and supports the sustainability of the service.
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Aims  While minimally invasive, endoscopic procedures present significant risks 
to patient safety, including complications such as perforation, bleeding, infec-
tion, and pancreatitis. Implementing safety checklists in various medical fields 
has been shown to improve patient outcomes by standardizing processes and 
enhancing communication. However, the role of safety checklists, specifically 
in endoscopic procedures, remains underexplored.To evaluate the effectiveness 
of safety checklists in improving patient safety, reducing complications, and 
enhancing procedural efficiency in endoscopic practices across multiple centers 
[1–4].
Methods  This prospective, multicentric study was conducted across twenty 
endoscopic units, 14 national health service providers, and six private practic-
es between 20.01.2025 and 14.02.2025. A total of 4,926 patients underwent 
endoscopic procedures. Hungarian endoscopy experts translated the safety 
checklist recommended by the European Society of Gastrointestinal Endosco-
py into Hungarian and revised it before circulation. Online training was held 
twice with the participating centers before the study period. Key safety com-
ponents included patient identification, consent, comorbidities, medication, 
anticoagulation, procedural plan, equipment, vital signs, observation, and 
post-procedural checks. We collected data on the identified deficiencies and 
preventable errors and performed a statistical descriptive analysis. We also 
collected and narratively reviewed all users' feedback on implementing the 
checklist [5, 6].
Results  Among the 4,926 patients, 4,013 underwent procedures with the 
checklist protocol, and the use of the checklist identified 327 correctable defi-
ciencies and errors in 4,013 (8.14 %) endoscopies, with 117 (2.91 %) procedures 
with more than one deficiency and error. The rate of endoscopies with correct-
able errors varied between 0 % and 70.34 % in the different centers. The check-
list identified correctable errors in 2,054 colonoscopies, 1,648 gastroscopies, 
326 endoscopic retrograde cholangiopancreatography, and endoscopic ultra-
sound with a rate of 9.01 %, 6.43 %, 4.29 %, and 0 %, respectively. Fourteen 
endoscopic (70 %) units, including three private practices (50 %), plan to con-
tinue using the checklist. Users commented on the following benefits: im-
proved teamwork, more focused pre-procedural assessment, and more atten-
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tion to crucial details such as coagulation. However, nearly all users stated that 
the additional time, lack of willingness to use, and more paperwork impeded 
its introduction into practice.
Conclusions  Implementing safety checklists in endoscopic procedures signif-
icantly improves patient safety by identifying preventable errors. This study 
proves the feasibility of using safety checklists in endoscopy and highlights the 
importance of standardized safety protocols in endoscopic units. By verifying 
routine procedures, the checklist minimizes the potential for human error and 
problems arising from forgotten steps. Implementing a checklist has been 
shown to improve communication among members of the multidisciplinary 
team.
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Aims  The aim of this research is to define the core and advanced competencies 
of endoscopy nursing through an exploration of routine activities, required 
knowledge and skills and expected levels of professional autonomy.
Methods  A qualitative study was conducted using the interview to the double 
methodology, in which 6 participants instruct the interviewer—imagined as 
their “double”—on how to replace them at work without being recognized by 
colleagues [2]. Nurses employed in a private healthcare facility, with at least 
three years of experience in endoscopy and adequate comprehension of Italian, 
were included. Interviews were audio-recorded, transcribed verbatim, and 
analyzed using NVivo 11.0.
Results  Preliminary results reveal 5 main domains of nursing competence. 
Technical and care competencies include anatomical knowledge, infection 
prevention and control, pharmacological management, endoscopic instrumen-
tation, reprocessing, emergency recognition, and direct patient support. Or-
ganizational and management competencies involve coordinating clean/dirty 
pathways, ensuring equipment functionality, stock management, documen-
tation, and procedural traceability. Communicative and relational competen-
cies encompass effective patient communication, anxiety reduction, teamwork, 
and collaboration with anesthesiologists and endoscopists. Educational com-

petencies refer to patient education, peer training, and promotion of best 
practices. Safety and infection-prevention competencies include adherence to 
sterilization norms, use of PPE, waste management, monitoring of sterile in-
tegrity, and prevention of cross-contamination.
Conclusions  The emerging competency framework highlights the high degree 
of specialization required in modern endoscopy nursing [1]. The five identified 
domains reflect a complex professional role that integrates technical expertise, 
organizational leadership, communication skills, educational function, and 
rigorous infection-prevention practice. These findings underscore the need for 
updated national standards, structured training programs, and a clearly defined 
professional profile to support competency development and ensure the de-
livery of safe, high-quality, patient-centered endoscopic care. Further consen-
sus work will refine competency levels and inform the creation of a standardized 
job description for the Endoscopy Nurse in Italy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP043  Screening of neoplastic Lesions of the Small 
Bowel Using Capsule Endoscopy in Lynch Syndrome. 
The iCARE4Lynch Study
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Aims  Lynch Syndrome (LS) is an autosomal dominant genetic predisposition re-
sponsible for multiple cancers, including the rare small bowel (SB) adenocarcinoma. 
There is no formal recommendation regarding the need for screening. Since the 
2000s, small bowel capsule endoscopy (SBCE) has become the reference method 
for SB exploration. The diagnostic and therapeutic yield of screening for neoplastic 
lesions by SBCE is poorly documented. The aim of this study was to evaluate the 
diagnostic yield of a first (index) screening SBCE in patients with LS.
Methods  We conducted a European multicenter cohort study. Patients carry-
ing a pathogenic variant of a DNA mismatch repair (MMR) gene, who were 
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asymptomatic and screened by SBCE for suspected neoplastic lesions, were 
included. Data was collected between January 2000 and December 2024. The 
primary endpoint was the diagnostic yield of an index SBCE, defined as the 
proportion of patients diagnosed with neoplastic lesions. Secondary endpoints 
were the diagnostic yield of follow-up SBCE, adverse events, technical perfor-
mance, age at lesion diagnosis, impact of SBCE on management, and lesion 
frequency depending on the type of pathogenic variant.
Results  A total of 346 patients were screened in the study, with 21 (6.1 %) 
excluded due to symptoms. A total of 325 patients were included for analysis. 
The mean age was 51.0 ( ± 11.2) years, and 146 patients (45 %) were male. The 
genetic variants identified were MLH1 (94, 29.2 %), MSH2 (144, 44.5 %), MSH6 
(66, 20.5 %), PMS2 (21, 6.5 %), and EPCAM (0, 0 %). Two hundred and eighteen 
(63.0 %) patients had a personal history of LS-related cancer, and 289 (83.5 %) 
had a first-degree family history of small bowel adenocarcinoma.
SBCE was ingested in 324 (99.8 %) cases. Small bowel examination was com-
plete in 325 (100 %) patients. The bowel cleanliness rate was adequate in 287 
(88.2 %) of cases. In terms of adverse events, aspiration was noted in 0 (0 %) 
patients, and retention was noted in 2 (0.4 %) patients, requiring extraction 
(endoscopic or surgical) in 1 (0.2 %) patient.
The diagnostic yield of the index SBCE was 7.1 %, identifying a neoplastic lesion 
in 23 patients, including 4 adenocarcinomas. The mean age at diagnosis of 
neoplastic lesions was 64 ( ± 11.7) years. Among the 302 patients with a normal 
SBCE, 111 underwent a second SBCE after a mean interval of 3.8 years ( ± 1.9). 
The diagnostic yield for the second SBCE was 8.1 % (9 patients), none of whom 
had adenocarcinoma. The mean age at diagnosis of neoplastic lesions was 56 
( ± 9.5) years.
Conclusions  In this European multicenter study including 325 patients with 
LS, the first small bowel SBCE performed for screening purposes had a diagnos-
tic yield of 7.1 %. The diagnostic yield of a second SBCE performed after a 3.8-
year interval was 8.1 %. The adverse event rate was 0.4 %. These results suggest 
that screening SBCE is warranted or to the least has a definite role, in patients 
with LS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small bowel capsule endoscopy (SBCE) is central to Crohn’s Disease (CD) 
care but limited by lengthy review and reader variability. We tested whether an 
artificial-intelligence (AI)–triaged, human-reviewed workflow (SmartScan, SS) 
can replace full-video (FV) review while reducing reading time and maintaining 
safety (▶Table 1).

▶Table 1	  Continuous agreement (equivalence) between SmartScan (SS) and full video (FV)

Endpoint Mean Δ [90 % CI] Margin Decision(TOST) Sensitivity Bounds

LS inflammatory subtotal 
(primary)

 − 16.4 [ − 30.5, − 2.3]  ± 120 Equivalent Within ± 100/ ± 150

LS total (sensitivity)  − 44.9 [ − 77.4, − 12.4]  ± 120 Equivalent Within ± 100/ ± 150

CECDAI – full index  − 0.24 [ − 0.39, − 0.10]  ± 3 Equivalent Within ± 2/ ± 4

CECDAI A × B (inflammation)  − 0.20 [ − 0.34, − 0.06] 90 % CI within ± 3(not driven by inflammation alone)

CECDAI C (stenosis)  − 0.04 [ − 0.07, − 0.01] 90 % CI within ± 3(not driven by stenosis alone)

Methods  Single-center, randomized, assessor-blinded, dual-reader, 2 × 2 cross-
over non-inferiority study of OMOM HD videos. Adults with established CD had 
paired FV and SS reads. The primary endpoint was non-inferiority of the agree-
ment on Lewis Score [LS] activity category and stricture status. Secondary 
endpoints included LS category agreement, equivalence of continuous LS/
CECDAI, within-tolerance agreement, stricture sensitivity, performance with 
short transit and low Brotz quality, and reading-time superiority [1, 2].
Results  We analyzed 153 paired studies. SS and FV agreed on both LS catego-
ry and stricture in 96.1 % (147/153), surpassing the non-inferiority margin 
(p = 0.005). LS category exact-match was 96.7 %. Continuous scores were equiv-
alent, within-tolerance agreement was 91.5 % (140/153) and stricture sensi-
tivity 100 %. Results were similar with short transit and low Brotz quality. Mean 
reading time fell from 41.5 to 12.8 minutes (p < 0.001).
Conclusions  SS achieved non-inferiority, preserved continuous score equiva-
lence, and markedly reduced reading time, while maintaining safety. These 
data support an AI-first, human-verified SBCE workflow with selective escalation 
to FV.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small-bowel capsule endoscopy (SBCE) is an established diagnostic mo-
dality, yet its role in coeliac disease remains limited. Current guidelines recom-
mend SBCE as a second-line investigation in refractory or complicated coeliac 
disease, following serology, histology, and dietary adherence assessment. 
However, no prior systematic review and meta-analysis has synthesised evi-
dence on SBCE specifically in refractory or active coeliac disease.
Methods  We systematically searched EMBASE, MEDLINE, Cochrane Central, 
and PubMed for studies using capsule endoscopy in patients with coeliac dis-
ease, particularly those with persistent gastrointestinal symptoms or suspect-
ed refractory disease. Two reviewers independently screened studies and ex-
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tracted data. Risk of bias was assessed using ROBINS-I, and certainty of evidence 
using GRADE. We performed random-effects meta-analyses using a generalised 
linear mixed model (GLMM) to estimate pooled diagnostic yields for active 
refractory coeliac disease and secondary outcomes (ulcerative lesions and 
small-bowel tumours). Random-effects meta-regression, fitted using restrict-
ed maximum likelihood (REML), explored whether variation in diagnostic yield 
was associated with prespecified covariates (mean age, ulcer and tumour diag-
nostic yield, completion rate, coeliac serology, proportion with known refrac-
tory coeliac disease, and symptom burden).
Results  Twelve studies, including 715 patients, were eligible. The mean age 
was approximately 50.9 years, and 28.7 % were male. Disease duration was 
variably reported, with a median duration of approximately 7.1 years among 
studies providing extractable data. The pooled diagnostic yield for active re-
fractory coeliac disease was 0.68 (95 % CI 0.57–0.77; I² = 70 %). Pooled diagnos-
tic yield for small-bowel ulcers was 0.06 (95 % CI 0.02–0.13; I² = 71 %), and for 
small-bowel malignancy 0.03 (95 % CI 0.02–0.04; I² = 0 %). Neither univariate 
nor multivariate meta-regression identified any covariates that significantly 
modified diagnostic yield. Capsule retention ranged from 0.53 % to 1.0 %, and 
adequate bowel preparation ranged from 53 % to 100 %. Across seven eligible 
studies, the meta-analytic pooled estimate indicated that 40 % of patients ex-
perienced a change in management following SBCE (95 % CI 18–67 %; I² = 94 %). 
Only one study reported using patency capsules, whereas three reported con-
verting some selected procedures to device-assisted enteroscopy due to con-
cerns about capsule retention.
Conclusions  SBCE has a high diagnostic yield in refractory coeliac disease, with 
a relatively low frequency of ulcerative jejunitis and small-bowel malignancy, 
supporting its role as a second-line, non-invasive investigation and a filter test 
before device-assisted enteroscopy in complicated coeliac disease. Future stud-
ies should assess the role of artificial intelligence in improving the detection 
and characterisation of complex coeliac disease on SBCE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Although the use of device-assisted enteroscopy (DAE) has increased, 
few large-scale studies have examined long-term outcomes focused on small 
bowel (SB) bleeding. We analyzed National Health Insurance Service (NHIS) 
data to evaluate the clinical utility of DAE in patients with SB bleeding who 
underwent capsule endoscopy (CE).
Methods  We constructed a cohort of 11,690 patients who underwent CE for 
SB bleeding (identified using ICD-10 codes) between 2002 and 2022. Patients 
were categorized into three groups: no DAE, diagnostic DAE, and therapeutic 
DAE. We assessed four major outcomes, including the probability and factors 
associated with SB rebleeding, severe SB rebleeding, rebleeding-related mor-
tality, and all-cause mortality.
Results  Of 11,690 patients, 5,221 were eligible for analysis (no DAE, n = 4,960; 
diagnostic DAE, n = 173; therapeutic DAE, n = 78). The probability of SB rebleed-
ing and severe SB rebleeding was highest in the therapeutic DAE group, fol-
lowed by diagnostic DAE and no DAE groups (p < 0.001), with 7-year rebleeding 
probabilities of 19.8 %, 15.8 %, and 5.0 %, respectively. Rebleeding-related and 
all-cause mortality were also highest in the therapeutic DAE group, followed 
by diagnostic DAE and no DAE groups (p < 0.001 for both), with 7-year rebleed-

ing-related mortality probabilities of 9.3 %, 5.9 %, and 2.7 %, respectively. Risk 
factors for both rebleeding-related and all-cause mortality included age, male 
sex, liver cirrhosis, and malignancy.
Conclusions  In patients with SB bleeding, therapeutic DAE is associated with 
higher risks of rebleeding and mortality, likely reflecting greater underlying 
disease burden. Long-term, individualized monitoring and careful management 
of comorbidities are required, even after therapeutic intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Double-balloon enteroscopy (DBE) plays a central role in the diagnosis 
and management of small-bowel disease, allowing direct visualisation of mu-
cosal abnormalities, targeted tissue sampling, and the delivery of precise en-
dotherapy within the same procedure [1]. As DBE is technically demanding and 
performance can vary across centres, the ESGE has introduced specific quality 
indicators to standardise practice and optimise clinical outcomes [2]. This study 
aimed to evaluate how DBE practice in our centre aligns with these established 
quality benchmarks over a two-year period.
Methods  All DBE procedures performed at the Royal Free Unit for Endoscopy 
between July 2023, and October 2025 were retrospectively reviewed from our 
prospectively-maintained institutional database. Baseline characteristics, per-
formance outcomes, major and minor performance indicators were analysed. 
ESGE performance indicators and their thresholds were used as reference stand-
ards.
Results  A total of 359 DBE procedures were included in our study. DBE was 
performed for an appropriate indication in 98.3 % of cases. Adequate pre-pro-
cedure preparation occurred in 345 patients (96.1 %). Multidisciplinary team 
(MDT) discussion took place pre-procedurally in 200 cases (55.7 %). Maximum 
insertion depth was documented in 99.7 % of cases (n = 358) and marking with 
a submucosal tattoo of sterile carbon particles was performed in 72.7 % of 
clinically indicated cases. The overall diagnostic yield was 79.4 % and accurate 
photo-documentation was obtained in 70.8 %. Among lesions requiring further 
therapeutic intervention, 95.1 % were marked appropriately. Therapeutic in-
tervention was performed in 60.2 % of procedures, with therapeutic success 
achieved in 98.6 %. Patient comfort was adequate in 96.9 % of procedures, and 
adverse events occurred in 0.8 % (3/359).
Conclusions  Our 2-year quality asessment showed that achieving established 
ESGE quality thresholds for DBE is feasible in routine clinical practice. In our 
high-volume centre, both diagnostic yield and safety outcomes exceeded cur-
rent ESGE targets, while the remaining indicators were consistently within 
expected benchmark ranges. These findings provide real-world support for the 
application of ESGE quality measures in DBE services and may help inform future 
updates as more data become available.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Crohn’s Disease (CD) demands accurate and repeated assessment of 
inflammatory activity. Capsule endoscopy (CE) and intestinal ultrasound (IUS) 
are patient-friendly non-invasive modalities to evaluate the small bowel, yet 
head-to-head comparisons are scarce, particularly for mild inflammatory bur-
den [1]. We aimed to compare IUS with CE in detecting ileal inflammation.
Methods  In this prospective, blinded study, patients with known or suspected 
CD referred for CE underwent same-day IUS, performed immediately prior to 
capsule ingestion. Inflammatory activity was quantified by the Lewis score (LS) 
for CE and the International Bowel Ultrasound Segmental Activity Score (IBUS-
SAS) for IUS. Diagnostic accuracy was evaluated by ROC curve analysis.
Results  We included 98 patients, 58.2 % female, with a mean age of 41.5 ± 13.9 
years, of those 68.4 % had suspected CD and 31.6 % established inflammatory 
type (B1) CD. CE was performed as small-bowel CE in 82.7 % and pan-intestinal 
endoscopy in 17.3 %. Median fecal calprotectin was 46.3 µg/g and CRP 1.9 mg/L. 
Spearman's rho was 0.432 (p < 0.001) between 3rd tertile LS and IBUS-SAS. The 
AUROC for IBUS-SAS was 0.65 (p = 0.09; 95 % CI, 0.54–0.76) for non-significant 
inflammation (LS < 135), 0.798 (p < 0.001; 95 % CI, 0.69–0.90) for mild inflam-
mation at high-risk of flare (LS ≥ 350), and 0.810 (p < 0.001; 95 % CI, 0.69–0.93) 
for moderate-to-severe inflammation (LS ≥ 790). For LS ≥ 350, an IBUS-SAS cut-
off of 12.7 yielded 86.4 % sensitivity, 68.5 % specificity, 45.2 % Positive Predictive 
Value (PPV), 94.3 % Negative Predictive Value (NPV) and a κ = 0.416 (p < 0.001). 
For LS ≥ 790, a cut-off of 15.8 provided 78.6 % sensitivity, 77.8 % specificity, 
37.9 % PPV, 95.5 % NPV and a κ = 0.390 (p < 0.001).
Conclusions  IUS showed high accuracy and excellent negative predictive val-
ue for detecting clinically relevant ileal inflammation. These findings position 
IUS as an effective non-invasive strategy to exclude significant inflammatory 
activity in the ileum, while CE remains the reference for confirming and staging 
disease burden, by evaluating the whole extension of small bowel mucosa.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is one of the options for man-
agement of early gastric cancer (EGC) with positive horizontal margins (HM1) 
after initial ESD. Data regarding the feasibility and safety of ESD in this setting 
is limited, which we aimed to study.
Methods  A retrospective analysis of patients who underwent salvage ESD for 
EGC after initial ESD showed HM1 between January 2014 and April 2024 at 
three centers was done. Technical success, procedure time, complications, and 
histologic outcomes were assessed.
Results  A total of 5855 patients had undergone ESD for early gastric cancer in 
the three centers combined, out of which 75 (1.28 %) turned out to have inde-
terminate (HMx) or positive (HM1) horizontal margins. Twelve out of these 
patients had undergone re-ESD. The Technical success rate was 100 % (12/12). 
The median procedure time was 65.5 minutes for the re-ESD and 34 minutes 
for the initial ESD, and the difference was statistically significant(p = 0.0499). 
The median resection speed was similar in both groups ( 21.58 mm/min versus 
14.43 mm/min, p = 0.239). There were no major adverse events (▶Table 1). 
En-bloc resection rate could be achieved in all patients (12/12; 100 %) and R0 
resection in 9 patients (75 %) (▶Table 2). Out of the patients who did not have 
negative vertical margins, two had indeterminate vertical margins (VMx) 
whereas one had positive vertical margins (VM1). All the three patients have 
had no additional treatment and are currently under follow-up with no local 
recurrence noted till date.

▶Table 1	  Adverse events

Initial ESD Re-ESD P 
value 

Intraprocedural Deep muscle 
injury 

1 (8.33 %) 1 (8.33 %) 1

Perforation 0 (0 %) 0 (0 %) -

Severe bleed 0 (0 %) 0 (0 %) -

Delayed Bleeding 0 (0 %) 0 (0 %) -

Perforation 0 (0 %) 0 (0 %) -

Other 0 (0 %) 0 (0 %) -
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▶Table 2	  Histologic outcomes of re-ESD

Negative horizontal margins 12 (100 %)

Negative vertical margins 9 (75 %)

Lymphatic invasion 0 (0 %)

Vascular invasion 0 (0 %)

R0 resection 9 (75 %)

Curative resection 9 (75 %)

Conclusions  Preliminary data from this study shows that salvage ESD for pa-
tients with EGC with positive horizontal margins after initial ESD appears to be 
feasible and safe at high volume centres.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Familial adenomatous polyposis (FAP) is an autosomal dominant disease 
leading to extensive colorectal polyposis and a very high risk of colorectal can-
cer. Standardized management with prophylactic colectomy and endoscopic 
surveillance has markedly improved colorectal cancer prevention, shifting the 
main challenge toward the diagnosis and treatment of rarer extracolonic man-
ifestations, notably gastric cancer [1, 2]. We recently described the endoscop-
ic features of gastric dysplasia in Western FAP cohorts, characterized mainly by 
flat whitish fundic lesions overlying fundic gland polyps, and antral nodular 
lesions [3, 4]. However, no study to date has evaluated the outcomes of endo-
scopic treatment for these lesions. We aimed to assess the efficacy and mor-
bidity of endoscopic resection for gastric dysplasia in a large prospective cohort.
Methods  Within a large prospective FAP cohort (NCT01987518), we included 
all patients who underwent endoscopic resection of gastric dysplasia between 
2015 and 2025. Efficacy outcomes included rates of en bloc and R0 resection, 
while morbidity was assessed by perforation rates. Survival analyses evaluated 
the occurrence of new dysplastic lesions, gastric cancer, or indications for gas-
trectomy. Subgroup analyses compared antral and fundic lesions.
Results  Among 230 patients in the cohort, 28 endoscopic resections were 
performed in 22 patients. Fundic gland polyposis was present in 82 % of cases, 
and none had Helicobacter pylori infection. Most lesions were fundic (85 %), 
with 15 % located in the antrum. Resection techniques included endoscopic 
submucosal dissection (ESD) (46 %), hybrid ESD (7 %), hot-snare EMR (18 %), 
and cold-snare EMR (28 %). Mean lesion size was 41 mm. En bloc and R0 resec-
tion rates were 57 % and 53 %, respectively, with a perforation rate of 10 %. In 
the ESD subgroup, the en bloc resection rate reached 92 % with 7 % perforations. 
During follow-up (mean 52 months), 52 % of patients developed new dysplas-
tic lesions, with a median time to recurrence of 71 months. Two patients (9 %) 
required gastrectomy due to excessive lesion burden. Only one intramucosal 
adenocarcinoma was identified, on gastrectomy specimen. Recurrence oc-
curred in 65 % of fundic lesions (median 57 months) but in none of the antral 
lesions.
Conclusions  This is the first study to evaluate the outcomes of endoscopic 
treatment for gastric dysplasia in patients with FAP, and to our knowledge the 
largest Western cohort addressing this issue. Endoscopic management appears 

effective and safe, enabling timely referral for surgery when needed. However, 
the high recurrence rates suggest that gastric lesions should be better integrat-
ed into upper gastrointestinal surveillance strategies, which currently rely ex-
clusively on the Spigelman score driven by duodenal disease.
Endoscopic treatment of gastric dysplasia in FAP patients appears effective and 
safe in a large prospective cohort and highlights the need to optimize upper 
gastrointestinal surveillance strategies for this high-risk population.
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Aims  Endoscopic submucosal dissection (ESD) for early gastric cancer (EGC) 
without the risk of lymph node metastasis (LNM) is now the standard treatment. 
Recently, a scoring system named the “eCura system” was developed in Japan 
to help in decision-making about the additional treatment for patients result-
ed in non-curative resection after ESD. The eCura system is a well-validated 
scoring model; however, over 80 % of the cases in the cohorts consisted of 
differentiated-type EGC, and its applicability to undifferentiated-type EGC in 
non-curative resection remains uncertain. Therefore, we conducted a multi-
center retrospective study to investigate the risk factors for LNM in undifferen-
tiated-type EGC in non-curative resection, establish a risk scoring system, and 
analyze long-term prognosis.
Methods  This nationwide multicenter retrospective study included consecu-
tive patients with undifferentiated-type EGC. These patients resulted in non-cu-
rative resection at 64 institutions in Japan between January 2011 and March 
2019. Undifferentiated-type EGC was defined as a poorly differentiated adeno-
carcinoma, signet ring cell carcinoma, or mucinous adenocarcinoma. This study 
included two cohorts: patients who underwent additional surgery after ESD 
and those who were followed without additional surgery.
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First, we investigated risk of LNM in patients who underwent additional surgery 
after ESD. Second, to establish a risk score for predicting LNM, we assigned 
weighted points proportional to the β regression coefficient values of factors 
that were statistically significant. The new exploratory scoring system was 
compared with the eCura system to evaluate the predictive performance for 
LNM. Third, the cancer-specific survival (CSS) and cumulative recurrence in the 
follow-up without additional surgery group were examined using a risk scoring 
system with the highest area under the curve (AUC) among risk score models 
compared.
Results  Overall,1049 patients were divided into additional surgery (716) and 
follow-up without additional surgery (333) groups. LNM was found in 5.7 % of 
patients who received additional surgery. Tumor size > 30 mm and lymphatic 
invasion were independent risk factors for LNM. The area under the curve (AUC) 
for the new exploratory simple scoring system in LNM was 0.768 (95 % CI 
0.687–0.848), the AUC for the eCura system in LNM was 0.783 (95 % CI 0.703–
0.864), and there were no statistically significant differences (p = 0.464). Final-
ly, the eCura system was applied to the additional surgery group; The CSS at 5 
years significantly differed in the low-, intermediate-, and high-risk groups 
(99.6 %, 96.9 %, and 60.6 %, respectively; p < 0.001). The HR of cancer recurrence 
for intermediate- and high-risk was 6.54 (95 % CI 0.41–104.2), and 98.2 (95 % 
CI 12.10–798.5), respectively (p < 0.001).
Conclusions  Our findings suggest that lymphatic invasion and tumor size > 30 
mm are associated with the risk for LNM, and the eCura system can be applied 
to undifferentiated-type EGC in non-curative resection.
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Aims  Patients taking anticoagulants, including direct oral anticoagulants 
(DOACs) and warfarin, are considered high-risk in gastric endoscopic submu-
cosal dissection (ESD) because of their significantly increased risk of postoper-

ative bleeding and thromboembolic complications. In a previous retrospective 
study, we reported that post-ESD bleeding in patients taking dabigatran was 
less frequent compared to those with other anticoagulants, which can be ex-
plained by the differences in their metabolic pathways. We hypothesized that 
replacing other DOACs and warfarin with dabigatran after gastric ESD could 
reduce post-ESD bleeding.
Methods  We conducted a single-arm multicenter prospective study in which 
anticoagulants were replaced with dabigatran after ESD in patients with gastric 
neoplasms eligible for ESD who were continuously taking rivaroxaban, apix-
aban, edoxaban or warfarin to prevent thromboembolism due to nonvalvular 
atrial fibrillation. Patient enrollment occurred from February 2019 to February 
2025 at 20 institutions across Japan. DOACs were discontinued on the day of 
ESD, and dabigatran was taken starting from the next day for 28 days. Patients 
on warfarin either stopped the medication one day before or on the day of ESD 
depending on PT-INR. Another option was to discontinue warfarin four days 
prior and use heparin bridging. Dabigatran was initiated after ESD when PT-INR 
dropped less than 2.0. Anticoagulant therapy was switched back to the original 
agent on postoperative day 28, with follow-up continuing until day 56, at which 
point the patient underwent endoscopy and final evaluation. The primary out-
come was the post-ESD bleeding rate. Delayed bleeding was significantly re-
duced with dabigatran bridge when the 90 % confidence interval (CI) did not 
exceed the 18 % threshold, which represented the estimated rate for patients 
on other anticoagulants.
Results  In total, 150 patients were enrolled, and 140 patients completed the 
protocol treatment. Male patients accounted for 86 %, with a median age of 
77.5 years. Antiplatelet use was observed in 12 %, and the median CHADS₂ score 
was 2. The post-ESD bleeding rate was 10 % (90 % CI, 6.3-15.0). Although throm-
boembolism occurred in one case (0.7 %) as a cerebral infarction, the patient 
recovered without significant paralysis. Two cases (1.3 %) of perforation during 
ESD were observed and were successfully managed with conservative treat-
ment.
Conclusions  Switching to dabigatran reduces postoperative bleeding follow-
ing gastric ESD in patients taking anticoagulants for nonvalvular atrial fibrilla-
tion, and represents a simple and effective strategy that can be easily combined 
with other preventive measures. (UMIN-CTR000035353)
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Aims  The BANDING-SET study demonstrated that endoscopic band ligation 
without resection combined with single-incision needle-knife (SINK) biopsy 
achieved successful clinical management in 92.7 % of subepithelial tumours 
(SETs) ≤ 10 mm at one-year follow-up (GIE 2023). The primary objective of this 
long-term study was to evaluate the 5-year recurrence rate in SETs with inade-
quate or potentially malignant histology (ip-SETs). Secondary objectives includ-
ed all long-term SETs (g-SETs) global recurrence, associated risk factors, long-
term clinical success and impact, follow-up of “unsuccessful” cases, and final 
biopsy diagnostic yield (▶Table 1).

▶Table 1	 

GLOBAL SETs ≤ 10-mm SETs > 10-mm

Recurrence 5 (6.6 %) 1 (1.6 %) 4 (28.6 %)

No Recurrence 71 
(93.4 %)

61 (98.4 %) 10 (71.4 %)

Methods  A 5-year follow-up was conducted on patients included in a prospec-
tive multicentre study (7 centres), from March 2017 to May 2025. The ip-SET 
group underwent specific surveillance using endoscopic ultrasound (EUS) and 
tissue sampling. Overall recurrence was analysed for all g-SET included in BAND-
ING-SET study (ClinicalTrials.gov NCT03247231).
Results  SETs with clinical success at one-year accounted for = 78/122 (68.4 %; 
95 %CI: 59.1-76.8). The ip-SETs subgroup included 42 cases; 6 were lost to 
follow-up, yielding 36 patients for analysis (18 inadequate histology, 12 neu-
roendocrine neoplasms [NENs], 6 GISTs).
At 5-year follow-up, recurrence in the ip-SET group was 2.8 % (n = 1/36; 1 NEN). 
While overall recurrence in the g-SET group was 6.6 % (n = 5/76; 2 inflammato-
ry fibroid polyps [IFPs], 1 ectopic pancreas, 1 inadequate histology, 1 NEN), 
recurrence subanalysis (g-SETs) by SET size showed a significantly higher rate 
in lesions > 10-mm compared to ≤ 10-mm (28.6 [n = 4/14] vs. 1.6 % [n = 1/61]; 
multivariable RR: 23.3 (95 %CI: 1.06-511; p = 0.046).
Clinical success among g-SETs was 65.7 % (n = 71/108), with an overall clinical 
impact of 77.6 % (n = 90/116), rising to 92.1 % (n = 70/76) in the ≤ 10-mm sub-
group [1–3].
Among the 37 “unsuccessful” SET cases, initial SINK biopsy revealed benign 
histology in 13; clinical decision against further follow-up due to age or comor-
bidities was made in 8; EUS surveillance was continued in 12; and definitive 
treatment was performed in 4 (endoscopic submucosal dissection: 2 IFPs, 1 
GIST); surgical resection: 1 GIST). Overall histological diagnostic yield: 71.8 % 
(n = 79/110).
Conclusions  The 5-year recurrence rate for both ip-SETs (with inadequate his-
tology or potentially malignant histology) and all g-SETs was low (2.8 % and 
6.6 %, respectively). SET size > 10-mm was identified as a significant risk factor 
for recurrence. The BANDING-SET technique offers a safe and effective long-
term alternative for the management of small SETs, with sustained clinical 
impact in lesions ≤ 10-mm
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Aims  Local excision (LE) is increasingly used for early rectal cancer (cT1-
2N0M0). However, its role in pT2 rectal cancer remains controversial due to a 
20-30 % lymph node metastasis (LNM) risk. As LNM is strongly associated with 
adverse histological features, pT2 rectal cancer without risk factors may obvi-
ate the need for completion total mesorectal excision (cTME). Nevertheless, 
evidence supporting risk-adapted treatment strategies in pT2 rectal cancer is 
limited. This study aimed to evaluate the risk of LNM after complete LE in pT2 
rectal cancer and explore whether the absence of histological risk factors per-
mits safe omission of cTME.
Methods  Patients with pT2 rectal cancer undergoing complete en bloc LE 
between 2015-2024 were retrospectively enrolled from eight international 
centres. Post-LE management consisted of cTME or active surveillance with at 
least two years of MRI-based follow-up. Exclusion criteria were positive resec-
tion margins ( < 0.1 mm), synchronous/recurrent colorectal cancer, and (neo)
adjuvant therapy. LNM were confirmed by TME histology or considered absent 
if no suspicious lymph nodes appeared on surveillance MRIs. A systematic his-
topathological re-assessment was conducted by dedicated pathologist at each 
centre. Predefined histological risk factors included: 1) adverse histology (poor 
differentiation, mucinous subtype, or signet ring cell), lymphovascular invasion, 
high-grade tumour budding and/or poorly differentiated clusters (grade 2-3), 
and perineural invasion. Active surveillance involved regular serum CEA meas-
urements, endoscopies, and pelvic MRI with/without CT imaging. The primary 
outcome was the LNM rate in pT2 rectal cancer without risk factors. Secondary 
outcomes included associations between individual risk factors and LNM, and 
3-year locoregional and distant recurrence rates after cTME and active surveil-
lance, including pT2 cancer without risk factors
Results  A total of 130 patients with pT2 rectal cancer were included (mean 
age 67 years; 57 % male; median lesion size 28 mm). Surgical LE was perfomed 
in 87 patients (67 %) and endoscopic LE in 43 (33 %). The median follow-up 
duration was 44 months (IQR 33.5).
Histopathological re-assessment of LE specimens revealed no risk factors in 36.2 % 
(47/130), one risk factor in 33.1 % (43/130), and multiple risk factors in 30.8 % (40/130). 
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Following LE, 87 patients (67 %) underwent cTME, whereas 43 (33 %) opted for active 
surveillance (19 without risk factors; 24 with at least one risk factor).
The overall LNM rate was 20 % (26/130). Among 47 pT2 rectal cancers without 
risk factors (36 %), the LNM rate was 6.4 % (3/47). In those with one or multiple 
risk factors, LNM rates were 14.0 % (6/43) and 42.5 % (17/40), respectively. In 
univariate analyses, all histological risk factors were significantly associated 
with LNM.
In the active surveillance group (n = 43), the 3-year locoregional recurrence rate 
was 14.3 % (95 % CI 3.6–25.1), comprising either intramural (n = 5) or nodal 
(n = 1) recurrences. The 3-year distant metastasis rate was 5.4 % (95 % CI 
0–12.9). All four patients with isolated locoregional recurrences underwent 
successful salvage therapy, while only of two patients with combined locore-
gional recurrence and distant metastases was salvageable.
In the active surveillance group without risk factors (n = 19), the 3-year locore-
gional recurrence rate was 16.5 % (95 % CI 0-34.2), with two intramural and one 
nodal recurrence. The 3-year distant metastasis rate was 7.1 % (95 % CI 0–21.1). 
All locoregional and distant recurrences were successfully salvaged.
Among patients undergoing cTME (n = 87), no locoregional recurrences oc-
curred at three years (0 %, 95 % CI 0-0). The 3-year distant metastasis rate was 
8.6 % (95 % CI 1.9–15.1), with salvage treatment possible in one of six patients.
Conclusions  After detailed histopathological re-assessment, LNM were ob-
served in 6.4 % of pT2 rectal cancers without histological risk factors. Among 
these ‘low-risk’ patients managed with active surveillance (n = 19), the 3-year 
locoregional and distant recurrence rates were 16.5 % and 7.1 %. All recurrenc-
es were detected promptly, permitting successful salvage treatment.
These findings provide preliminary support for risk-adapted management strat-
egies in selected patients with pT2 rectal cancer. While further validation in 
larger cohorts is needed, our results suggest that cTME may be omitted after 
complete LE in patients with low-risk pT2 rectal cancer, provided rigorous sur-
veillance is implemented.
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Aims  To assess the prognostic value of conventional and novel histopatholog-
ical markers in pT1 cancers.
Methods  A retrospective, two-center study was conducted including 150 
patients with histologically confirmed pT1 colorectal adenocarcinoma treated 
between 2010 and 2023. Clinical follow-up data were verified and updated 
using the National Cancer Registry. The primary endpoint of the study was the 
local recurrence or distant and locoregional metastases. For the purpose of the 
analysis, patients were divided into two groups: group 1, consisting of patients 
who reached the primary endpoint (n = 20, 13.3 %), and group 2, consisting of 
patients without recurrence or metastasis during follow-up (n = 130, 86.7 %) 
The following novel prognostic factors included: width of submucosal invasion, 
poorly differentiated clusters (PDCs), desmoplastic response, tumor-infiltrating 
lymphocytes (TILs), and epithelial–mesenchymal transition (EMT). EMT was 
assessed using the following markers: β-catenin, SNAIL, GREM, alpha-smooth 
muscle actin (αSMA), caudal type homeobox 2 (CDX2), fibroblast activation 
protein (FAP) and transforming growth factor beta (TGFβ). Selected conven-
tional and novel histopathological factors are presented in the ▶Table 1. All 

histopathological evaluations were conducted by a single experienced gastro-
intestinal pathologist (AM) blinded to clinical information [1–32].

▶Table 1	  Selected conventional and novel factors predicting negative 
outcome among patients with pT1 colorectal cancer. Not all markers had 
been assessed by the time the abstract was submitted.

Histopathological factor Group 1 
(n = 20 )

Group 2 
(n = 130)

P-value

Angioinvasion (hematoxy-
lin-eosin staining)

1/17 16/120 0.383

Neuroinvasio (hematoxy-
lin-eosin staining)

0/17 2/115 0.584

Lymphovascular invasion – 
D2-40

2/17 15/119 0.098

Tumour Budding Score 
(high, >  = 10)

6/15 36/120 0.430

Width of submucosal 
invasion (μm)

13523 4962.5 0.023

Poorly differentiated clusters, 
PDC ( >  = 10 clusters/ 0,785 
mm2)

15/20 114/119 0.469

Desmoplastic reaction 5/16 58/119 0.188

Tumour infiltrating 
lymphocytes (CD8)

15/16 110/120 0.842

Epithelial Mesenchymal 
Transition EMT – alfa SMA

14/17 54/117 0.008

Epithelial Mesenchymal 
Transition, EMT – SNAIL

9/18 90/121 0.033

Results  The median patient age was 63 years, and 59.3 % of the patients were 
male. The median lesion size was 22 mm (IQR 17–30 mm), and most were lo-
cated in the sigmoid colon and rectum (74.7 %). There were no statistically 
significant clinical or demographic differences between the two groups. Endo-
scopic treatment (endoscopic submucosal dissection, endoscopic mucosec-
tomy or full-thickness resection) was performed in 50 % of patients, surgery in 
32.7 %, and surgery following endoscopic treatment in 17.3 %. Initial R0 resection 
was obtained in 118 patients (78.6 %). During a median follow-up of 4.8 years 10 
local recurrences and 10 distant metastases were detected (group 1). Our analysis 
showed that the median width of submucosal invasion was 4962.5 μm, but was 
significantly greater in patients with recurrence or metastasis (13523 μm vs. 4962.5 
[JR1] μm; p = 0.0226). Immunohistochemical evaluation demonstrated that EMT 
markers, specifically αSMA (p = 0.008) and SNAIL (p = 0.033), exhibited statistical-
ly significant associations with recurrence or metastasis
Conclusions  Our analysis demonstrates that of the novel histopathological 
factors studied, the width of submucosal invasion and Epithelial Mesenchymal 
Transition expressed by αSMA and SNAIL may influence the risk of recurrence 
and/or metastasis following treatment of pT1 colorectal cancer.
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OP056  Risk Factor Stratification for Residual Cancer 
and Lymph Node Metastasis after Non-Curative 
Endoscopic Resection of Colorectal Cancer: A Multi-
center Retrospective Study
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Aims  Following a non-curative endoscopic resection of T1 colorectal cancer, 
current guidelines recommend additional surgery based on high-risk patho-
logical features. However, the actual rates of residual disease, such as residual 
cancer and lymph node metastasis (LNM), remain unclear and risk factors vary 
significantly across studies. We aimed to determine the true incidence of re-
sidual cancer and LNM and identify independent risk factors to guide surgical 
decision-making.
Methods  This multicenter retrospective study included patients who under-
went radical surgery after non-curative endoscopic resection of T1 colorectal 
cancer at four hospitals between 2015 and 2020. Non-curative resection was 
defined by positive margins, deep submucosal invasion ( ≥ 1000 μm), poor dif-
ferentiation, lymphovascular invasion, or high-grade tumor budding in accord-
ance with current guidelines.
Results  Among 517 patients, residual cancer was found in 3.7 % and LNM in 
7.7 % of the cases. Independent predictors of residual cancer were ESD proce-
dure (OR 9.87, P < 0.001), piecemeal resection (OR 5.51, P = 0.017), positive 
lateral margin (OR 5.88, P = 0.004), and positive deep margin (OR 10.30, 
P = 0.003). For LNM, submucosal invasion depth ≥ 1000 µm (OR 4.66, P = 0.015), 
poor differentiation (OR 4.30, P = 0.026), lymphovascular invasion (OR 2.42, 
P = 0.016), and positive deep margin (OR 2.26, P = 0.018) were significant risk 
factors. Risk increased substantially with cumulative factors: patients with 0-1 
risk factors had minimal residual cancer rates ( < 1 %), while those with ≥ 2 fac-
tors showed exponentially higher risks.
Conclusions  The actual incidence of residual cancer and LNM after non-cura-
tive endoscopic resection is relatively low. Our cumulative risk stratification 
model can help identify patients with low or high risks for residual disease. This 
model supports individualized risk stratification, potentially sparing low-risk 
patients from radical surgery while ensuring appropriate intervention for high-
risk patients.
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Aims  Endoscopic resection of early T1 colorectal cancer without high-risk 
features for lymph node metastasis has emerged as an accepted alternative to 
conventional surgery. Traditionally, a free resection margin has been defined 
as ≥ 1mm, although increasing evidence indicates no additional benefit be-
yond ≥ 0.1 mm. Furthermore, submucosal invasion > 1 mm (sm2/3) may not 
represent a strong risk factor in the absence of other adverse histologic fea-
tures. Bærum Hospital (Oslo, Norway) and Sahlgrenska University Hospital/
Östra (Gothenburg, Sweden) serve as referral centers for advanced colorectal 
polypectomy in Southern Norway and Western Sweden. The aim of this study 
was to report short-term outcomes after endoscopic resection of malignant, 
non-pedunculated colorectal polyps at two tertiary centers.
Methods  Since 2019, all advanced polypectomy procedures at both centers 
have been prospectively registered. We performed a retrospective analysis of 
all malignant non-pedunculated lesions treated endoscopically. All JNET 3 le-
sions were discussed in a multidisciplinary setting and referred for planned 
endoscopic resection when considered technically feasible and oncologically 
acceptable by colorectal surgeons.
Results  From 2019 to 2024, a total of 167 patients (59.3 % male) with a medi-
an age of 72 years (range 33–90) underwent endoscopic treatment for malig-
nant, non-pedunculated colorectal polyps. Median lesion size was 40 mm (IQR 
20-60). The most common morphology was Paris 0-IIa + Is (38.9 %). Nearly half 
of the lesions showed a JNET 2b vascular pattern (47.3 %), while 32.1 % were 
JNET 3. Lesions were most frequently located in the rectum (56.8 %), with the 
proximal and distal colon each accounting for 21.6 %. The most frequently used 
technique was ESD (36,5 %), followed by uEMR (19.2 %), eFTR (18 %), c/pEMR 
(11.3 %), hybrid techniques (9 %), and EID (6 %). En bloc resection was achieved 
in 124/166 (74.7 %). Among piecemeal resections, the invasive carcinoma com-
ponent was resected in a single fragment (“pseudo-en bloc”) in 18/42 cases.
Complications were infrequent: intraoperative perforation occured in 6 cases 
(3.6 %), delayed perforation in 1 case (0.6 %), and delayed bleeding in 6 cases 
(3.6 %). According to the Clavien-Dindo classification, complications were grad-
ed as I (4.8 %), II (2.4 %), IIIa (1.2 %), and IIIb (0.6 %). Most patients (91.6 %) were 
managed as outpatients.
Free-margin rates varied by deep margin definition: 62/156 (39.7 %) using 
a ≥ 1mm margin vs 124/165 (75.1 %) using a ≥ 0.1mm definition. At least one 
histopathologic risk factor for lymph node metastasis was present in 42/126 
(33.3 %). Lymphovascular invasion was identified in 22/145 (15.2 %), tumor 
budding grade 2–3 in 26/119 (21.8 %), and poor differentiation in 7/145 (4.8 %). 
Submucosal invasion depth was SM1 in 57/115 (49.6 %), SM2 in 25/115 (21.7 %), 
SM3 in 21/115 (18.1 %); 11 patients had T2 invasion and 1 had T3.
Overall, 62/150 (41.3 %) patients met criteria for endoscopic curative treatment 
(free margin ≥ 0.1mm, no LVI, tumor budding grade 0–1, and no poor differen-
tiation). Applying a stricter margin requirement ( ≥ 1mm), curative resections 

decreased to 35/149 (23.5 %). When adding a requirement for SM1 invasion 
only, the curative proportion was further reduced to 22/150 (14.7 %).
Following multidisciplinary team (MDT) discussion, 78/158 (49.4 %) were as-
signed to endoscopic follow-up, 66/158 (41.8 %) were referred to surgery and 
14/158 (8.9 %) received supportive care due to comorbidity, patient preference, 
or advanced disease. Complementary surgery was performed in 64 cases; re-
sidual malignant tumor was detected in 13 colon specimens (including 2 with 
free deep margins—one after piecemeal resection and one with multifocal 
cancer). Following endoscopic removal, eight patients were diagnosed with 
metastatic disease (N1 in seven; M1 in three). Six patients received adjuvant 
chemotherapy and three radiotherapy.
Conclusions  Endoscopic resection of malignant, non-pedunculated colorectal 
polyps at experienced tertiary centers is safe, with high en bloc resection rates 
and low complication rates. Using broader criteria, 41 % of patients may be 
considered curatively treated endoscopically, whereas stricter definitions mark-
edly reduce this proportion. MDT-guided decision-making remains essential 
for optimal post-resection management.
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Aims  Advances in gastrointestinal endoscopy have revolutionized the man-
agement of colorectal neoplasia, reducing the need for laparoscopic resections, 
shortening hospital stays, and lowering complication rates. While previous 
studies focus on procedural and oncological outcomes, limited evidence exists 
on socioeconomic and quality-of-life differences. This study compares EMR, 
ESD, and laparoscopic surgery for right-colon neoplastic lesions in terms of 
cost-effectiveness and patient-reported quality of life.
Methods  This retrospective cohort study included patients referred for 
right-colon neoplastic lesion resection between January 2025 and October 
2025 at two Greek tertiary hospitals. Patients underwent laparoscopic right 
hemicolectomy for neoplastic right-colon lesions ≤ pT2 stage, EMR or ESD for 
lesions ≤ pT1 stage. Data collected included baseline characteristics, lesion 
features, procedural and safety outcomes, complications, and material costs. 
Health-related quality of life was assessed using two validated questionnaires 
including the Gastrointestinal Quality of Life Index (GIQLI) two weeks post-pro-
cedure and the SF-12 questionnaire one month post-procedure, generating 
Physical Component Summary (PCS-12) and Mental Component Summary 
(MCS-12) scores. Statistical analyses included Kolmogorov-Smirnov, one-way 
ANOVA, and Kruskal-Wallis tests.
Results  In total, 35 patients were included (mean age 68.3 ± 9.95 years; 45.7 % 
female). 10 patients underwent EMR, 10 ESD, and 15 right hemicolectomy. 
Mean lesion size was 38.1 ± 15.94 mm. Surgically treated lesions presented 
more advanced pathological stage (66.6 % pT2) compared to endoscopically 
resected lesions (80 % LGD/HGD/Tis; p < 0.001). Lesion location was predomi-
nantly cecum (51.4 %), followed by ascending colon (37.1 %) and transverse 
colon (11.4 %). Mean procedural times were shorter for EMR (43 ± 33.7 min), 
followed by ESD (79 ± 30.3 min), and longest for surgical treatment (207 ± 56.2 
min; p < 0.001). Hospitalization averaged 1 day for EMR/ESD versus 5 days for 
surgery (p < 0.001). No complications occurred with endoscopic procedures, 
while one surgical patient experienced anastomotic leak (6.7 %). Median ma-
terial costs were 970€ (EMR), 1275€ (ESD), and 6500€ (surgery; p < 0.001). 
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Overall, there were no statistically significant differences in quality of life based 
on SF-12 and GIQLI questionnaires among patients submitted to endoscopic 
removal with EMR or ESD technique. Interestingly, GIQLI total score did not 
differ significantly among the three different techniques (EMR 136.4; ESD 138; 
surgery 125.1; p = 0.132). Nevertheless, when separated GIQLI dimensions were 
analyzed, EMR and ESD were accompanied by higher physical functioning 
(p = 0.008) and emotional well-being (p = 0.003) scores. Similarly, the summa-
ry of the Mental Component of SF-12 (MCS-12) was significantly improved for 
endoscopic procedures compared to surgery (p = 0.002) while no statistical 
difference was observed among the three techniques concerning the Physical 
Component Summary (PCS-12) (p = 0.547).
Conclusions  EMR or ESD for right-colon neoplastic lesions demonstrate short-
er procedural duration, reduced hospitalization, lower material costs, and a 
more favorable safety profile compared to laparoscopic surgery. EMR or ESD 
are linked with superior mental and emotional quality of life compared to sur-
gery, supporting EMR and ESD as cost-effective, safe, and clinically advanta-
geous alternative to surgical resection for appropriately selected lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) can achieve curative resection 
for T1 colorectal cancers fulfilling low-risk histological criteria. However, opti-
cal diagnosis does not always accurately predict submucosal invasion depth, 
and lesions with focal deep invasive patterns (FDIP) are often referred directly 
to surgery. A first-line diagnostic ESD strategy, performing en bloc resection in 
these lesions to obtain definitive histopathology before deciding on surgery, 
may represent a safe and cost-effective alternative. This study compared the 
clinical, environmental, and economic impact of diagnostic ESD versus upfront 
surgery for FDIP lesions [1–6].
Methods  This prospective multicenter study included patients with colorectal 
FDIP lesions (Connect IIC + /III, Kudo Vn or Sano IIIb; < 10 mm in the colon or < 20 
mm in the rectum) from the FECCO database. We excluded patients with lesions 
without invasive patterns, ulcerated (Paris III) lesions, and with distant metas-
tases, or stenosis. Surgery was recommended for high-risk lesions ( > T1 or T1 
with lymphovascular invasion, high-grade budding, or poor differentiation) and 
discussed for intermediate-risk cases ( > 1000 µm invasion without other risk 

factors). Independent predictors of curative resection were identified by mul-
tivariable logistic regression. Carbon footprint (CO₂e) and economic analyses 
were based on life-cycle data for ESD, surgery, and hospitalization.
Results  Between January 2024 and May 2025, 190 patients (16 centers) under-
went diagnostic ESD. Curative resection was achieved in 43 % (n = 86) of cases. In 
16 % (n = 31) of cases the resection was considered at intermediate (expanded 
curative resection), and after multidisciplinary discussion only 6 patients under-
went surgery. Seventy-three per cent (n = 73) were considered at high risk (non-cu-
rative resection) and surgery was recommended. Overall, 107 patients (56 %) 
avoided surgery and continued with endoscopic surveillance. CONNECT III classi-
fication (OR 0.42, 95 % CI 0.18–0.98) and presence of retraction sign (OR 0.48, 95 % 
CI 0.23–0.99) were independent negative predictors of curative resection. Com-
pared with systematic upfront surgery, the diagnostic ESD strategy resulted in 
lower carbon emissions (222.2 vs 240.2 kg CO₂e per patient), reduced hospital stay 
(0.98 vs 3.5 days), and lower overall cost (€7,930 vs €12,960 per patient).
Conclusions  A diagnostic ESD-first strategy for FDIP colorectal lesions enables 
definitive staging while reducing the need for surgery, environmental impact, 
and healthcare costs, supporting its use as a sustainable alternative to upfront 
surgery in selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Several RCTs have shown the positive impact of CAD-E on improving the 
polyp detection rates during colonoscopy. However, they were either early 
studies with potential for bias or single centre or performed in eastern popula-
tion. The aim of our study was to perform this RCT in a western setting after 
the endoscopists have been using AI in routine practice.
Methods  This was a prospective, randomized controlled trial (RCT) conducted 
across multiple tertiary centres. Patients were randomized (1:1) to either the 
control arm (AI off) or the intervention arm (AI on). The CAD-E device used for 
this study was WISE VISION (NEC Japan). This was a superiority trial, powered 
to demonstrate a 10 % difference in ADR between the two groups with an 80 % 
power. Adenoma per colonoscopy (APC) and ADR were calculated for the full 
sample and stratified for expert( > 2000 colonoscopy) and non-expert endos-
copist ( < 2000 colonoscopies). Finally, as a safety endpoint, we used the ade-
noma per extraction (APE) defined as the percentage of all adenomas, sessile 
serrated lesions, and large ( > 10mm) hyperplastic polyps (only in the proximal 
colon) out of total number of polyps resected & extracted during colonoscopy 
in each arm.
Results  A total of 653 patients were included, 328 and 324 in the control and 
intervention arm, respectively from three centres in UK. The mean age was 
60.34 + - 12.28 and 60.44 + - 13.11 (p = 0.92), in the control and intervention 
group and a significantly lower rate of male (49.39 % vs 57.72 %, p = 0.04) was 
observed for control. No significant difference was observed in terms of total 
procedural length between control and intervention (31.62 vs 33.36 min, 
p = 0.17) and withdraw time (19.36 vs 22.84, p = 0.06). The ADR in the AI arm 
was 53.1 % which was statistically not different from the control arm at 46 % 
(p = 0.08).The APC rate was also similar between the control and AI arm at 1.11 
vs, 1.32, p = 0.15, respectively.
APE rates indicative of unnecessary polypectomies were also similar between 
the control and AI arms at (0.65 vs 0.62, p = 0.25) respectively.
Interestingly, when data was stratified by endoscopist experience, there is a 
significant improvement in terms of APC 1.29(AI) vs 0.78 (control) (p < 0.001) 
for the non-experts but AI did not improve APC for the experts 1.34(AI) vs 
1.33(control), (p = 0.96).
Similarly, we saw a significant improvement in ADR for non-experts from 
40 %(Control) to 53.07 % (AI), (p = 0.049). The ADR for experts did not improve 
significantly with 49.8 %(control) vs 53.1 %(AI), (p = 0.57).
However, experts do show a lower APE in the intervention arm (0.64 vs 0.71, 
p = 0.04), while no significant difference has been observed for non-expert (0.53 
vs 0.59, p = 0.19)
Conclusions  Our data demonstrates that CAD-e doesn’t improve ADR or APE 
across the board for AI experienced Endoscopists.
CAD-E does improve ADR and APE for non-expert endoscopists
Use of CAD-E doesn’t cause any harm / hindrance / compromise care of colo-
noscopy patients as reflected in no difference in procedure times and APE (un-
necessary polypectomy) rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The effect of computer-aided detection (CADe) on colonoscopists’ per-
formance across different experience levels is not well understood. This study 
aimed to assess whether CADe-use promotes learning or deskilling. We hypoth-
esized that real-time use of CADe would increase PDR-5 (the proportion of at 
least one polyp ≥ 5mm per colonoscopy) in both inexperienced and experienced 
endoscopists. We also hypothesized that the increased PDR-5 would persist 
after CADe was removed.
Methods  We performed a prospective, multicenter, crossover, registry-based, 
pragmatic clinical trial. From November 2021 until June 2025, we included 
outpatient colonoscopies for patients of all ages and clinical indications at one 
university hospital, one local hospital and one private outpatient practice. Each 
endoscopist performed colonoscopies in three successive phases: 1) before 
CADe-exposure, 2) during CADe-use, and 3) after CADe-removal. GI Genius 
from Medtronic was used as CADe system. We collected colonoscopy related 
data from the Norwegian quality registry for endocopy (Gastronet) for 13 in-
dividual endoscopists with varying levels of experience. PDR-5, Gastronet’s 
surrogate marker for adenoma detection rate, was used as a key measurement 
and is independent of histology. Experienced endoscopists were defined as 
having performed > 1000 colonoscopies in their career at the beginning of in-
clusion. We anticipated a PDR-5 of 30 % before CADe-use and an improvement 
to 35 % during CADe-use for both experience groups. To ensure adequate sta-
tistical power, we aimed to include 5,000 colonoscopies. Generalized linear 
mixed models were used, and analyses were performed both overall and strat-
ified by the experience levels of the endoscopists. The primary endpoints of 
the study were changes in PDR-5 between phases 1 and 2, and between phas-
es 1 and 3, for both inexperienced and experienced endoscopists.
Results  13 endoscopists (seven inexperienced and six experienced) performed 
5013 colonoscopies; median patient age was 59 years (IQR 44-71), 2703 
(53.9 %) were women and 2310 (46.1 %) men. Sex and age were similar across 
the two experience groups, whereas indications differed (e.g., more inflamma-
tory bowel disease among the inexperienced). CADe temporarily increased 
PDR-5 among inexperienced endoscopists from phase 1 to phase 2 (31.9 % 
(216/678) to 39.5 % (257/651); OR 1.43, 95 % CI 1.11-1.84), while there was 
no significant change between phases 1 and 3 (31.9 % (216/678) to 36.3 % 
(173/476); OR 1.03, 95 % CI 0.79-1.34). There was no significant effect of CADe 
on PDR-5 of experienced endoscopists between each of the three phases, with 
a PDR-5 of 28.3 % (304/1075), 26.7 % (291/1088), and 27.2 % (284/1045), re-
spectively.
Among the inexperienced, two endoscopists deskilled, two remained un-
changed, and three were upskilled between phases 1 and 3. Similarly, among 
the experienced, three deskilled and three upskilled.
Conclusions  In this study, in a real-world clinical setting, PDR-5 among inex-
perienced endoscopists increased during CADe-use. As for non-CADe-assisted 
colonoscopy, no upskilling nor deskilling was observed after CADe-exposure 
for endoscopists, regardless of experience level.
Conflicts of Interest  T. A. Pedersen received the ESGE Metronic AI research 
award in 2021
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polyps: a randomized controlled trial
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Aims  Computer-aided diagnosis (CADx) for optical characterization of colorec-
tal polyps is intruduced into colonoscopy practice, yet concerns regarding the 
poor collaboration and the “black-box” nature of deep learning (DL) models 
persist. Limited interpretability may impede clinicians’ trust, appropriate reli-
ance, and real-world adoption. “White-box” explainable AI (XAI) systems that 
provide human-interpretable reasoning have been proposed as a solution, but 
direct empirical evidence comparing white-box and black-box CADx models in 
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clinical decision-making remains scarce. This randomized controlled trial eval-
uated whether a white-box XAI model improves diagnostic performance, con-
fidence calibration, and technology acceptance compared with a convention-
al black-box DL CADx model [1].
Methods  We conducted a prospective, two-stage multicenter study involving 
112 endoscopists. In the baseline ex vivo assessment, participants performed 
optical diagnosis without AI support on 200 narrow-band imaging (NBI) still 
images (120 adenomas, 80 hyperplastic polyps). Baseline overall accuracy (OA), 
high-confidence accuracy (HCA), and high-confidence rate (HCR) were calcu-
lated. After a one-month washout period to minimize recall bias, participants 
were stratified as high vs. low performers based on baseline HCA and HC, then 
randomized 1:1 to either a black-box DL CADx group or a white-box XAI CADx 
group. During the second stage, participants re-evaluated the identical image 
set using their assigned CADx system, which differed only in explainability fea-
tures while maintaining comparable core classification architecture.
To evaluate psychological determinants of adoption, participants completed 
a validated Unified Theory of Acceptance and Use of Technology (UTAUT)-based 
questionnaire assessing performance expectancy, effort expectancy, social 
influence, facilitating conditions, and resistance bias. Structural equation mod-
eling was applied to examine differential effects on behavioral intention across 
the two CADx modalities.
Results  Baseline performance without AI showed moderate diagnostic profi-
ciency across participants: OA 66.2 %, HCA 70.8 %, and HCR 62.0 %. When CADx 
support was introduced, significant differences emerged between white-box 
and black-box models. The XAI group achieved higher OA than the DL group 
(80.6 % vs. 77.2 %; p = 0.025) and a markedly superior HCA (88.8 % vs. 83.0 %; 
p < 0.001). Conversely, the HCR was lower in the XAI group (61 % vs. 71 %; 
p = 0.005).
Stratified analyses revealed distinct effects based on baseline expertise. Among 
high performers, only HCA improved significantly with white-box XAI, while 
OA and HCR did not differ. Among low performers, however, XAI substantially 
improved OA, HCA, and HCR.
Technology acceptance analysis further differentiated the two systems. In the 
black-box DL group, resistance bias exerted a significant negative influence on 
behavioral intention. In contrast, in the white-box XAI group, resistance bias 
did not significantly predict behavioral intention. Other UTAUT constructs 
showed similar directional trends across groups, reinforcing explainability as 
the key distinction.
Conclusions  The white-box XAI model significantly outperformed the black-
box DL model in overall accuracy and high-confidence accuracy, with particu-
larly striking benefits among lower-performing endoscopists. Crucially, white-
box explanations neutralized the detrimental effect of resistance bias on 
behavioral intention, suggesting that interpretability is critical for clinician trust 
and future adoption. These results highlight explainability as a central deter-
minant of effective human–AI interaction and underscore the importance of 
transitioning from black-box to white-box CADx systems for safe, trustworthy, 
and widely accepted optical diagnosis in colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Computer-aided polyp detection (CADe) could enhance adenoma de-
tection rate (ADR) during colonoscopies. Adding mucosal exposure devices on 
top of CADe remains investigational (▶Table 1).
Methods  We performed a multicenter, parallel, randomized controlled trial in 
Hong Kong, Singapore and Germany from March 2023 to January 2025. Sub-
jects aged 45-85 undergoing colonoscopies for screening, surveillance or di-
agnostic indications were randomized 1:1 to receive procedures with both 
CADe (ENDO-AID(OIP-1), Olympus Co., Japan) and Endocuff Vision (combined 
arm), or CADe alone. Randomization was stratified by endoscopist experience 
(junior vs senior, < 500 vs > 500 procedures). Treatment allocation was blinded 
to outcome assessors. Subjects with incomplete colonoscopies or inadequate 
bowel preparation were excluded. The primary outcome was ADR. Secondary 
outcomes were ADR for different sizes and locations, adenomas per colonos-
copy (APC), and non-neoplastic resection rate [1–3].
Results  1726 subjects were randomized. After exclusion, 767 and 772 subjects 
were included in the combined and CADe alone arms during the modified in-
tention-to-treat analysis. Baseline parameters were comparable, except a 
shorter intubation time in the combined arm (6.9 vs 8.4 minutes). The overall 
ADR was significantly higher in the combined arm (62.1 % vs 55.6 %, adjusted 
relative risk 1.18, 95 %CI 1.04-1.34, p = 0.01). The left colon ADR (39.1 % vs 
32.1 %) and non-pedunculated ADR (59.6 % vs 53.6 %) were also significantly 
higher in the combined arm. The overall APC (1.72 vs 1.38), < 5mm APC (1.09 
vs 0.86), 5-10mm APC (0.58 vs 0.46) and left colon APC (0.72 vs 0.53) were 
significantly higher in the combined arm. The withdrawal time and non-neo-
plastic resection rate were similar between two arms.
Conclusions  The additional use of EndoCuff could further enhance the per-
formance of CADe during colonoscopies, with shorter intubation time and 
higher ADR/APC, especially in the left colon. (ClinicalTrials.gov: NCT05414448)
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▶Table 1	 

Baseline and 
endpoint data

Combined 
arm 
(N = 767)

CADe alone 
(N = 772)

Relative risk & 
fold change

Age (mean, SD) 67.8 (8.3) 68.3 (8.3)

Gender (male) 414 (54.0 %) 407 (52.7 %)

Indications

Screening 115 (15.0 %) 95 (12.3 %)

Surveillance 221 (28.8 %) 268 (34.7 %)

Diagnostic 431 (56.2 %) 409 (53.0 %)

Endoscopists

Junior 342 (44.6 %) 338 (43.8 %)

Senior 425 (55.4 %) 434 (56.2 %)

Procedures

BBPS 7.59 ± 1.15 7.57 ± 1.15

Intubation time (min) 6.92 ± 4.67 8.37 ± 7.03

Withdrawal time (min) 13.82 ± 8.57 14.86 ± 10.76

ADR (n, %)

Overall 476 (62.1 %) 429 (55.6 %) 1.18 
(p = 0.010) *

Right colon 344 (44.9 %) 332 (43.0 %) 1.06 
(p = 0.471)

Left colon 300 (39.1 %) 248 (32.1 %) 1.27 
(p = 0.004) *

Non-pedunculated 457 (59.6 %) 414 (53.6 %) 1.17 
(p = 0.019) *

APC (mean, SD)

Overall 1.72 (2.45) 1.38 (1.90) 1.25 
(p = 0.001) *

 < 5mm 1.09 (1.65) 0.86 (1.29) 1.27 
(p = 0.002) *

5-10mm 0.58 (1.23) 0.46 (0.97) 1.26 
(p = 0.026) *

Left colon 0.72 (1.25) 0.53 (0.95) 1.36 
(p = 0.001) *

Advanced ADR 55 (7.2 %) 47 (6.1 %) 1.18 
(p = 0.397)

SSLDR 24 (3.1 %) 14 (1.8 %) 1.74 
(p = 0.100)

Non-neoplastic rate 439 (57.2 %) 426 (55.2 %) 1.05 
(p = 0.420)

Conflicts of Interest  The study received financial support from Health and 
Medical Research Fund in Hong Kong, and equipment support from Olympus 
Co. Ltd. outside Hong Kong. LHSL has research collaborations with Olympus 
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board for AstraZeneca and GenieBiome Ltd., and served as lecture speaker for 
Olympus Co. Ltd., Boston Scientific Co. Ltd., Pfizer Inc. and GenieBiome Ltd.
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Aims  Red Density (RD) is an automated endoscopic scoring tool, and ESGE 
innovation of the year 2018, developed for the objective evaluation of endo-
scopic disease activity in ulcerative colitis (UC). RD correlates with established 
histological and endoscopic scoring systems. The PROCEED-UC trial aimed to 
assess and validate the predictive value of the Red density score for sustained 
clinical remission.
Methods  Patients with UC in clinical remission included in 10 centers in the 
PROCEED-UC study (NCT04408703) underwent blinded endoscopic assess-
ment with RD in the rectum and sigmoid at baseline, week 52 or early termi-
nation (ET) visit. Protocolised biopsies were scored for the Geboes score (GBS), 
Robart’s Histological Index (RHI), Nancy Histological Index (NHI) and Picasso 
Histological Remission Index (PHRI) in a blinded fashion after initial scoring 
convention training. Primary endpoint was sustained clinical remission ((SC-
CAI) < 3 AND no new UC treatment, escalation of therapy, UC related hospital-
ization or colectomy). Comparison of the means using t-test, cut-off assessment 
through receiver operating curve analysis (ROC), and correlation testing based 
on Spearman analysis.
Results  In total 212 patients from 10 centers were enrolled, 120 completed 
the 52 weeks follow-up period, 16 had a relapse before 52 weeks, 36 did not 
complete 52 weeks follow-up and 40 patients had to be excluded (24 due to 
technical issues and 16 drop outs). A total of 4343 RD images of 1064 colonic 
segments with biopsies and corresponding RD score. Mean ( ± SEM) rectal RD 
score was 40.37 ( ± 3.19), 41.90 ( ± 3.91) and 66.49 ( ± 12.82) at baseline, week 
52 and ET respectively. Mean sigmoidal RD score was 42.40 ( ± 2.98), 40.95 
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( ± 3.77) and 101.9 ( ± 21.57) at baseline, week 52 and ET respectively. Pooled 
mean RD scores at baseline in patients with sustained clinical remission was 
32.71 and 52.94 in patients with clinical relapse (difference 20.24 ± 18.52; 
p = 0.033). Pooled mean RD score at week 52 was 42.13 and 130.0 in case of 
clinical relapse (difference 87.87 ± 21.06; p = 0.0008). Based on ROC-analysis, 
the RD score cut-off at baseline for disease relapse within 52 weeks appears to 
be 63.50 (AUC 0.8291 (95 %CI 0,7049 to 0,9533, LR 3.905). Correlation analy-
sis with histology was moderate but significant for NHI (r = 0.47, p < 0.0001), 
PHRI (r = 0.51, p < 0.0001) and RHI (r = 0.55, p < 0.0001).
Conclusions  Red Density demonstrates a significant predictive value for clin-
ical relapse within 52 weeks with a sustainable cut-off and maintains meaning-
ful correlations with multiple histological indices. These findings support RD 
as a reliable, objective tool for monitoring disease activity in UC and highlight 
its potential to guide earlier intervention and improve long-term patient man-
agement.
Conflicts of Interest  PS was funded by a Pentax grant from 2019 to 2020
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Aims  Artificial intelligence (AI)-assisted colonoscopy increases polyp and ad-
enoma detection, but its real-world economic impact remains unclear. Studies 
suggest higher short-term costs due to additional polypectomies and subse-
quent surveillance, which may be offset by long-term savings through reduced 
colorectal cancer incidence. However, evidence remains mainly simula-
tion-based and highly heterogeneous. Robust, trial-based economic data are 
needed to guide policy. We therefore aimed to compare costs and resource use 
between AI-assisted and conventional colonoscopy.
Methods  We conducted a randomized controlled trial between January 19, 
2023, and October 10, 2024. Participants were randomly assigned to one of 
two groups: (1) AI-assisted colonoscopy using a CADx system (GI Genius or 
CAD EYE) or a CADe system (ENDO-AID), or (2) conventional colonoscopy (CC). 
Patients aged 40–90 years undergoing colonoscopy in the Region of Västra 
Götaland, Sweden, were eligible. Procedures were performed at both univer-
sity and community hospitals. Direct costs for each investigation were record-
ed prospectively and included the cost of the AI system, procedure and histo-
pathology costs, procedure-related fees, and additional costs associated with 
the follow-up strategy.
Results  A total of 1,117 colonoscopies were included, of which 560 (50.1 %) 
were performed with AI assistance and 557 (49.9 %) without AI. The groups 
were comparable in terms of age (mean 66-67 years, SD 11), males were slight-
ly more prevalent in the non-AI (46 % and 54 %, respectively, OR 1.35 95 %CI 
1.06, 1.70). Most colonoscopies were indicated due to red flag symptoms (44 %) 
and organized screening (17 %), and the vast majority were performed by sen-
ior consultants or experts ( > 90 %), these parameters were all comparable be-
tween the AI and non-AI group.

AI assistance led to the identification of more polyps than conventional colo-
noscopy (70 % vs 62 %; OR 1.42, 95 % CI 1.11–1.83), with more polyps removed 
(OR 1.38, 95 % CI 1.07–1.76) and a modest increase in the number sent for 
histopathology (OR 1.19, 95 % CI 0.94–1.51). Use of procedural materials be-
tween the two groups was comparable in terms use of hyoscine butylbromide, 
biopsy forceps, hot snares, clips and endoloops, however, a greater number of 
cold snares was utilized in the AI group compared to non-AI, OR 1.56 (95 %CI 
1.23, 1.97). Rates of polyp surveillance colonoscopies, repeat colonoscopy for 
polypectomy and surgery referrals were comparable between the two groups.
The median total cost per colonoscopy was the same between AI and non-AI 
groups, i.e. 1,618€ (interquartile range 1,520, 1,703) and 1,618€ (1,520, 
1,667). There was no difference in cost by trainer level, however, the cost was 
marginally higher in those undergoing organized screening using AI compared 
to non-AI, median €1,695 (1,619, 1,747), €1,644 (1,610, 1,702) with a mod-
erate standardized mean difference of 0.35 which had a wide confidence inter-
val (95 %CI 0.05, 0.64).
Conclusions  AI-assisted colonoscopy increased polyp detection and the use 
of cold snares without increasing overall or short-term costs compared with 
conventional colonoscopy. Long-term follow-up is needed to determine wheth-
er these short-term benefits translate into cost-effectiveness through cancer 
prevention.
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Aims  Barrett’s esophagus (BE) is a premalignant condition that predisposes 
to the development of dysplasia—low-grade (LGD), high-grade (HGD)—and 
eventually esophageal adenocarcinoma (EAC). Current surveillance recom-
mendations for patients with known BE include targeted biopsies of visible 
lesions and systematic four-quadrant biopsies (Seattle protocol) during careful 
examination with white-light endoscopy (WLE) and chromoendoscopy. With 
the advent of high-resolution endoscopes capable of detecting subtle lesions, 
the question arises whether surveillance could be limited to targeted biopsies, 
especially since systematic biopsies are time-consuming and not always per-
formed by gastroenterologists. The aim of this study was to evaluate the impact 
of high-resolution endoscopy combined with electronic chromoendoscopy 
(EC) on the detection of HGD and EAC compared with WLE combined with 
Seattle protocol.
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Methods  This was a prospective tandem comparative study conducted in 11 
French centers. Inclusion criteria were adult patients with long-segment non-
dysplastic BE or flat dysplastic BE scheduled for endoscopy between May 2022 
and December 2024, who provided informed consent. Main exclusion criteria 
were previously treated BE, known EAC, and coagulation disorders. BE was 
examined sequentially with WLE and EC by two blinded expert operators. Tar-
geted biopsies were performed on lesions identified by either or both operators, 
followed by systematic four-quadrant biopsies. Diagnostic performance of the 
different modalities (CE, WLE + Seattle protocol, WLE + CE) was compared.
Results  A total of 110 patients were enrolled, of whom 95 (mean age 67 years; 
86 % male) were analyzed. Mean BE length was 6 cm. Before the procedure, BE 
was classified as nondysplastic, LGD, HGD, or indeterminate in 16 %, 53 %, 29 %, 
and 2 % of patients, respectively.
After the procedure, final diagnoses were nondysplastic BE (35 %), LGD (37 %), 
HGD (16 %), and EAC (13 %). A total of 59 HGD and EAC lesions were detected 
in 27 patients.
EC with targeted biopsies (34/59) did not detect significantly more HGD/EAC 
lesions than WLE combined with systematic biopsies (47/59; p < 0.001), with 
a sensitivity of 58 % vs 80 %, a specificity of 72 % vs 5 %, a positive predictive 
value of 25 % vs 12 % and a negative predictive value of 92 % vs 78 %, respective-
ly. Combination of EC and WLE detected 47 lesions and therefore had a sensi-
tivity of 80 %, a specificity of 60 %, a positive predictive value of 24 % and a 
negative predictive value of 96 %.
EC with targeted biopsies, WLE with systematic biopsies and combination of 
EC and WLE had a patient-level sensitivity for HGD/EAC diagnosis of 74 %, 93 % 
and 89 %, respectively, a specificity and a positive predictive value of 100 %, a 
negative predictive value of 92 %, 78 % and 96 %, respectively. HGD was detect-
ed only by systematic biopsies in 3 of 15 patients. EAC was always detected by 
the combination of WLE and CE. LGD was identified only through systematic 
biopsies in 15 of 35 patients.
Mean procedure time of electronic chromoendoscopy, biopsies after electron-
ic chromoendoscopy, white light endoscopy, biopsies after white light endos-
copy, and Seattle protocol was 6.7 min ± 3.0, 4.8 min ± 6.3, 5.1 min ± 2.6, 3.9 
min ± 5.9 and 5.9 min ± 3.7, respectively.
Conclusions  Systematic four-quadrant biopsies remain valuable for detecting 
HGD despite the high sensitivity of combined WLE and CE. They remain indis-
pensable for the detection of LGD.
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Aims  Barrett’s oesophagus predisposes to oesophageal adenocarcinoma, and 
surveillance upper GI (UGI) endoscopy aims to detect early neoplasia. 
High-quality surveillance is required to reduce post-endoscopy upper GI cancer 
(PEUGIC) and associated harm from delayed diagnoses or failing to prevent 
cancer. [1] The UK National Endoscopy Database (NED) provides a platform for 
large-scale evaluation of endoscopic performance. [2] As part of a broader 
assessment of UGI endoscopy quality, we evaluated Barrett’s surveillance prac-
tice across the UK and examined sources of potential variation.

Methods  All UGI endoscopies submitted to the latest iteration of NED (NEDi2) 
for the year 2024 were analysed. Barrett’s surveillance procedures were iden-
tified using recorded indication fields. Key performance indicators (KPIs) as-
sessed included sedation use, procedure duration, compliance with the recom-
mended Barrett’s inspection time ( ≥ 1 minute per centimetre of Barrett’s 
segment), and compliance with the Seattle biopsy protocol (four biopsies per 
2 cm). Focal lesion detection was captured using NED diagnostic fields. 
Mixed-effects multivariable regression models were used to evaluate the asso-
ciation between annual procedure volume (all UGI endoscopies), and Barrett’s 
surveillance frequency ( ≥ 25 procedures per year vs. < 25) and KPI performance, 
adjusting for endoscopist profession, Barrett’s length, patient age and sex, with 
endoscopist as a random effect (to account for clustering).
Results  A total of 653,803 UGI endoscopies were submitted to NEDi2 in 2024, 
of which 26,898 (performed by 2,828 endoscopists) were labelled as Barrett’s 
surveillance. Sedation was used in 45.5 % (95 % CI 44.9-46.1). Among sedated 
patients, 55.2 % (95 % CI 55.4-56.0) received combined opioid + midazolam, 
and 13.4 % (95 % CI 12.8-14.0) received above the recommended dose for age. 
The focal lesion detection rate was 3.7 % (95 % CI 3.5-4.0). 68.7 % (95 % CI 67.8-
69.6) of procedures were compliant with the Seattle biopsy protocol, and 74.7 % 
(95 % CI 73.9-75.6) met the Barrett’s inspection-time target. 14.8 % of endos-
copists undertook ≥ 25 surveillance procedures per year.
In adjusted analyses, sedated procedures showed significantly greater odds of 
focal lesion detection (OR 1.66, 95 % CI 1.36-2.01, p < 0.001). Endoscopists 
performing ≥ 25 surveillance procedures per year showed significantly higher 
focal lesion detection (OR 1.36, 95 % CI 1.11-1.68, p = 0.003). Those perform-
ing ≥ 25 surveillance procedures per year had longer total procedure durations 
( + 0.79 minutes, 95 % CI + 0.27 - + 1.31, p = 0.003), but were not associated with 
increased Barrett’s inspection time recommendation compliance (OR 1.48, 
95 % CI 0.92-2.38, p = 0.11).
Conclusions  Substantial variation exists in the quality of Barrett’s surveillance 
across UK endoscopists. Endoscopists performing regular surveillance appear 
to achieve better lesion detection. Variation in sedation practice, particularly 
under-use of combined sedation, represents a potentially modifiable factor 
that may further improve performance. NED data are limited as it relies on 
endoscopists completing thorough and accurate reports, but it may provide a 
scalable mechanism for national quality assurance and future enhancement of 
Barrett’s surveillance practice.
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Aims  Despite its widespread use to enable early detection of neoplastic pro-
gression in non-dysplastic Barrett’s esophagus (NDBE), endoscopic surveillance 
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lacks robust evidence of clinical benefit in esophageal adenocarcinoma 
(EAC)-specific survival, overall survival, or cost-effectiveness. Therefore, recent 
revisions of the Dutch national guideline advise against routine endoscopic 
surveillance in low-risk patients, defined as NDBE < 5 cm, age > 55 years, and 
no prior dysplasia. This study assesses the long-term risk of progression to 
high-grade dysplasia (HGD) or EAC in a large, community-based NDBE cohort.
Methods  We initiated a prospective cohort study in 2003, enrolling patients 
with NDBE or low-grade dysplasia (LGD) with ≥ 1 cm BE extent across six Dutch 
community hospitals. Primary outcome was the annual risk for HGD or EAC. 
Data were collected prospectively until 2017. Follow-up then continued retro-
spectively using prospectively recorded histological data from the nationwide 
pathology archive, extended through 2024. Additional clinical information was 
retrieved from electronic health records in neoplastic cases. Progression risk 
and predictors were assessed using descriptive statistics and multivariable Cox 
regression. A predefined subgroup analysis included patients classified as low-
risk per Dutch guidelines.
Results  Of 985 patients initially enrolled, 973 (99 %) were matched with the 
national pathology database for extended follow-up. 74.1 % were male; mean 
age was 57.1 years at index endoscopy. Median BE length was C1M3. The me-
dian surveillance duration was 11.3 (IQR 6.8–15.9) years. The annual progres-
sion risk to HGD/EAC was 0.84 % (95 % CI 0.68–1.02 %). Of the 98/973 patients 
(10.1 %) who progressed to HGD/EAC, 75.5 % had early disease amenable for 
endoscopic treatment, 13.3 % had curative non-endoscopic treatment, and 
5.1 % were managed palliatively due to advanced stage. In multivariable anal-
ysis, age (HR 1.05, 95 % CI 1.03–1.08), BE length (HR 1.13, 95 % CI 1.07–1.19), 
and baseline LGD (HR 2.32, 95 % CI 1.51–3.51) were independent predictors 
of progression (all p < 0.001). Overall, the number needed to test (NNT) to de-
tect one case of HGD/EAC was 59 endoscopies. Among 553/973 patients (57 %) 
classified as low-risk, under the revised Dutch guideline, the annual progression 
risk was 0.32 % (95 % CI 0.20-0.49) with an NNT of 144. In contrast, the remain-
ing 420/973 patients (43 %) who still qualify for surveillance had an annual 
progression risk of 1.50 % (95 % CI 1.19-1.88 % ), and a NNT of 35.
Conclusions  Among 973 BE patients with a median follow-up of 11 years, the 
annual progression risk was low. Most patients (57 %) are classified as low-risk, 
with an annual progression risk of only 0.32 % versus 1.50 % in surveillance-el-
igible patients. Moreover, not all cases were detected at an early, endoscopi-
cally treatable stage, and the NNT was high. Surveillance, therefore, appears 
neither fully effective nor efficient. These findings challenge the clinical value 
of routine endoscopic surveillance for all BE patients, particularly in patients 
with low-risk features.
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Aims  Computer-aided detection (CADe) systems have the potential to improve 
endoscopic detection of early neoplasia in Barrett’s esophagus (BE). Addition-
ally, computer-aided diagnosis (CADx) systems may assist in subsequent char-
acterization of detected lesions. We aimed to test a recently developed com-
bined CADe/CADx system for BE neoplasia during live endoscopic procedures 
[1, 2].

Methods  CADe and CADx were evaluated during endoscopic procedures of 
BE patients undergoing regular surveillance or endoscopic work-up for low-
grade dysplasia (LGD), high-grade dysplasia (HGD), or esophageal adenocar-
cinoma (EAC) in 3 tertiary centers. All procedures were performed by expert 
endoscopists with over 5 years’ experience with diagnosis and treatment of 
early BE neoplasia. First, ground truth for CADe (i.e. the presence or absence 
of a visible lesion requiring targeted biopsy) was established by the expert 
endoscopist using white light endoscopy (WLE). If a visible lesion was identified, 
it was subsequently characterized using narrow band imaging (NBI) as either 
normal mucosa or suspicious of neoplasia, serving as ground truth for CADx. 
Then, the CADe/CADx study protocol was initiated, which involved endoscop-
ic examination in 2cm intervals throughout the BE segment, with real-time 
support of CADe. Any lesion identified by CADe was then evaluated by CADx 
after which targeted biopsies were obtained or the lesion was resected. Ran-
dom biopsies were obtained according to standard protocol. Primary outcomes 
were the stand-alone sensitivity of CADe, and the mean number of false-pos-
itive CADe detections per patient. Secondary outcomes were the stand-alone 
sensitivity of CADx for characterizing CADe-detected lesions, and the reduction 
of CADe false-positive detections by CADx.
Results  In total, 182 patients were enrolled in the study. In 74 patients, a vis-
ible lesion was found in WLE by the expert endoscopist. The CADe system de-
tected 67/74 of these lesions, resulting in a sensitivity of 91 %. Of all detected 
lesions, histopathological examination confirmed neoplasia in 63 % (i.e. EAC, 
HGD, or LGD). Of the 7 lesions missed by CADe, 5 were neoplastic (2x EAC, 1x 
HGD, 2x LGD), and 2 did not contain neoplasia. In 108 procedures, no visible 
lesion was identified by the expert endoscopist in WLE. In these procedures, 
CADe generated 69 false-positive detections in total, resulting in 0.63 false-pos-
itives per procedure.
Of all 67 CADe-detected lesions, 58 were considered suspicious for neoplasia 
during NBI assessment by the expert endoscopist. All 58 lesions were correct-
ly classified as neoplastic by CADx, resulting in a sensitivity of 100 %. Further-
more, CADx discarded 35 of the 69 CADe false-positive detections, reducing 
the mean number of false positives per procedure from 0.63 to 0.31. Extrapo-
lated to clinical practice, this would result in one additional targeted biopsy 
every 3 patients.
Conclusions  This is the largest study to date to evaluate a combined CADe/
CADx system for real-time detection of BE neoplasia. The CADe system demon-
strated a per-patient sensitivity of 91 % for all visible lesions identified by the 
expert endoscopist, with an acceptable number of false positive detections. 
The CADx system showed potential to further reduce false-positives, without 
discarding any prior CADe true positive detections.
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Aims  While some guidelines suggest Wide-Area Transepithelial Sampling with 
3D analysis (WATS3D) as adjunct to random forceps biopsies (RFB) in Barrett’s 
Esophagus (BE) surveillance, its clinical benefit in detecting high-grade dyspla-
sia (HGD) and esophageal adenocarcinoma (EAC) remains uncertain as longi-
tudinal follow-up (FU) data on WATS3D-positive-RFB-negative cases is lacking.
Methods  Patients with C ≥ 2 + /- M ≥ 4 BE without visible lesions were enrolled 
in 6 expert centers for a 3-year FU and grouped into those with non-dysplastic 
BE (NDBE) and those with low-grade dysplasia (LGD), HGD or EAC. RFB were 
evaluated by expert pathologists. WATS3D brushes were evaluated by CDx 
Diagnostics expert cytopathologists, blinded to each other assessment. Prima-
ry endpoints were a) concordance in detecting HGD/EAC between WATS3D 
and RFB, and b) progression to HGD/EAC in WATS3D-positive-RFB-negative 
cases during FU. Secondary endpoint was concordance in LGD/HGD/EAC de-
tection. A training phase was included to ensure adequate WATS3D sampling.
Results  In study training phase, 183 baseline endoscopies revealed an initial 
40 % WATS3D sample inadequacy rate. After retraining and individual feedback, 
this rate dropped to 8 %. Of 363 enrolled patients, 290 cases had complete 
baseline results: n = 129 LGD/HGD/EAC, n = 161 NDBE (Fig 1). An inten-
tion-to-diagnose (ITD) analysis found no significant difference in HGD/EAC 
detection between WATS3D and RFB (16/290 vs 10/290; p = 0.32, McNemar 
test, Fig 2A). In the post-training phase (n = 179), WATS3D again showed no 
significant diagnostic advantage for diagnosing HGD/EAC (4/179 vs 9/179, 
p = 0.32). Results were comparable in per-protocol analysis (4/158 vs 8/158, 
p = 0.34, Fig 2A). For detecting all dysplasia (LGD/HGD/EAC), both ITD and 
per-protocol analyses demonstrated diagnostic superiority of RFB over 
WATS3D, (p < 0.001, Fig 2B). WATS3D identified 13 HGD/EAC cases negative 
on RFB, which were prospectively followed for median 19 (95 %CI: 14–24) 
months and median 3 (95 %CI: 2-3) endoscopies: 10/13 developed HGD/EAC 
in RFB during FU and underwent curative endoscopic treatment, all these ten 
RFB-progressors had multifocal LGD in RFB at baseline; 1/13 completed 3-year 
FU without progressing to HGD/EAC, showing NDBE on RFB across four sepa-
rated endoscopies. Two remaining patients are still under FU without demon-
strating progression to HGD/EAC.
Conclusions  Under optimized WATS-sampling, a comparable number of dis-
cordant HGD/EAC cases for WATS3D and RFB was found. WATS3D was inferior 
to RFB for detecting LGD/HGD/EAC. In this population, enriched for BE neopla-
sia, the adjunctive value of WATS3D was virtually absent: all discordant HGD/
EAC cases detected by WATS3D that truly progressed had already been identi-
fied as at-risk due to baseline multifocal LGD in RFB. In all 161 NDBE cases no 
HGD/EAC diagnosed by WATS3D was confirmed in RFB during 3 years FU.
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Aims  Low grade dysplasia (LGD) in Barrett's esophagus (BE) carries a hetero-
geneous risk of progression and substantial diagnostic variability. Previous 
studies have shown that up to 85 % of LGD diagnoses made in community set-
tings are downgraded to non-dysplasic BE (NDBE) or indefinite for dysplasia 
(IND) after expert panel review. In contrast, when LGD is confirmed by a panel 
of at least two expert pathologists, the risk of progression rises sharply.
Additionally, patients should undergo restaging endoscopy at a specialized 
center, using high-definition imaging, acetic acid or virtual chromoendoscopy, 
and meticulous inspection to detect visible lesions. Previous multicenter data 
have shown that expert endoscopic restaging significantly altered patient man-
agement, with 25 % of the patients ultimately reclassified as having high grade 
dysplasia (HGD) or esophageal adenocarcinoma (EAC).
Expert histopathological review and expert endoscopic reassessment are rec-
ommended by international guidelines, but their real-world practice imple-
mentation added value requires further studies.
Our aim was to evaluate the diagnostic impact of expert histopathological 
review and expert endoscopic restaging in patients with LGD managed in two 
Belgian expert centers.
Methods  We conducted a retrospective bicentric cohort study across two 
Belgian BE expert centers including all endotherapy-naïve patients with at least 
one diagnosis of LGD between January 2018 and December 2024 and at least 
one follow-up endoscopy. Data were extracted from electronic endoscopy and 
pathology records and manually validated. Patients with prior HGD, EAC, IND 
or previous endoscopic therapy were excluded. Three main subcohorts were 
defined: (1) a Histopathology Review Cohort, including patients whose LGD 
biopsies underwent expert gastrointestinal (GI) pathology review; (2) an Expert 
Endoscopy Cohort, including patients referred for LGD restaging by a Barrett’s 
expert endoscopist; and (3) a Combined Expert Cohort, including patients 
who underwent both expert histology review and expert endoscopy.Primary 
outcomes were (1) diagnostic reclassification after expert histopathological 
review and (2) detection of visible lesions and histologic outcomes at the first 
expert endoscopy. The secondary outcome was the diagnostic concordance 
and clinical impact of combined expert histological and endoscopic reassess-
ment. Only descriptive statistics were performed.
Results  A total of 148 patients with a diagnosis of LGD in the context of BE 
were included. Median age was 67 years and 79.7 % were male. The median 
Prague classification was C1M4. Expert histopathology review was performed 
in 107/148 patients (72.8 %). A diagnostic change occurred in 27 cases (25.2 %). 
LGD was confirmed in 80 patients (74.8 %). Among reclassified case, 10 (9.3 %) 
were upgraded to HGD and 17 (15.9 %) were downgraded (14 to IND, 3 to 
NDBE). Expert endoscopic reassessment was performed in 85 patients referred 
specifically for LGD evaluation; 79 were included after excluding 6 upgraded to 
HGD on expert pathology review. At the first expert endoscopy, histologic out-
comes were: HGD/EAC in 11 patients (13.9 %), persistent LGD in 26 (32.9 %), 
IND in 6 (7.6 %) and NDBE in 36 (45.5 %). A visible lesion was identified in 18/79 
patients (22.8 %). The combined expert cohort (patients with expert-confirmed 
LGD undergoing expert endoscopy) included 62 patients. In this group, first 
expert endoscopy revealed HGD/EAC in 15 (24.2 %), persistent LGD in 24 
(38.7 %), IND in 6 (9.7 %) and NDBE in 17 (27.4 %). Among 10 patients whose 
LGD was not confirmed by expert pathology, none showed dysplasia on expert 
endoscopy. Overall, expert pathological review and expert endoscopic restag-
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ing led to substantial diagnostic reclassification, frequently identifying previ-
ously unrecognized visible lesions and higher-grade neoplasia.
Conclusions  LGD in BE requires cautious management given its diagnostic 
variability. Our findings align with international series in demonstrating the 
critical role of expert histopathology review and expert endoscopy to confirm 
the diagnosis, detecting missed visible lesions and guiding the appropriate 
therapy. These results support systematic referral of all patients with suspect-
ed or confirmed LGD to expert centers before any therapeutic decision.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Oncological principles favor enbloc, R0 excision of cancer to achieve 
curative resection. In Barrett’s neoplasia, endoscopically curable cancers in-
clude T1a and early T1b disease. Although both endoscopic mucosal resection 
(EMR) and endoscopic submucosal dissection (ESD) are accepted treatments, 
criteria for selection remain a subject of debate. Our aim was to compare two 
Barrett’s cancer resection strategies, (1) Historical strategy (HS, 2004-2016): 
ESD reserved for more advanced lesions (predominantly T1b), or (2) Selective 
resection algorithm (SRA, 2017-2024): ESD applied to all suspected Barrett’s 
cancers > 15 mm, with EMR used for the remaining lesions. Allocation was based 
on endoscopic prediction of depth of invasion.
Methods  Outcomes compared between strategies included R0 (basal) exci-
sion, recurrence, curative resection and adverse events (delayed bleeding and 
deep muscle injury).
Results  A total of 581 resections were performed in 542 patients (median 
lesion size 20 mm, IQR 10-30). Adverse events occurred in 2.2 % (5.3 % ESD vs 
0.3 % EMR).
Cancer was present in 271 cases (T1a 178, T1b 93). Of these, basal R0 was 
achieved in 233/271 (86 %). For T1a, R0 was similar between ESD and EMR 
(96.9 % vs 90.2 %, p = 0.067). For T1b lesions, R0 was higher with ESD (77.6 % vs 
41.2 %, p = 0.003).
Under the HS (n = 189), ESD was performed in 19 cases (14 cancers; 7 T1a, 7 
T1b), achieving basal R0 in 10/14 (71.4 %; 42.9 % T1b, 100 % T1a). EMR (n = 170; 
118 dysplasia, 38 T1a and 14 T1b) achieved basal R0 in 36/52 (69.2 %) cancers 
(T1a 84.2 %; T1b 28.6 %).
Under the SRA (n = 392), ESD was performed in 207 cases (158 cancers; 89 T1a, 
69 T1b), achieving basal R0 in 142/158 (89.9 %; 96.6 % T1a, 81.9 % T1b). EMR 
(n = 185; 138 dysplasia, 44 T1a and 3 T1b), achieved basal R0 in 45/47 (95.7 %) 
cancers (T1a 95.5 %; T1b 100 %).
Overall basal R0 improved from 46/66 (69.7 %) under the HS to 187/205 
(91.2 %) under the SRA (P < 0.001). For T1a disease, R0 improved (86.7 % vs 
96.2 %, p = 0.021), but there was no difference in curative resections or recur-
rence. For T1b disease, R0 improved (33.3 % to 81.9 %), curative resection in-

creased (9.5 % vs 30.5 %, p = 0.043), and recurrence decreased (55.6 % vs 23.6 %, 
P = 0.048).
Overall 2 year cancer-free survival (follow-up adherence 230/240 of eligible) 
was 92 %, with no difference between periods (P = 0.656). There was no differ-
ence in precusor lesions treated by EMR between strategies (HS 69.4 % vs SRA 
74.6 %).
Conclusions  Transitioning to a structured algorithm prioritising ESD for le-
sions > 15 mm resulted in substantial improvement in R0 resection, cure and 
recurrence for T1b disease. This approach maintained safety and durable can-
cer-free survival, without the over-treatment of precusor lesions by ESD. These 
results provide strong support for routine use of ESD in larger Barrett’s cancers.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  While sarcopenia is recognized as a prognostic factor in advanced eso-
phageal cancer, its relevance in patients undergoing endoscopic submucosal 
dissection (ESD) for superficial esophageal squamous cell carcinoma (SESCC) 
remains unclear. Bioelectrical impedance analysis (BIA) allows simultaneous 
assessment of muscle quantity and quality using the skeletal muscle mass index 
(SMI) and extracellular water/total body water ratio (ECW/TBW). In recent years, 
elevated ECW/TBW—reflecting poorer muscle quality—has been associated 
with reduced physical performance and a higher prevalence of sarcopenia com-
pared with individuals with lower ratios. We examined whether these param-
eters influence clinical outcomes after ESD for SESCC.
Methods  We retrospectively analyzed 251 consecutive patients with SESCC 
who underwent ESD between 2018 and 2023. Muscle quantity was assessed 
using SMI, and low muscle quantity (sarcopenia) was defined as SMI < 7.0 kg/
m² for men and < 5.7 kg/m² for women. Muscle quality was evaluated using 
ECW/TBW, and poor muscle quality was defined as an elevated ECW/TBW 
( > 0.39). Patients were categorized as: Group A: normal muscle quantity and 
quality, Group B: abnormality in either muscle quantity or quality, Group C: 
abnormalities in both muscle quantity and quality. Patient and lesion charac-
teristics, short-term outcomes, and long-term survival were compared across 
the groups.
Results   The three groups were almost evenly distributed (A/B/C: 
32.2 %/34.3 %/33.5 %). Tumor size increased across groups (A/B/C: 17.0 / 22.1 
/ 23.2 mm), and procedure time also lengthened (A/B/C: 38.3 / 45.9 / 49.6 
min). The incidence of delayed adverse events (DAE) was 1.2 %, 3.5 %, and 8.3 % 
in Groups A, B, and C, respectively, and post-procedural pneumonia occurring 
in 0 %, 1.2 %, and 4.8 %. Length of hospital stay was 7.0, 7.1, and 7.5 days in 
Groups A, B, and C. Compared with Group A, Group C showed significantly more 
DAEs (P = 0.036), a trend toward higher pneumonia rates (P = 0.065), and longer 
hospitalization (P = 0.045).
Regarding long-term outcomes, tumor depth and additional treatment rates 
did not differ across groups. The median follow-up duration was 965 days 
(range, 15–2178 days). The cumulative 3-year overall survival rates were 100 %, 
92.0 %, and 88.7 % in Groups A, B, and C, respectively. Compared with Group 
A, Group C showed significantly shorter overall survival (P = 0.019), while Group 
B tended to have shorter survival (P = 0.053). In multivariate analysis, combined 
low muscle quantity and poor muscle quality (Group C) remained an independ-
ent predictor of mortality (HR 10.53, P = 0.028). PNI ≤ 45 (HR 3.29, P = 0.018) 
and SM2 or deeper invasion (HR 3.23, P = 0.048) were also independent pre-
dictors.
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Conclusions  Patients with concurrent low muscle mass and poor muscle qual-
ity experienced more procedural complications and significantly poorer long-
term survival after ESD for SESCC. These findings highlight that muscle quality, 
not only quantity, is clinically relevant and that incorporating BIA into pre-ESD 
evaluation may help identify high-risk patients before treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Intra-procedural bleeding (IPB) is the most frequently encountered ad-
verse event during third space endoscopy (TSE). It poses several challenges, 
including reducing the visibility of the dissection field, prolonging the duration 
of the procedure, and increasing the risk of perforation or delayed bleeding. 
These factors can contribute to less desirable outcomes, primarily lower en bloc 
and complete (R0) resection rates, as well as the risk of incomplete or aborted 
procedure if there is inadvertent injury to the underlying muscularis propria 
layer [1–7].
By exploiting the control group–i.e. without pre-coagulation of a recent rand-
omized controlled trial on vessel pre-sealing, we performed a post hoc analysis 
to identify the main predictive features of IPB.
Methods  This is a post-hoc analysis of the CURRENT trial to assess the efficacy 
and safety of a new pre-sealing technique for reducing IPB risk during endo-
scopic submucosal dissection (ESD). Briefly, consecutive patients aged ≥ 18 
years who were referred for ESD for superficial GI neoplastic lesions in the upper 
or lower gastrointestinal tract, or POEM for esophageal achalasia, were includ-
ed (Trial NCT05804266, conducted at Humanitas Research Hospital, Rozzano, 
Italy). In the control group, vessels were dissected without any pre-sealing 
treatment (control arm) in order to have a reliable estimate of IPB without a 
pre-sealing intervention. In detail, vessels greater than 1.2 mm in diameter 
allocated in the control arm were dissected with a standard high-voltage cur-
rent without the use of coagulation forceps or alternative currents. For the 
purpose of the study, all procedures were performed in a CO2 setting and with 
the same knife. Thus, the control group of this RCT represents an ideal setting 
to identify the vessel-specific risk factors contributing to IPB.
The primary aim of this post-hoc analysis is to identify specific vessel related 
risk factors contributing to IPB during TSE, after adjusting for patient, proce-
dure, and anatomical confounding factors.
Results  33 patients in the control group were included in the modified inten-
tion-to-treat analysis. A total of 421 vessels with a diameter of at least 1.2 mm 
in the 33 patients were considered for evaluation in the post-hoc analysis. After 
excluding clips with low image quality or lack of video footage recording, a 
total of 204 vessels were incorporated into the post-hoc analysis.
In the multivariable model including all covariates (N = 204), two variables re-
mained independent predictors of IPB: large vessel diameter with adjusted OR 
3.19 (1.58–6.43; P = 0.001), and penetrant morphology with adjusted OR 3.97 
(1.05–16.60; P = 0.049). Vessel pulsatility and bifurcation did not reach statis-
tical significance (all P > 0.3). Model fit: LR χ²(8) = 45.91,P < 0.001; pseu-
do-R² = 0.1788.
Conclusions  Large vessel diameter and penetrant morphology increased the 
risk of IPB by approximately 3-fold. These significant findings provide the en-

doscopist with additional insight into a vessel’s risk of bleeding, which may then 
alter their approach in terms of utilizing pre-coagulation with coagulation 
graspers, or performing vessel pre-sealing under saline immersion.
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Aims  Endoscopic mucosal resection (EMR) and endoscopic submucosal dis-
section (ESD) are established methods for removing Barrett’s-related esopha-
geal lesions. A major limitation is the risk of post-resection strictures, often 
requiring repeated dilatation. Reported stricture rates vary widely and can reach 
94 % when two-thirds or more of the esophageal circumference is removed. 
The primary objective of this study was the incidence of post-endoscopic re-
section stricture in a large patient cohort with neoplastic BE and at least 50 % 
circumferential resection by either EMR or ESD. Secondary objectives were 
success rates of endoscopic dilatation therapy and identification of risk factors 
for stricture formation.
Methods  We performed a retrospective bicentric analysis (2009–2023) of 
endoscopically resected Barrett’s-associated esophageal lesions, using a gen-
eral strategy of removing half of the lesion-bearing circumference. Demograph-
ic, clinical (including dysphagia resolution), endoscopic, and histological data 
were collected for patients with and without post-resection strictures requiring 
endoscopic dilatation, along with treatment outcomes.
Results  A total of 440 resections were performed: 275 EMR, 153 ESD and 12 
hybrid, with cancer diagnosed in 335 cases (76.1 %). Median resection length 
was 60 mm, and 96.7 % involved the attempted > 50 % of the circumference. 
The overall stricture rate was 11.4 %. On multivariable analysis, resection 
of ≥ 75 % of the circumference was the only independent predictor of stricture 
formation, while strictures occurred in 7.3 % when the extent was 50 %. Stric-
tures were most common after circumferential resections (58.3 %) and occurred 
more often in cancer lesions. Clinical success of stricture therapy was 86.7 %: 
initial dilatation (1–5 sessions) resolved 62.2 %, and additional dilatation (me-
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dian 8 sessions) succeeded in 24.5 %. In six patients, dilatation failed, requiring 
stenting or surgery.
Conclusions  Esophageal strictures are uncommon even after extensive 
( > 50 %) endoscopic resection of Barrett’s-associated lesions, but the risk rises 
when 75 % or more of the luminal circumference is removed. Most cases resolve 
with repeated endoscopic dilatations, without requiring early salvage therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Flexible endoscopic septotomy (FES) is considered standard treatment 
of Zenker diverticulum (ZD) because of its safety and excellent efficacy. How-
ever, it usually requires multiple sessions and recurrencies seem frequent be-
cause of incomplete cutting of the septum. Moreover, it involves an incision of 
the full thickness of diverticular septum hence, the risk of adverse events might 
be higher. Peroral endoscopic myotomy for ZD (Z-POEM) is a new emerging 
technique, with theoretical potential to overcome the limitations mentioned 
above. Our aim was to compare the efficacy and safety of the Z-POEM and FES.
Methods  We performed a prospective, randomized multicenter, single-blind, 
trial in 7 centers accross Europe and the United States. Patients with sympto-
matic ZD (at least 3 points as per Kothari–Haber Symptom Score (KHSS) meas-
uring 10–50 mm were eligible. All investigators had extensive experience with 
both third space endoscopy (including Z-POEM) and FES. Procedures were 
standardized through online meetings and shared instructional videos. Symp-
toms were assessed at baseline and 1, 6, 12 and 24 months after treatment 
using multiple scores, with the KHSS as a primary measure. Main outcome was 
clinical success at 24 months. Clinical success was defined as KHSS < 3 points 
without a need for additional treatment. Adverse events were assessed 1 month 
after the procedure according to the appropriate classification (AEs during third 
space endoscopy).
Results  A total of 158 patients (mean age 70 years, 43.7 % female, mean Charl-
son comorbidity index 2.9) were randomly assigned to Z-POEM (79 patients) 
or FES (79 patients). Baseline ZD size was 26.8 mm, median symptom duration 
22 months, and mean KHSS 6.6; Milano–Zenker scores were similar between 
groups (mean 4.8).All procedures were technically successful. Mean procedure 
time was 25.1 min in the Z-POEM group and 17.2 min in the FES group 
(p = 0.001). Adverse events were observed in 2 patients (2.5 %) in the Z-POEM 
group and in 6 patients (7.6 %) in the FES group (p = 0.14). All four (5.5 %) severe 
adverse events were observed in the FES group (p = 0.036).

Of the 158 patients, 111 (70.3 %) completed full 2-years follow-up (47 patients 
died, dropped out due to severe illness or were lost to follow up) and 154 
(97.5 %) underwent at least one follow up visit. Among patients completing full 
follow-up, clinical success at 24 months was achieved in 89.7 % (52/58) with 
Z-POEM and 81.1 % (43/53) with FES (p = 0.199). In the cohort with at least one 
follow-up assessment, clinical success at the last available visit was 90.9 % 
(70/77) following Z-POEM and 79.2 % (62/77) after FES (p = 0.042).
Conclusions  Z-POEM demonstrates a trend toward higher long-term clinical 
success compared with FES and is associated with fewer severe adverse events.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic management of Zenker’s diverticulum (ZD) is increasingly 
shifting toward third-space techniques. Per-oral endoscopic septotomy (POES) 
may enable a more controlled and complete cricopharyngeal myotomy com-
pared with conventional flexible endoscopic septotomy (FES), but direct com-
parative data remain scarce. We evaluated the efficacy and safety of POES 
versus FES in symptomatic patients with naïve ZD.
Methods  Consecutive patients undergoing endoscopic treatment for symp-
tomatic naïve ZD at two tertiary referral centers were retrospectively identified. 
Propensity score matching (1:1) was performed based on age, sex, ASA class, 
septum length, and operator expertise. Primary outcomes were technical suc-
cess and 12-month clinical success. Adverse events (AEs) were classified using 
the ASGE lexicon and assessed for safety. Secondary endpoints included pro-
cedure time and length of hospital stay [1].
Results  A total of 106 matched procedures (53 POES, 53 FES) were included 
with well-balanced baseline characteristics (54 % < 75 years; 39 % male; 65 % 
ASA I–II; 63 % short septum; 81 % deep sedation without intubation; 75 % expert 
operators; all p > 0.05). Technical success was achieved in all cases (100 % for 
both; p > 0.99). AE rates were low and comparable (FES 7.5 % vs POES 1.9 %; 
p = 0.4). POES was associated with one perforation, while FES with two intrap-
rocedural bleedings and two perforations. Twelve-month clinical success did 
not differ significantly (POES 94.3 % vs FES 84.9 %; p = 0.20). Mean procedure 
time was shorter with FES (17 ± 4 min) than POES (23 ± 5 min; p < 0.001). Length 
of hospitalization favored POES (1.3 ± 0.2 vs 1.9 ± 0.4 days; p < 0.01).
Conclusions  In this multicenter propensity-matched analysis, POES and FES 
achieved equivalent technical and clinical outcomes for naïve ZD. Although 
POES required slightly longer procedure time, it offered similar safety with 
shorter hospital stay. These findings support POES as a safe, effective, and fea-
sible alternative to conventional FES in appropriately selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Predicting and Preventing Post-ERCP 
Pancreatitis: Staying Ahead of the Curve
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OP078  Novel method for immediate prediction of 
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Aims  Post-endoscopic retrograde cholangiopancreatography (ERCP) pancre-
atitis (PEP) is the most common and potentially serious adverse event after 
ERCP. Because trypsin activation occurs at the earliest stage of pancreatitis, 
serum trypsin (TRY) may serve as a rapid biomarker for predicting PEP. Recent-
ly, a latex agglutination turbidimetric immunoassay has enabled quick and 
automated measurement of TRY, allowing immediate clinical use. This multi-
center prospective study aimed to evaluate the diagnostic performance of TRY 
measured immediately and two hours after ERCP compared with conventional 
serum pancreatic enzymes.
Methods  This multicenter prospective study was conducted at 12 tertiary 
centers in Japan between February 2024 and February 2025. TRY, serum am-
ylase (AMY), pancreatic-type AMY (P-AMY), and lipase (LIP) were measured 
immediately after ERCP (0 h), and 2 h post-ERCP. All pancreatic enzymes were 
analyzed using a latex agglutination turbidimetric immunoassay, which pro-
vides results within minutes on standard automated chemistry analyzers.
The primary outcome was to evaluate the diagnostic performance of 0-h TRY 
and 2-h TRY for predicting PEP. Diagnostic accuracy was assessed using four 
cutoff strategies: (1) the optimal value yielding the highest area under the re-
ceiver operating characteristic curve (AUC) and (2) fixed cutoffs of 2 × , 2.5 × , 
and 3 × the upper limit of normal (ULN), based on previous studies. Secondary 
outcomes included comparisons of the AUC of TRY with AMY, P-AMY, and LIP 
at 0 h and 2 h using DeLong’s test. For patients who developed PEP, the mag-
nitude of enzyme elevation was expressed as a ratio to the respective ULN. PEP 
was defined and graded according to consensus and Cotton’s criteria [1–4].
Results  A total of 463 patients were analyzed, and 48 (10.3 %) developed PEP 
(mild 40, moderate 6, severe 2).The optimal 0-h TRY cutoff was 2043 ng/mL, 
yielding an AUC of 0.83, with 68.7 % sensitivity and 84.6 % specificity. When 
defined as multiples of the ULN, the sensitivity of 0-h TRY was 75 % at 2 × ULN, 
71 % at 2.5 × ULN, and 69 % at 3 × ULN, while specificity increased stepwise (69 %, 
76 %, and 81 %, respectively).The optimal 2-h TRY cutoff was 2436 ng/mL, with 
an AUC of 0.89, 81.2 % sensitivity, and 84.3 % specificity. Using ULN-based val-

ues, sensitivity was 92 % at 2 × ULN, 90 % at 2.5 × ULN, and 85 % at 3 × ULN, with 
corresponding specificities of 66 %, 74 %, and 78 %.
TRY outperformed conventional enzymes in early prediction. The AUC of 0-h 
TRY was significantly higher than those of AMY (0.74, p = 0.002), P-AMY (0.78, 
p = 0.007), and LIP (0.80, p = 0.048). At 2 h, 2-h TRY (AUC 0.89) remained sig-
nificantly superior to AMY (AUC 0.84, p = 0.033) and comparable to P-AMY (AUC 
0.89) and LIP (AUC 0.90). In addition, when cut-off values were defined as mul-
tiples of the ULN according to previous studies, AMY and P-AMY showed very 
low sensitivities at 0 h ( ≤ 44 %). Although their sensitivities improved at 2 h 
(AMY 60–69 %; P-AMY 52–77 %, depending on the threshold), they consistently 
remained inferior to those of 0-h TRY and 2-h TRY across all ULN-based cutoffs. 
TRY also tended to demonstrate higher sensitivity than LIP when fixed ULN-mul-
tiple thresholds were applied. Among patients who developed PEP, TRY showed 
the greatest proportional increase relative to ULN immediately after ERCP (me-
dian ratio: TRY 6.85, AMY 1.53, P-AMY 1.53, LIP 4.07). At 2 h, LIP exhibited the 
most pronounced elevation (median ratio: LIP 16.37, compared with TRY 13.52, 
AMY 3.03, P-AMY 5.02). These temporal patterns highlight the earlier rise in 
TRY compared with other pancreatic enzymes, underscoring its potential as 
the earliest measurable biochemical indicator of PEP. Taken together, these 
findings indicate that measuring 0-h TRY enables highly accurate prediction of 
PEP at an ultra-early stage, well before conventional pancreatic enzymes show 
meaningful elevation.
Conclusions  TRY can be measured immediately after ERCP using a rapid, au-
tomated latex agglutination immunoassay, demonstrating superior early diag-
nostic performance compared with conventional pancreatic enzymes. This 
simple and rapid assay has the potential to improve the safety and efficiency of 
post-ERCP patient management by providing real-time risk assessment during 
the critical early phase of PEP development.
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All other authors have no conflicts of interest or financial ties to disclose. This 
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Aims  To systematically evaluate the association between pancreatic steatosis 
and the risk and severity of PEP.
Methods  Systematic review and meta-analysis were conducted following 
PRISMA guidelines. MEDLINE, Embase, and Cochrane databases were searched 
through May 2025 for studies comparing PEP incidence in patients with and 
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without PS. Pooled relative risks (RRs) were calculated using random-effects 
models. Subgroup analyses examined the impact of demographic factors, pro-
cedural variables, and diagnostic indications.
Results  Six studies involving 2,611 patients were included. PS was associated 
with a significantly increased risk of PEP [Relative Risk (RR):2.87; 95 % confidence 
interval:1.53–5.40; p < 0.001), with an incidence of 21 % in patients with PS 
compared to 8 % in those without. PS was also linked to higher risk of mild (RR: 
2.79), moderate (RR: 5.73), and severe PEP (RR: 4.92). Compared to non-PS, 
patients with PS had higher prevalence of diabetes (RR: 1.41) and female sex 
(RR: 1.15). No significant differences in procedural variables or diagnostic indi-
cations were observed between the PS and non-PS groups.
Conclusions  Pancreatic steatosis is associated with an increased risk and se-
verity of PEP. Further high-quality prospective studies are warranted to validate 
this association and determine whether PS should be incorporated into pre-pro-
cedural risk stratification and targeted preventive strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Post-endoscopic retrograde cholangiopancreatography pancreatitis 
(PEP) remains the most frequent adverse event after ERCP. Although rectal 
nonsteroidal anti-inflammatory drugs (NSAIDs) and aggressive intravenous 
hydration are guideline-recommended prophylactic strategies, the incremen-
tal benefit of combining both interventions compared with NSAIDs alone re-
mains uncertain. We conducted a systematic review and meta-analysis of 
randomized controlled trials (RCTs) to assess the efficacy of NSAIDs plus ag-
gressive hydration versus NSAIDs alone for PEP prevention.
Methods  This review was conducted in accordance with PRISMA and registered 
in PROSPERO (CRD420251006252). Comprehensive searches of MEDLINE, 
Scopus, and the Cochrane Library were performed up to October 2025. Eligible 
studies included RCTs with patients undergoing ERCP, assigned to receive either 
rectal NSAIDs + hydration or NSAIDs. The primary endpoint was assessing PEP 
risk; secondary endpoints included post-ERCP amylase/lipase levels. Ran-
dom-effects models (DerSimonian–Laird) were used to estimate pooled risk 
ratios (RRs) with 95 % confidence intervals (CIs). Statistical heterogeneity was 
assessed using I² statistics. Arm-specific PEP incidences were estimated via 
single-arm meta-analysis using the Freeman–Tukey transformation. Meta-re-
gression on hydration volume in the form of a weighted linear regression anal-
ysis was performed. The certainty of evidence was assessed using GRADE.

Results  Nine studies (7 fully published, 2 abstracts) encompassing 2,863 pa-
tients met the inclusion criteria. The pooled incidence of PEP was 3 % (95 % CI 
1–6) in the NSAID + hydration group versus 7 % (95 % CI 5–9) with NSAIDs alone. 
The combined intervention significantly showed a reduction of PEP risk (RR 
0.72; 95 % CI 0.54–0.96; p = 0.03; I² = 0 %). Sensitivity analysis restricted to ful-
ly published RCTs yielded consistent results (RR 0.73; 95 % CI 0.54–0.98). Sub-
group analysis of studies explicitly excluding control-group with any hydration 
confirmed the benefit (RR 0.66; 95 % CI 0.45–0.96). Post-ERCP amylase (mean 
difference − 36.2 U/L; p = 0.07) and lipase (mean difference − 122.9 U/L; p = 0.37) 
reductions did not reach significance, but these outcomes were reported only 
by two and three studies respectively. Meta-regression revealed a dose-de-
pendent association between higher hydration volumes and greater PEP risk 
reduction (p = 0.046). GRADE rated the certainty of evidence for the primary 
outcome as moderate, with importance deemed critical.
Conclusions  This meta-analysis of RCTs shows that combining rectal NSAIDs 
with aggressive periprocedural hydration significantly reduces PEP risk com-
pared with NSAIDs alone, with low heterogeneity and moderate-quality evi-
dence. Given its safety, simplicity, and low cost, NSAID + hydration prophylax-
is represents a pragmatic and potentially superior approach for PEP prevention 
when aggressive hydration is not contraindicated. Further adequately powered, 
standardized RCTs are warranted to define the optimal hydration protocol (type, 
timing, and volume).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) has a pivotal 
role as an endoscopic procedure performed for the treatment of pancreatobil-
iary disorders. Post-endoscopic retrograde cholangiopancreatography pancre-
atitis (PEP) is the most frequent and clinically relevant adverse event of ERCP, 
with an incidence ranging from 3 % to 10 % in unselected populations. Despite 
advances in pharmacologic and procedural prophylaxis, PEP still accounts for 
significant morbidity and hospital costs. While rectal NSAIDs and pancreatic 
stenting are well-established preventive measures, the potential role of chron-
ic medications, particularly statins, acetylsalicylic acid (ASA), remains uncer-
tain. This study aimed to assess the association between chronic drug therapy 
and the incidence and severity of PEP in a large Italian cohort.
Methods  A retrospective single-center cohort study was conducted at the 
UOC of Gastroenterology and Endoscopy, Morgagni–Pierantoni Hospital (Forlì, 
Italy). Patients undergoing ERCP between January 2019 and June 2025 were 
included. Chronic pharmacological therapies were recorded and categorized 
(statins, ASA, thyroid hormones, antihypertensives, anticoagulants, and oth-
ers). The primary endpoint was the association between chronic drug use and 
PEP occurrence; the secondary endpoint was the relationship between chron-
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ic therapies and PEP severity. Multivariate logistic regression identified inde-
pendent predictors of PEP.
Results  A total of 1,001 patients that performed ERCPs were analyzed. The 
overall incidence of PEP was 6.4 % (n = 64), predominantly mild (90.3 %), with 
moderate and severe cases accounting for 6.5 % and 3.2 %, respectively. In uni-
variate analysis, statin therapy was significantly less frequent among patients 
who developed PEP (9.4 % vs. 21.9 %; p = 0.018), suggesting a potential protec-
tive effect. Conversely, thyroid hormone use was more common in patients 
with PEP (15.6 % vs. 7.5 %; p = 0.02). In multivariate analysis, low BMI (OR 0.92, 
p = 0.034) and cirrhosis (OR 6.7, p = 0.005) emerged as independent risk factors, 
whereas statin therapy retained a significant protective association (OR 0.37, 
95 % CI 0.15–0.89; p = 0.03). Thyroid hormone therapy did not remain signifi-
cant after adjustment (p = 0.17). Prophylactic pancreatic stenting was associ-
ated with PEP (OR 0.34, 95 % CI 0.15–0.81; p = 0.016), likely reflecting selection 
bias due to its preferential use in high-risk patients.
Conclusions  PEP is a complication influenced by clinical, anatomical, proce-
dural, and pharmacological factors. In this large Italian cohort, chronic statin 
therapy was independently associated with a reduced risk of PEP, supporting 
its potential anti-inflammatory and endothelial- stabilizing role. Cirrhosis and 
low BMI were confirmed as strong predictors of PEP. Thyroid hormone therapy 
showed a possible association with greater PEP severity but did not retain sig-
nificance after adjustment. These findings are exploratory and should be inter-
preted cautiously; prospective multicenter studies and randomized controlled 
trials are needed to confirm these findings.
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Aims  Post-ERCP pancreatitis is the most frequent complication of ERCP. Two 
preventive measures are currently recommended: rectal indomethacin for all 
patients and temporary pancreatic stenting for those at high risk. However, 
stents may cause ductal injury, require follow-up imaging, and often need a 
second endoscopy for removal. A biodegradable stent could provide the same 
preventive benefit while avoiding these drawbacks. The ARCHIMEDES biode-
gradable pancreatic stent has demonstrated encouraging feasibility and safety 
results in preliminary studies. We conducted a prospective multicenter study 
to assess the safety, efficacy, and spontaneous clearance of this stent for the 
prevention of post-ERCP pancreatitis.
Methods  A polymer resorbable stent (Archimedes, Q3 Medical, USA) with fast 
resorption (12 days) was positioned under endoscopic and fluoroscopic control 
during high-risk ERCP defined following ESGE guidelines (Endoscopic papillectomy, 
known or suspected sphincter of Oddi dysfunction, pancreatic sphincterotomy, 
precut sphincterotomy, pancreatic guidewire–assisted biliary cannulation, and 
papillar dilation) or the combination of 2 among 3 risk factors (Women gender, 
Thin biliary duct, history of pancreatitis). Patients signed informed consent. The 
main outcome was clearance of the stent at D-30 after ERCP.
Secondary outcomes included side effects (Pancreatitis among others, graded 
regarding AGREE classification) and the ability to technically insert the stent 
during the procedure. The study was single armed, multicenter (Paoli Calmette 
Institute, Marseille & France Beaujon Hospital, Clichy, France). We planned to 
include 46 patients in the study with 45 days of follow-up.
Results  A total of 52 patients were included in the study. The median age was 
65 years (IQR 20–93), and 55.8 % were male while 44.2 % were female.
Indications for pancreatic prophylactic stenting were the following: 22 patients 
underwent endoscopic papillectomy, 3 had sphincter of Oddi dysfunction, 18 

underwent pancreatic sphincterotomy, 3 required an endoscopic precut, 1 
underwent papillary dilation, 19 required double-guidewire technique for dif-
ficult biliary canulation, 11 had a narrow biliary duct, and 9 had a history of 
pancreatitis.
Regarding the primary outcome, 3 patients (5.8 %) still had residual stent frag-
ments at day 30. None developed pancreatitis, and the stents fully resorbed 
during follow-up.
Technical success for stent insertion was 100 %.
Regarding ERCP-related complications, 4 patients (7.7 %) developed acute pan-
creatitis (mild to moderate, AGREE ≤ 2), 8 experienced bleeding (15 %) 
(AGREE = 3), 1 had a perforation (1.9 %), and 1 developed cholangitis (1.9 %); 
the latter two were also classified as severe (AGREE = 3).
Conclusions  This is the first prospective study evaluating the benefit of Archi-
medes biodegradable stents in preventing acute pancreatitis during high-risk 
endoscopic procedures. No patient required subsequent endoscopy for stent 
removal. Because the study was single armed and involved high-risk interven-
tions, analyzing complication rates is challenging; however, fewer than 8 % of 
patients developed pancreatitis, none of them being severe.
These findings are encouraging regarding the safety profile of Archimedes 
stents and support their potential use for preventing post-ERCP pancreatitis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Prophylactic pancreatic duct (PD) stenting has been proposed to miti-
gate the risk of post-ERCP pancreatitis (PEP), particularly in high-risk popula-
tions. The aim of this study was to systematically review the evidence of the 
efficacy of prophylactic PD stenting in reducing the incidence of PEP in patients 
undergoing ERCP, including subgroup analyses of high-risk and average risk 
populations (▶Table 1).
Methods  A systematic review and meta-analysis were conducted according 
to PRISMA guidelines. Randomized controlled trials (RCTs) evaluating prophy-
lactic PD stenting versus no stenting in adults undergoing ERCP were included. 
The primary outcome was incidence of PEP. Secondary outcomes included PEP 
incidence in high-risk subgroups, adverse events unrelated to PEP, mortality.
Results  Eighteen RCTs comprising 4,637 participants (2,380 in the stent group 
and 2,257 in the no-stent group) were included. Prophylactic PD stenting sig-
nificantly reduced the risk of PEP compared to no stenting (RR 0.45; 95 % CI 
0.32–0.62), with moderate heterogeneity (I² = 57.2 %). In the subgroup analy-
sis, stenting reduced PEP risk in high-risk and average-risk populations (RR 0.48; 
95 % CI 0.31–0.73; I² = 66.4 % and RR 0.41; 95 % CI 0.25-0.69; I² = 41 %, respec-
tively). The pooled incidence of adverse events unrelated to PEP was low (1 %; 
95 % CI 0–3 %), and mortality rates did not differ between groups (RR 0.44; 95 % 
CI 0.09–2.07).
Conclusions  Prophylactic PD stenting appears to significantly reduce the risk 
of PEP, in both high- and average-risk patients. However, considerable hetero-
geneity and methodological limitations across studies highlight the need for 
future trials to refine patient selection, stent characteristics and combination 
of prophylactic strategies.
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▶Table 1	 

Certainty assessment № of patients Effect Certainty Impor-
tance

№ of 
stud-
ies

Study 
design

Risk of 
bias

Incon-
sistency

Indirect-
ness

Impre-
cision

Other 
consid-
erations

Stent No stent Rela-
tive(95 % 
CI)

Abso-
lute(95 % 
CI)

Post-ERCP Pancreatitis (assessed with: Risk Ratio)

18 ran-
domised 
trials

not 
serious

not 
serious

not 
serious

not 
serious

publica-
tion bias 
strongly 
suspec-
teda

223/2380 
(9.4 %)

387/2257 
(17.1 %)

RR 
0.45(0.32 
to 0.62)

94 fewer 
per 
1,000(from 
117 fewer to 
65 fewer)

Moderatea CRITI-
CAL

Mortality post ERCP (assessed with: Risk Ratio)

4 ran-
domised 
trials

not 
serious

not 
serious

not 
serious

not 
serious

none 1/1127 
(0.1 %)

5/1128 
(0.4 %)

RR 
0.44(0.09 
to 2.07)

2 fewer per 
1,000(from 
4 fewer to 5 
more)

⊕⊕⊕⊕High CRITI-
CAL

New outcome

ran-
domised 
trials

not 
serious

not 
serious

not 
serious

not 
serious

none 173/1842 
(9.4 %)

284/1755 
(16.2 %)

RR 
0.48(0.31 
to 0.73)

84 fewer 
per 
1,000(from 
112 fewer to 
44 fewer)

⊕⊕⊕⊕High CRITI-
CAL
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Aims  The detection and resection of adenomatous polyps during colonosco-
py decrease the incidence of colorectal cancer and associated mortality [1, 2] 
with adenoma detection rate (ADR) being a key quality performance indicator. 
While higher ADR is associated with lower post-colonoscopy colorectal cancer 
(PCCRC) rates, the latter varies significantly across the UK, and the true ‘base-
line’ ADR is unknown [3, 4]. Meeting the rising demand for high quality colo-
noscopy is a significant challenge.

The use of computer assisted detection (CADe) is associated with a significant 
improvement in ADR across multiple clinical trials [5, 6], but real-world perfor-
mance data is lacking.
We sought to evaluate effect on adenoma detection of implementing CADe in 
a ‘real-world’ setting, in the largest such study to date.
Methods  This was randomised; stepped-wedge, open-label trial evaluated the 
site-level effect of the GI Genius (GIG) computer-aided detection (CADe) system 
on adenoma detection. Both District General Hospitals and Teaching Hospitals 
participated, with procedures performed by expert ( ≥ 2,000 lifetime colonos-
copies; PDR > 40 %) and non-expert ( < 2,000 lifetime colonoscopies) endosco-
pists.
All patients undergoing routine colonoscopy were eligible, excluding those 
attending for polyp or IBD surveillance. The study reflected real-world practice, 
with no procedural modifications other than CADe activation.
Data were collected over three consecutive 3-month phases: Phase 1 (baseline; 
CADe inactive), Phase 2 (intervention; CADe active), and Phase 3 (post-inter-
vention; CADe withdrawn).
The primary outcome, adenoma detection rate (ADR), was analysed using gen-
eralised linear mixed-effects models, with study phase, patient age, endoscopist 
gender and expertise, bowel preparation quality, hospital type, and withdraw-
al time as fixed effects, and site and endoscopist as random effects to account 
for clustering.
Results  Between November 2023 and February 2025, 4,514 colonoscopies 
from 25 hospitals (England, Scotland, Wales) were analysed. ADR increased 
from 30.0 % in Phase 1 to 34.8 % during the GI Genius intervention (Phase 2) 
and declined to 27.6 % post-intervention (p < 0.001) (▶Table 1). After adjust-
ment, Phase 2 was associated with a 17 % higher ADR (aOR 1.17, 95 % CI 1.01–
1.35, p = 0.040). Older age, endoscopist expertise, male gender, and withdraw-
al time independently predicted higher ADR.
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▶Table 1	  Adenoma detection rates across the three phases

Phase 1 Phase 2 Phase 3 p-value 

Overall ADR 30.0 % 
(27.8–
32.3) 

34.8 % 
(32.4–
37.3) 

27.6 % 
(25.3–
29.9) 

 < 0.001 

Average Site 29.9 % 
(7.9; 
16.4–
45.3) 

34.3 % 
(8.9; 
14.7–
47.9) 

27.9 % 
(7.4; 
15.2–
44.2) 

0.001† 

DGH 27.3 % 
(24.6–
30.2) 

35.0 % 
(31.9–
38.2) 

27.6 % 
(24.8–
30.6) 

 < 0.001 

TH 34.4 % 
(30.7–
38.3) 

34.5 % 
(30.9–
38.4) 

27.5 % 
(24.0–
31.3) 

0.014 

Expert 33.8 % 
(29.9–
37.8) 

37.6 % 
(33.6–
41.9) 

30.7 % 
(26.7–
35.0) 

0.068 

Non-expert 28.0 % 
(25.3–
30.8) 

33.3 % 
(30.3–
36.3) 

26.1 % 
(23.4–
28.9) 

0.002 

Conclusions  CADe use was associated with an average 4 % absolute and 17 % 
relative increase in adenoma detection after adjustment for covariates. How-
ever, this effect was not sustained following system withdrawal. These findings 
support the integration of real-time CADe to enhance colonoscopy quality, 
while emphasising the importance of preserving endoscopist skill and long-
term performance.
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Aims  Computer-aided detection (CADe) can improve colonoscopy adenoma 
detection rates (ADR). However, prolonged exposure to repeated alerts may 
lead to alert fatigue, potentially diminishing its effectiveness. We aimed to 
determine whether alert fatigue occurs during CADe use and, if so, how it in-
fluences ADR throughout the day [1–5].
Methods  We conducted a secondary analysis of a prospectively collected co-
hort to evaluate how ADR varied with and without CADe in a pragmatic, re-
al-world implementation. Elective colonoscopies performed at the University 
of Montreal Hospital Center were analyzed according to their position within 
the endoscopist’s daily schedule. The primary outcome was ADR across proce-
dure order, adjusted for withdrawal time (WT). Secondary outcomes included 
adenomas per colonoscopy (APC), ADR by time of day, and ADR across different 
WT categories.
Results  A total of 1,700 colonoscopies were analyzed, including 880 with CADe 
assistance and 820 without. In the CADe-unassisted group, ADR remained sta-
ble throughout the day (1st–3rd procedures: 39.4 %, 95 % CI [35.1–43.8]; 
4th–7th procedures: 40.9 %, 95 % CI [32.9-49.5]). By contrast, ADR in CADe-as-
sisted procedures was markedly higher in the first three procedures (49.9 %, 
95 % CI [45.5–54.3]) but dropped significantly to 39.9 % (95 % CI [33.8–46.3]) 
in later procedures. This pattern was consistent when ADR was assessed by time 
of day. Similarly, APC were significantly higher in early CADe-assisted proce-
dures (mean increase + 0.27, 95 % CI [0.14–0.41], p < 0.001), but this benefit 
disappeared in later procedures ( + 0.11, 95 % CI [–0.09–0.31], p = 0.51). WT 
analysis further supported this effect: ADR gains per additional minute were 
higher in unassisted colonoscopies (21.6 % early vs. 15.3 % late) than in 
CADe-assisted colonoscopies (10.5 % early vs. 10.1 % late).
Conclusions  CADe assistance significantly improved ADR during early-day 
colonoscopies, but this benefit disappeared in later-day procedures. This pat-
tern suggests that alert fatigue may limit endoscopists’ responsiveness to CADe 
prompts as the day progresses.
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Problem to solve  The Lewis Score (LS) is an established capsule endoscopy 
(CE) index for grading small-bowel inflammation in Crohn’s disease (CD) and 
guiding therapy decisions. However, deriving an LS requires full CE video review, 
making it time-consuming and prone to inter-observer variability. As the num-
ber of CE procedures grows, manual scoring has become increasingly imprac-
tical. While most AI models operate at the frame level, clinical interpretation 
depends on the study level. Bridging this gap requires automated tools that 
provide both accuracy and interpretability at clinically meaningful LS thresh-
olds.
Innovation  We developed a video-level classification framework that trans-
forms frame-wise probabilities into interpretable temporal features, facilitating 
automated LS classification across severity thresholds. A fine-tuned convolu-
tional network produced frame probabilities for four categories: normal mu-
cosa, ulcer, stricture, and uninterpretable frames. From these probabilities, we 
derived 42 summary features for each study, including the longest contiguous 
ulcer sequence, the duration above high-probability thresholds, and the distri-
bution of ulcer and stricture signals throughout bowel segments [1–3].
These features served as inputs to logistic regression and a multilayer percep-
tron (MLP). In parallel, a 1D convolutional neural network (CNN) with attention 
operated directly on the sequence of per-frame probabilities. We evaluated 
how accurately these models assigned videos above vs below predefined LS 
thresholds (▶Table 1).
The dataset included 1,135 CE videos analyzed using five-fold, patient-grouped 
cross-validation to prevent patient leakage and ensure robust generalization. 
Models were trained and tested across LS thresholds of ≥ 135 (mild), ≥ 790 
(moderate), and ≥ 2000 (severe).
Results  Across thresholds, models achieved substantial and consistent dis-
crimination. Average AUROC reached 0.81 (95 % CI 0.79–0.83) at LS ≥ 135, 0.89 
(0.89–0.90) at LS ≥ 790, and 0.88 (0.82–0.91) at LS ≥ 2000. Sensitivity and 
specificity were well balanced ( ≈ 0.7–0.8 and 0.82–0.85, respectively). CNN 
attention maps consistently highlighted the distal third of the small bowel—
where Crohn’s pathology typically peaks—while logistic regression and MLP 
importance analyses emphasized ulcer burden and distal involvement. The 
convergence between spatial attention and feature-level importance provides 

explainability and supports the clinical plausibility of the approach. These re-
sults show that video-level LS classification can be achieved without direct 
manual annotation of the entire video, using only frame-wise probabilities as 
input.
Conclusions  Frame-wise probabilistic outputs enabled video-level models to 
distinguish between various studies across multiple LS thresholds effectively. 
This framework also provided interpretable, threshold-specific feature profiles 
offering insights into relevant characteristics at different LS thresholds that are 
consistent with expected patterns. These results indicate promise for triage 
support; however, external, multi-centre validation, calibration, and prospec-
tive assessment within clinical workflows are necessary. This work was per-
formed with a generous support of the Leona M. and Harvey B. Helmsley Foun-
dation.

▶Table 1	  Performance Metrics by Model and Threshold

Model AUROC 
(95 % CI)

Sensitivi-
ty (95 % 
CI)

Specificity 
(95 % CI)

LS ≥ 135

Logistic Regression 0.832 
(0.810–
0.854)

0.701 
(0.679–
0.723)

0.895 
(0.857–
0.932)

MLP 0.793 
(0.767–
0.817)

0.705 
(0.684–
0.728)

0.745 
(0.692–
0.796)

CNN (1D + attention) 0.806 
(0.806–
0.806)

0.709 
(0.709–
0.709)

0.819 
(0.819–
0.819)

LS ≥ 790

Logistic Regression 0.897 
(0.880–
0.915)

0.787 
(0.750–
0.825)

0.856 
(0.838–
0.873)

MLP 0.889 
(0.871–
0.906)

0.810 
(0.776–
0.846)

0.827 
(0.808–
0.846)

CNN (1D + attention) 0.888 
(0.869–
0.907)

0.726 
(0.686–
0.771)

0.876 
(0.860–
0.893)

LS ≥ 2000

Logistic Regression 0.907 
(0.866–
0.956)

0.851 
(0.774–
0.929)

0.876 
(0.861–
0.891)

MLP 0.908 
(0.872–
0.947)

0.851 
(0.774–
0.931)

0.859 
(0.843–
0.876)

CNN (1D + attention) 0.818 
(0.818–
0.818)

0.809 
(0.809–
0.809)

0.798 
(0.798–
0.798)
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Aims  In recent years, several studies have evaluated artificial intelligence 
(AI)-powered optical-diagnosis systems (CADX) in characterization. Accurate 
real-time characterization of colorectal lesions can substantially reduce pathol-
ogy-related costs and procedure time. However, studies are lacking in the Mid-
dle East populations which differ in endoscopist training, disease prevalence 
and adherence to colorectal cancer (CRC) screening recommendations. Given 
the rising incidence of CRC in this region and limited implementation of organ-
ized screening programs, it is critical to evaluate whether AI-driven optical di-
agnosis can be effectively optimized for local clinical practice. This multicenter 
RCT is the first in the Middle East to assess the real-time performance of CADx 
in polyp characterization and its potential role in implementation of re-
sect-and-discard strategies [1–3].
Methods  A prospective RCT across seven healthcare centers in Egypt, Bahrain, 
Iran, Jordan, Saudi Arabia, and Kuwait. Expert endoscopists performed colo-
noscopies in patients aged 40–80 using AI-equipped colonoscopes (CAD EYE, 
Fujifilm). The primary endpoint was sensitivity for neoplastic polyps by CADx 
and visual inspection, compared with histopathology. Secondary end points 
were specificity and diagnostic accuracy.
Results  Overall, 523 polyps in 441 patients were documents (n = 200 adeno-
mas, n = 323 hyperplastic polyps). CADx demonstrated a sensitivity of 64.8 %, 
specificity 91.1 %, positive predictive value (PPV) of 87.7 % and negative pre-
dictive value (NPV) of 72.7 % for neoplastic polyps. Expert endoscopists had a 
sensitivity of 91.6 %, specificity of 55.4 %, PPV of 60 % and NPV of 90 %. The 
overall diagnostic accuracy was 78.0 % for CADx versus 70.7 % for endoscopists 
(p < 0.05).
Conclusions  This is the first multicenter RCT in the Middle East to evaluate 
real-time AI-assisted optical diagnosis of colorectal polyps. CADx achieved 
higher specificity and diagnostic accuracy than expert visual assessment, sug-
gesting its potential role in improving efficiency, reducing unnecessary pathol-
ogy submissions, and enabling safe resect-and-discard practice in the region. 
Future research should focus on algorithmic tuning for regional lesion charac-
teristics and cost-effectiveness modeling to inform large-scale adoption.
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Aims  Although several AI-based endoscopic diagnostic systems for early gas-
tric cancer have been developed in East Asia, their clinical utility remains lim-
ited due to false-positive detections. On the other hand, magnifying endosco-
py with narrow-band imaging (M-NBI) has already been established as a useful 
diagnostic modality. To improve endoscopic diagnostic accuracy, we developed 
an AI system using M-NBI (M-NBI AI) and conducted a multicenter prospective 
study to evaluate its real-time performance and incremental benefit to endos-
copists.
Methods  From July 2022 to October 2023, M-NBI was performed in patients 
with high risk of gastric cancer at four Japanese institutions. When gastric le-
sions needed to be distinguished as cancer or non-cancer, biopsy was per-
formed. A total of 241 M-NBI videos (early gastric cancer: 126, non-cancerous 
lesion: 115) from these procedures were collected prospectively and random-
ly edited into a test format for answering by 32 endoscopists. Using the answer 
software, endoscopists submitted their diagnostic results of collected videos, 
classified as cancer or non-cancer. As the initial comparison test, diagnostic 
accuracy, sensitivity, specificity, PPV, and NPV were compared with those of 
M-NBI AI. Six months later, a second test of same videos was conducted to as-
sess the additive benefit of AI support by allowing endoscopists to make diag-
noses with reference to the AI results. The endoscopists were divided into ex-
pert and non-expert groups, and these comparisons with AI were performed 
for all endoscopists, experts, and non-experts.
Results  Diagnostic performance (accuracy/sensitivity/specificity/PPV/NPV) 
was: M-NBI AI: 80.1 % [74.5-84.9]/ 93.7 % [87.9-97.2] / 65.2 % [55.8-73.9]/ 
74.7 % [67.2-87.3]/ 90.4 % [81.9-95.7], All endoscopists: 68.9 % [67.9-70.0] / 
65.4 % [63.9-66.8] / 72.9 % [71.4-74.3] / 72.5 % [71.0-74.0] / 65.7 % [64.3-67.2], 
Experts: 73.7 % [72.0-75.4] / 69.6 % [67.1-72.0] / 78.3 % [75.9-80.5] / 77.8 % 
[75.4-80.1] / 70.2 % [67.7-72.5], Non-experts: 66.4 % [65.1-67.7] / 63.1 % 
[61.2-65.0] / 70.0 % [68.1-71.8] / 69.8 % [67.9-71.6] / 63.4 % [61.5-65.2]. With 
AI assistance, diagnostic performance improved as follows: All endoscopists: 
77.7 % / 77.0 % / 78.6 % / 79.8 % / 75.7 %, Experts: 80.0 % / 81.7 % / 78.1 % / 
80.3 % / 79.5 %, Non-experts: 75.9 % / 73.0 % / 79.0 % / 79.2 % / 72.8 %. M-NBI 
AI showed significantly higher accuracy, sensitivity, and NPV than the average 
of all endoscopists, and higher sensitivity and NPV compared with experts. In 
addition, M-NBI AI support significantly improved diagnostic performance in 
most metrics, particularly among non-experts.
Conclusions  M-NBI AI demonstrated superior diagnostic performance com-
pared with endoscopists. When used as an assistive tool, it is particularly effec-
tive for non-expert endoscopists and may contribute to standardizing diagnos-
tic quality and improving early gastric cancer detection in clinical practice.
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Aims  Branch-duct intraductal papillary mucinous neoplasms (BD-IPMNs) are 
precancerous cystic lesions. Surgery is advised for high-risk stigmata (HRS) or 
multiple worrisome features (WF) but entails substantial morbidity, and many 
resections reveal only low-grade dysplasia. Endoscopic ultrasound-guided ra-
diofrequency ablation (EUS-RFA) is a minimally invasive alternative, yet long-
term data are limited (▶Table 1).

▶Table 1	  WF/HRS at baseline and local control/complete response 
after EUS-RFA in BD-IPMN (N = 52)

Mural nodule ≥ 5mm 22 (42 %) 21/22 2/22

HRS Obstructive jaundice 0 (0 %) 0 0

Main pancreatic 
duct ≥ 10mm

0 (0 %) 0 0

WF Rapid growth ( ≥ 5 mm 
over 2 years)

24 (46 %) 24/24 5/24

Mural nodule ≤ 5mm 10 (192 %) 10/10 0

Cyst ≥ 30mm 12 (23 %) 12/12 0

Pancreatitis due to the 
IPMN

13 (25 %) 12/13 0

Thickened/enhancing 
cyst wall

10 (19 %) 10/10 1/10

Main duct size 5-9mm 6 (11.5 %) 6/6 0

Abrupt change in 
caliber of main 
pancreatic duct with 
distal pancreatic 
atrophy

2 (4 %) 2/2 1/2

New onset diabetes at 
diagnosis

2 (4 %) 2/2 0

Number 
of HRS 
and WF 
per 
treated 
IPMN

0 1 1/1 1/1

1 26 26/26 7/26

2 12 11/12 1/12

3 9 9/9 0/9

4 3 3/3 0/3

5 1 1/1 0/1

Methods  We retrospectively analyzed a prospectively maintained cohort of 
consecutive patients who underwent EUS-RFA for BD-IPMNs with WF/HRS at a 
tertiary referral center (2015–2024). Eligible patients were inoperable or de-
clined surgery. Outcomes included technical success, adverse events (AEs), 
local control (resolution of WF/HRS with no cancer arising from the treated 
lesion), radiologic response, and pancreas-wide events.

Results  Fifty patients (62 procedures; 58 lesions) were treated. Mean follow-up 
was 4.1 ± 2.8 years after RFA (9 years from IPMN diagnosis). Technical success 
was 100 %. AEs occurred in 27 %, mostly mild abdominal pain; significant AEs 
occurred in 8 % (acute pancreatitis); there were no procedure-related deaths. 
Local control was achieved in 98 % of lesions; 17 % showed complete radiolog-
ic disappearance and 86 % decreased in size. No treated lesion progressed to 
cancer. Pancreas-wide disease control was maintained in 80 % of patients; four 
(8 %) developed pancreatic cancer remote from the treated cyst. Smaller cyst 
size and fewer WF were associated with better outcomes.
Conclusions  EUS-RFA is feasible, safe, and provides durable local control of 
BD-IPMNs with WF/HRS in patients unsuitable for surgery or declining resec-
tion. These results support EUS-RFA as a promising therapeutic option in care-
fully selected patients. Larger prospective studies are needed to refine selection 
criteria and confirm long-term oncologic benefit.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To present, on behalf of the OSPREY Registry Investigators, the first in-
terim analysis of outcomes for patients with unresectable locally advanced 
pancreatic cancer (uLAPC) treated with EUS-guided Phosphorus-32 (32P) mi-
croparticle implantation plus chemotherapy and enrolled in the OSPREY reg-
istry.
Methods  OSPREY is a post-market, multi-centre, observational, prospective 
registry in which data is recorded from patients with uLAPC receiving gemcit-
abine-based chemotherapy who had EUS-guided implantation of 32P micropar-
ticles (OncoSil Medical) device as part of their routine clinical care. Enrolment 
commenced April 2022 and is ongoing. Registry objectives include safety/
tolerability (Adverse Device Effects [ADEs] possibly or probably related to 32P 
device and/or implantation) and efficacy outcomes.
Results  At 1 August 2025, 64 patients (median age 66.5 years; 50 % female) 
had enrolled in the registry from 19 centres in Austria (3 patients [4.7 %]), Italy 
(12 [18.8 %]), Greece (12 [18.8 %]) and Spain (37 [57.8 %]). 48 (75 %) patients 
had 32P microparticles implanted during 1st-line chemotherapy, 25 (39.1 %) 
at ≤ 4 months from chemotherapy start and 22 (34.4 %) at 4–12 months of 
chemotherapy start; 14 (21.9 %) patients were implanted during 2nd-line 
chemotherapy, primarily (17.2 %) at ≤ 4 months of commencing 2nd-line chemo-
therapy. In total, 15.6 % of patients reported ADEs. All ADEs were considered 
mild; 9 (14.1 %) patients reported Grade 1 abdominal pain and 1 (1.6 %) report-
ed Grade 2 asthenia/fatigue, also possibly related to chemotherapy. All ADEs 
were anticipated, transient, managed conservatively and resolved without 
clinical sequelae. There were no Grade > 3 or serious ADEs (SADEs), no acute 
complications, no pancreatitis and no patient required hospital admission. The 
Local Disease Control Rate at 12 weeks post-implant (alive; no tumour progres-
sion) was 91.4 % in 1st-line chemotherapy patients and 77.8 % at 2nd-line. To 
date, 7 patients had their tumours surgically resected with curative intent: 3 
implanted ≤ 4 months from starting 1st-line chemotherapy, 3 implanted at 4–12 
months from starting 1st-line chemotherapy, and 1 implanted ≤ 4 months from 
starting 2nd-line chemotherapy; 5/7 (71.4 %) patients had R0 resection margins 
and 2/7 (28.6 %) had R1 margins. In 50 patients with imaging follow-up, pro-
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gressive disease (PD) was more frequently reported at distant sites (26.0 %) vs. 
locally (14.0 %) or synchronously (2.0 %); 1 (2.0 %) patient died without imaging 
and no PD was observed in 56.0 % to date. Median Overall Survival was 20.6 
months (95 % CI 16.9–20.1) from diagnosis and 17.3 months (95 % CI 15.7–
23.7) from starting chemotherapy in patients implanted at ≤ 4 months from 
starting 1st-line chemotherapy, 22.0 months (95 % CI 17.2–22.7) from diagno-
sis and 20.0 months (95 % CI 16.0–22.2) from starting chemotherapy in patients 
implanted at 4–12 months from starting 1st-line chemotherapy, and 17.0 
months (95 % CI 11.3–20.0) from diagnosis and 10.5 months (95 % CI 8.4–12.9) 
from starting 2nd-line chemotherapy in patients implanted ≤ 4 months from 
starting 2nd-line chemotherapy.
Conclusions  EUS-guided implantation of 32P microparticles added to chemo-
therapy for patients with uLAPC receiving routine clinical care was safe and well 
tolerated, and appears to provide local disease control, downstaging to surgi-
cal resection in a proportion of patients and encouraging overall survival. En-
rolment in the registry is ongoing and follow-up continues.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided radiofrequency ablation (EUS-RFA) is an 
emerging minimally invasive therapeutic technique that represents a promis-
ing alternative for selected patients with both functional (F-) and non-function-
al (NF-) pancreatic neuroendocrine tumors (PanNETs). The aim was to present 
the initial experience, focusing on safety and efficacy.
Methods  A retrospective analysis of a prospective database was performed. 
We included all consecutive patients with PanNETs treated with EUS-RFA be-
tween August 2022 and July 2025. Baseline patient characteristics, procedural 
parameters, and therapeutic outcomes were collected from electronic medical 
records. We analysed data on technical aspects of the procedure- size of elec-
trode, system settings, number of applications per session and number of 
sessions. Primary endpoint was the technical success, defined as successful 
insertion of the electrode into the target lesion. Secondary endpoint was the 
rate of complete response, defined as not detectable lesion on CT scan at 3 or 
6 months follow-up.
Results  A total of 13 EUS-RFA sessions were performed in 11 patients (mean 
age 68.64 years, 64 % female). The mean lesion size was 16.52 mm. All lesions 
were well-differentiated G1 PanNETs (Ki-67 ≤ 2 %). According to lesion type, 
54,5 % (N = 6)were nonfunctioning pancreatic neuroendocrine tumors (NF-Pan-
NETs) and 45.5 % (N = 5) were functioning (F-PanNETs, all insulinomas). Proce-
dures were performed using a 10mm 19G EUSRA needle (Taewoong Medical, 
South Korea). Power settings were 50 W, with 1–6 applications per session. 
Technical success was achieved in 100 % of patients.Complete radiologic re-
sponse (defined as 100 % absence of viable tissue) after 3 months postproce-
dure was observed in 27.27 % (N = 3) of cases — two patients with F- and one 
patient with NF-PanNET. A partial response was observed in36,4 % (N = 4) of 
cases, while in two patients follow-up imaging studies are still not performed. 
Two patients were lost to follow-up and also two patients underwent a second 
ablation session 3 months after the first session, resulting in additional tumor 
reduction. Complete resolution of symptoms related to hormonal hypersecre-
tion was documented in 100 % of patients with insulinoma after EUS-RFA. Ad-
verse events included one case (N = 1; 9.09 %) of gastrointestinal bleeding from 

the puncture site due to a duodenal ulcer, successfully managed endoscopical-
ly and three cases (27.3 %) of transient asymptomatic hyperamylasemia. 
No pancreatitis or procedure-related mortality occurred. Median follow-up was 
12 months (range 2–35 months). Lesions located in the pancreatic head tend-
ed to show better radiologic outcomes, whereas those in the uncinate process 
demonstrated a less pronounced response to ablation. Smaller lesions ( < 1 cm) 
appeared to respond more effectively than larger ones.
Conclusions  The procedure is feasible, safe and highly effective in treating 
insulinoma. The symptoms disappear in 100 % of patients despite not achieving 
complete radiological response in some cases. No recurrent symptoms were 
observed after at least 6 months follow-up. In cases of NF NETs the effectiveness 
of the procedure remains unclear. The most appropriate settings of the system 
and number of sessions remain to be clarified. Unified follow-up protocol is also 
needed and clear definition of complete response needs to be established. 
Probably the delayed immunological effect of RFA needs also to be taken into 
account.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Percutaneous radiofrequency ablation (PT-RFA) is an established curative 
treatment for early-stage hepatocellular carcinoma (HCC) [1, 2]. In some pa-
tients the percutaneous route can be technically challenging, particularly for 
lesions located in the caudate or left hepatic lobe close to the stomach, or those 
adjacent to major vascular structures and the gallbladder. Endoscopic ultra-
sound-guided radiofrequency ablation (EUS-RFA) has recently emerged as a 
minimally invasive alternative option for solid hepatic lesions difficult or impos-
sible to treat percutaneously. The evidence supporting its use mostly to treat 
hepatocellular carcinoma (HCC) remains limited to few case reports and one 
case series [3–7]. We report our experience in utilizing EUS-RFA for hepatic 
solid lesions over a 3-year period.
Methods  Retrospective single center study performed in patients who under-
went endoscopic ultrasound-guided radiofrequency ablation (EUS-RFA) for 
liver lesions at our institution between April 2021 to July 2024. Patients were 
selected during a multidisciplinary meeting involving hepatologists, surgeons, 
interventional radiologists, oncologisyts, and endoscopists. All the procedures 
were performed with EUSRA (Taewoong Medical, Gyeonggi-do, South Korea) 
19-gauge needle, attached to a dedicated VIVA RFA generator (starMed, South 
Korea) and a cooling system. Before EUS-RFA, contrast enhancement was uti-
lized to delineate the lesion. Multiple RFA passes were performed inside the 
lesion, with attention to fully ablate the margins. Need for further RFA passes 
was re-evaluated using contrast enhahcement. The primary outcome was treat-
ment efficacy, defined as radiological response at 1 month according to mod-
ified RECIST (mRECIST) criteria [8]. Alpha-fetoprotein (AFP) levels were also 
measured at the 1-month follow-up. Secondary outcomes included the assess-
ment of tumour control at 3 and 6 months and recurrence during follow-up, 
technical success and safety.
Results  Overall seven patients (6 HCC, 1 intrahepatic cholangiocarcinoma) 
were treated with a mean age of 70 ± SD; M:F 6:1. All patients with HCC were 
cirrhotic, with HCC classified as BCLC stage 0 or A [9]. Two patients had a Child-
Pugh score (CPS) of B7, one of whom presented with mild ascites. The iCCA 
patient had no underlying liver disease and presented with extrahepatic spread. 
Technical success was achieved in all cases. All but one patient underwent sin-
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gle session RFA. Among HCCs patients, all patients achieved complete response 
(CR) at 1 month evaluated with computed tomography. AFP levels decreased 
in all HCC patients at 1-month post-procedure, with the exception of one pa-
tient who presented an additional lesion in segment VII. At the 3-month radi-
ological follow-up, all cases maintained response to treatment. The patient 
with the largest lesion (33x28 mm), who had previously declined surgical re-
section, had disease progression (PD) at 6 months CT-scan and underwent a 
second EUS-RFA session, but ultimately progressed. The iCCA patient achieved 
complete response of the treated lesion at 1 month, consistent with local con-
trol. At a mean follow-up of 24 months, PD occurred only in the patient who 
had partial response at 6 months follow-up; all other patients maintained du-
rable local response. Two minor transient mucosal bleeding occurred and were 
successfully treated endoscopically, with no severe adverse events [10].
Conclusions  Our findings suggest that EUS-RFA is technically highly feasible 
and safe, even in cirrhotic patients with borderline liver function for thermal 
ablation treatment. Complete response, for small HCCs, can be achieved in 
more than 80 % of cases in a single treatment and without recurrence at 2-year. 
Selected iCCA cases unsuitable for conventional ablation routes may also be 
considered for EUS-RFA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Intraductal radiofrequency ablation (ID-RFA) is increasingly used as an 
adjunct to stenting in patients with unresectable perihilar cholangiocarcinoma 
(pCCA). Two dedicated catheters are available in routine practice, the bipolar 
ELRA probe and the monopolar Habib probe, but comparative data on techni-
cal performance and safety in pCCA are scarce. We aimed to compare technical 
success and adverse events rates of ID-RFA performed with these two probe 
types in inoperable pCCA.
Methods  We performed a multicentric retrospective analysis of ID-RFA deliv-
ered through endoscopic retrograde cholangiopancreatography (ERCP) in 
patients with inoperable pCCA. Key inclusion criteria included a confirmed di-
agnosis of pCCA and endoscopic therapy in a palliative setting. Exclusion crite-
ria included ID-RFA in previously placed metallic stents (defined as secondary 
RFA). Owing to differences in treatment protocols in each participating unit, 
some patients underwent multiple ID-RFA sessions. Accordingly, each ERCP 
with RFA was analyzed as a separate procedure. Demographic, tumor- and 
procedure-related variables, including Bismuth classification, number of terri-
tories treated, RFA settings and stent type were collected in a standardized 
database. The primary outcomes were technical success (successful delivery of 
RFA and planned stent placement across all targeted strictures) and proce-
dure-related adverse events (AEs). Comparison of outcomes in the Habib and 
ERLA groups was performed using χ²/Fisher’s exact tests for categorical varia-
bles and t tests for continuous variables. A multivariable logistic regression 
explored independent predictors of AEs.
Results  Overall, 225 ID-RFA procedures were performed in 143 patients (106 
Habib, 119 ELRA). Mean patient age was 67.3 years (SD 10.7) and mean biliru-
bin levels prior to the procedure was 7.01mg/dL (SD 16.1). Disease stage dif-
fered between groups: Habib was used significantly more often in advanced 
hilar strictures (Bismuth ≥ III: 86.8 % vs 46.2 % for ELRA; p < 0.001). Technical 
success was 100 % (106/106) for Habib and 99.1 % (116/117) for ELRA (p = 1.00). 
Overall, AEs occurred after 47/225 procedures (20.9 %). The AE rate was high-
er with Habib than with ELRA (27.4 % [29/106] vs 15.1 % [18/119]; p = 0.03). 
Cholangitis was the most frequent AE (57 % of all AEs), followed by bleeding 
(n = 5), cholecystitis (n = 3) and pancreatitis (n = 1) including 7 severe adverse 
events, according to the AGREE classification. In a multivariable logistic regres-
sion adjusting for age, Bismuth grade, cholangitis severity, territories treated 
and individual endoscopy center, pre-procedure cholangitis and endoscopy 
center were the only significant independent predictors of adverse events. Each 
increase in Tokyo cholangitis grade more than doubled the risk of AEs (aOR 
2.65, p = 0.003). After adjustment for these factors, probe type (Habib vs ELRA) 
was not significantly associated with AE risk (aOR 0.13, p = 0.051). Patient age, 
stricture grade and number of territories treated with ID-RFA were not signifi-
cant predictors of AE.
Conclusions  To our knowledge, this is the first multicenter retrospective co-
hort study comparing technical and safety outcomes of the ELRA and Habib 
probes. While use of both probe types was associated with very high technical 
success rates in terms of safety outcomes, the Habib probe was identified as a 
potential risk factor of procedure-related adverse events, however significant 
differences of outcomes between centers were noted, most likely because of 
differences in probe use related to the complexity of the endoscopic procedure. 
As a result, further prospective studies should focus on exploring the safety 
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profiles of each probe type and clarify the best way to deliver ID-RFA in this 
clinical setting.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Ex vivo experiment showed that sugar added to an isotonic solution 
decreases conductivity in endothelial cells and rapidly increases heat when 
associated with radiofrequency ablation.
Endoscopic ultrasound sugar-augmented radiofrequency ablation (EUS-SARFA) 
in pancreatic perivascular space increased pancreatic necrosis and facilitated 
pancreatectomy in a swine model. Our aim is to analyze the sugar booster effect 
on radiofrequency ablation in a swine pancreatic model according to three 
different devices/systems with different combinations of setting for a same 
energy of 300 joules (Watts x seconds).
Methods  Eighteen swine pancreatic glands were harvested en bloc. A pro-
spective monocentric ex vivo study evaluated three different radiofrequency 
ablation (RFA) systems/devices (Taewoong medical South Korea, F Care Systems 
Belgium and Covidien France) and each were tested on six perfused pancreat-
ic models. Using an ultrasound (US) miniprobe two parallel thermometric 
probes were positioned near the ablation site to record tissue temperature 
before, during and after pancreatic perivascular SARFA [1–4].
54 RFA procedures were performed—three per pancreas—delivering 300 Joules 
of energy using different combinations of power (Watts = W) and time (sec-
onds = s).
In one of the 3 RFA systems/devices (Taewoong medical South Korea), the RFA 
generator also recorded maximum impedance (Ohms) for each setting.
In 12 pancreases (36/54 ablations), under US guidance, RFA was applied after 
injection of
1 mL of 50 % glucose solution into the pancreatic parenchyma (head, body, and 
tail sites). In the remaining six pancreases (18/54 ablations), RFA was performed 
using either 0.9 % saline injection (n = 9) or without any adjunct (alone) (n = 9). 
All pancreases were evaluated using histopathological analysis with three-di-
mensional measurements, US and 1.5 Tesla magnetic resonance imaging (MRI) 
to assess the extent of tissue ablation. MRI ablation volumes were segmented 
from T1 sequences using 3DSlicer software (open source, BSD licence).
Results  Both histopathology and T1-weighted MRI consistently demonstrated 
that SARFA using 40W-7.5s and 75W-4s produced significantly larger ablation 
and necrotic volumes compared to RFA with saline or alone. Although the 
10W-30s resulted in smaller overall ablation volume at MRI they had greater 
histopathological necrosis than RFA with saline and alone groups.
The splenic vessels (artery and vein) were intact after all ablations in the pan-
creatic tissue near them, maybe related to the controlled necrosis created by 
sugar-augmented RFA.

SARFA also achieved higher intrapancreatic temperatures (45.63 °C [23.3-59.5] 
in SARFA, 8.65 °C [6,9-10,4] in saline, and 37,23 °C [27.7-53.8] in RFA alone) 
which were inversely correlated to the impedance which reflects a better heat 
conductivity when compared with RFA alone (430.5 Ohms [350-622] in SARFA, 
327.3 Ohms [128-450] in saline-RFA; and 679.3 Ohms [222-916] in RFA alone).
Conclusions  SARFA applied to the pancreatic perivascular tissue in an ex vivo 
swine model showed controlled necrotic ablation when compared with sa-
line-RFA and RFA alone. This was due to induced sugar better heat conductivi-
ty using specific settings for 300 joules of energy. These results should be 
confirmed by a second a preclinical phase. This technique could be promising 
for dowstaging in pancreatic cancer surgery.
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OP095  Comparison of outcomes of bi-flanged 
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DOI  10.1055/s-0046-1820750
Aims  To evaluate whether placement of a co-axial double-pigtail plastic stent 
(DPS) within a bi-flanged metal stent (BFMS) reduces adverse events during 
endoscopic ultrasound (EUS)-guided drainage of walled-off pancreatic necro-
sis (WON), compared with BFMS alone.
Methods  This prospective single-centre randomized controlled trial was con-
ducted from July 2021 to December 2022 at a tertiary endoscopy unit. Con-
secutive adults with symptomatic WON, confirmed on cross-sectional imaging 
according to revised Atlanta criteria, were enrolled. Patients were randomized 
1:1 to BFMS alone or BFMS plus co-axial DPS. Interventions were performed 
under conscious sedation by experienced endoscopists using standardized 
technique. Patients were followed clinically and radiologically at 48–72 hours, 
1 week, and 4 weeks.The primary endpoint was global adverse events at 4 
weeks, defined as intraprocedural bleeding, stent clogging, stent migration, 
perforation, buried-stent syndrome, or death. Secondary endpoints included 
technical success, re-intervention rates (declogging, nasocystic irrigation, di-
rect endoscopic necrosectomy, percutaneous drainage), and clinical success 
(symptom resolution with ≥ 50 % reduction in collection size). Statistical anal-
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ysis used chi-square testing for categorical variables with significance at p ≤ 0.05 
(▶Table 1).

▶Table 1	 

Outcome BFMS 
(n = 38)

BFMS + DPS 
(n = 38)

p-value

Global adverse events 36.8 % 15.8 % 0.04

Stent clogging 34.2 % 15.8 % 0.05

Stent migration 7.8 % 0 % 0.12

Reintervention required 39.5 % 26.3 % 0.44

Clinical success (4 weeks) 92.1 % 94.7 % 0.35

Results  Seventy-six patients were randomized (BFMS n = 38; BFMS + DPS 
n = 38). Baseline demographics, etiology of pancreatitis, WON dimensions, and 
EUS-estimated debris percentage were comparable between groups. Technical 
success was achieved in all cases [1–7].
Global adverse events occurred significantly less frequently in the BFMS + DPS 
group compared with BFMS alone (15.8 % vs 36.8 %; p = 0.04; odds ratio 0.32). 
Stent clogging was also significantly reduced with adjunct DPS (15.8 % vs 34.2 %; 
p = 0.05). Stent migration occurred only in the BFMS group (7.8 % vs 0 %; 
p = 0.12). Intraprocedural bleeding was infrequent and similar between groups, 
with one major bleed requiring angioembolization in the BFMS arm and one 
minor self-limited bleed in the BFMS + DPS arm. No perforation or buried-stent 
events occurred. One death due to sepsis occurred in the BFMS arm and was 
not procedure-related.
Re-interventions were numerically lower in the BFMS + DPS group (26.3 % vs 
39.5 %; p = 0.44). Mean number of re-interventions was lower with co-axial DPS 
(1.9 vs 2.6). Direct endoscopic necrosectomy was required equally in both 
groups (21.1 % vs 21.1 %; p = 0.33). Clinical success at 4 weeks was high and 
comparable (94.7 % vs 92.1 %; p = 0.35).
Conclusions  In this randomized controlled trial, the placement of a co-axial 
DPS within BFMS during EUS-guided drainage of WON significantly reduced 
global adverse events and stent clogging without affecting technical or clinical 
success. These findings support the adoption of co-axial DPS placement as a 
simple strategy to enhance safety in endoscopic management of WON. Larger 
multicentre studies with longer follow-up are warranted to assess long-term 
outcomes, including disconnected pancreatic duct syndrome.
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Authors  Olsen GA1, Neermark S2, Al-Ghazal AZA1, Schmidt PN1, Jensen JF1, 
Timmner JS1, Novovic S3, 1, Karstensen JG1, 3

Institutes  1  Pancreatitis Centre East, Gastro Unit, Copenhagen University 
Hospital – Amager and Hvidovre, Hvidovre, Denmark; 2  Danish Health 
Authority, Copenhagen, Denmark; 3  University of Copenhagen, 
Department of Clinical Medicine, Copenhagen, Denmark
DOI  10.1055/s-0046-1820751
Aims  Pancreatic walled-off necrosis (WON) has typically been managed using 
a step-up strategy, in which endoscopic necrosectomy (EN) is performed only 
if patients fail to improve after initial drainage. Recent randomized controlled 
trials (RCTs) have suggested that an accelerated approach with upfront EN at 
the index procedure and subsequent necrosectomy until resolution of the WON 
may improve clinical outcomes. This study aimed to evaluate the healthcare 
costs associated with accelerated versus step-up management of WON, and to 
identify which cost categories primarily drive any differences between strate-
gies [1, 2].
Methods  This cost analysis used data from two RCTs conducted at Copenha-
gen University Hospital Hvidovre between August 30, 2019 and April 19, 2024. 
Patients were managed according to either the step-up protocol or an acceler-
ated protocol. Initial drainage in the step-up group used either double-pigtail 
stents (DPS) or lumen-apposing metal stents (LAMS); all accelerated-protocol 
patients received LAMS. Cost data were extracted from the hospital accounting 
system and categorized into hospitalization, procedures, devices, imaging, 
medication, and outpatient care. Multivariable analyses were adjusted for base-
line characteristics and calendar time. Step-up patients were further stratified 
by stent type (step-up–LAMS, step-up–DPS). Results are presented as adjust-
ed mean cost differences with 95 % confidence intervals (CI) (▶Table 1).
Results  A total of 64 patients were included: 12 managed with the accelerat-
ed protocol and 52 with the step-up protocol. Baseline characteristics were 
comparable between groups.In the primary comparison, the accelerated group 
had a significantly lower adjusted mean total cost than the step-up group 
(€41,656 vs €73,999), corresponding to an adjusted mean difference of 
–€32,343 (95 %CI –€54,838 to –€5,616; p = 0.0122). Category-level decom-
position showed that hospitalization costs were the main contributors to the 
cost difference.
When stratifying the step-up cohort by stent type, the accelerated strategy 
remained significantly less costly than step-up–LAMS (–€35,404; 95 %CI 
–€59,052 to –€5,948; p = 0.0372). In contrast, the cost difference between 
accelerated and step-up–DPS was smaller (–€22,700; 95 %CI –€57,111 to 
€9,541) and insignificant.Device-related costs were highest in the accelerated 
group (€6,174), followed by step-up–LAMS (€4,753) and step-up–DPS 
(€3,127), though these differences did not reach statistical significance after 
correction for multiple comparisons. Device expenditures represented the only 
category in which the accelerated strategy exceeded the cost of step-up man-
agement.
Conclusions  Accelerated endoscopic management of WON was associated 
with substantially lower overall treatment costs compared with the conven-
tional step-up approach, primarily due to reduced hospitalization expenses. 
The findings emphasize that clinical improvements demonstrated with an ac-
celerated management also translate into meaningful reductions in resource 
utilization.
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▶Table 1	  Detailed breakdown of costs in accelerated vs. step-up groups

Category Accelerated 
(adjusted mean)

Step-up (adjusted 
mean)

Adjusted mean 
difference

95 % CI p-value

Overall cost €41,656 €73,999 -€32,343 -€54,838 to 
-€5,616

0.0122

Hospitalization €22,145 €46,912 -€24,767 -€38,427 to 
-€8,482

0.0224

Endoscopy time €2,880 €3,572 -€693 -€2,221 to €1,410 1.00

Endoscopy devices €6,157 €3,315 €2,842 €815 to €5,275 0.0882

Surgery €0 €733 -€733 -€1,520 to -€207 1.00

Antibiotics €4,887 €10,236 -€5,349 -€10,758 to €834 0.273

Parenteral nutrition €574 €1,758 -€1,184 -€2,053 to -€184 0.0882

Radiology €1,235 €2,875 -€1,640 -€2,556 to -€569 0.0231

Follow-up €4,003 €4,642 -€640 -€5,057 to €4,385 1.00
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Aims  Infected walled-off necrosis (WON) represents one of the most challeng-
ing complications of acute necrotizing pancreatitis (ANP). Endoscopic drainage 
of WON is usually done with a lumen-apposing metal stent (LAMS). Subsequent 
management following LAMS placement remains highly heterogeneous. Re-
cent studies suggest that an accelerated approach, aiming for early removal of 
intracavitary debris and necrosis, may improve outcomes [1]. Endoscopic vac-
uum therapy (EVT) has become an established treatment approach for insuffi-
ciencies, leaks and cavities, but has not been evaluated for WON. In this study, 
we analyzed data from patients with WON and ANP who underwent EVT as an 
adjunctive treatment modality.
Methods  Between 2022 and 2024, data were collected in a multicenter, ret-
rospective case series from four tertiary care centers in Germany and Brazil. 
Patients with infected WON and ANP (Revised Atlanta Classification), treated 
with EVT, were included. The primary endpoint was clinical success defined as 
a conjunctive endpoint of sepsis control, complete resolution of WON and fis-
tula closure. Secondary endpoint was intracavitary bleeding, defined as hem-
orrhage requiring endoscopic, radiological or surgical intervention. The deci-
sion to commence EVT was based on spontaneous perforation of WON into the 
gastrointestinal tract in five patients, treatment-refractory sepsis in five pa-
tients, extensive size of WON in four patients, and treatment-refractory WON 
in two patients.

Results  Sixteen patients (10 male, 6 female, mean age 57,2 years) with infect-
ed WON and ANP were included. In total, 87 EsoSponge devices (79 intracavi-
tary, 8 intraluminal), 38 individualized open-pore film drainage (OFD) devices 
(intracavitary), and 4 VacStent devices (intraluminal) were utilized. A median 
of 6,8 device exchanges or removal (range 1 – 26) were necessary. 12 patients 
underwent at least one session of direct endoscopic necrosectomy (DEN) with 
a total of 81 necrosectomy procedures performed.
Clinical success was achieved in 14 of 16 patients within a median time of 30,6 
days. Two patients died on days 15 and 37 after EVT initiation due to ongoing, 
uncontrollable sepsis. One further patient died two months after successful 
treatment of WON due to pulmonary sepsis. In a total of 108 EVT device ex-
changes or removals and 81 DEN, intracavitary bleeding occurred in two pa-
tients. In one patient, bleeding after EsoSponge removal was successfully 
managed endoscopically using a standard hemoclip. In the second patient, 
bleeding following OFD removal was insufficiently controlled endoscopically 
and ultimately required interventional radiology. Although the per-patient bleed-
ing rate was 12,5 %, the bleeding rate relative to the number of EVT interventions 
(per-procedure bleeding rate) was only 1,9 %, lower than previously anticipated. 
The per-procedure bleeding rate is at the same level as in the established manage-
ment of leaks in the upper gastrointestinal tract at 1,8 % [2].
Conclusions  This study demonstrates the potential of EVT as an additional 
therapeutic step for managing WON. The small sample size of 16 patients and 
the retrospective analysis of a heterogeneous cohort treated with various mul-
timodal approaches weaken the robustness of the findings. This feasibility study 
supports the need for larger, multicenter, prospective trials to confirm the 
benefits of EVT in this challenging patient population.
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Aims  Vancomycin-resistant Enterococcus (VRE) is increasingly recognized in 
infected pancreatic fluid collections (PFCs), underscoring a rising burden of 
antimicrobial resistance. This study evaluated whether VRE infection inde-
pendently increases the need for step-up therapy after endosonography (EU-
S)-guided drainage compared with vancomycin-susceptible Enterococcus 
(non-VRE) after adjustment for disease severity covariates.
Methods  Data on EUS-guided drainage of PFCs performed between 2016 and 
2024 across three endoscopy units at Charité Berlin, irrespective of etiology, 
were collected. The primary outcome was the need for step-up therapy, defined 
as endoscopic necrosectomy, percutaneous drainage, or laparoscopic/open 
surgery. Infection was diagnosed based on clinical presentation, microbiologi-
cal culture, and Gram staining from PFC aspirates or blood, with other sources 
excluded. Antimicrobial susceptibility testing including vancomycin resistance 
followed EUCAST guidelines [1]. A propensity score was constructed using age, 
ASA score, PFC size, necrosis extent, and stent type as covariates. VRE cases 
were matched 1:3 to non-resistant cases using nearest-neighbour matching 
(caliper 0.2 standard deviations). Conditional logistic regression assessed the 
association between VRE and step-up therapy in the matched cohort.
Results  Among 486 consecutive patients, 295 (60.7 %) had confirmed infect-
ed PFCs. The final analysis included only Enterococcus-infected collections 
(n = 134; mean age 59 ± 13.7 years; 75.4 % male), comprising 30 VRE (22.4 %) 
and 104 non-VRE (77.6 %) cases. Walled-off necrosis was present in 87 (64.9 %), 
and double pigtail plastic stents were utilized in 112 (83.6 %). Prior antibiotic 
exposure and pre-drainage organ failure did not differ between groups. Step-up 
therapy was required in 90 (67.2 %) cases: 67 (50.0 %) endoscopic necrosecto-
my, 32 (23.9 %) percutaneous drainage, 11 (8.2 %) multigate technique, 22 
(16.4 %) laparoscopic or open surgery. After propensity score matching (▶Ta-
ble 1), step-up therapy was needed significantly more often in VRE [27 (90.0 %)] 
versus non-VRE [63 (60.6 %)] patients (OR 5.86, 95 % CI 2.46-13.93; p = 0.002). 
Overall mortality was higher in the VRE group (33.3 % vs. 14.9 %).

▶Table 1	 

Before matching After matching

Variable VRE (n = 30) Non-VRE (n = 104) SMD VRE (n = 25) Non-VRE (n = 69) SMD

Age (Years) 55.5 ± 12.3 60.1 ± 14 -0.35 56.9 ± 11.9 57.9 ± 11.9 -0.09

ASA ≥ 3 ( %) 24 (80) 68 (65.4) 0.33 18 (75) 52 (76.5) -0.03

PFC-size (mm) 111 ± 58.5 93.3 ± 42.5 0.35 99.9 ± 39.9 96.8 ± 34.5 0.08

Necrosis > 30 % ( %) 10 (33.3) 33 (31.7) 0.03 8 (33.3) 18 (26.5) 0.15

DPS ( %) 25 (83.3) 87 (83.7) -0.01 20 (83.3) 56 (82.4) 0.03

Previous AB ( %) 30 (100) 98 (94.2) 0.34 24 (100) 64 (94.1) 0.35

Organ failure ( %) 13 (43.3) 40 (38.5) 0.10 11 (45.8) 24 (35.3) 0.21

Mortality ( %) 8 (26.7) 17 (16.8) 0.25 8 (33.3) 10 (14.9) 0.44

Step-up therapy ( %) 27 (90) 63 (60.6) 0.68 23 (92) 42 (60.9) 0.73

Conclusions  VRE independently predicts the need for step-up therapy in in-
fected PFCs. Microbial resistance should be integrated into risk stratification 
and management decisions in EUS-guided treatment protocols.
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Aims  EUS-guided drainage and direct endoscopic necrosectomy (DEN) are 
primary treatment modalities for symptomatic pseudocysts and walled-off 
pancreatic necrosis (WOPN). Bleeding is a serious adverse event associated 
with drainage, also due to lack of effective endoscopic haemostatic techniques.
Purastat demonstrated excellent results to managegastrointestinal bleeding. 
Our aim was to evaluate the efficacy and safety of this haemostatic gel in man-
aging bleeding secondary to EUS-guided drainage and DEN ofpancreatic fluid 
collections (PFCs).
Methods  In this multicenter, retrospective, observational study 27 patients 
underwent Purastattreatment because of active bleeding during or after 
PFCsEUS-guided drainage or WOPN DEN sessions between 2017 and 2024 
[1, 2].
Results  38 bleeding episodes were recorded. The bleeding type was oozing in 
36 cases and spurting in 2 cases.Purastat was successfully applied in 100 % of 
patients and achieved successful haemostasis in 96.5 % of cases (▶Table 1).
Conclusions  This novel haemostatic gel is a safe andeffective to manage ooz-
ing bleedings related to PFCs EUS-guided drainage or DEN.
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▶Table 1	  Demographic and clinical characteristics of the 27 patients 
treated with PuraStat to manage PFC-related bleeding

Patients [N] 27

Sex [N. ( %)]

M 15/27 (55.6 %)

F 12/27 (44.4 %)

Age (mean ± SD) 57.1 ± 14.6

Antithrombotic therapy [N. ( %)]

Antiplatelet 9/27 (33.3 %)

Anticoagulant 4/27 (14.8 %)

AP etiology [N. ( %)]

Biliary 16/27 (59,3 %)

Alcohol 8/27 (29,6 %)

Idiopathic 3/27 (11,1 %)

AP: acute pancreatitis; S.D.: standard deviation
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Aims  Endoscopic ultrasound (EUS)-guided drainage with metal stents is stand-
ard therapy for walled-offnecrosis (WON). However, some patients require 
re-interventions such as stent unclogging,necrosectomy, or percutaneous 
drainage. This study aimed to identify predictors of re-intervention tofacilitate 
risk stratification and optimize management.
Methods  This study included consecutive patients who underwent EUS-guid-
ed WON drainage with metalstents between January 2023 and December 2024 
at a tertiary referral center. Demographic, clinical,and radiological data were 
collected prospectively. Multivariate logistic regression identifiedindependent 
predictors of re-intervention. Model performance was evaluated using ROC 
curve,calibration plot, and decision curve analysis. Model’s diagnostic perfor-
mance in evaluated invalidation cohort.
Results  Of 500 patients (83.2 % male), 28.6 % had alcohol-related and 10 % had 
biliary pancreatitis. Re-intervention was required in 24 % (n = 120), primarily for 
stent unclogging (85.8 %), nasocystic tubeplacement (70 %), and necrosectomy 
(50 %). Independent predictors included WON size (OR 1.38;95 % CI, 1.25–
1.52), paracolic extension (OR 9.96; 95 % CI, 1.77–55.98), and solid debris 
content(OR 1.10; 95 % CI, 1.08–1.13). The model demonstrated good discrim-
ination (AUC = 0.85) andcalibration (Hosmer–Lemeshow p 0.19). The overall 

accuracy of model in validation cohort was86.67 %(95 %CI:73.21 %-94.95 %). 
Adverse events occurred in 6 % of patients, including bleeding(n = 11), stent 
migration (n = 13), and sepsis-related death (n = 6).
https://aigrescuewoncalc.netlify.app/
Conclusions  Larger WON size, paracolic extension, and higher solid debris 
content are independent predictors ofre-intervention after EUS-guided drain-
age. Early identification of these factors may allow forindividualized step-up 
therapy and improved clinical outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic solid lesions are increasingly identified in asymptomatic indi-
viduals, yet the most common diagnosis, pancreatic ductal adenocarcinoma 
(P-DAC), continues to carry a dismal prognosis because detection still occurs 
at advanced and unresectable stages. Endoscopic ultrasound (EUS) remains 
the gold standard for evaluating and sampling these lesions, but even with 
improved imaging and tissue acquisition techniques, the diagnostic accuracy 
of EUS guided fine needle biopsy remains below optimal standards, leading to 
missed opportunities for earlier intervention. Artificial intelligence (AI) tools 
have shown compelling potential in distinguishing and characterizing pancre-
atic lesions at the frame level and in small controlled series. What is urgently 
needed now is robust real world clinical validation to convert this technological 
promise into faster and more accurate diagnoses and ultimately improve pa-
tient outcomes.Pancreatic solid lesions are increasingly identified in asympto-
matic individuals, yet the most common diagnosis, pancreatic ductal adeno-
carcinoma (P-DAC), continues to carry a dismal prognosis because detection 
still occurs at advanced and unresectable stages. Endoscopic ultrasound (EUS) 
remains the gold standard for evaluating and sampling these lesions, but even 
with improved imaging and tissue acquisition techniques, the diagnostic ac-
curacy of EUS guided fine needle biopsy remains below optimal standards, 
leading to missed opportunities for earlier intervention. Artificial intelligence 
(AI) tools have shown compelling potential in distinguishing and characterizing 
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pancreatic lesions at the frame level and in small controlled series. What is 
urgently needed now is robust real world clinical validation to convert this 
technological promise into faster and more accurate diagnoses and ultimately 
improve patient outcomes.
Methods  This multicenter prospective study aimed to clinically validate an AI 
model for EUS image analysis. The study included 376 EUS exams across 15 
centers in the United States of America, Spain, Brazil, Australia, Uruguay and 
the United Kingdom, using different EUS devices. Three hundred patients had 
a histopathological diagnosis of P-DAC. For each exam, up to 25 clinically rele-
vant frames were selected by the endoscopist and uploaded to a web-based 
platform for AI analysis. The model performed both detection and differentia-
tion of pancreatic solid lesions: detection was assessed by comparing AI-gen-
erated bounding boxes with expert-defined annotations using intersec-
tion-over-union (IoU), while differentiation of P-DAC was benchmarked against 
the histopathological gold standard (EUS guided biopsy or surgical specimen). 
Model performance was evaluated through accuracy, sensitivity, specificity, 
and positive and negative predictive values (PPV and NPV).
Results  At a frame level, the AI model was capable of accurately detecting 
pancreatic solid lesions, with a mean IoU of 0.54, accuracy of 77.0 % and a PPV 
of 95.0 %. Regarding the identification of P-DAC lesions, AI-analysis had an ac-
curacy of 79.5 %, with a sensitivity of 92.0 % and positive predictive value of 
83.9 %. No significant differences in performance were observed across patient 
gender, age or device.
Conclusions  This study represents the first global multicentric validation of 
an AI model applied in real life to the detection and differentiation of pancre-
atic solid lesions, with a central aim of identifying P-DAC at the earliest possible 
stage. By incorporating data from three continents and multiple EUS systems, 
it confirms that the model performs consistently and reliably across diverse 
clinical settings and patient populations. Crucially, this AI system is the first to 
demonstrate true real world impact in the most complex cases, precisely lo-
cating pancreatic lesions and strongly supporting the diagnosis of P-DAC when 
traditional assessment is most challenged. AI assisted EUS now emerges as a 
transformative tool, with the potential to identify smaller, earlier stage lesions, 
increase the proportion of patients eligible for curative surgery and shift the 
prognosis of P-DAC toward markedly better outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS) plays a central role in lymph node (LN) 
characterization, essential for accurate tumor staging. Current assessment 
relies on morphologic criteria that rarely occur together, limiting diagnostic 
confidence. Although EUS-guided fine-needle aspiration/biopsy (FNA/B) sup-
ports diagnosis, false-negative rates for malignancy remain approximately 15 %. 
Artificial intelligence (AI) may enhance diagnostic precision, yet evidence re-
garding LN characterization is lacking. This study aimed to evaluate the perfor-
mance of a convolutional neural network (CNN) in detecting LNs and predicting 
malignancy from EUS images.
Methods  The AI model integrated two components: a detection module gen-
erating bounding boxes around LNs, and a classification module predicting 
malignant versus benign features. Reference standards included positive FNA/B 
or surgical pathology; benign diagnoses required at least six months of clinical 
follow-up. Performance metrics included mean average precision at an inter-
section-over-union threshold of 50 % (mAP50), sensitivity, precision, accuracy, 
and area under the precision-recall curve (AUPRC).
Results  This multicentric cohort comprised 96,287 EUS images from 116 pa-
tients across 12 centers in Spain, the United States, Brazil, Colombia, Argenti-
na, and Australia. The CNN achieved an mAP50 of 0.978 for LN detection, with 
sensitivity of 97.2 %, precision of 97.0 %, and overall accuracy of 98.0 %. For 
malignant LN prediction, the AUPRC was 0.993.
Conclusions  This is the first international study using data from multiple EUS 
devices to assess an AI system for both LN detection and malignancy prediction. 
The model demonstrated excellent performance, underscoring the promise of 
deep learning to support locoregional tumor staging and guide more person-
alized treatment strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the add-on effect of a novel Artificial Intelligence (AI) soft-
ware system (mAI Companion©, Medi-Globe GmbH, Germany) on the perfor-
mance of endosonographers in detecting small solid pancreatic tumours (SPTs) 
during endoscopic ultrasound (EUS) examinations.
Methods  A randomized, controlled tandem video study was conducted. Six-
teen EUS videoclips were selected, each containing a standardized complete 
pancreatic examination of small SPTs (9-19mm) in different locations of the 
pancreas. Each clip included case-related contextual information, followed by 
a frozen frame at the end, with or without a SPT. Each video was assessed twice 
by every participant: once with AI assistance and once without. Randomization 
(1:1) determined whether the first or second evaluation included AI assistance. 
For each clip, participants were asked to assess the frozen frame and to mark 
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the perceived lesion localization on a paper grid. Their assessments were com-
pared with the ground truth established by an expert endosonographer.
Results  Thirty-two endosonographers with varying levels of experience in EUS 
participated. Stand-alone AI showed a diagnostic accuracy of 93.75 %. Without 
AI support, participants achieved an overall accuracy of 70.51 % (95 %CI 
66.35 %-74.43 %). With AI assistance, performance significantly improved to 
82.03 % (95 %CI 78.43 %-85.26 %). The accuracy gain with AI was statistically 
significant (p < 0.001).
Conclusions  AI assistance significantly enhanced endosonographers perfor-
mance in detecting small solid pancreatic tumours in structured EUS video 
clips. These findings support the potential role of AI as a “second observer” for 
challenging, difficult to detect pancreatic lesions.
Conflicts of Interest  Consultancy service for MediGlobe GmbH, Germany
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Aims  ESGE recommends EUS or MRCP for patients with an intermediate like-
lihood of choledocholithiasis [1, 2]. However, the intermediate-likelihood group 
remains clinically heterogeneous, resulting in unnecessary EUS/MRCP in some 
patients and delayed ERCP in others. Recently published machine-learning(ML) 
models for choledocholithiasis prediction have included high-likelihood deter-
minants, such as direct ultrasound visualization of bile duct stones, which lim-
iting applicability [3]. We aimed to develop and internally validate a ma-
chine-learning–based prediction model exclusively in ESGE-defined 
intermediate-likelihood patients, excluding all high-likelihood criteria, to refine 
risk stratification and optimize diagnostic decision-making(NCT06066372).
Methods  This was a prospective ML modeling study conducted at AIG Hospi-
tals, Hyderabad, India. Consecutive patients evaluated for suspected choledo-
cholithiasis were screened, and patients fulfilling ESGE intermediate-likelihood 
criteria were included. The reference standard for outcome adjudication was 
ERCP-confirmed common bile duct (CBD) stones or, in conservatively managed 
patients, clinical and radiological follow-up confirming absence or presence of 
stones.Five supervised ML algorithms were trained and evaluated. Model train-
ing and validation used a training–test split with cross-validation. Discrimina-
tion was assessed using the area under the receiver-operating characteristic 
curve(AUC). Overall performance was summarized using accuracy, precision, 
recall, and F1-score. Calibration was assessed using the Brier score and calibra-
tion plots. Clinical utility was evaluated using decision-curve analysis (DCA) 
(▶Table 1).

▶Table 1	  Diagnostic performance of ML Models

Model ROC AUC Accuracy Precision Recall F1 score

Gradient Boosting (AIG-CBDS) 0.8196 0.776 0.794 0.769 0.781

KNN 0.8116 0.776 0.802 0.757 0.779

Random Forrest 0.8110 0.764 0.777 0.765 0.771

SVM 0.8030 0.785 0.827 0.741 0.782

Logistic Regression 0.7936 0.781 0.822 0.737 0.777

Results  A total of 2414 ESGE-defined intermediate-likelihood patients were 
included (mean age 49.6 ± 15.0years,56.2 %male).Choledocholithiasis was 
confirmed in 52.0 % (1256) of patients (training cohort:1931;validation co-
hort:483). Among all models, the Gradient Boosting model (AIG-CBDS) demon-
strated the best overall performance with ROC–AUC:0.820 and accuracy:0.776.
Other models showed slightly lower discrimination (AUC range 0.794–0.812). 
The model showed good calibration with a Brier score of 0.137, and calibration 
plots demonstrated close agreement between predicted and observed prob-
abilities across clinically relevant risk ranges. DCA confirmed a consistently 
higher net benefit of the model compared with “treat-all” and “treat-none” 
strategies across threshold probabilities from approximately 10 % to 80 %. 
SHAP-based explainability identified dilated CBD as the dominant predictor, 
followed by age, ALT, bilirubin, and ALP, while sex had minimal influence.
Conclusions  By focusing on the true diagnostic gray zone of intermediate 
likelihood of choledocholithiasis, the AIG-CBDS probability model provides a 
refined, individualized approach to downstream triage. It has the potential to 
personalize the ESGE diagnostic pathway, minimizing unnecessary EUS/MRCP, 
preventing avoidable ERCP, and expediting definitive biliary intervention in 
patients at the highest intermediate risk. AIGS-CBDS probability model requires 
external validation with further studies before routine clinical implementation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Biliary strictures are a clinically significant challenge, with malignant 
strictures frequently diagnosed at advanced stages, when curative options are 
limited and prognosis is poor. Digital single-operator cholangioscopy has trans-
formed the field by providing high-resolution, direct visualization of the bile 
duct for diagnostic and therapeutic assessment, yet its diagnostic performance 
remains below optimal standards. Artificial intelligence offers a powerful op-
portunity to change this trajectory, with early studies demonstrating strong 
potential for accurate detection and differentiation of biliary strictures in both 
frame-level analysis and small clinical series. What is urgently needed now is 
robust real-world clinical validation to confirm these benefits and move toward 
earlier and more confident diagnosis.
Methods  The aim of this multicenter prospective study is to clinically validate 
a deep learning model for D-SOC image analysis. The study included 170 D-SOC 
exams from 163 patients across 12 centers in the United States, Brazil, Spain, 
Colombia, Australia, and Saudi Arabia. Fifty-three patients had malignant biliary 
strictures (BS), while the remaining cases were benign. For each exam, up to 
25 clinically relevant frames were selected by the endoscopist and uploaded 
to a web-based platform for AI analysis. The model performed both detection 
and differentiation of BS: detection was assessed by comparing AI-generated 
bounding boxes with expert-defined annotations using intersection-over-union 
(IoU), while differentiation (benign vs malignant) was benchmarked against 
the histopathological gold standard (brush cytology, D-SOC biopsy, or surgical 
specimen). Model performance was evaluated through accuracy, sensitivity, 
specificity, and positive and negative predictive values (PPV and NPV).
Results  At the exam level, the AI model identified malignant BS with an accu-
racy of 76.5 %, a sensitivity of 81.1 %, and a specificity of 74.4 %. The model also 
demonstrated robust detection performance, achieving a mean intersec-
tion-over-union (IoU) of 70.3 %. No significant differences in performance were 
observed across patient gender, age, or participating center. Importantly, the 
model showed a strong ability to rule out malignancy, with a negative predic-
tive value (NPV) of 89.7 %.
Conclusions  This first multicentric validation study demonstrates the re-
al-world performance of an AI-assisted approach for D SOC analysis across four 

continents and multiple device types, confirming robust accuracy in the detec-
tion and differentiation of BS. The system performed consistently at both exam 
and frame levels, addressing a context in which visual assessment and biopsy 
sampling often provide limited diagnostic yield, and showing high reliability in 
excluding malignancy in patients with indeterminate BS. These findings support 
the integration of AI as an adjunctive tool in D SOC, enhancing diagnostic con-
fidence and contributing to a more informed clinical evaluation of patients with 
indeterminate BS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The expanding application of AI/ML in clinical diagnostics is hampered 
in gastrointestinal oncology by its reliance on complex raw imaging data, re-
sulting in unexplainable (opaque) models.
This study is novel in its use of structured, human-readable EUS features to 
develop interpretable ML tools. The primary goal is to determine if these sim-
pler models can match or exceed the performance of more complex approach-
es, and to assess the reliability (uncertainty handling) of their predictions for 
clinical diagnostic support.
Methods  In this retrospective study, we enrolled 761 patients from three 
centers who underwent EUS for the characterization of a solid pancreatic lesion. 
We collected age, sex, and endosonographic features of the solid lesion in a 
database. These features were then used to train leading machine learning (ML) 
models to diagnose the presence of pancreatic ductal adenocarcinoma (PDAC). 
By dividing the database into a training set and an external test set, we were 
able to measure the models' main performance metrics (▶Table 1).
Results  Among the models tested, decision trees (DT), random forest (RF), 
and naive Bayes (NB) demonstrated strong performance, each achieving area 
under the ROC curve (AUC) ≥ 0.90 and an accuracy ≥ 0.88. The most sensitive 
models (the most crucial metric for avoiding false negatives) were Support 
Vector Machine (SVM) and NB, with results ≥ 0.90. The most specific models 
were DT, RF and NB, all achieving 0.85. Significant results were also obtained 
by DT, RF, SVM, and NB with an F1-score ≥ 0.92. Additional analyses on calibra-
tion and selective prediction confirmed the reliability of interpretable models 
under clinical uncertainty (Brier, ECE and Global ECI metrics).
Using these data and models, we developed a free and open-access online tool 
(https://mleus.pythonanywhere.com/) to predict the diagnosis of PDAC with 
varying degrees of confidence, based on endosonographic features, also giving 
the possibility to change the best performance of the model, choosing between 
sensitivity, specificity, balance or explainability. This tool, which is intended 
solely for testing and research purposes, could be improved in the future and 
validated for diagnostic support in clinical practice
Conclusions  These results, support the integration of structured data ML 
pipelines in diagnostic workflows for PDAC, offering a feasible path towards AI 
implementable in clinical endoscopy, even in non-tertiary centers.
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▶Table 1	 

Decision Tree Random 
Forest

XGBoost Logistic 
Regression

Support 
Vector 
Machine

k-Nearest 
Neighbours

Naïve-
Bayes

Compensated 
Forest

Accuracy 0.88 ± 0.06 0.88 ± 0.06 0.81 ± 0.07 0.86 ± 0.06 0.89 ± 0.06 0.81 ± 0.07 0.89 ± 0.06 0.88 ± 0.06

Sensitivity 0.89 ± 0.06 0.89 ± 0.06 0.99 ± 0.02 0.87 ± 0.06 0.91 ± 0.05 0.86 ± 0.06 0.90 ± 0.06 0.91 ± 0.05

Specificity 0.85 ± 0.06 0.85 ± 0.06 0.19 ± 0.07 0.81 ± 0.07 0.81 ± 0.07 0.63 ± 0.09 0.85 ± 0.06 0.74 ± 0.08

AUC 0.93 ± 0.05 0.93 ± 0.05 0.86 ± 0.06 0.91 ± 0.05 0.84 ± 0.07 0.83 ± 0.07 0.92 ± 0.05 0.93 ± 0.05

F1 0.92 ± 0.05 0.92 ± 0.05 0.89 ± 0.06 0.91 ± 0.05 0.93 ± 0.05 0.87 ± 0.06 0.93 ± 0.05 0.92 ± 0.05

Balanced Accuracy 0.87 ± 0.06 0.87 ± 0.06 0.59 ± 0.09 0.84 ± 0.07 0.86 ± 0.06 0.74 ± 0.08 0.88 ± 0.06 0.83 ± 0.07

Brier 0.09 ± 0.05 0.11 ± 0.06 0.17 ± 0.07 0.12 ± 0.06 0.10 ± 0.05 0.12 ± 0.06 0.10 ± 0.05 0.10 ± 0.05

ECE 0.09 ± 0.05 0.14 ± 0.06 0.16 ± 0.07 0.17 ± 0.07 0.13 ± 0.06 0.10 ± 0.05 0.08 ± 0.05 0.11 ± 0.06

Global ECI 0.84 ± 0.07 0.76 ± 0.08 0.81 ± 0.07 0.76 ± 0.08 0.85 ± 0.06 0.89 ± 0.06 0.90 ± 0.05 0.83 ± 0.07
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Aims  Gastric cancer (GC) is a leading cause of cancer-related mortality, with 
premalignant lesions (PGLs) like gastric intestinal metaplasia (GIM) and dyspla-
sia acting as key precursors. While surveillance is recommended, risk factors 
and progression rates in low-incidence regions remain underexplored. This 
study evaluates progression risk of patients with PGL in the Netherlands and 
Spain, both low GC incidence countries.
Methods  Patients were recruited from the Progression and Regression of Gas-
tric Lesions study (PROREGAL MEC-2009-090) in the Netherlands consisting of 
eight hospitals and Hospital Clínic de Barcelona, Spain. Eligible participants 
were under surveillance for GIM or dysplasia and had at least one follow-up 

endoscopy, with biopsies taken from standardized sites, between 2009 and 
2025. Patient demographics, lifestyle factors, and clinical data were collected 
through standardized questionnaires and the electronic medical record. GIM 
stage was assessed using the OLGIM (Operative Link on Gastric Intestinal Meta-
plasia) staging system, and GIM progression was based on the increase in OL-
GIM. The primary outcome was annual neoplastic progression to high-grade 
dysplasia (HGD) or intramucosal cancer (IMC), with secondary outcomes in-
cluding progression to any type of dysplasia and OLGIM progression rate. Sur-
veillance was performed following the MAPS guideline. Statistical analyses 
included Chi-squared tests for categorical variables and t-tests for continuous 
variables between cohorts (▶Table 1).

▶Table 1	  OLGIM and neoplastic progression outcomes in Dutch and 
Spanish cohorts

The Netherlands 
(n = 321)

Spain (n = 90)

OLGIM progression 
(yes), n ( %)

95 (29.6) 26 (28.9)

Neoplastic progres-
sion (yes), n ( %)

12 (3.8) 8 (8.9)

▪  LGD, n ( %) 3 (0.9) 7 (7.8)

▪  HGD, n ( %) 6 (1.9) 0 (0.0)

▪  IMC, n ( %) 3 (0.9) 1 (1.1)

Results  A total of 414 patients were enrolled in this study, 312 from the Neth-
erlands and 90 from Spain with a median follow-up time of 50 and 37 months. 
The median age at index of the Dutch cohort was 59 years (SD 13) vs 64 years 
(SD 11) in the Spanish cohort (p = 0.001). The Dutch cohort had a higher pro-
portion of males (54.2 % vs 34.4 %, p = 0.001). Smoking (29.3 % vs 15.6 %, 
p = 0.007) and alcohol use ( 53.9 % vs 11.1 %, p < 0.001) were more prevalent in 
the Netherlands, as was a family history of gastric cancer (28.3 % vs 8.9 %, 
p < 0.001). While autoimmune gastritis (15.3 % vs 36.7 %, p < 0.001) and Heli-
cobacter pylori positivity (6.9 % vs 12.2 %, p = 0.04) were higher in Spain. At 
baseline, Dutch patients had a significant a lower OLGIM score (43.2 % vs 67.3 % 
with OLGIM < 2, p < 0.001). The annual OLGIM and any type of dysplasia pro-
gression rates were higher in Spain (62.5 vs 99.6 cases; 5.9 vs 26.8 cases per 
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1000 person-years, p = 0.003), while the annual neoplastic progression rate 
(5.9 vs 3.8 cases per 1000 person-years, p = 0.580) did not differ significantly.
Conclusions  In two low-GC-incidence countries, significant differences in 
progression risk were found, which may highlight the need for more tailored 
approaches in surveillance and management, even within countries with sim-
ilar GC incidence rate.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric atrophy and intestinal metaplasia (IM) are key precancerous con-
ditions for gastric adenocarcinoma, but their recognition in routine esophago-
gastroduodenoscopy (EGD) is often suboptimal. We aimed to describe the 
prevalence and distribution of histologically confirmed gastric precancerous 
lesions and Helicobacter pylori infection in consecutive diagnostic EGDs at a 
tertiary-care university hospital, and to evaluate the diagnostic performance 
of routine endoscopic assessment compared with histology.
Methods  We conducted a retrospective cohort study including all consecutive 
diagnostic EGD procedures with gastric biopsies in adult patients at a ter-
tiary-care university hospital between 01 August 2022 and 31 March 2025. 
Emergency and primarily therapeutic procedures were excluded. Gastric biop-
sies were taken at the endoscopist’s discretion in routine clinical practice. In 
total, 3,955 diagnostic EGDs in 3,907 patients were analyzed. In 3,418 proce-
dures (86.4 %), biopsies were obtained from both antrum and corpus in line 
with the Sydney classification. Pathology reports from routine practice were 
reviewed for H. pylori infection, gastric atrophy and IM, including antral and 
corpus involvement where reported. All clinical and pathology data were 
de-identified before analysis. For each condition, the routine endoscopic im-
pression (present vs absent) documented in the endoscopy report was com-
pared with histology as reference standard, and prevalence, sensitivity, speci-
ficity, positive and negative predictive values (PPV, NPV) and overall accuracy 
were calculated. In a prespecified sensitivity analysis, diagnostic performance 
was re-evaluated in the subset of examinations with biopsies obtained accord-
ing to the Sydney classification.
Results  Histology showed H. pylori infection in 371 of 3,955 EGDs (9.4 %), IM 
in 775 (19.6 %) and atrophic gastritis in 165 (4.2 %). Endoscopic assessment of 
H. pylori yielded a sensitivity of 12.1 %, specificity 96.6 %, PPV 26.8 %, NPV 
91.4 % and accuracy 88.6 %. For IM, sensitivity was 12.6 %, specificity 98.6 %, 
PPV 68.1 %, NPV 82.2 % and accuracy 81.7 %. For atrophic gastritis, sensitivity 
was 53.3 %, specificity 91.1 %, PPV 20.8 %, NPV 97.8 % and accuracy 89.6 %. 
Overall, 26.3 % of examinations had at least one of these precancerous condi-
tions or H. pylori infection.
Diagnostic performance estimates were very similar when restricting the anal-
ysis to examinations with Sydney-pattern biopsies, indicating that the main 
findings were robust to biopsy strategy. Among patients with histological at-
rophy, corpus involvement was present in 91.5 %, whereas antral atrophy was 
reported in only 7.3 %. In contrast, among patients with IM, antral and corpus 
involvement were observed in 85.4 % and 25.9 %, respectively, consistent with 
the expected distal-predominant pattern and supporting the reliability of his-
tological IM localization. The predominance of corpus-reported atrophy sug-
gests that the histological ground truth for antral atrophy is uncertain and 
likely affected by diagnostic and reporting variability.

Conclusions  In this tertiary-care cohort of 3,955 consecutive diagnostic EGDs, 
gastric IM and atrophic gastritis were present in 19.6 % and 4 % of examinations, 
respectively, and H. pylori infection in about 9 %. Overall, 26.3 % of examinations 
showed at least one of these conditions. Routine endoscopic assessment sub-
stantially underestimated H. pylori and IM, with very low sensitivity despite 
high specificity and NPV, and showed only moderate sensitivity for atrophy. 
The observed discrepancy between the distribution of IM and atrophy indicates 
both endoscopic under-recognition and limitations of histological assessment, 
particularly for antral atrophy. These findings reveal a relevant gap in the de-
tection and documentation of gastric precancerous conditions and H. pylori in 
clinical practice and support efforts towards optimized biopsy strategies, struc-
tured endoscopic training, closer alignment with pathology reporting and 
supporting tools such as AI-assisted detection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Atrophic gastritis (AG) is a recognised precursor to gastric adenocarci-
noma, with a recent meta-analysis demonstrating a significantly increased risk 
of gastric cancer in affected individuals [3]. Current guidance, including Euro-
pean Society of Gastrointestinal Endoscopy (ESGE) MAPS III (2025) [1] and 
British Society of Gastroenterology (BSG) guidelines (2019) [2], recommends 
systematic gastric mapping using the Sydney protocol and 3-yearly endoscop-
ic surveillance for patients with extensive AG involving both antrum and corpus.
This audit aimed to evaluate the accuracy of endoscopic recognition of AG, 
adherence to guideline-recommended biopsy sampling when AG was suspect-
ed, and whether eligible patients were appropriately enrolled into surveillance 
within routine NHS practice.
Methods  A retrospective review was conducted at Royal Free London NHS 
Foundation Trust, of histology samples showing atrophic gastritis between 
April–October 2025 were reviewed. Data was obtained from a histology data-
base, endoscopy reporting software and electronic patient records. Data in-
cluded demographics, H. pylori status, endoscopic suspicion of AG, biopsy 
practice when AG was suspected, histology results, and surveillance planning. 
Data were summarised descriptively.
Results  5307 gastroscopies were performed between April – October 2025. 
206 cases were identified with atrophic gastritis.
Median age of patients was 65 years and 57.3 % were female. H pylori was 
tested in 202/206 (98.1 %) and 19 of 202 (9.4 %) patients were HP positive.
AG was present in 4/19 (26.3 %) of H. pylori–positive patients.
AG was confirmed on histology in 93/206 patients (45.1 %). AG was suspected 
endoscopically in 54/206 (26.2 %), of which 38/54 (70.4 %) were confirmed 
histologically.
Among 152 procedures where AG was not endoscopically suspected, histology 
detected AG in 55/152 (36.2 %)
Overall, 59.1 % (55/93) of all histologically confirmed AG cases were not iden-
tified at endoscopy.
When AG was suspected Sydney-protocol/ mapping biopsies were performed 
in 31/54 (57.4 %). Protocol biopsies detected AG in 61.7 %, vs 37.1 % with 
non-protocol sampling.
Extensive incisura/ corpus AG was seen in 54/93 (58.1 %). Surveillance was ar-
ranged for 31/54 (57.4 %) of these patients. 23/54 (42.6 %) eligible patients 
received no surveillance.
Conclusions  This audit demonstrates that BSG and ESGE guidelines are not 
consistently followed with respect to gastric atrophy. Although AG was con-
firmed histologically in many patients, 59.1 % were not identified during the 
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procedure, as the visual features of AG are not always clear at endoscopy. Even 
when AG was suspected, only 57.4 % received Sydney-protocol biopsies, result-
ing in incomplete gastric mapping and missed opportunities to determine 
surveillance eligibility. Furthermore, over two-fifths of patients with extensive 
AG were not offered guideline recommended surveillance.
The most effective and immediately implementable intervention is targeted 
education. Presenting our audit findings to the endoscopy team, supported by 
concise, well-designed posters outlining the ESGE MAPS III and BSG recommen-
dations placed in endoscopy rooms for immediate reference, will improve ad-
herence to biopsy protocols and support consistent, guideline based surveil-
lance decisions. These simple, high-impact steps offer a practical means to 
improve the detection and management of gastric premalignant pathology 
within our service.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric cancer remains highly prevalent in East Asian populations, par-
ticularly in South Korea. Although national biennial endoscopic screening pro-
gram has shown reduction in gastric cancer mortality, the association between 
screening compliance and both cancer risk and eligibility for endoscopic ther-
apy has not been fully clarified. This study aimed to assess how compliance with 
gastric cancer screening influences cancer incidence and subsequent eligibility 
for minimally invasive endoscopic treatment.
Methods  We conducted a nationwide population-based cohort study using 
the Korean National Health Insurance Service database. Individuals who under-
went the national gastric cancer screening endoscopy in 2014 without any 
diagnosis of gastric cancer or adenoma were included and categorized accord-
ing to their adherence to biennial screening until 2022: high compliance (HC; 
no missed screenings), moderate compliance (MC; one missed screening), and 
low compliance (LC; ≥ 2 missed screenings). Incidence of gastric cancer was 
analysed using a Cox proportional hazard model. Among those who were di-
agnosed with gastric cancer, the risks of non-eligibility for endoscopic treat-
ment were analysed using logistic regression. Analyses were adjusted for rele-
vant clinical and demographic confounders.
Results  Among 2,700,237 individuals, 10,105 developed gastric cancer during 
a median follow-up of 8.4 years. The risks of gastric cancer increased signifi-
cantly with lower compliance: MC group (adjusted hazard ratio [aHR] 3.27, 95 % 
CI 3.04-3.52) and LC group (aHR 8.19, 95 % CI 7.68-8.75) versus HC. Of the 
9,846 individuals diagnosed with gastric cancer, non-eligibility for endoscopic 
treatment was reduced in both MC (adjusted odds ration [aOR] 1.10, 95 % CI 
0.96-1.28) and LC (aOR 3.62, 95 % CI 3.13-4.18) groups versus HC.
Conclusions  In a high-risk gastric cancer population, poor screening compli-
ance was associated with both an increased risk of gastric cancer and a higher 
non-eligibility for endoscopic treatment. In regions with a high incidence of 

gastric cancer, adherence to endoscopic screening should be strongly encour-
aged to prevent cancer progression through the detection of premalignant 
lesions, and ultimately improve post-diagnosis quality of life.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric cancer poses a significant health burden globally being the fourth 
leading cause of cancer death. [1] Its epidemiology varies significantly by region 
and even within the same country. Although prevention strategies have tradi-
tionally relied on risk-factor profiling, the latest ESGE/EHMSG/ESP (MAPS III) 
guideline update recommends incidence-based endoscopic screening where 
cost-effectiveness is demonstrated and resources are available, a recommen-
dation largely based on evidences from Asian countries. [2]
Starting from a Western high-risk region, the south-east of Lombardia [3], we 
aimed to assess whether OLGA/OLGIM-based surveillance together with epi-
demiologic risk profiling is sufficient to identify individuals at risk of presenting 
with dysplastic lesions (DL), early gastric cancer (EGC) or advanced intesti-
nal-type adenocarcinoma (AADK).
Methods  We conducted a single-center retrospective observational study 
including patients with DL managed endoscopically, EGC managed endoscop-
ically or surgically and patients with surgically treated AADK at our Hospital in 
the time span of ten years, from 2015 to 2025. Demographics, risk factor-re-
lated informations, dysplastic/neoplastic lesions diagnosis and treatment-re-
lated data and background mucosal staging (OLGA/OLGIM) data were collect-
ed. All specimens underwent also to a second-look examination by an expert 
pathologist.
Results  A total of 153 patients (45 DL, 42 EGC and 66 AADK) with a mean age 
of 75 years were included in the analysis. The sex distribution showed a slight 
male predominance (56.9 %). Overall, 21.6 % of patients were Helicobacter 
pylori positive at the time of the diagnosis and 17.6 % reported a family history 
of gastric cancer. One of the more relevant findings comes from OLGA/OLGIM 
staging distribution: 46.6 % of patients showed mild-to-moderate atrophy 
(OLGA I–II), 58.8 % mild-to-moderate intestinal metaplasia (OLGIM I-II) and 
approximatey the 13 % of the study population had no atrophy and no intesti-
nal metaplasia at all.
Furthermore, no statistically significant differences in OLGA/OLGIM distribution 
were observed between patients presenting with DL/EGC and the ones affect-
ed by AADK (Mann–Whitney U test, Z = –0.570, p = 0.569).
Conclusions  Our findings support the MAPS III guidelines, demonstrating that 
even in Western countries traditional risk factors for gastric neoplasia are in-
sufficient to identify at-risk individuals in high-incidence areas. Therefore, his-
tology- and risk-factor–based surveillance should be complemented with inci-
dence-based endoscopic screening.
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References
[1]  Val Padana Cancer Registry, ATS (Health Protection Agency) Val Padana 
https://www.ats-valpadana.it/documents/1654672/64558781/Stomaco.pd-
f/3a88e15f-a32e-9344-a748-fdfa71f138ea
[2]  Areia M, Esposito G, Leclercq P et al. Performance measures for upper 
gastrointestinal endoscopy: a European Society of Gastrointestinal Endosco-
py (ESGE) Quality Improvement Initiative – Update 2025. Endoscopy 2025; 
57 (11): 1268–1297. doi:10.1055/a-2674-4912
[3]  Sundar R, Nakayama I, Markar SR et al. Gastric cancer. Lancet. 2025; 405 
(10494): 2087–2102. doi:10.1016/S0140-6736(25)00052-2

S79

https://www.ats-valpadana.it/documents/1654672/64558781/Stomaco.pdf/3a88e15f-a32e-9344-a748-fdfa71f138ea
https://www.ats-valpadana.it/documents/1654672/64558781/Stomaco.pdf/3a88e15f-a32e-9344-a748-fdfa71f138ea


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

OP112  Diagnostic yield and clinical utility of 
routine biopsies during endoscopic surveillance in 
patients with chronic atrophic gastritis
Authors  Cingolani S1, Vavallo M1, Pellicano A1, Ligato I1, Panzuto F1, 
Annibale B1, Lahner E1, Esposito G1

Institute  1  Department of Medical-Surgical Sciences and Translational 
Medicine, Sapienza University of Rome, Rome, Italy
DOI  10.1055/s-0046-1820767
Aims  According to the Correa Cascade, patients with atrophic gastritis(AG) 
and intestinal metaplasia(IM) may develop gastric dysplasia and intestinal-type 
gastric adenocarcinoma.
High-quality endoscopic surveillance using virtual chromoendoscopy(VCE) is 
essential for the early detection of neoplastic lesions(NL). MAPSII guidelines 
suggested follow-up with biopsies for stages OLGA/OLGIMIII/IV and autoim-
muneAG, whilst the MAPSIII guidelines recommend against performing routine 
biopsies during surveillance upper gastrointestinal endoscopies(UGIEs) and 
support the performance of biopsies only in case of mucosal alterations [1, 2].
The aim of the study is to assess the diagnostic yield and clinical utility of per-
forming routine biopsies during UGIEs in patients with AG/IM.
Methods  Patients with OLGA/OLGIMIII/IV and/or autoimmuneAG who under-
went at least two high-quality UGIEs between 2012 and 2024 at a tertiary re-
ferral center were included. VCE-guided targeted biopsies were performed in 
case of suspicious IM or other alterations; otherwise, biopsies were performed 
according to the Sydney System protocol. Histological staging was performed 
according to the OLGA/OLGIM systems, and histopathological assessment was 
evaluated using the updated Sydney system.
Results  Overall, 158 patients and 530 UGIEs(median follow-up 65 months) 
were included. Overall, 37 NL(23 type 1 gastric NETs, 2 gastric adenocarcino-
mas, 7 low-grade dysplasia(LGD), 5 adenomas with LGD) were detected, where-
as random biopsies identified only 2 NL(1 gastric NET and 1 LGD) in 0.4 % of 
UGIEs and 1.3 % of patients(p < 0.00001). At the longest available follow-up, in 
22 patients (13.9 %), biopsies showed regression of OLGA/OLGIM stages, al-
lowing for discontinuation of follow-up.
Conclusions  Random biopsies have no statistically significant performance or 
clinical utility, which supports the MAPS III recommendation against their effi-
cacy during follow-up.
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References
[1]  doi:10.1055/a-0859-1883
[2]  doi:10.1055/a-2529-5025

Advanced Imaging and Elastography: 
Expanding the Diagnostic Horizon

15/05/2026, 09:00–10:00� Sky 1

OP113  How Accurately Does EUS-Shear Wave 
Elastography Identify Early Chronic Pancreatitis? A 
Prospective Study
Authors  Basha J1, Soma PR2, Lakhtakia S2, Nabi Z2, Sayyed M2, Gupta R2, 
Jagtap N2, Shujaath A2, Talukdar R2, Reddy DN2

Institutes  1  AIG Hospitals , Hyderabad, India; 2  Asian Institute of 
Gastroenterology, Hyderabad, India
DOI  10.1055/s-0046-1820768
Aims  Early chronic pancreatitis (ECP) is a distinct clinical stage in the natural 
progression from recurrent acute pancreatitis to established chronic pancrea-
titis. Accurate diagnosis of ECP is clinically important, as it not only prevents 
unnecessary investigations for determining the etiology of pancreatitis but also 

aids in predicting the patient’s future clinical course and prognosis. However, 
diagnosing ECP remains challenging due to its nonspecific symptoms and the 
limited ability of conventional imaging to detect subtle fibrotic changes. En-
doscopic ultrasound–shear wave elastography (EUS-SWE) provides an objective, 
quantitative assessment of tissue stiffness—reported as shear wave velocity 
(Vs) and kPa—and may help overcome these diagnostic limitations. This study 
aimed to evaluate the diagnostic accuracy of EUS-SWE for ECP by correlating 
elastography measurements with minor features of the Rosemont criteria.
Methods  This prospective observational study was conducted at a ter-
tiary-care hospital over one year (July 2024–June 2025). Patients with recurrent 
acute pancreatitis or suspected ECP based on prior imaging (ultrasound, CT, or 
MRCP) underwent EUS evaluation. Those demonstrating features suggestive 
of ECP—defined by Rosemont minor criteria (hyperechoic foci, strands, hyper-
echoic pancreatic duct walls, or ductal dilatation)—were enrolled into the study 
arm. Two control groups were included: (1) patients with established chronic 
pancreatitis, and (2) patients with a normal pancreas.
EUS was performed using a linear echoendoscope (GF-UCT190, Olympus Inc.), 
and all examinations were conducted by four expert endosonographers. Shear 
wave elastography was performed using the EU-ME3 EUS processor (Olympus 
Inc.). Ten independent measurements of shear wave velocity (Vs, m/s) and 
stiffness (kPa) were obtained from the pancreatic body within a 5–10 mm re-
gion of interest, avoiding calcifications, vessels, and ducts; only readings with 
a confidence index (CI) > 50 % were included. Data were analyzed descriptively, 
and group comparisons were performed using the Kruskal–Wallis test.
Results  A total of 57 patients were enrolled. Nineteen patients with features 
suggestive of ECP formed the study arm, and each control arm (chronic pan-
creatitis and normal pancreas) also included 19 patients. SWE parameters were 
compared across the three groups. A statistically significant difference in shear 
wave velocity (Vs, m/s) was observed among the groups (p < 0.001). The mean 
Vs in the ECP group was 2.39 ± 0.48 m/s, which was significantly higher than in 
the normal pancreas group (1.94 ± 0.37 m/s) and significantly lower than in the 
chronic pancreatitis group (3.20 ± 0.26 m/s).
Similarly, stiffness (kPa) values differed significantly between groups 
(χ² = 36.442, p < 0.001). Mean stiffness values were 11.65 ± 5.21 kPa in the nor-
mal group, 18.28 ± 7.10 kPa in the ECP group, and 31.17 ± 4.60 kPa in the chron-
ic pancreatitis group.
The area under the ROC curve (AUROC) for Vs (m/s) in predicting ECP was 0.729. 
A Vs cut-off of 2.0 m/s identified ECP with 90 % sensitivity and 57 % specificity.
Conclusions  EUS-SWE effectively distinguishes normal pancreas, early chron-
ic pancreatitis, and established chronic pancreatitis, demonstrating a clear 
stepwise increase in pancreatic stiffness across disease stages. These findings 
indicate that EUS-SWE is a valuable, objective modality for diagnosing early 
chronic pancreatitis and for monitoring disease progression, with the potential 
to facilitate earlier and more targeted intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Echo-endoscopic point shear-wave elastography (EUS-pSWE) bypasses 
subcutaneous adiposity and may provide weight-agnostic liver-stiffness assess-
ment; however, reproducibility data in real-world endoscopy practice remain 
limited. We aimed to quantify intra-observer reproducibility under routine EUS 
conditions, benchmark stiffness values against vibration-controlled transient 
elastography (VCTE), and evaluate clinical and technical modifiers of measure-
ment precision.
Methods  In this single-centre prospective cohort (April 2024–February 2025), 
120 consecutive adults undergoing diagnostic EUS were enrolled. Each hepat-
ic lobe underwent two sets of five EUS-pSWE acquisitions without scope repo-
sitioning. Intra-observer reproducibility was assessed using ICC(3,1), with 
ICC ≥ 0.80 considered acceptable. Same-day VCTE served as an external com-
parator. The influence of BMI, underlying liver-disease etiology, and operator 
experience on acquisition validity and reliability was explored.
Results  Forty-six participants were obese (BMI ≥ 30 kg/m²). Overall EUS-pSWE 
acquisition validity was 66.7 %, increasing to 87.9 % in obese versus 55.2 % in 
non-obese individuals (p < 0.001). Mean liver stiffness was 6.9 ± 3.1 kPa and 
correlated strongly with VCTE (r = 0.73, p < 0.001). Intra-observer reproduci-
bility was excellent for both lobes: ICC 0.96 (95 % CI 0.93–0.98) in the left and 
0.94 (0.90–0.97) in the right, exceeding World Federation for Ultrasound in 
Medicine and Biology (WFUMB) quality thresholds across all BMI strata. Sin-
gle-measurement reliability was fair in non-obese individuals (ICC2,1 = 0.72) 
but poor in obese participants (0.08), supporting the need for averaging mul-
tiple measurements in high-BMI patients.
Conclusions  EUS-pSWE provides weight-independent, guideline-compliant 
reproducibility and demonstrates higher acquisition validity in obesity com-
pared with non-obese patients. These findings support its use when transcu-
taneous elastography is limited by poor acoustic windows. Averaging multiple 
acquisitions is recommended in individuals with BMI ≥ 30 kg/m² to optimise 
reliability.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic neuroendocrine tumors (pNETs) are a heterogeneous group 
of tumors with different treatment options depending on pathological grading, 
clinical staging, and presence of symptoms related to hormonal secretion.
Their classification is made on mitotic count and Ki-67 index.
The current standard for Grading assessment is analysing the material obtained 
from EUS-guided fine needle aspiration/biopsy (EUS-FNA/FNB).
However this technique is not free from adverse events and could be challeng-
ing for NETs localization.
The evidence of high grade of fibrosis and microvascular density decrease 
(MVD) on tumor pathological specimens has led many authors to search for 
undirected malignant features of pNET extrapolated from non-invasive tech-
niques.
The introduction of ancillary techniques, such as second-generation contrast 
agents (CH-EUS), has improved study of pNET. Particularly, at CH-EUS exami-
nation contrast pattern well correlates with behaviour and grading of NETs. 
However, the use of contrast agents entails a prolongation of procedure time 
and additional costs.
An innovative ultrasound Doppler technique, Detective Flow Imaging EUS (DFI-
EUS), involves no additional time or cost as it doesn’t require the administration 

of contrast agent. There is still no standardisation of this technique and few 
studies have validated its use.
The aim of this study is to evaluate the DFI role in defining NET vascularization 
and its correlation with CH-EUS. The second aim of the study is to assess DFI 
role in predicting histological grading.
Methods  Single center retrospective analysis on consecutive patients with 
solid pancreatic lesions who underwent EUS at Therapeutic Digestive Endos-
copy Unit of the Fondazione Policlinico Universitario Campus Bio-Medico in 
Rome.
After activation of DFI, each lesion was observed for at least 30 seconds. Lesions 
was classified into three grades, according to the degree of vascularisation at 
DFI: (grade 0 absence of microvascularization of the tumor; grade 1 minimal/
isovascularization of the tumor; grade 2 markedly increased microvasculariza-
tion).
All lesion with final hystological diagnosis of NET were enrolled.
Grading and Ki-67 index of tumors were reported.
Data about lesion’s features and procedure were collected.
Results  From April 2024 to September 2025, 28 patients were enrolled (60.7 % 
male; mean age 59 ± 12 years old). The majority of lesion (50 %) were localized 
in the body of the pancreas and the mean lesion’ s size was 24.6 ± 17 mm.
The final histological diagnosis classified 60.7 % lesions as G1, 28.5 % G2 and 
10.7 % G3.
At the CEH-EUS the 67.8 % of lesion showed hyper-enhancement.
About the DFI evaluation the 17.8 % of lesion was hypo-vascular, 21.4 % Iso-vas-
cular and 60.7 % was hyper-vascular.
There was excellent correlation between DFI characterization of the lesion and 
the CH-EUS (ICC 0.9)
Among the NET G1, 64.7 % were Hypervascular at DFI and 29.4 % Isovascular. 
Among the G2, 62.5 % were Hypervascular at DFI and 37.5 % Hypovascular. The 
66.7 % of G3 lesion was Hypovascular.
There was inverse correlation between the NET grade and the DFI grade (Pear-
son coefficient -0.27; p 0.1).
Conclusions  DFI-EUS can provide a fast evaluation of the micro-vascularization 
of pNET with excellent correlation with CH-EUS. Hyper-vascular pattern at DFI 
correlates with low Ki-67 index.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To systematically identify and characterize the clinicodemographic and 
endoscopic ultrasound (EUS) features that distinguish autoimmune pancrea-
titis (AIP) from pancreatic ductal adenocarcinoma (PDAC). The overarching 
goal is to enhance diagnostic precision, minimize unnecessary surgical inter-
ventions in AIP, and promote timely oncologic management in PDAC. Specifi-
cally, this study aims to determine demographic and clinical predictors associ-
ated with each diagnosis, delineate characteristic EUS patterns differentiating 
AIP from PDAC, and evaluate the diagnostic contribution of serologic markers 
such as IgG4 levels when integrated with imaging and clinical variables [1–17].
Methods  We conducted a single-institution retrospective study of consecutive 
patients diagnosed with PDAC or AIP between January 2010 and December 
2023. PDAC was confirmed by histopathology or cytology obtained by 
EUS-guided fine-needle aspiration/biopsy (EUS-FNA/B). AIP was diagnosed by 
histopathology, response to corticosteroids, IgG4 immunostaining, or evidence 
of extrapancreatic involvement consistent with IgG4-related disease. Contin-
uous variables were compared using t-tests and categorical variables with Chi-
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square tests. Univariate logistic regression was used to explore predictors of 
PDAC versus AIP. Statistical significance was defined as p < 0.05.
Results  A total of 296 patients were included (272 PDAC, 24 AIP). Mean age 
was significantly higher in PDAC than AIP (70 vs 61 years, p < 0.0001). Male sex 
predominated in both groups (PDAC 56 %, AIP 67 %). Body habitus differed: a 
normal or low BMI ( < 25) was more frequent in PDAC (9.6 %) than AIP (4.2 %, 
p = 0.04), whereas mean BMI did not differ significantly (24.4 vs 26.0, p = 0.08). 
Diffuse pancreatic enlargement with hypoechogenicity was markedly more 
common in AIP than PDAC (44 % vs 3.6 %, p < 0.0001). In contrast, focal pancre-
atic lesions predominated in PDAC (94 % vs 25 %, p < 0.0001), and main pancre-
atic duct dilation was also more frequent in PDAC (60 % vs 11 %, p = 0.009). 
Biliary dilation and lymphadenopathy were observed more often in PDAC, 
though these differences did not reach statistical significance. During EUS eval-
uation, liver metastases were identified in 16.9 % of PDAC cases. Elevated serum 
IgG4 ( > 140 mg/dL) was present in 54 % of AIP patients (mean 246 mg/dL). 
Relapse occurred in 25 % of AIP cases and responded to steroid-based regimens 
(with azathioprine maintenance in most; one patient required rituximab for 
sustained remission).
On univariate analysis, age > 73 years was strongly associated with PDAC (odds 
ratio [OR] 18.5; 95 % CI 6.4–53.8; p < 0.001), as was the presence of a focal 
pancreatic lesion (OR 41.5; 95 % CI 13.2–130.6; p < 0.001). Lesion size > 30 mm 
showed limited discriminatory value (OR 1.3; 95 % CI 0.4–3.8; p = 0.65). Nota-
bly, the probability of PDAC remained high even among lesions < 30 mm, un-
derscoring that size alone should not drive management decisions.
Conclusions  Readily obtainable clinicodemographic and EUS features can 
meaningfully distinguish PDAC from AIP. Older age, focal parenchymal lesions, 
and main pancreatic duct dilation strongly favored PDAC, whereas diffuse gland 
enlargement with hypoechogenicity and elevated serum IgG4 supported AIP. 
Although larger lesion size correlated with malignancy in absolute terms, it 
added little discriminative power relative to lesion pattern and ductal features. 
A practical approach that integrates age, lesion distribution (focal vs diffuse), 
ductal morphology, and serologic markers improves diagnostic precision, help-
ing to avoid unnecessary pancreatectomy in AIP while expediting oncologic 
care in PDAC. These data support incorporating a combined demograph-
ic-EUS-serologic framework into routine evaluation of pancreatic masses and 
highlight opportunities for future prospective studies using elastography and 
contrast-enhanced EUS to refine noninvasive differentiation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate differentiation with endoscopic ultrasound (EUS) between ma-
lignant and benign pancreatic lesions remains a clinical challenge, and non-in-
vasive EUS-imaging techniques, assessing tissue stiffness and vascularity, may 
support diagnostic decision-making. [1, 2] This study aimed to evaluate the 
diagnostic relationship between two elastography techniques—Shear Wave 
Elastography (SWE/SWM) and Tissue Doppler Imaging Elastography (TDI-E, 
both qualitative and quantitative forms)—and Detective flow imaging (DFI), in 
comparison with histological gold-standard findings in patients with pancre-
atic cancer. [3] Additionally, the elastography and vascularity features of pa-
tients were compared with a cohort of healthy pancreatic controls.
Methods  A total of 76 individuals were included: 59 patients (77.6 %) with 
pancreatic lesions and 17 healthy controls (22.4 %). Demographic data, lesion 
dimensions, DFI (0–2 scale), SWE values (SWM, m/s), qualitative TDI-E stiffness 
grades (1–4), and quantitative TDI-E values were collected. Histology was cat-
egorized as normal tissue, adenocarcinoma, other tumor, or non-neoplastic 
condition (chronic pancreatitis. Normality was assessed using the Kolmogor-
ov–Smirnov test; group differences were analyzed using Mann–Whitney U tests; 
correlations were evaluated using Pearson coefficients. Only the lesion dimen-
sion followed a normal distribution. All analyses were conducted with two-
tailed significance thresholds of p < 0.05.
Results  Healthy controls had a mean age of 57.5 ± 19.1 years, whereas patients 
were older (65.9 ± 11.1 years). Most patient lesions originated from the pan-
creas (98.3 %). Histology revealed adenocarcinoma in 79.3 % of cases, other 
pancreatic tumors in 5.2 %, and non-neoplastic changes in 12.1 %.
Significant differences emerged between patients and healthy controls across 
several imaging parameters. Patients exhibited substantially larger lesion di-
mensions (U = 0.000, p < 0.001) and markedly different vascularity, reflected 
by lower DFI scores (U = 147.5, p < 0.001). Elastography results demonstrated 
that cancerous lesions were significantly stiffer and less elastic: qualitative TDI-E 
stiffness grades were higher (U = 220.5, p < 0.001), while quantitative TDI-E 
values were lower (U = 89.5, p < 0.001). Quantitative and qualitative TDI-E meas-
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ures showed internal consistency, with a strong inverse correlation (r = –0.356, 
p = 0.006). No significant differences were found between patients and controls 
in sex distribution, age, or SWE values.
Correlation analysis among pancreatic cancer patients demonstrated several 
notable associations. Higher vascularity (increased DFI) correlated with lower 
qualitative stiffness (r = –0.324, p = 0.013) and higher quantitative elasticity 
(r = 0.319, p = 0.014), suggesting that better vascularized lesions may retain 
softer or more heterogeneous tissue architecture. Quantitative elastography 
values were positively correlated with histology severity (r = 0.352, p = 0.007), 
indicating that elastography may reflect underlying malignant tissue transfor-
mation. Lesion dimension did not correlate with elastography or vascularity 
measures.
Conclusions  This study demonstrates that elastography-derived tissue stiff-
ness and Doppler-based vascularity parameters differ significantly between 
malignant pancreatic lesions and healthy pancreatic tissue. DFI, qualitative 
TDI-E, and quantitative TDI-E each show meaningful associations with histo-
logical severity, highlighting their potential value as non-invasive biomarkers 
for assessing malignancy. The findings support the integration of multimodal 
elastography with vascularity assessment to improve diagnostic accuracy in 
pancreatic cancer and to differentiate malignant lesions from normal pancre-
atic tissue. Further large-scale studies are warranted to validate these relation-
ships and explore their role in clinical decision-making.
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Aims  Detective Flow Imaging (DFI) is an innovative endoscopic ultrasound 
(EUS) technique designed to detect microvessels with extremely slow blood 
flow enabling visualization of very small vascular structures without the need 
for contrast agents and motion-related artifacts. Only few studies have explored 
DFI role in lesions’ characterization, particularly in the assessment of focal pan-
creatic lesions (FPLs). Only one study proposed a DFI-based classification of 
FPLs, including vascularity (hypervascular/hypovascular), vessel distribution 
(peritumoral/intratumoral), vascular morphology (spotted/linear). However, 
this classification has not yet been formally validated. This study aims to assess 
interobserver agreement in DFI-based vascular characterization among oper-
ators with different levels of expertise.
Methods  This single-center retrospective study included consecutive images 
acquired during EUS examinations performed between June 2024 and October 
2025 at the Digestive Diseases Unit, Sant’Andrea University Hospital, Rome. 
All procedures were performed using a Fujifilm linear-array echoendoscope in 
combination with a Fujifilm Arietta 850 ultrasound processor. DFI was system-
atically applied for the characterization of all lesions. Prior to the survey, exam-
iners received the published DFI classification and example images to stand-
ardize interpretation. Each examiner independently reviewed 51 images and 
assessed four parameters: image quality, vascularity, vessel distribution, and 
vascular pattern. Interobserver agreement was calculated using Krippendorff’s 
Alpha for nominal data, which accommodates missing ratings. Interpretation 
of Krippendorff’s Alpha followed standard Landis and Koch thresholds: val-
ues < 0.20 were considered slight, 0.21–0.40 fair, 0.41–0.60 moderate, 0.61–
0.80 substantial and > 0.80 almost perfect agreement.
Results  Images were evaluated by 21 EUS examiners from 15 European centers 
with different procedural volumes. Thirteen examiners (61.9 %) performed 
more than 200 EUS procedures per year, 5 (23.8 %) performed 100–200 per 
year and 3 (14.3 %) performed fewer than 100 per year. DFI was available in 13 
centers (61.9 %) and 13 examiners (61.9 %) routinely used CH-EUS. A total of 
51 EUS–DFI images were assessed, including 30 pancreatic ductal adenocarci-
noma (PDAC), 1 cholangiocarcinoma, 5 inflammatory lesions, 2 solid pseudo-
papillary tumors, 7 pancreatic neuroendocrine tumors (pNET) G1, 3 pNET G2, 
2 renal metastases and 1 gastrointestinal stromal tumor (GIST). Global inter-
observer agreement was fair for image quality (α = 0.33), substantial for vas-
cularity (α = 0.64), moderate for vessel distribution (α = 0.49) and vascular 
pattern (α = 0.49). PDAC were predominantly judged hypovascular in 89.5 % of 
ratings (α = 0.53), with a peritumoral vessel distribution in 63.2 % (α = 0.43) and 
spotted vascular pattern in 66.6 % (α = 0.34). Agreement was moderate for 
vascularity and vessel distribution and fair for vascular pattern. PNET G1 lesions 
were more frequently evaluated as hypervascular in 62.8 % of assessments 
(α = 0.34), with intratumoral distribution in 67.6 % (α = 0.15) and linear vascular 
morphology in 77.0 % (α = 0.49). In this group, agreement was moderate for 
vascular pattern, while remaining fair for vascularity and vessel distribution. 
Inflammatory lesions were mostly scored as hypovascular in 72.1 % of evalua-
tions (α = 0.47), with intratumoral vessels in 54.7 % (α = 0.40) and a slight pre-
dominance of spotted morphology in 55.7 % (α = 0.20). Agreement was mod-
erate for vascularity and fair for both vessel distribution and vascular pattern. 
Agreement estimates for the remaining lesion types were not considered reli-
able due to the very small number of cases [1–5].
Conclusions  In a heterogeneous series of pancreatic and extrapancreatic le-
sions, DFI demonstrated moderate-to-substantial interobserver reproducibil-
ity across vascular parameters. Vascularity achieved the highest agreement in 
PDAC, which were consistently recognized as hypovascular, whereas vascular 
pattern showed the greatest reproducibility in pNET G1, where a linear intra-
tumoral morphology was reliably identified.These findings suggest that DFI-de-
rived features have variable diagnostic strength depending on lesion type, 
supporting the complementary role of DFI in vascular assessment during EUS.
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Aims  Endoscopic submucosal dissection (ESD) with traction is increasingly 
used to facilitate En Bloc resection of large superficial colorectal tumors, but 
the impact of gravity on procedural outcomes in this context remains unclear. 
This study aimed to assess the influence of gravity orientation on traction-as-
sisted colorectal ESD performance and safety [1–4].
Methods  Within a large international, multicenter, prospective cohort (22 
centers), we included all patients who underwent traction-assisted colorectal 
ESD between July 2023 and May 2025. Lesions were classified by gravity (fa-
vorable, intermediate, unfavorable) based on luminal fluid distribution. The 
primary endpoint was dissection speed; secondary endpoints included R0 and 
En Bloc resection, perforation, bleeding, and intra-procedural position chang-
es. Multivariable regression models were adjusted for lesion size, fibrosis, loca-
tion, and operator expertise (▶Table 1).

▶Table 1	  Outcomes after adjustment for confounding factors

Outcome β coefficient / 
OR (90 % CI)

p-value

Resection speed β = –0.10 (–0.14 
to –0.06)#

0.007 *

R0 resection OR = 1.05 (0.75 
to 1.50)

0.005†

En Bloc resection OR = 0.87 (0.31 
to 1.40)

0.004†

Perforation OR = 1.11 (0.77 
to 1.59)

0.209‡

Post-procedure bleeding OR = 0.89 (0.57 
to 1.35)

0.045‡

 ≥ 1 position changes OR = 3.85 (2.98 
to 5.00)

 < 0.001§

# Difference in log-speed, *One-sided non-inferiority test with a 
non-inferiority margin of 15 % relative reduction, † One-sided non-in-
feriority test with a non-inferiority margin of 5 % absolute reduction, 
‡ One-sided test to rule out superiority, with a non-superiority 
margin of 2 % absolute increase § Two-sided superiority test

Results  Among 3,738 procedures, 1,555 met inclusion criteria. Groups were 
comparable in lesion and operator characteristics. Mean dissection speed was 
36.4 mm²/min with unfavorable gravity versus 38.6 mm²/min with favorable/
intermediate gravity. Adjusted analysis confirmed non-inferiority of dissection 
speed in the unfavorable group (β = –0.10; 95 % CI –0.15 to –0.06; p = 0.007), 
with similar R0 (91.1 % vs 91.1 %) and En Bloc (97.9 % vs 98.7 %) resection rates. 
Perforation (8.0 % vs 6.5 %) and delayed bleeding (5.2 % vs 5.7 %) rates were 
comparable. Position changes were more frequent with unfavorable gravity 
(OR = 3.85; p < 0.001).
Subgroup analysis based on the use of the underwater strategy revealed an 
interesting pattern: when the underwater approach was applied, resection 
speed tended to be higher in the unfavorable-gravity group. In contrast, in the 
absence of the underwater technique, there was a trend toward a slightly slow-
er resection speed in the favorable/intermediate-gravity group.
Conclusions  In conclusion, when ESD is performed with traction assistance, 
the lesion’s position relative to gravity does not significantly affect procedural 
efficacy or complication rates. These findings suggest that routine consideration 
of gravity orientation may be less critical in such settings, potentially contrib-
uting to procedural simplification. Moreover, to our knowledge, this is the first 
study to evaluate the influence of gravity on the performance of combined 
traction and underwater strategies. Our results support prioritizing this com-
bined approach for lesions located in unfavorable-gravity positions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Traction is increasingly becoming the reference strategy in colorectal 
endoscopic submucosal dissection (ESD) because of the gains it offers in terms 
of speed and safety [1. The main limitation of most traction devices is that they are 
highly useful at the beginning of the procedure, but their effectiveness decreases 
as dissection progresses. The A-TRACT device 3–4] is the first adaptive multipolar 
traction system, as it allows traction intensity to be increased throughout the pro-
cedure. We conducted a large retrospective study comparing the A-TRACT device 
with other traction strategies in terms of efficacy and safety.
Methods  All patients who underwent colorectal ESD with traction in a 
high-volume French tertiary center between December 2021 and November 
2025 were included. Non-conventional procedures were excluded, including 
those involving appendiceal lesions, the ileocecal valve, or diverticula. Proce-
dures were categorized into two groups: those using the A-TRACT device 
(A-ESD) and those performed with another traction strategy (T-ESD). The pri-
mary outcome was resection speed. Secondary outcomes included R0 resection 
rate, perforation, delayed bleeding, and the proportion of positional changes 
during the procedure. Multivariate analysis was performed, adjusting for op-
erator expertise (beginners ; experts ; super-experts), degree of fibrosis (F0/
F1 ; F2), and lesion location (rectum; sigmoid and left colon; colonic flexures; 
transverse colon; right colon and cecum; ileocecal valve).
Results  A total of 1,202 patients were included, with 416 undergoing ESD 
using A-TRACT and 786 using another traction method, mostly dental bands 
and non-adaptive multipolar systems. Mean resection speed was 37.2 mm²/
min in the A-ESD group versus 26.8 mm²/min in the T-ESD group. The R0 re-
section rate was 85.5 % in the A-ESD group versus 84.0 %. Perforation occurred 
in 4.8 % of procedures in the A-ESD group versus 3.8 %, and delayed bleeding 
occurred in 7.9 % versus 10.9 %. Positional changes during the procedure were 
required in 22.4 % of A-ESD cases versus 25.4 %. After adjustment for potential 
confounders, resection speed remained significantly higher in the A-ESD group 
(β 6.77 [4.09–9.46], p < 0.001). R0 resection rates were similar (β 0.82 [0.55–
1.22], p = 0.327). Perforation (β 0.74 [0.40–1.37], p = 0.331) and delayed bleed-
ing (β 0.67 [0.42–1.08], p = 0.097) tended to be lower in the A-ESD group, al-
though not statistically significant.
Conclusions  The A-TRACT traction-assisted ESD strategy demonstrates a sig-
nificant increase in resection speed without a corresponding rise in complica-
tion rates compared with conventional traction devices. A prospective rand-
omized study is warranted to confirm these findings.
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Aims  Endoscopic resection is widely accepted as a local treatment for rectal 
neuroendocrine tumors (NETs) sized ≤ 10 mm. However, there is no consensus 
on the best method for the endoscopic resection of rectal NETs. As a simplified 
endoscopic procedure, endoscopic submucosal resection with a ligation device 
(ESMR-L) indicates a histologically complete resection rate comparable to that 
of endoscopic submucosal dissection (ESD). However, existing data are based 
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on retrospective studies, and no multicenter randomized controlled trials have 
directly compared these two techniques. Given the procedural simplicity of 
ESMR-L, we hypothesized that ESMR-L than ESD would be preferred for rectal 
NETs. Hence, this trial aimed to verify whether ESMR-L is non-inferior to ESD in 
terms of histologically complete resection rate [1].
Methods  This was a prospective, open-label, multicenter, non-inferiority, 
randomized controlled trial of two parallel groups, conducted at 32 institutions 
in Japan.1 Patients with a lesion endoscopically diagnosed as a rectal NET ≤ 10 
mm were eligible for inclusion. Patients were randomized to undergo either 
ESD or ESMR-L. Adjustment factors were participating institutions and endos-
copist expertise levels (expert or non-expert). Expert endoscopists were defined 
as those with experience in > 40 colorectal ESD procedures. The primary end-
point was the rate of en bloc resection with histologically tumor-free margins 
(R0 resection). Secondary endpoints included en bloc resection rate, procedure 
time, hospital stay, total devices and agents cost, and adverse events. Assum-
ing R0 resection rates of 95.2 % (ESD) and 95.3 % (ESMR-L), with a non-inferior-
ity margin of 8 %, one-sided α of 0.05, power of 80 %, and dropout rate of 15 %, 
the required sample size was 266 patients.
Results  Of 266 enrolled patients, 135 and 131 were allocated to the ESD and 
ESMR-L groups, respectively. After excluding non-neoplastic lesions, 130 and 
127 patients were included in the main analysis. A total of 93 endoscopists 
participated in the study, including 60 experts and 33 non-experts. Baseline 
characteristics, including age, sex, performance status, antithrombotic use, 
and lesion location, were comparable between groups. The mean tumor diam-
eter was 5.4 mm in both groups. R0 resection rates were 92.3 % (ESD) and 96.9 % 
(ESMR-L), with a risk difference of 4.5 % (two-sided 90 % CI, − 0.1 to 9.7 %), con-
firming non-inferiority of ESMR-L to ESD (Farrington–Manning test; P < 0.001). 
Subgroup analyses based on the randomization stratification factor (expert vs. 
non-expert endoscopists) consistently showed a tendency toward a higher R0 
resection rate in the ESMR-L group (expert: 3.2 % [ − 1.8 to 8.7 %], non-expert: 
8.0 % [ − 4.0 to 20.7 %]). En bloc resection was achieved in all cases. The mean 
procedure time, hospital stay, and total device cost were significantly lower in 
the ESMR-L group (28.0 vs. 5.2 min; 4.4 vs. 3.4 days; 51,102 JPY vs. 24,382 JPY; 
all P < 0.001). Postoperative bleeding occurred in 3 (2.2 %) and 5 (3.8 %) patients 
in the ESD and ESMR-L groups, respectively (P = 0.496), with no perforations 
observed.
Conclusions  For rectal NETs ≤ 10 mm, ESMR-L demonstrated non-inferior R0 
resection rates compared with ESD and offered advantages of shorter proce-
dure time, reduced hospitalization, and lower cost. These findings support 
ESMR-L as a simpler and more cost-effective standard treatment option.
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Aims  The muscle retraction sign (MRS) indicates increased submucosal inva-
sion risk during colorectal endoscopic submucosal dissection (ESD) but lacks 
specificity for risk stratification. We investigated whether central vessel pattern 
(CVP) within the lesion modifies MRS-associated invasion risk.

Methods  1,267 colorectal lesions from 1,175 consecutive patients who un-
derwent colorectal ESD between July 2013 and December 2024 were retro-
spectively analyzed. Lesions were classified based on MRS and CVP presence 
into three groups: MRS-negative/CVP-negative (low-risk), MRS-positive/
CVP-positive (intermediate risk), and MRS-positive/CVP-negative (high risk). 
Primary outcome was deep submucosal invasion (SM2-SM3). Statistical analy-
sis included Fisher's exact test and the Chi-squared test for categorical variables 
and the Mann-Whitney U test for continuous variables. Multivariable logistic 
regression adjusted for lesion size, lateral spreading tumor (LST) classification, 
anatomical location, gender, age, and JNET classification.
Results  MRS identified 9.2 % (117/1,267) of lesions requiring enhanced assess-
ment (OR 4.74 95 % CI 2.94-7.64, p < 0.001). Among MRS-positive lesions, CVP 
presence dramatically reduced invasion risk by 87 % (OR 0.13, 95 % CI 0.05-0.32, 
p < 0.001). After multivariable adjustment, high-risk lesions showed 16-fold 
increased invasion (OR 16.23, 95 % CI 7.89-33.41, p < 0.001) and dramatically 
reduced curative resection rates (47.1 % vs 95.9 %, OR 005, p < 0.001) compared 
to low-risk group. Intermediate risk lesion maintained favorable outcomes with 
94.0 % curative resection and 100 % R0 resection rates.
Conclusions  Central vessel pattern is the first identified protective modifier of 
MRS-associated invasion risk, enabling real-time three-tier risk stratififcation. 
This simple classification provides actionable clinical descision points during 
colorectal ESD procedure. Future prospective trials are required to assess gen-
eralizability of our findings.
Conflicts of Interest  Fatih Aslan has received grants, honoraria from Olympus
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Aims  Colorectal endoscopic submucosal dissection (ESD) is an effective cura-
tive technique for superficial colorectal lesions but remains technically demand-
ing, with highly variable procedure times. Predicting colorectal ESD duration 
is essential for scheduling, resource allocation, and training, yet currently avail-
able models are limited. This study aimed to develop and validate a pre-proce-
dure predictive score for estimating colorectal ESD duration.
Methods  We analyzed prospectively collected data from patients undergoing 
colorectal ESD at Edouard Herriot Hospital (Lyon, France). Baseline variables 
included demographic characteristics (age, sex, ASA score) and lesion-specific 
factors (location, predicted size, morphology, JNET pit pattern, and suspected 
fibrosis, defined as either inflammatory bowel disease or a previously attempt-
ed/recurrent lesion.). Operator dissection speed was categorized as fast ( > 40 
min/cm²), intermediate (20–40 min/cm²), or slow ( < 20 min/cm²). The deriva-
tion cohort included 423 cases (Jan–Dec 2024), and an independent temporal 
validation cohort included 148 cases (Jan–May 2025). A generalized linear 
model with gamma distribution and log-link function identified independent 
pre-procedural predictors. Model performance was assessed using R², mean 
absolute error, and classification accuracy at predefined thresholds (60, 90, 120 
minutes). A simplified point-based score (Lyon ESD Dissection Score, LEDs) and 
an online calculator were derived from model coefficients [1–4].
Results  Median procedure time in the derivation cohort was 50 minutes (IQR 
30–90). Independent predictors of ESD duration included operator dissection 
speed, lesion location (flexures, appendix, cecum, ileocecal valve), predicted 
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lesion size, and suspected fibrosis (all p < 0.05). A simplified point-based score 
(LEDs) was developed (▶Table 1); each component contributed proportional-
ly to the total score, which directly corresponded to the estimated procedure 
duration in minutes (https://lyonesddurationscore.github.io/leds/). The LEDs 
showed a strong correlation between predicted and observed duration 
(R² = 0.52), with classification accuracy of 76.1 %, 82.2 %, and 88.1 % at thresh-
olds of 60, 90, and 120 minutes. Validation confirmed good performance 
(R² = 0.48), with 91.8 % accuracy for procedures ≥ 120 minutes.

▶Table 1	  Lyon ESD Dissection score (LEDs)

points

Constant -26

Dissection speed of endoscopist

Slow  + 54

Moderate  + 40

Fast 0

Lesion location

Rectum 0

Sigmoid colon  + 1

Left colon  + 4

Splenic and hepatic flexures  + 31

Transverse colon  + 7

Right colon  + 6

Ileocecal valve  + 15

Caecum  + 13

Appendix  + 32

Predicted lesion size (max diameter), mm Multiply by 1.3

Suspected fibrosis

No 0

Yes  + 12

Conclusions  The LEDs is a simple, validated and clinically practical pre-proce-
dure tool that reliably predicts colorectal ESD duration, particularly for longer 
procedures. It may facilitate scheduling, optimize resource allocation, and 
improve workflow in endoscopy units.
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Aims  To compare the outcomes of colorectal endoscopic submucosal dissec-
tion (ESD) performed under general anesthesia versus sedation.
Methods  Retrospective analysis of the Spanish multicenter ESD registry, in-
cluding all colorectal ESD procedures from June 2016 to June 2025. Patients 
were classified into two groups: General anesthesia (GA) , and Sedation (S). 
Clinical and endoscopic data including operator-reported maneuverability, en 
bloc, complete and R0 resection rates, and adverse events were evaluated. A 
propensity score matching (PSM) analysis (1:1) was conducted. Matching var-
iables included age, sex, ASA status, endoscopic lesion size, and lesion location. 
The Average Treatment Effect on the Treated (ATET) was estimated using tef-
fects psmatch and contrasted with classical matching via psmatch2 (Stata 14.2). 
Outcomes were analyzed pre- and post-matching (▶Table 1).
Results  A total of 2302 patients were included (S: 661; GA: 1641). Lesions 
treated under GA were significantly larger (median 40 mm vs 30 mm, p < 0.001), 
more frequently proximal, and occurred in patients with higher ASA classifica-
tion. Procedure duration was comparable between groups (median 120 min in 
both). Differences were observed in complete resection rate: 96.5 % (GA) vs 
93.9 % (S), p = 0.005; en-bloc resection: 91.7 % (GA) vs 85.5 % (S), p < 0.001; 
intraprocedural perforation: 15.3 % (GA) vs 10.4 % (S), p = 0.002.
PSM resulted in 211–230 matched pairs depending on the evaluated outcome. 
After PSM, anesthesia time was longer in the GA group ( + 41.3 min; p < 0.001) 
but the ESD duration showed no significant differences. Regarding en-bloc 
resection: GA showed a statistically significant advantage using classical match-
ing (psmatch2, p = 0.043), but this difference was not confirmed by teffects 
psmatch (p = 0.075). Complete resection, maneuverability, and intraprocedur-
al perforation did not differ significantly between groups. Intraprocedural 
bleeding was higher in the GA group ( + 23.6 %, p < 0.001).
Conclusions  Colorectal ESD shows acceptable clinical outcomes under both 
sedation and general anesthesia. More studies are needed to clarify whether 
GA improves en bloc resection. Anesthesia modality should be selected accord-
ing to patient profile, lesion complexity, and institutional resources.
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▶Table 1	 

ESD 
outcomes 

Sedation 
(n = 661)

General 
Anestesia 
(n = 1641)

p 
( < 0.05)

Anestesia 
duration (min; 
median (IQR))

150 (104-200) 175 (120-240) 0,000

Procedure 
duration (min; 
mediana 
(RIQ))

120 (75-180) 120 (71-180) 0,840

Complete 
resection, n 
( %)

620 (93,9) 1579 (96,5) 0,005

En bloc 
resection, n 
( %)

530 (85,5) 1451 (91,7) 0,000

Intraproce-
dural 
complica-
tions, n ( %) 

Bleeding 219 (33,1) 580 (35,4) 0,295

Perforation 69 (10,4) 250 (15,3) 0,002

Death NA NA NA

Delayed 
complica-
tions, n ( %) 

Bleeding 37 (5,8) 86 (5,5) 0,777

Perforatoin 16 (2,5) 31 (2) 0,439

Post 
polypectomy 
Syndrome

19 (2,9) 35 (2,1) 0,288

Surgery for 
complications

11 (6,4) 25 (4,8) 0,416

ICU for 
complications

4 (2,9) 7 (2,7) 1,000

Death 3 (0,5) 2 (0,1) 0,147

Hospitaliza-
tion, days 
(median, IQR)

2 (1-3) 1 (1-2) 0,000
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Aims  Approximately 10 % of gastric cancers are missed during esophagogas-
troduodenoscopy (EGD) [1], with exposure errors accounting for 23 % of these 
missed lesions [2]. Previous studies have demonstrated that providing feedback 
on incomplete photodocumentation can improve early gastric cancer detection 
[3]. We developed and validated an artificial intelligence (AI) system capable 
of real-time detection of incomplete photodocumentation during EGD.
Methods  This single-center prospective cohort study enrolled patients from 
April 2024 to July 2024 for AI model training, followed by prospective validation 
during October 2025 in one endoscopy room. Patients who did not opt-out 
and had complete video recordings of their EGD procedures were included. 
Exclusion criteria included incomplete examinations, limited visualization due 
to gastric residue, and history of esophageal, gastric, or duodenal surgery. The 
AI model utilized EfficientNetB0 architecture to classify 15 anatomical locations 
across the pharynx, esophagus, stomach, and duodenum. Annotations were 
performed by two experienced endoscopists. For the prospective validation, a 
separate AI model first filtered out low-quality images (e.g., blur, insufficient 
air insufflation). The anatomical location AI performed inference only on imag-
es deemed of adequate quality. For the gastric body (upper, middle, lower), 
predictions of adjacent segments (e.g., AI predicting 'upper body' when the 
label was 'middle body') were considered correct.
Results  The training dataset comprised 22,026 images from 496 patients. 
Internal validation achieved an accuracy of 92.5 % (95 % CI: 89.8-94.7 %). During 
prospective validation, 68 patients were enrolled (mean age ± SD: 70.9 ± 12.1 
years; 37 females). Seventeen endoscopists performed the procedures, includ-
ing eight board-certified endoscopists. A total of 3,623 still images were cap-
tured during these procedures. The quality-assessment AI identified 978 im-
ages (27.0 %) as low-quality. The anatomical location AI performed predictions 
on the remaining 2,645 adequate-quality images, achieving an accuracy of 
95.5 % (95 % CI: 95.2-96.7 %).
Conclusions  We successfully developed and prospectively validated an AI sys-
tem for real-time detection of incomplete photodocumentation during EGD 
and demonstrated its high accuracy. This system has potential applications as 
a quality management tool and warrants further implementation in clinical 
practice.
Conflicts of Interest  Masashi Misawa has received an ownership interest in 
Cybernet Systems Corp. and speaking honoraria from Olympus Corporation.
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Aims  Esophagogastroduodenoscopy (EGD) is a basic diagnostic tool indispen-
sable in the diagnostic process of benign, pre-neoplastic and neoplastic diseas-
es of upper gastrointestinal tract (UGI). Its diagnostic efficacy is strictly related 
with quality of the procedure. Currently, the miss rate of UGI neoplasms is es-
timated to exceed 10 % [1]. Quality indicators of EGD are established, however 
quality control bases on manual verification. The aim of this study was to create 
and validate artificial intelligence (AI) language model in the assessment of EGD 
quality indicators.

Methods  It was a multicenter retrospective study. The RoBERTa-large LLM 
(Large Language Model) was used to analyze data from endoscopy and histo-
pathology reports (both written as free text) of 15,917 EGDs performed in three 
endoscopy centers between 01.2019 and 12.2022. The data set was divided 
into training and validation dataset (12,733 EGDs, with 5-fold stratified 
cross-validation method, i.e. in separate runs, four folds were used for training 
the model, and the remaining one fold was used as the validation dataset to 
ensure the model's performance was consistently reliable on unseen data) and 
test dataset (3,184 EGDs) to maintain 80:20 ratio. A robust training method-
ology including constrained hyperparameter optimization, validation, moni-
toring and early stopping was used. Statistical rigor was ensured through 5-fold 
cross-validation, multiple random seeds and proper test set isolation to allow 
appropriate working on highly imbalanced data. The assessed parameters were: 
Barrett’s esophagus, gastric precancerous conditions, neoplastic lesions, en-
doscopists biopsy rate, composite detection rate (detection of at least one: 
cervical inlet patch, gastric polyps, post ulcer, duodenal bulb deformation), 
endoscope type, sedation. Performance was evaluated using accuracy, F1 score, 
precision, recall and AUC with 95 % confidence intervals (▶Table 1).
Results  The model achieved mean test accuracy of 96.62 % (SD 1.83 %, range 
94.03 % – 99.31 %) and mean test F1 score: 96.50 % (SD 1.85 %, range 94.14 % 
– 99.18 %) across all tasks with excellent generalization (mean CV-test gap: 
-0.16 %) with mean 250.6 samples per second during inference (SD 85.2, 
rangec179.3 – 364.9). The AUC for tasks ranged from 94.03 % to 99.31 %, F1 
score from 94.14 % to 99.18 % and AUC from 0.8834 and 0.9863.
Conclusions  Demonstrating very good to excellent performance across the 
analysis of endoscopy and histopathology reports, the created AI model enables 
the automatic auditing of clinical data. This capability allows for continuous 
monitoring of key quality indicators for EGD, such as the detection rate of ne-
oplasia.

▶Table 1	 

Task Test Acc Test F1 Precision Recall Test AUC CV-Test Gap

Barrett's esophagus * 98.7 % 98.7 % 98.7 % 98.7 % 0.9863  + 0.10 %

Gastric precancerous conditions ** 94.0 % 94.1 % 94.3 % 94.0 % 0.9609 -1.15 %

Barrett's -related dysplasia 99.3 % 99.0 % 98.6 % 99.3 % 0.8713 -0.01 %

Dysplasia 97.4 % 97.3 % 97.2 % 97.4 % 0.8834 -0.56 %

Malignant neoplasia 99.2 % 99.2 % 99.2 % 99.2 % 0.9499 -0.15 %

Upper GI neoplasia 97.7 % 97.6 % 97.6 % 97.7 % 0.9569  + 0.51 %

Biopsy performed 97.2 % 97.2 % 97.2 % 97.2 % 0.9814 -0.14 %

Composite detection rate *** 94.2 % 94.2 % 94.3 % 94.2 % 0.9724  + 0.02 %

Endoscope model 95.4 % 95.2 % 95.3 % 95.4 % N/A  + 0.11 %

Sedation 96.5 % 96.5 % 96.6 % 96.5 % 0.9846 -0.34 %

 *Diagnosed according to ESGE criteria, **atrophic gastritis and gastric intesinal metaplasia, ***detection of at least one: cervical inlet patch, gastric 
polyps, post ulcer, duodenal bulb deformation; acc – accuracy, AUC – area under curve
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Aims  Colonoscopy quality is strongly correlated to improved clinical outcomes 
for patients. The regular and accurate measurement of key performance indi-
cators (KPI) such as withdrawal time, bowel cleanliness, and cecal intubation is 
pivotal in assuring a quality procedure and preventing pitfalls. However, imple-
mentation and reporting of KPIs is often suboptimal.
The recent availability of Artificial-Intelligence (AI) powered tools to automate 
KPI measurement and reporting may be able to address this variability and 
improve procedural quality.
Aim of this study was to test an AI-based tool developed to address these issues 
in a clinical setting.
Methods  All procedures from two multicenter prospective studies enrolling 
adult patients undergoing colonoscopy for CRC primary screening, surveillance 
or FIT + were video recorded with high-quality settings. Experienced operators 
performed all colonoscopies.
For this analysis, colonoscopy videos were subsequently submitted to an FDA-
cleared medical device with additional features specifically aimed at generating 
AI-based quality metrics.
Operating endoscopist evaluation of KPIs (procedure duration(PD), withdraw-
al time(WT), cleanliness using the Boston Bowel Preparation Scale, [BBPS] and 
caecum recognition and intubation) were recorded, and were used as Ground 
Truth.
Primary endpoints  of the study were mean absolute percentage error (MAPE) 
when comparing AI predictions with ground-truth values. Secondary end-
points were mean absolute error (MAE), root mean square error (RMSE) and 
caecum recognition accuracy.
Results  Overall, colonoscopy videos from 152 patients (53.9 % female, mean 
age 66.59 years), were included in the study [1, 2].
Operating endoscopist KPIs were: mean PD 20:53 ± 8.06 minutes, mean WT 
13:25 ± 6:49 minutes, BBPS score per class (optimal 81.0 %, adequate 16.4 %, 
inadequate 2.6 %). Caecum intubation was successful in 97.3 % of cases. AI-
based KPIs were: mean PD 20:56 ± 8:09, mean WT 13:32 ± 6:58, BBPS score per 
class (optimal 86.2 %, adequate 11.8 %, inadequate 2 %).
When compared to ground truth, the AI performance showed a MAPE of 0.3 % 
and 8.1 % for PD and WT, respectively. MAE was 3.8 secs and 63.7 secs and 
RMSE was 9.5 secs and 128.4 secs for PD and WT, respectively. For bowel clean-
liness AI showed Balanced accuracy 87.16 % and Spearman correlation 0.42 
(p < 0.001). Caecum detection showed sensitivity 82.4 % [95 % CI 75.9 – 88.3] 
and specificity 95.4 % [95 % CI 91.8 – 98.6].
Conclusions  We found an accurate and reliable performance of a fully AI-based 
system in automating measurement and reporting of validated colonoscopy 
KPIs. This tool may help in standardizing assessment of these indicators, elim-
inating the burdens and variability of manual reporting without disrupting 
clinical workflows.
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Aims  Systematic visualization of predefined anatomical sites is essential for 
quality assurance and training in esophagogastroduodenoscopy (EGD), but 
objective, automated assessment of examination completeness in Europe is 
lacking. We aimed to develop and preliminarily evaluate a deep learning algo-
rithm that classifies still images from the upper gastrointestinal tract (UGIT) 
into 28 standardized anatomical categories, including 22 gastric segments 
according to the Systemic Stomach Screening (SSS) protocol by Kenshi Yao. 
Primary outcomes were macro F1-score and overall accuracy for this 28-class 
classification task.
Methods  In this retrospective diagnostic machine learning study, we collect-
ed endoscopic still images from two sources: (1) the publicly available Gastro-
HUN dataset (Colombia; Bravo et al., Sci Data 2025) and (2) an internal dataset 
from a European tertiary referral centre (Augsburg, Germany). All images were 
obtained during routine EGD using Olympus endoscopes and anonymized pri-
or to analysis. A total of 1,553 patients were included: 385 from GastroHUN 
(5,202 images) and 1,114 from UKA (2,793 images), yielding 8,095 images. 
Each image was labelled at image level into one of 28 anatomical classes: oro-
pharynx, esophagus, esophagogastric junction, duodenal bulb, second part of 
the duodenum, papilla and 22 gastric segments based on the SSS classification 
using a multi-annotator process. We trained a ConvNeXt-Tiny convolutional 
neural network for image-level classification using patient-wise 5-fold cross-val-
idation to prevent information leakage between training and test sets. Perfor-
mance was evaluated as mean macro F1-score and overall accuracy across folds.
Results  Across 5-fold patient-wise cross-validation, the model achieved a mean 
macro F1-score of 0.79 ± 0.01 and an overall accuracy of 0.79 ± 0.01 for 28-class 
anatomical site classification. The network differentiated major UGIT regions 
(esophagus, stomach, duodenum) and also assigned images to fine-grained 
gastric segments according to the SSS protocol. Qualitatively, performance was 
higher in broader anatomical regions and lower in some of the most detailed 
gastric segments (e.g., lower vs. upper corpus posterior wall), consistent with 
the increased difficulty of very fine-grained localization.
Conclusions  This preliminary study demonstrates the feasibility of automated 
recognition of UGIT anatomical sites using a ConvNeXt-Tiny CNN trained on a 
combination of public and tertiary hospital data. The model achieved moderate 
performance across 28 predefined anatomical categories from the oropharynx 
to the second part of the duodenum, including 22 SSS gastric segments, indi-
cating that fine-grained anatomical localization of the entire upper GI tract is 
achievable from still images alone. To our knowledge, this is among the first 
studies to leverage a public endoscopy dataset together with institutional data 
for upper GI anatomical site classification.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The objective of this Position Statement is to outline the primary out-
comes of artificial intelligence (AI) tasks within the context of established and 
emerging performance measures, projecting minimum and desirable values 
expected during the implementation of AI in colon capsule endoscopy (CCE) 
practice, focusing on the detection and characterization of colonic neoplasia. 
The assumption is that AI implementation can standardize quality metrics in 
CCE with an emphasis on clinical rather than technical validation.

Methods  The AI-Supported Image Analysis in Large Bowel Camera Capsule 
Endoscopy (AICE) consortium and the CApsule Endoscopy REsearch (i-CARE) 
group have established a Task Force (TF) of CCE experts, technical information 
experts, patients representatives and an ethicist to define the expected values 
of AI performance measures in CCE, particularly focusing on GI neoplasia, with-
in the framework of previously defined proxy performance measures, primar-
ily conventional colonoscopy. To align AI tasks with performance measures and 
define their expected values, the existing methodology [1] was adopted, in-
cluding task definition, integration of AI tasks with performance measures, the 
reference standard, and finally the expected value assessment defined for each 
outcome based on the clinical relevance of the performance measure related 
to the AI task and the expected benefit/harm of AI implementation. A super 
agreement of > 80 % on a maximum of three Delphi voting rounds using a 
5-point scale ranging from "strongly disagree" to "strongly agree" was required 
for consensus on each statement. This project is funded by the European Union. 
Views and opinions expressed are, however, those of the authors only and do 
not necessarily reflect those of the European Union or the European Commis-
sion. Neither the European Union nor the European Commission can be held 
responsible for them.
Results  The TF identified eight domains, namely pre-procedure, completeness 
of procedure, identification of pathology, management of pathology, compli-
cations, patient experience, post-procedure, and ethics. The TF defined 21 AI 
tasks (shown in the ▶Table 1) with their performance measures, reference 
standards, and expected values. TThe Delphi method was employed to solicit 
votes on proposed statements regarding the acceptance of AI-assisted CCE in 
clinical practice. A super agreement was reached in the first round for 17 state-
ments, while the remaining four were amended and approved in the second 
round.

▶Table 1	 

Domain Pre-proce-
dure

Completeness of 
procedure

Identification 
of pathology

Manage-
ment of 
pathology

Com-
plica-
tions

Patient 
experi-
ence

Post-proce-
dure

Ethics

AI Tasks 1. Prediction 
of failed CCE 
or need for 
subsequent 
examination
2. Adequate 
colon 
cleansing 

3. Complete mucosa 
visualization
4. Identification of 
colon land-
marks-segments
5. Correct 
assignment of 
pathology to colon 
segments
6. Polyp localization 
& CCE path 
reconstruction
7. Visualization of 
the small bowel

8. Reading time
9. Polyp 
matching
10. Polyp size 
measurement
11. Sensitivity & 
specificity for: 
CRC, and polyps 
12. False positive 
rate
13. Non-malig-
nant pathology 
detection

14. PIVI/
SODA 
criteria for 
not 
recom-
mending 
colonosco-
py
15. 
Prediction 
of 
submucosal 
invasion

16. CCE 
reten-
tion
17. 
Colonic 
perfora-
tion

18. AI 
recogni-
tion or 
recording 
of 
patients' 
experi-
ence 
before, 
during, 
and after 
CCE

19. AI-generat-
ed report
20. AI-provi-
sion of alarm 
and interface 
with the 
clinician and 
patient.

21. 
AI-re-
lated 
ethics 
issues 

Conclusions  A Task Force of clinical and AI technology experts, patients' rep-
resentatives, decision-making experts, and ethicists described CCE AI tasks and 
their performance measures and defined statements for acceptance of AI-as-
sisted CCE in clinical practice, focusing on the detection of colorectal neoplasia.
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Aims  Computational tools, particularly artificial intelligence (AI), are reshaping 
gastrointestinal (GI) endoscopy by automating essential but time-consuming 
tasks such as adenoma detection rate (ADR) calculation, quality-metric stand-
ardization, image documentation, and procedural reporting. These technolo-
gies also enhance consistency across operators and support real-time lesion 
detection. However, emerging evidence raises concerns about potential 
over-reliance on AI systems and the risk of endoscopist “deskilling,” with im-
plications for long-term safety, training, and clinical autonomy. This meta-anal-
ysis of existing systematic reviews and randomized controlled trials sought to 
quantify the diagnostic benefits of AI-assisted colonoscopy while synthesizing 
the available evidence on human-factors risks, including automation bias, vig-
ilance decline, and skill degradation, as well as evaluating future directions such 
as the integration of large foundation models.
Methods  We performed an umbrella review of randomized controlled trials 
(RCTs) and meta-analyses evaluating AI-assisted colonoscopy versus standard 
colonoscopy in adults undergoing colorectal cancer screening or surveillance. 
The PICO framework was defined as follows: Population—adults undergoing 
screening or surveillance colonoscopy; Intervention—AI-assisted colonoscopy 
using real-time computer-aided detection or other computational tools; Com-
parator—standard, non-AI-assisted colonoscopy; Outcomes—primary outcomes 
were adenoma detection rate (ADR) and adenoma miss rate (AMR), while sec-
ondary outcomes included polyp detection rate, procedure time, and human–
AI interaction measures such as vigilance, operator dependence, and perceived 
deskilling. Additionally, a narrative synthesis was conducted for studies evalu-
ating large “foundation models” and broader computational tools in GI endos-
copy [1–4].
Results  The strongest evidence to date comes from a meta-analysis of 28 ran-
domized controlled trials involving 23,861 patients, which demonstrated that 
AI-assisted colonoscopy increases ADR by approximately 20 % and reduces 
adenoma miss rate by 45–55 % compared with standard colonoscopy. These 
benefits were achieved with minimal increases in procedure time. When ob-
servational and real-world effectiveness studies are included alongside RCTs, 
the total evidence base expands to nearly 30,000 patients, consistently con-
firming ADR improvements across diverse clinical settings while highlighting 
substantial inter-study heterogeneity.Beyond diagnostic performance, re-
al-world and health-technology-assessment reports also underscore emerging 
human-factors risks. A recent multicentre study observed a decline in ADR 
during non-AI colonoscopies (from 28 % to 22 %) following widespread adoption 
of AI, suggesting potential operator over-reliance and skill degradation when 
AI support is unavailable. Surveys of practicing gastroenterologists echo these 
concerns, frequently identifying automation bias, operator dependence, and 
economic barriers as key perceived risks of AI implementation. In parallel, 
next-generation deep-learning “foundation models,” trained on millions of 
endoscopy images or video frames, show early promise in multitask perfor-
mance—including landmark recognition, lesion detection, inflammation scor-
ing, and automated report generation. However, these systems remain large-
ly pre-clinical, with limited prospective validation and unclear human–AI 
interaction effects.

Conclusions  AI-assisted colonoscopy consistently improves ADR and reduces 
missed lesions, reinforcing its value as a quality-enhancing adjunct in GI en-
doscopy. However, emerging evidence of automation bias, operator over-reli-
ance, potential deskilling, and unequal access highlights the need for hu-
man-centered implementation, well-defined usage policies, structured 
training, and prospective evaluation of long-term cognitive and technical ef-
fects. Next-generation foundation models and related computational tools 
should be developed and deployed within frameworks that emphasize safety, 
equity, transparency, and preservation of essential endoscopic skills. This un-
derscores the need for rigorous study of human–AI dynamics and for designing 
AI systems that enhance, rather than replace, endoscopist performance 
through genuinely collaborative interaction.
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Aims  The introduction of Lumen-Apposing Metal Stents (LAMS) has signifi-
cantly influenced clinical practice in biliary drainage. Several studies have con-
firmed the efficacy and safety of LAMS for EUS-guided gallbladder drainage 
(EUS-GBD) as a valid option for distal malignant obstruction with a patent 
cystic duct. While various LAMS are currently available, no direct comparison 
has been conducted between the two most widely used devices: the Hot Axios 
(Boston Scientific, USA) and the Hot Spaxus (Taewoong Medical, South Korea). 
This study aims to perform the first direct comparison of efficacy and safety 
between Hot Axios and Hot Spaxus stents in EUS-GBD for malignant distal 
obstruction
Methods  This is an international, multicenter, retrospective study conducted 
in 9 tertiary centers. Outcomes were compared using 1:1 propensity score 
matching. The primary outcomes were clinical success and safety. Technical 
success was defined as adequate LAMS placement confirmed by endoscopic 
and radiologic assessment. Clinical success was defined as a decrease in total 
bilirubin of at least 15 % within 24 hours and decrease of > 50 % within 14 days 
after the procedure. Secondary outcomes included overall survival and Adverse 
Events (AEs). AEs were graded according to the AGREE classification, with Severe 
AEs (SAE) defined as > Grade II.
Results  We enrolled 154 patients across the participating centers. After 1:1 
propensity score matching, 82 patients were selected (41 per group). Baseline 
characteristics were well-balanced. The proportion of female patients was 
51.2 % (21/41) in the Hot Axios group and 53.7 % (22/41) in the Hot Spaxus 
group. The mean age was 70.30 years (SD: 14.41) in the Hot Axios group and 
70.39 years (SD: 11.30) in the Hot Spaxus group (p = 0.98).Regarding technical 
details, EUS-GBD was performed via the gastric route in 78.1 % (32/41) of the 
Hot Axios group and 73.2 % (30/41) of the Hot Spaxus group. In the Hot Spax-
us group, 21 stents were 10x20 mm, while the other 20 were 8x20 mm. In the 
Hot Axios group, 20 out of 41 stents measured 10x10 mm. Global adverse 
events (AEs) were recorded in 14 patients: 19.5 % (8/41) in the Hot Axios group 
compared to 14.6 % (6/41) in the Hot Spaxus group (p = 0.770). According to 
the AGREE classification, two AEs were classified as severe (SAE). Specifically, 
bleeding occurred in 3 patients (7.3 %) in the Hot Axios group compared to 0 
in the Hot Spaxus group (p = 0.241). No perforations were recorded. Stent oc-
clusion due to food impaction occurred in 5 cases in the Hot Axios group com-
pared to 6 in the other group (p = 0.981); all were successfully treated endo-
scopically with the placement of a coaxial plastic stent.Clinical success was 
achieved in 85.4 % of patients in the Hot Axios group and 88.4 % in the Hot 
Spaxus group (p = 0.683). Median total bilirubin levels before the endoscopist 
treatment were procedure were 10.6 mg/dL (IQR: 4.2 -16.1) and 11.5 mg/dL 
(IQR 7.3- 15.4:) for the Hot Axios and Hot Spaxus groups, respectively. At 14 
days, the median total bilirubin levels decreased to 2.90 mg/dL (IQR: 1.70–4.25) 
in the Hot Axios group and 2.55 mg/dL (IQR: 2.00–4.48) in the Hot Spaxus 
group (p = 0.97).
Conclusions  The Hot Spaxus stent demonstrates lower bleeding rate and sim-
ilar efficacy to the Hot Axios stent for EUS-GBD in distal malignant obstruction 
jaundice treatment. Further prospective evidences with larger sample sizes are 
needed to confirm these initial findings.
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Aims  Acute perforated cholecystitis (APC), classified by the Niemeier system 
into types I–III, often requires urgent intervention. Endoscopic ultrasound-guid-
ed gallbladder drainage (EUS-GBD) has emerged as a minimally invasive alter-
native for high-risk surgical candidates. This multicenter retrospective pilot 
study aimed to evaluate the feasibility and safety of EUS-GBD in patients with 
APC.
Methods  Patients diagnosed with APC who underwent EUS-GBD between 
January 2017 and December 2024 at 5 tertiary referral centers were retrospec-
tively analyzed. The primary outcome was technical success. Secondary out-
comes included clinical success, adverse events, stent patency, and all-cause 
mortality at 30 and 90 days post-procedure [1–5].
Results  A total of 23 patients were included. Perforations were classified as 
Niemeier type I in 1 patient (4.3 %) and type II in 22 patients (95.7 %). Technical 
and clinical success were achieved in all patients (100 %). Adverse events oc-
curred in 3 patients (13.0 %), including biloma, stent migration, and stent oc-
clusion with recurrent acute cholecystitis. The median stent patency duration 
was 311 days (interquartile ranges, 176–411), with the probability of stent 
patency approximately 87.0 % at 2 months and sustained beyond 1.5 years. No 
deaths occurred within 30 days. All-cause 90-day mortality was observed in 1 
patient (4.3 %) due to pneumonia.
Conclusions  EUS-GBD appears to be a feasible and safe treatment option for 
high-risk patients with APC, particularly in cases of localized (Niemeier type II) 
perforation. These preliminary findings warrant further validation in larger 
prospective studies.
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Aims  Percutaneous trans-hepatic gallbladder drainage (PT-GBD) represents 
the gold standard approach in high-risk surgical patients suffering from acute 
cholecystitis (AC). However, PT-GBD long-term outcomes are burdened from 
high incidence of stent dysfunction and recurrent AC. Safety and long-term 
efficacy of endoscopic ultrasound gallbladder drainage (EUS-GBD) in AC pa-
tients have been demonstrated. EUS-guided internalization of percutaneous 
cholecystostomy (EPIC-GBD) has been proposed to improve long-term out-
comes. We aimed to compare EPIC-GBD with LAMS to standard PT-GBD (sPT-
GBD) management [1–4].

▶Table 1	 

Outcome EPIC-GBD (n = 104) sPT-GBD (n = 208) RR 95 % CI p-value

Reintervention 15 (14.4 %) 56 (26.9 %) 0.54 0.32–0.90 0.013

Recurrent AC 7 (6.7 %) 56 (26.9 %) 0.25 0.12–0.53  < 0.001

Long-term AEs 2 (1.9 %) 38 (18.3 %) 0.11 0.03–0.43  < 0.001

Readmission 25 (24.0 %) 72 (34.6 %) 0.69 0.47–1.03 0.057

Mortality 23 (22.1 %) 85 (40.9 %) 0.54 0.36–0.80 0.001

Biliary-related mortality 1 (1.0 %) 37 (17.8 %) 0.05 0.008–0.39  < 0.001

Methods  All consecutive high-risk surgical patients with AC who underwent 
PT-GBD over a 2-year study period were retrieved from 25 Italian high-volume 
centers. Patients who became fit for surgery or diagnosed with malignant biliary 
obstruction were excluded. Patients considered suitable for cholecystostomy 
internalization on multidisciplinary team evaluation, underwent EPIC-GBD with 
LAMS. Technical and clinical success, adverse events (AE), and procedural de-
tails were recorded together with the incidence of recurrent AC, stent disfunc-
tion, biliary reinterventions, readmission, biliary-related mortality, and overall 
mortality. Patients were followed for ≥ 12 months. Outcomes of EPIC-GBD were 
compared to sPT-GBD using propensity score matching (2:1 nearest-neighbor, 
0.2-caliper) based on age, gender, ASA score, Charlson Comorbidity Index, and 
antithrombotic use. A sensitivity analysis using IPTW with stabilized, trimmed 
weights estimated adjusted risk ratios using weighted generalized linear models.
Results  484 patients (49.6 % male, median 83-year IQR [75-88]) were re-
trieved; of them, 124 underwent an attempt of EPIC-GBD. Basal comparison 
showed higher age (85 [79 – 89] vs. 82 [74 – 87]; P = 0.001), lower ASA 4 (35.5 % 
vs. 45.8 %; P = 0.05), and a higher Charlson Comorbidity Index (7 [6 – 9] vs. 7 [6 
– 8]; P = 0.02) in the EPIC-GBD group. A 10-mm LAMS was used in 73.4 % and a 
15/16 mm in 19.3 % cases. Technical success was achieved in 117 (94.4 %) pa-
tients; among technical failures, in 4 cases cystic duct was patent, in 3 (2.4 %) 
a LAMS misdeployment was observed. No correlation with LAMS design or size 
was observed; all failures occurred when EPIC-GBD was performed > 14 days 
after PT-GBD (P = 0.01). Clinical success was obtained in 116 (93.5 %) patients. 
17 (13.7 %) AE were reported: 13 mild and 4 severe (3 AGREE IIIb and 1 AGREE 
IVa). After PSM (▶Table 1), the comparison of long-term outcomes between 
the two groups showed lower biliary reinterventions (14.4 % vs. 26.9 %; RR 0.54; 
P = 0.013), recurrent AC (6.7 % vs. 26.9 %; RR 0.25; P < 0.001), biliary-related 
mortality (1.0 % vs. 17.8 %; RR 0.05; P < 0.001), and overall mortality (22.1 % vs 
40.9 %; RR 0.54; P = 0.001) in the EPIC-GBD group; similar readmission rate 
(24.0 % vs. 34.6 %; RR 0.69; P = 0.057) were observed. EPIC-GBD was confirmed 
to significantly decrease recurrent AC and biliary-related mortality at IPTW 
analysis.
Conclusions  EUS internalization of percutaneous cholecystostomy is a safe 
and effective approach able to improve long-term outcomes of selected high-
risk surgical patients with AC. EPIC-GBD reduces the risk of recurrent AC and 
stent disfunction as well as the need for biliary reintervention and biliary-relat-
ed mortality compared to sPT-GBD.
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Aims  EUS-GBD has become an effective and minimally invasive alternative for 
the management of AC in patients who are not candidates for surgery. In EUS-
GBD, the choice of access route—duodenal or gastric—depends on anatomical 
considerations and the endoscopist’s experience; however, no studies have 
directly compared outcomes between both approaches.
The objective was to compare both techniques—cholecystogastrostomy (CG) 
and cholecystoduodenostomy (CD)—by analysing technical success (TS), clin-
ical success (CS), adverse events (AE), and biliary readmissions (BR) in patients 
with acute cholecystitis who were not candidates for surgery.
Methods  This was a multicentre, observational, retrospective cohort study 
including patients with acute cholecystitis who underwent EUS-GBD with a 
lumen-apposing metal stent (LAMS) between January 2020 and October 2025.
BR was defined as any hospital readmission due to biliary colic, recurrent chol-
ecystitis, cholangitis, choledocholithiasis, or acute pancreatitis.The choice of 
access route—gastric or duodenal—was determined by the endoscopist.
Results  A total of 166 patients were included (115 cholecystoduodenostomies 
vs 51 cholecystogastrostomies), with a median age of 88 (RIQ 84-92) y-o with 
female predominance (59 %).
Both groups were comparable in age, Charlson index, clinical Tokyo-severity, 
and inflammatory parameters.No significant differences were found in TS (97 % 
vs 96 %) or CS (96 % vs 90 %) (p > 0.05).
The overall AEs rate was 15.5 % (36 AEs), with AGREE IIIA predominance (15 
events). , Cholecystogastrostomies showed a higher incidence of AEs (25 % vs 
11 %; p = 0.020). Early AEs ( ≤ 14 days) were also significantly more frequent 
with antral access (p = 0.025). The most common AEs were bleeding (20.69 %) 
and LAMS obstruction (16.2 %) .
The only relevant technical differences between the groups were a higher use 
of coaxial pigtail in antral access (53 % vs 24 % in CD; p < 0.0005) and a different 
distribution of stent sizes. A 10 × 10-mm stent was more frequently used in the 
CG group (67.6 %), whereas in the CD group the use of 15 × 10-mm and 10 × 10-
mm stents was similar (p = 0.008)
Antral access showed a higher cumulative probability of readmission, in the 
survival analysis, (log-rank p = 0.0117) (fig 1). Multivariate cox analysis demon-
strated a three-fold increased risk of readmission for antral access (HR 3.05; 
95 % CI 1.23–7.58; p = 0.016).Neither Axios size, nor pigtail placement, nor 
prior or same-session ERCP showed a significant influence on the risk of read-
mission (▶Table 1).

▶Table 1	 

Cholecys-
toduodeno-
stomies, 
n( %)

Chole-
cystogas-
trosto-
mies, n( %)

p

Technical success (TS) 112 (97,39 %) 49 (96,08 %) 0,648

Clinical success (CS) 110 (95,65 %) 46 (90,20 %) 0,173

Adverse events (AEs) 13 (11,30 %) 13 (25,49 %) 0,020

Procedure-related AEs 9 (18 %) 8 (29,63 %) 0,240

Conclusions  Although both access routes provide very high rates of technical 
and clinical success in EUS-GBD, antral access is associated with a higher risk of 
adverse events and a significant increase in biliary readmissions. Therefore, 
although both techniques are valid, bulbar access should be considered the 
preferred route when anatomy allows. When gastric access was mandatory due 
to anatomical reasons, endoscopic follow-up may be considered (gallbladder 
stone clearance and LAMS removal or exchange for double pigtails) to reduce 
AEs and prevent recurrent biliary episodes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-GBD is an effective and safe technique in non-surgical patients with 
acute cholecystitis (AC). In many cases, urgent percutaneous gallbladder drain-
age (PTGBD) is performed first, and the drain is later internalized via endoscop-
ic ultrasound. Since it has been suggested that conversion from PTGBD may 
yield poorer outcomes, this study aimed to evaluate the efficacy and safety of 
EUS-GBD in patients with and without conversion of prior PTGBD.
Methods  Retrospective study including all patients who underwent EUS-GBD 
for acute cholecystitis between 2016 and 2025 [1–4].
Results  A total of 195 patients with AC were included (53 % male); mean age 
83 ± 10 years. In 65 cases (34 %), prior PTGBD had been performed and subse-
quently converted. Overall technical success was 90.8 % (177/195). There were 
no differences between the conversion and non-conversion groups regarding 
technical success, clinical success, and intraprocedural or early ( < 7 days) ad-
verse events (AEs): 86.2 % vs 93.1 %, p = 0.1; 98.2 % vs 95.9 %, p = 0.6; 4.6 % vs 
3.1 %, p = 0.6; 6.2 % vs 5.4 %, p = 0.8, respectively.In 20 patients without prior 
PTGBD, gallbladder puncture with saline instillation for distension was required. 
Technical success was significantly lower in these patients (80 %) compared with 
those with a naturally distended gallbladder (95.5 %), p = 0.01.
Conclusions  EUS-GBD performed as a conversion from prior PTGBD is not 
associated with worse outcomes, indicating that patients initially treated with 
urgent PTGBD can safely undergo endoscopic drainage and benefit from its 
lower complication and recurrence rates. However, patients requiring gallblad-
der distension via direct puncture show lower technical success.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided gallbladder drainage (EUS-GBD) with 
lumen-apposing metal stent (LAMS) is increasingly being performed as an al-
ternative to laparoscopic cholecystectomy (LC) in frail elderly patients with high 
surgical risk and acute cholecystitis. We analyzed short-term safety and mor-
tality of EUS-GBD vs LC in this setting.
Methods  We performed a retrospective observational cohort study on con-
secutive patients aged ≥ 70 years with American Society of Anesthesiology 
(ASA) score III-IV, who were admitted to our Hospital with acute cholecystitis, 
and were treated with either EUS-GBD with LAMS or LC. Primary outcomes were 
30-day mortality, 30-day adverse events (AE), 30-day readmissions, and length 
of stay (LOS) in hospital. Secondary outcome was cumulative mortality at 1 
year. Group comparisons were performed using Fisher’s exact test and 
Mann-Whitney U test for categorical and continuous variables, respectively.
Results  Seventy-eight patients were included (EUS-GBD, n = 28; LC, n = 50). 
Patients in the EUS-GBD group were significantly older (mean 83.2 vs 78.7 
years, p = 0.007), had more frequently an ASA IV score (39.3 % vs 10 %, 
p = 0.004), a Charlson Comorbidity Index (CCI) ≥ 5 (75 % vs 44 %, p = 0.010), and 
a Tokyo grade III cholecystitis (32.1 % vs 2 %, p = 0.001) compared to those in 
the LC group. Thirty-day mortality rates were 7.1 % (2/28) after EUS-GBD vs 2 % 
(1/50) after LC (p = 0.291). Thirty-day AE occurred in 7.1 % (2/28) of patients 
undergoing EUS-GBD vs 12 % (6/50) of those undergoing LC (p = 0.704). Thir-
ty-day readmission rates were 7.1 % (2/28) after EUS-GBD vs 4 % (2/50) after 
LC (p = 0.615). Median LOS was 8 days [IQR 6–14] in the EUS-GBD group and 8 
days [IQR 6–12] in the LC group (p = 0.745). Cumulative mortality at 1 year was 
28.6 % (8/28) after EUS-GBD compared with 12 % (6/50) after LC (p = 0.070).

Conclusions  EUS-GBD with LAMS was more frequently selected for older, 
frailer patients with higher surgical risk, as reflected by significantly higher ASA 
and CCI scores and more severe cholecystitis at baseline. Despite these unfa-
vorable characteristics, short-term outcomes, including 30-day adverse events, 
readmissions, and hospital LOS, were comparable between EUS-GBD and LC. 
We observed a trend towards higher cumulative mortality at 1 year in the EUS-
GBD group, which likely reflects underlying frailty rather than procedure-relat-
ed complications. Our results suggest that EUS-GBD is a valuable option for 
high-risk patients with acute cholecystitis who are deemed unfit for LC.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP137  Endoscopic Sleeve Gastroplasty Versus Oral 
Semaglutide for Obesity: A Real-World Comparative 
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Aims  Endoscopic sleeve gastroplasty (ESG) and glucagon-like peptide-1 re-
ceptor agonists are established therapies for obesity. However, comparative 
real-world data—especially with oral semaglutide—remain limited. We com-
pared the short-term effectiveness and safety of ESG versus oral semaglutide 
14 mg in obesity.
Methods  We conducted a retrospective comparative cohort study between 
January 2024 and April 2025. Adults aged 18–65 years with BMI ≥ 30 kg/m² 
or ≥ 27 kg/m² with obesity-related comorbidity treated with either ESG or oral 
semaglutide 14 mg daily and having 6-month follow-up were included. Prima-
ry endpoint was percentage total body weight loss ( %TBWL) at 6 months. Sec-
ondary outcomes included responder rates ( ≥ 5 %, ≥ 10 %, ≥ 15 % TBWL) and 
adverse events. Analyses included unadjusted t-tests, ANCOVA adjusted for 
age, sex, baseline BMI and diabetes, inverse probability of treatment weighting 
(IPTW), and 1:1 propensity-matched sensitivity analysis. Risk ratios for respond-
er outcomes were estimated using modified Poisson regression.
Results  A total of 150 patients were included (ESG n = 50; semaglutide n = 100). 
Baseline age, sex, BMI, and metabolic comorbidities were comparable between 
groups. At 6 months, mean %TBWL was significantly higher with ESG than sema-
glutide (12.72 ± 5.67 % vs 8.67 ± 3.84 %; mean difference 4.05 %; p = 0.0001). 
After covariate adjustment, ESG remained superior (β = -4.04 %; 95 % CI -6.08 
to -1.99; p = 0.0001). IPTW analysis confirmed an adjusted mean difference of 
4.20 % favoring ESG (95 % CI 2.12–6.28; p < 0.001) with excellent post-weight-
ing balance. In 1:1 propensity-matched pairs, ESG maintained higher %TBWL 
(12.9 ± 5.4 % vs 9.8 ± 5.2 %; p = 0.021). Responder rates ≥ 10 % TBWL were 
achieved in 70 % with ESG versus 43 % with semaglutide (RR 0.62; 95 % CI 0.46–
0.82; p = 0.0009), and ≥ 15 % TBWL in 36 % versus 7 % (RR 0.20; 95 % CI 0.09–
0.44; p = 0.0006). Treatment effects were consistent across BMI classes and 
diabetes status. Adverse event rates were comparable and predominantly mild 
gastrointestinal symptoms, with no serious complications or mortality.
Conclusions  In real-world practice, ESG provides significantly greater short-
term weight loss and higher clinically meaningful responder rates than oral 
semaglutide 14 mg, with comparable safety. ESG should be considered a high-
ly effective minimally invasive option for patients seeking obesity treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Obesity has reached global pandemic proportions, affecting over one 
billion people and increasing the risk of metabolic, cardiovascular, and respira-
tory diseases. Many patients are not candidates for bariatric surgery or prefer 
less invasive options. Endoscopic therapies offer promising alternatives. The 
combination of endoscopic vertical gastroplasty (ESG) and gastric fundus mu-
cosal ablation (GMA) using hybrid argon plasma coagulation may provide a safe 
and effective treatment that supports long-term weight reduction and meta-
bolic improvement in patients with moderate obesity. The primary aim of this 
study was to assess the safety and efficacy of combining ESG with gastric fundus 
mucosal ablation using hybrid argon plasma coagulation. Secondary objectives 
included evaluating changes in body mass index, ghrelin levels, comorbidities, 
and patient-reported quality of life.
Methods  This single-center pilot interventional study enrolled 21 patients 
with obesity (body mass index ≥ 30 kg/m²). All participants underwent endo-
scopic vertical gastroplasty followed by gastric fundus mucosal ablation and 
were assessed at 1, 6, and 12 months. Clinical, hormonal, histological, and 
quality-of-life evaluations were conducted. The primary outcome was the per-
centage of total body weight loss, and body mass index at 6 and 12 months was 
recorded. Nineteen patients completed the 12-month follow-up.
Results  Among the 19 patients who completed the follow-up, mean total body 
weight loss was 17.32 % ± 7.16 at 6 months and 18.22 % ± 8.37 at 12 months, 
demonstrating sustained weight reduction over the one-year period. No patient 
required re-intervention, and endoscopic evaluation confirmed complete mu-
cosal healing in all patients by 6 months.
Mean body mass index decreased from 35.12 ± 3.63 kg/m² at baseline to 
29.87 ± 3.55 kg/m² at 6 months and 28.13 ± 3.78 kg/m² at 12 months, reflect-
ing clinically significant improvements. Preliminary histological and hormonal 
analyses are ongoing; early observations suggest that gastric fundus mucosal 
ablation may modulate ghrelin secretion, potentially contributing to appetite 
regulation and long-term weight maintenance. Overall, the combined endo-
scopic approach appears effective, safe, and well tolerated in patients with 
moderate obesity who are not candidates for surgical interventions.
Conclusions  The Fulness Study demonstrates that combining endoscopic 
vertical gastroplasty with gastric fundus mucosal ablation is a feasible, safe, 
and clinically effective strategy for weight reduction in moderate obesity. These 
findings support further studies with larger cohorts and extended follow-up to 
confirm long-term efficacy and metabolic benefits.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Loss to follow-up (LTFU) remains a substantial barrier to optimizing out-
comes after endoscopic gastroplasty (EG) for obesity. This study aimed to 

identify clinical determinants of attrition and to develop predictive models able 
to detect patients at high risk of early discontinuation.
Methods  We performed a secondary analysis of a randomized pragmatic trial 
including 183 patients who underwent EG. Demographic, anthropometric, 
clinical, radiologic and psychological variables collected over 18 months were 
evaluated. Three logistic regression models were developed to estimate LTFU 
risk, with performance assessed by area under the receiver operating curve( 
AUC) and classification metrics. Sensitivity analyses included weighted logistic 
regression and Synthetic Minority Over-sampling Technique (SMOTE).
Results  A total of 154 patients (84 %) discontinued follow-up before 18 
months. Dropouts were younger and had higher baseline weight compared 
with those retained. A simple model including age, sex and baseline weight 
showed modest discrimination (AUC 0.62). Models incorporating longitudinal 
weight trajectories and selected clinical and psychological variables improved 
accuracy (AUC 0.82 and 0.90). Slow or minimal weight loss was strongly asso-
ciated with LTFU across all models, while psychological components did not 
demonstrate consistent associations after adjustment.
Conclusions  This model reliably identifies patients at risk of LTFU after EG, 
highlighting baseline weight and weight-loss trajectory as key predictors. In-
tegrating this tool into clinical practice may facilitate risk-adapted follow-up 
strategies, enabling intensified support for vulnerable patients and improving 
long-term outcomes in bariatric endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric cancer progresses through premalignant stages, including 
atrophic gastritis (AG) and intestinal metaplasia (IM). Although the relationship 
between obesity and these lesions remains under investigation, candidates for 
bariatric surgery—despite being predominantly young adults—routinely under-
go preoperative esophagogastroduodenoscopy (EGD) with biopsies. This study 
aimed to determine the prevalence of premalignant gastric conditions in this 
population and to evaluate the clinical relevance of routine endoscopic assess-
ment.
Methods  We conducted a retrospective observational study including con-
secutive patients referred for preoperative bariatric surgery assessment from 
january to november 2025. All subjects underwent EGD with biopsies following 
the Sydney System. Demographic, clinical and histological variables were col-
lected. The primary outcome was the prevalence of AG and IM. Associations 
between potential risk factors and premalignant conditions were evaluated.
Results  A total of 119 patients were included (mean age 44.9 years; mean 
body mass index 40.7 kg/m²). Helicobacter pylori infection was present in 56.3 % 
of subjects. AG and IM were identified in 25.2 % of cases. Patients with AG and 
IM were significantly older than those without these lesions (p = 0.002). No 
significant differences were observed regarding gender, body mass index, H. 
pylori infection, smoking habits or family history of gastric cancer. No dysplasia, 
gastric adenomas, early gastric cancers or advanced gastric cancers were de-
tected.
Conclusions  Premalignant gastric conditions were detected in one quarter of 
obese individuals undergoing preoperative bariatric assessment, with age be-
ing the only statistically significant associated factor. The high prevalence ob-
served in this predominantly young population suggests that obesity may 
represent a relevant risk factor for premalignant gastric lesions. These findings 
support the routine use of preoperative endoscopy with systematic biopsies in 
bariatric candidates, both to guide surgical planning and to enable early detec-
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tion of premalignant changes. Beyond bariatric surgery, the results highlight 
the potential value of targeted gastric surveillance in obese populations, with 
implications for early diagnosis and cancer prevention strategies in the gener-
al population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Anastomotic strictures (AS) after gastric bypass (GB) are a challenging 
complication traditionally managed with endoscopic dilation (ED). Lumen-ap-
posing metal stents (LAMS) have emerged as an alternative, although compar-
ative evidence remains limited. This study evaluated the efficacy and safety of 
LAMS for naïve post-GB AS and compared outcomes with ED.
Methods  Single-center retrospective cohort study including all consecutive 
patients who developed naïve AS after Roux-en-Y or Omega GB and were treat-
ed with LAMS (16 × 30 mm) or ED (pneumatic/bougie) from January 2015 to 
August 2025. Technical success (TS) was defined as completion of the proce-
dure. Clinical success (CS) was defined as improvement of ≥ 1 level in the Mel-
low–Pinkas Dysphagia Score. Recurrence was defined as dysphagia score 3–4 
and/or inability to maintain a satisfactory luminal caliber within 4 weeks after 
achieving CS. Adverse events (AEs) were classified using AGREE. Recurrence-free 
survival (RFS) was assessed with Kaplan–Meier analysis.
Results  A total of 146 patients were included (121 LAMS; 25 ED). Baseline 
characteristics were similar. In the LAMS group, TS and CS were 100 % and 
95.9 %, respectively; recurrence was 5.2 % after a median 36-month follow-up. 
LAMS required one procedure in nearly all cases and achieved rapid symptom 
resolution with minimal hospitalization. AEs occurred in 7.4 %, mostly late and 
related to stent migration. Compared with ED, TS and CS were similar (100 % 
vs 100 %; 95.9 % vs 96.0 %). However, recurrence was significantly lower with 
LAMS (5.2 % vs 37.5 %; P < 0.0001), and RFS was markedly superior (log-rank 
P = 0.0003). AEs were significantly more frequent with ED (36.0 % vs 7.4 %; 
P = 0.0244), with more intraprocedural and early events. ED required more 
procedures and longer hospitalization.
Conclusions  LAMS demonstrated superior long-term efficacy and safety over 
ED, supporting its use as a preferred first-line treatment for naïve post-GB AS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text  Nonhelical gastric sleeve stenosis (NHGSS) with proximal out-
pouching is an uncommon adverse event. Endoscopic experience in this setting 
remains limited, with only two case reports describing a modified gastric per-
oral endoscopic myotomy (G-POEM) approach. We present a 65-year-old wom-
an with severe post-sleeve food intolerance. Endoscopy presented a gastric 
outpouching above the sleeve lumen, separated by a muscular septum, with 
barium swallow showing contrast retention in the outpouch. A modified G-PO-
EM was performed, including mucosotomy proximal to the septum, submu-
cosal tunneling, septum exposure, and full-thickness myotomy extended 2 cm 
into the gastric body to achieve sleeve remodelling. The patient was discharged 
after two days and tolerated solid food at three weeks with high satisfaction. 
Modified G-POEM appears to be a promising therapeutic option for NHGSS 
[1–4].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/ad90ac03-6d48-40eb-9da2-19931b536019/Uploads/19978_
mG-POEMforNHGSS.mp4
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Aims  Artificial Intelligence (AI)-based Computer Assisted Diagnosis (CADx) 
enables histology prediction of colorectal polyps during colonoscopy. CADx 
may improve endoscopist optical diagnosis performance by providing real-time 
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diagnostic feedback to the endoscopist. However, whether use of CADx as a 
decisional support tool may impact endoscopists’ diagnostic abilities over time 
leading to possible deskilling or upskilling remains uncertain [1, 2]. Few studies 
have documented CADx-assisted optical diagnosis performance longitudinal-
ly. This study aimed to assess the evolution of diagnostic performance over 
time in cases with and without CADx use.
Methods  We conducted a secondary analysis of a large prospective cohort 
(IRB Nr. 22.013) of patients undergoing screening, surveillance, and diagnostic 
colonoscopies at the Montreal University Hospital Center between January 2021 
and July 2025, with CADx being consistently available as of June 2022. Within 
this cohort, polyp characterization, including endoscopist optical diagnosis 
and CADx use, was systematically documented for all polyps visualized in en-
rolled patients during the procedure. All polyps with documented optical di-
agnosis, either CADx-assisted or unassisted, and available histopathology were 
included in the analysis. The primary outcome was the monthly evolution of 
the overall accuracy of CADx-assisted versus CADx-unassisted optical diagno-
ses, using polyp histopathology diagnosis as the reference standard, for all 
polyp types. We hypothesised that over time the accuracy of CADx-assisted 
optical diagnoses would increase at a higher rate than that of CADx-unassisted 
optical diagnoses given the possibility for endoscopist upskilling; to learn by 
integrating CADx diagnostic feedback. Secondary outcomes included the 
monthly evolution of adenoma sensitivity, specificity, positive predictive value 
(PPV), and negative predictive value (NPV) across both groups. All outcomes 
were estimated through logistic regressions using generalised estimating equa-
tions to account for intra-endoscopist and intra-patient correlations.
Results  A total of 1321 patients (mean age 65.9, 46.2 % female) with 2855 
polyps (mean size 7.25mm, 64.4 % adenomas, 19.9 % hyperplastic, 6.3 % sessile 
serrated lesions, 9.4 % other), of which 1257 (44 %) CADx-assisted cases and 
1598 (56 %) CADx-unassisted cases, were included in our analysis. Proportions 
of histology types and polyp sizes were similar across CADx-assisted and unas-
sisted cases. 30 endoscopists, of which 17 trainees, participated in this study, 
all of whom made at least one CADx-unassisted diagnosis, while 18 (60 %) made 
at least one CADx-assisted diagnosis, 10 of which performed ≥ 75 % of their 
colonoscopies with CADx. For CADx-assisted cases, the odds of making a cor-
rect diagnosis significantly increased by 3.4 % each month (OR:1.034, 95 % CI: 
[1.020-1.049], p < 0.001), whilst for unassisted cases, accuracy did not signifi-
cantly increase over time (1.1 % each month, OR:1.011, 95 % CI: [0.997-1.025], 
p = 0.118). Similarly, the odds of correctly identifying a non-adenoma as such 
(diagnostic specificity) increased by 2.3 % each month for CADx-assisted diag-
noses (OR: 1.023, 95 % CI: [1.001-1.046], p = 0.036) but did not increase for 
unassisted diagnoses. All diagnostics metrics trended higher over time for 
CADx-assisted optical diagnosis, although monthly increases in sensitivity and 
PPV were not statistically significant.
Conclusions  This cohort represents, to our knowledge, the first longitudinal 
evaluation of endoscopist optical diagnosis performance evolution, with and 
without CADx use, in an implementation setting. Over a study period of four 
years, optical diagnosis performance increased at a higher rate over time in 
CADx-assisted cases compared to unassisted cases, supporting that CADx use 
may enable endoscopist upskilling. These findings highlight the need for further 
evaluation of human-computer interactions, notably what happens to endos-
copist diagnostic performance if CADx support is withdrawn after extended 
use. [3–4]
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Aims  Optical diagnosis (OD) with a resect-and-discard strategy for diminutive 
polyps enables real-time endoscopic characterisation, photo-documentation, 
and immediate resection without histopathology. This approach supports more 
sustainable, efficient, and cost-effective practice while maintaining diagnostic 
quality. In 2023, the NHS Bowel Cancer Screening Programme (NHSBCSP) for-
mally approved OD for implementation, with national roll-out commencing in 
2024. This study provides an early evaluation of the first 18 months of imple-
mentation, examining training uptake, accreditation outcomes, establishment 
of local quality-assurance structures, and early estimates of time and cost  
savings.
Methods  All 520 screening colonoscopists were invited to complete a two-
stage national OD accreditation pathway.
Part 1 consisted of a national training day covering classification systems, 
high-confidence criteria, and photo-documentation standards. Participants 
completed pre- and post-course assessments involving optical diagnosis of 120 
polyp images. Accreditation required ≥ 85 % accuracy for high-confidence calls 
and ≥ 50 % of all calls made with high confidence.
Part 2 involved supervised OD assessment at each colonoscopist’s base hospi-
tal, requiring 20 consecutive high-confidence in-vivo OD cases. Assessment 
included evaluation of photo-documentation using the 3C score (clean, com-
plete, correctly focussed) and accuracy against histology. A pass required ≥ 90 % 
adequate photo quality and ≥ 85 % diagnostic accuracy.
Successful candidates became fully accredited to perform OD with re-
sect-and-discard in screening practice. Re-accreditation is required every two 
years via an online assessment of 120 images. Each screening centre was asked 
to appoint an Optical Diagnosis Champion responsible for ongoing perfor-
mance monitoring, quality assurance, and supporting colleagues through the 
accreditation process.
Results  Between March 2024 and October 2025, six national training days 
were delivered. A total of 501 attendees (501/520, 96 %) have completed Part 
1, and 451 of 501 (90 %) passed the post-course assessment. By October 2025, 
276 of 501 (55 %) had completed both stages and were fully accredited.
Optical Diagnosis Champions were appointed at 62 of 64 screening centres 
(97 %), providing near-universal local leadership.
As of 31 October 2025, 32,919 diminutive polyps had been resected and dis-
carded without histopathology, generating an estimated cost saving of 
£1,218,003, based on a £37 cost per specimen. This corresponds to an esti-
mated 10,973 hours of histopathology reporting time saved (assuming 20 
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minutes per polyp). Additional gains are anticipated as more colonoscopists 
achieve accreditation.
A further national training day is planned for February 2026, after which Part 1 
training will transition to an eLearning format to support flexible access and 
enable completion of national roll-out.
Conclusions  The first 18 months of implementation show high engagement 
with OD training across the NHSBCSP, with approximately half of trained colo-
noscopists already accredited and delivering OD in practice. Early outcomes 
demonstrate substantial cost and workforce efficiencies. With strong local QA 
infrastructure established through Optical Diagnosis Champions and continued 
expansion of training access, full national implementation is expected by 2027, 
offering a scalable model for integrating OD within population-based screening.
Conflicts of Interest  BPS has done consultancy and speaker work for Olympus. 
There are no other relevant current conflicts of interest to declare.
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Aims  Endoscopist optical diagnosis (OD) in real-time during colonoscopy could 
replace histopathological examination for diminutive ( ≤ 5mm) colorectal pol-
yps. Computer-Aided Diagnosis (CADx) may help improve and standardize OD. 
However, data evaluating CADx-assisted OD primarily originates from con-
trolled experimental study designs, limiting its external validity. This study 
aimed to evaluate diagnostic performance of CADx-assisted OD versus 
CADx-unassisted OD for diminutive polyps encountered in routine clinical prac-
tice by a diverse cohort of endoscopists at a tertiary care center [1–3].
Methods  We conducted a large prospective, IRB-approved, pragmatic imple-
mentation study (NCT06822816) at the Montreal University Hospital Center 
between January 2021 and July 2025. Consecutive patients ≥ 40 years old un-
dergoing elective colonoscopies with ≥ 1 diminutive polyp identified were in-
cluded. Polyp characteristics, including endoscopist optical diagnosis, were 
consistently documented during each procedure by a research assistant. All 
diminutive polyps with available optical diagnosis and histopathology diagno-
sis were included in this analysis. Procedures were performed with or without 
CADx assistance depending on CADx availability in the endoscopy suite and 
endoscopist choice. A diverse cohort of endoscopists, including trainees, with 
varying degrees of optical diagnosis and CADx experience participated. Our 
primary outcome was the sensitivity for adenoma diagnosis of CADx-assisted 
OD versus CADx-unassisted OD, using polyp histopathology diagnosis as 
ground truth. Secondary outcomes were the accuracy, and adenoma specific-
ity, positive predictive value (PPV) and negative predictive value (NPV) of each 
method. Implications for the resect-and-discard and diagnose-and-leave strat-
egies were also evaluated.
Results  A total of 1827 diminutive polyps, 860 with CADx diagnosis (of which 
709 with CADx-assisted OD) and 979 without CADx use (unassisted OD), found 
in 966 patients (mean age 66 years, 46.8 % female) were included. The polyp 
cohort consisted of 1120 (61.3 %) adenomas, 421 (23.0 %) hyperplastic polyps, 
57 (3.1 %) sessile serrated lesions, and 212 (12.3 %) polyps with other histolo-
gies. 30 endoscopists, including 17 trainees, participated in the study. Adeno-

ma sensitivity of CADx-assisted OD (85.6 %, 95 %CI:[81.9-88.7]) did not differ 
compared to unassisted OD (83.8 %, 95 %CI:[80.7-86.5], p = 0.416). However, 
adenoma sensitivity of the CADx output itself was significantly lower (76.1 % 
[72.2-79.6]), p = 0.001). Adenoma specificity of CADx-assisted and unassisted 
OD was also similar, (62.4 %(57.1-67.4) vs 58.9 %(53.9-63.7);p = 0.319), ▶Table 
1. The rate of high confidence diagnoses was similar with or without CADx as-
sistance, 84.9 % (602/709) and 81.1 % (794/979), respectively, and had similar 
diagnostic performance. In a simulated diagnose-and-leave strategy, among 
diminutive rectosigmoid polyps diagnosed with high confidence, there was no 
statistically significant difference in the NPV for adenomas between unassisted 
and CADx-assisted predictions (94.4 %[87.1-97.6] vs 94.4 %[86.0-97.9], 
p = 0.987)

▶Table 1	  Diagnostic performance metrics ( %(95 % CI), p-value)

CADx-Unas-
sisted

CADx-Assisted CADx 
Output

Accuracy 66.1 % 
(63.1-68.9)

63.7 % 
(60.2-66.9) 
0.271

61.4 % 
(58.1-64.5) 
0.029

Specificity 58.9 % 
(53.9-63.7)

62.4 % 
(57.1-67.4) 
0.319

64.6 % 
(59.6-69.3) 
0.096

PPV 77.6 % 
(74.4-80.5)

74.6 % 
(71.1-77.8) 
0.180

74.6 % 
(71.1-77.8) 
0.172

NPV 67.6 % 
(62.8-72)

66.4 % 
(62-70.6) 0.671

64.8 % 
(60.3-69.1) 
0.330

Conclusions  In this implementation study reflecting routine clinical practice 
with CADx availability, CADx-assisted OD did not significantly outperform un-
assisted OD for diminutive colorectal polyps. Both CADx-assisted and unassist-
ed high-confidence diagnoses for rectosigmoid polyps met the ≥ 90 % NPV 
benchmark for implementation of diagnose-and-leave strategies.
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Aims  Artificial intelligence (AI)–supported optical diagnosis (OD) underpins 
“resect-and-discard” and “diagnose-and-leave” strategies in non-IBD screening 
cohorts, but its performance in IBD cohorts is poorly defined. We evaluated 
computer-aided assisted diagnosis (CADx) and non-assisted OD of diminutive 
and small polyps in patients with inflammatory bowel disease (IBD).
Methods  We conducted a prospective, pragmatic implementation study with 
a secondary analysis of adult IBD patients undergoing colonoscopy at a tertiary 
center. Only diminutive and small polyps were included. Endoscopists freely 
chose OD modality in real time; each polyp could generate CADx-unassisted 
OD, CADx-unassisted image-enhanced endoscopy (IEE) OD, standalone CADx 
prediction, and/or CADx-assisted OD. Histopathology served as the reference 
standard.
Results  Of 280 screened patients, 138 with 256 polyps (345 ODs) were ana-
lyzed (mean age 54.7 years; balanced Crohn’s colitis and ulcerative colitis). 
Most polyps were diminutive (80.9 %) and polypoid (89.3 %). Across all polyp 
types, accuracy was 59.4 % (95 % CI 52.9–65.5) for CADx-unassisted OD and 
60.3 % (53.6–66.7) for CADx-unassisted IEE OD. Standalone CADx achieved 
36.8 % (18.6–59.8) accuracy, while CADx-assisted OD reached 52.6 % (31.0–
73.3), with wide confidence intervals due to few evaluable cases. For adenomas, 
CADx-unassisted and CADx-unassisted IEE OD showed comparable sensitivity 
(83.0 % and 86.8 %) and specificity (78.1 % and 78.0 %), with negative predictive 
values ≥ 90 %. Performance for hyperplastic and inflammatory polyps was sim-
ilarly modest and only marginally improved by IEE.
Conclusions  In IBD surveillance, OD performance, even with IEE and off-the-
shelf CADx, falls short of performance obtained in non-IBD cohorts and com-
pared to guideline thresholds. Chronic architectural and vascular distortion in 
IBD patients likely makes OD more challenging underscoring the need for 
IBD-specific training of CADx systems.
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Aims  Real-time characterisation of advanced lesions during colonoscopy in-
forms the therapeutic approach. Sessile serrated lesions with dysplasia are a 
subgroup of advanced lesions that are difficult to recognise and accurately 
characterise. The ability of expert endoscopists to recognise these lesions is 
unknown; moreover, the impact of a simple training module on subsequent 

performance is of interest. This study aimed to assess the baseline accuracy of 
experts and trainees in recognising SSL-D and to evaluate whether a brief ed-
ucational module could improve their diagnostic performance.
Methods  Seventy high-quality images were selected from a database of large 
sessile and flat polyps. Histopathology was used as the gold standard. The im-
ages were presented in randomised order to expert endoscopists and trainees. 
The focus was on identifying areas of demarcation amongst homogenous le-
sions.Participants were then asked to predict the underlying histology. Subse-
quently, an educational module was delivered, and participants were asked to 
repeat the test using the same images in a different randomised order.
Results  Thirty-seven participants were included: 16 trainees and 21 experts. 
Baseline predictive accuracy for SSL-D was only 24.0 % across the group; 18.3 % 
for trainees and 28.2 % for experts. This improved significantly, regardless of 
experience level, after the educational module to 69.7 % (p < 0.001) for the 
whole cohort; 67.5 % for trainees and 71.4 % for experts. Before training, SSL-D 
was incorrectly identified as TA or TVA in 40 %. Post-training, this reduced sig-
nificantly to 7.6 % (p < 0.001) for all participants. For experts, this decreased to 
7.0 % (p < 0.001) and trainees to 8.3 % (p < 0.001).
Conclusions  SSL-D lesions are underdiagnosed by both expert and trainee 
endoscopists. The simple principle of identifying a demarcated area within an 
otherwise homogenous lesion can significantly improve the predictive accura-
cy and performance of experts and trainees.
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Aims  Accurate identification of submucosal invasive cancer (SMIC) in large 
non-pedunculated colorectal polyps (LNPCPs) is critical for selecting appropri-
ate treatment—endoscopic resection for benign lesions versus surgery for 
deeply invasive cancer. Video assessment may facilitate expert review and 
multidisciplinary triage without repeat examinations, but whether diagnostic 
performance differs from live assessment remains unclear. This multicentre 
prospective study compared live versus video assessment for SMIC detection 
by expert and optically trained endoscopists.
Methods  Consecutive LNPCPs referred for endoscopic resection at four tertiary 
centres were assessed in real time by expert endoscopists or optically trained 
interventional fellows. Before resection, the performing endoscopist recorded 
their SMIC assessment, and a high-definition video was obtained. Subsequent-
ly, assessors not involved in the original procedure independently reviewed 
videos via a web-based platform and classified lesions for SMIC.
The primary outcome was SMIC detection accuracy comparing live versus vid-
eo assessment. Secondary outcomes were sensitivity and specificity stratified 
by expertise. Metrics were summarised with exact binomial 95 % confidence 
intervals (CI), and live–video differences compared using χ² tests. Multivariate 
modelling analyses respected the hierarchical data structure, retaining one live 
assessment per lesion and clustering video assessments by lesion and rater.
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▶Table 1	 

Comparison Metric Live  (95 % CI) Video  (95 % CI) P-Value

All assessors Sensitivity 79.2 % (65.0–89.5) 70.1 % (61.3–77.9)  > 0.05

Specificity 87.4 % (81.9–91.7) 82.7 % (79.2–85.9)  > 0.05

Accuracy 85.8 % (80.8–89.9) 80.2 % (76.9–83.2)  > 0.05

Experts Sensitivity 88.9 % (70.8–97.6) 74.4 % (58.8–86.5)  > 0.05

Specificity 88.1 % (80.5–93.5) 78.3 % (72.3–83.6) 0.047

Accuracy 88.2 % (81.6–93.1) 77.7 % (72.1–82.6) 0.016

Fellows Sensitivity 66.7 % (43.0–85.4) 67.9 % (56.8–77.6)  > 0.05

Specificity 86.5 % (77.6–92.8) 86.0 % (81.5–89.8)  > 0.05

Accuracy 82.7 % (74.3–89.3) 82.0 % (77.7–85.7)  > 0.05

Results  Overall, 246 LNPCPs underwent live assessment by 9 assessors (136 
expert, 110 fellow), generating 637 video assessments (260 expert, 377 fellow). 
SMIC was present in 49 lesions (19.9 %), high-grade dysplasia in 71 (28.9 %), 
and low-grade dysplasia in 118 (48.0 %).
For all assessors combined, sensitivity for SMIC was 79.2 % (95 %CI 65.0–89.5) 
live versus 70.1 % (95 %CI 61.3–77.9) video (P > 0.05); specificity was 87.4 % 
(95 %CI 81.9–91.7) versus 82.7 % (95 %CI 79.2–85.9) (P > 0.05); accuracy was 85.8 % 
(95 %CI 80.8–89.9) versus 80.2 % (95 %CI 76.9–83.2) (P > 0.05) (▶Table 1).
Among experts, sensitivity was 88.9 % (95 %CI 70.8–97.6) live versus 74.4 % 
(95 %CI 58.8–86.5) video (P > 0.05); specificity 88.1 % (95 %CI 80.5–93.5) versus 
78.3 % (95 %CI 72.3–83.6) (P = 0.047); accuracy 88.2 % (95 %CI 81.6–93.1) ver-
sus 77.7 % (95 %CI 72.1–82.6) (P = 0.016).
Among fellows, no significant differences were observed: sensitivity 66.7 % 
(95 %CI 43.0–85.4) versus 67.9 % (95 %CI 56.8–77.6) (P > 0.05); specificity 
86.5 % (95 %CI 77.6–92.8) versus 86.0 % (95 %CI 81.5–89.8) (P > 0.05); accura-
cy 82.7 % (95 %CI 74.3–89.3) versus 82.0 % (95 %CI 77.7–85.7) (P > 0.05).
Conclusions  Expert endoscopists ruled out SMIC more accurately during live 
assessment than video review, driven by approximately 10 % higher specifici-
ty—likely reflecting real-time control of visualisation and targeted interrogation. 
For centres employing selective ESD strategies, live expert assessment remains 
the most reliable approach for excluding invasive cancer and ensuring patients 
receive appropriate treatment. Video assessment offers a practical alternative 
for expert triage when live assessment is unavailable and enables multidiscipli-
nary and training case discussion.
Conflicts of Interest  DJT: consulting fees and research support from Olympus 
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authors have no competing interests to disclose.
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Aims  Although several cohort studies [1–3] have reported that EUS-guided 
hepaticogastromy with antegrade placement (EUS-HGAS) prolongs time to 
recurrent biliary obstruction (TRBO) compared with EUS-HGS alone, prospec-
tive evidence remains unavailable. We conducted a multicenter prospective 
study to evaluate the outcomes of EUS-HGAS for unresectable malignant biliary 
obstruction (MBO) and further compared the results with historical data of 
EUS-HGS.
Methods  This present study involved 24 referral centers in Japan. Patients 
scheduled to undergo EUS-HGAS for unresectable malignant biliary obstruction 
(MBO) after failed endoscopic retrograde cholangiopancreatography (ERCP) 
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between October 2022 and February 2025 were prospectively enrolled. In this 
procedure, an uncovered metal stent (MS) was used as the antegrade stent, 
and either a plastic stent or a covered MS was placed at the EUS-guided access 
route. Clinical assessments and blood tests were performed on postoperative 
days 1, 3, 30, 90, and 180, and additional imaging studies, such as CT scans, 
were obtained when clinically indicated. For comparison, historical data on 
EUS-HGS using a covered MS for unresectable MBO after failed ERCP were col-
lected from the participating institutions for the period between April 2018 
and March 2022. A matched cohort with balanced baseline characteristics was 
created using 1:2 propensity score matching to compare the EUS-HGAS and 
EUS-HGS groups. The primary endpoint was TRBO, while secondary endpoints 
included technical success, clinical success, adverse events (AEs), recurrent 
biliary obstruction (RBO), procedure time, length of hospital stay, and overall 
survival.
Results  A total of 49 patients were prospectively enrolled in the EUS-HGAS 
group. Baseline characteristics were as follows: 57 % male, median age 76 years, 
ECOG performance status 0 in 24 %, pancreatic cancer as the primary malig-
nancy in 55 %, distal biliary obstruction in 86 %, surgically altered anatomy in 
35 %, duodenal obstruction in 59 %, preprocedural cholangitis in 18 %, and as-
cites in 16 %. The technical and clinical success rates were 73 % (36/49) and 92 % 
(33/36), respectively. Early and late adverse event (AE) rates were 12 % (6/49; 
three cases of acute pancreatitis and three of bile peritonitis) and 2 % (1/49; 
acute cholecystitis), respectively. The RBO rate was 6 % (2/36). The median 
procedure time was 40 minutes (interquartile range [IQR], 26–50), and the 
median length of hospital stay was 13 days (IQR, 8–18).
In the EUS-HGS group, 414 patients were identified. In the prematched cohort, 
significant differences were observed between the two groups in primary can-
cer site, site of biliary obstruction, surgically altered anatomy, preprocedural 
cholangitis, and the presence of ascites. After matching, no significant differ-
ences in baseline characteristics were observed between the two groups. Ulti-
mately, 44 patients in the EUS-HGAS group and 88 in the EUS-HGS group were 
included in the matched cohort.
The technical success rate was significantly lower in the EUS-HGAS group (70 % 
vs. 95 %, P < 0.001). Conversely, the RBO rate was significantly lower in the EUS-
HGAS group (3 % vs. 21 %, P = 0.022). TRBO was significantly longer in the EUS-
HGAS group (median not reached vs. 230 days; P < 0.001), whereas overall 
survival did not differ between the groups (196 days vs. 97 days; P = 0.481). No 
significant differences were observed in clinical success, AEs, procedure time, 
or length of hospital stay.
Conclusions  Although EUS-HGAS had a lower technical success rate compared 
with EUS-HGS, it demonstrated a longer TRBO. In contrast, no differences were 
observed in AEs or overall survival between the two groups. The prolonged 
TRBO associated with EUS-HGAS may provide clinical benefits for patients with 
a longer life expectancy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided biliary drainage (EUS-BD) has been de-
veloped as an alternative when endoscopic retrograde cholangiopancreatog-
raphy fails in patients with malignant biliary obstruction. Several EUS-BD ap-
proaches exist; however, in patients with surgically altered anatomy or 
duodenal obstruction, EUS-guided hepaticogastrostomy (EUS-HGS) is often 
the only feasible option. EUS-HGS combined with antegrade stenting (EUS-
HGAS) has been reported to improve stent patency and reduce the risk of peri-
tonitis in patients requiring biliary drainage. However, the influence of stent 
type used for the HGS—either plastic stents (PS) or metal stents (MS)—on clin-
ical outcomes has not been fully evaluated. This study aimed to compare clin-
ical outcomes of EUS-HGS and EUS-HGAS according to the type of stent used 
for HGS.
Methods  This single-center retrospective study included patients with malig-
nant biliary obstruction who underwent EUS-HGS or EUS-HGAS between 2016 
and 2025. Patients with Bismuth type II or higher hilar obstruction were exclud-
ed. The outcomes assessed were adverse event (AE) rates, stent patency, and 
overall survival (OS). Patients were categorized into four groups based on the 
stent type used for HGS: HGS-MS, HGS-PS, HGAS-MS, and HGAS-PS. Metal 
stents were used for antegrade stenting in all EUS-HGAS procedures. Variables 
that differed among groups—surgically altered anatomy, prior transpapillary 
stenting, and metastasis—were included in a multivariable Cox proportional 
hazards model to identify factors associated with stent patency.
Results  During the study period, 306 patients underwent EUS-HGS or EUS-
HGAS, and 242 met the inclusion criteria after excluding 64 patients with hilar 
obstruction (132 HGS-MS, 31 HGS-PS, 52 HGAS-MS, and 27 HGAS-PS). Baseline 
characteristics differed significantly between groups regarding surgically al-
tered anatomy, previous transpapillary stenting, and the presence of metasta-
sis. Overall AE rates were similar among groups (19 %, 13 %, 14 %, and 19 %; 
p = 0.79), as were severe AE rates ( ≥ grade III: 7 %, 6 %, 4 %, and 7 %; p = 0.07). 
Median stent patency differed significantly, with durations of 338 days (HGS-
MS), 159 days (HGS-PS), and not reached in both HGAS groups (p < 0.05). Over-
all survival also varied significantly among groups (123, 497, 201, and 142 days; 
p < 0.05). In multivariable analysis, using the HGS-MS group as the reference, 
the hazard ratios (HRs) for stent dysfunction were 0.29 (95 %CI: 0.11–0.72; 
p < 0.01) for HGAS-MS, 0.37 (95 %CI: 0.11–1.26; p = 0.11) for HGAS-PS, and 
3.31 (95 %CI: 1.47–7.46; p < 0.01) for HGS-PS.
Conclusions  EUS-HGAS using an MS for HGS placement significantly prolonged 
stent patency compared with EUS-HGS. The benefit of EUS-HGAS was dimin-
ished when a plastic stent was used for HGS. Among all groups, HGS-PS showed 
the shortest stent patency. These findings highlight the importance of select-
ing an appropriate stent type for HGS when performing EUS-guided biliary 
drainage [1].
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Aims  Learning curve of EUS-guided Hepaticogastrostomy (EUS-HGS) has been 
explored through retrospective studies involving few elite senior endoscopists, 
with procedural time as the main surrogate outcome. This study aims to eval-
uate the learning curve of a junior endoscopist (JE) covering also clinically rel-
evant patient outcomes.
Methods  From a prospective single-center registry of EUS-HGS (PROTECT, 
ClinicalTrials.gov NCT04813055) using a dedicated, partially covered stent 
(Giobor, Taewoong), the learning curve of one JE, with advanced experience in 
pancreatobiliary endoscopy (PBE), was analyzed to identify changing points 
(“knots”) applying linear and spline regression and cumulative sum control 
chart (CUSUM) on several continuous and dichotomic variables.
Results  71 EUS-HGS performed by one JE between April-2021 and Octo-
ber-2025 were included (median age 67 [60-74], males 62 %, pancreatic cancer 
49 %, metastatic 79 %). Technical (97.2 %) and Clinical (71 %) success and Pro-
cedure-related Adverse Events (27.9 %) remained stable throughout the learn-
ing curve.
Adaptive regression showed a significant knot of procedural time (min), fluor-
oscopy time (sec) and radiation dose (Gy) after 9 procedures. CUSUM showed 
a significant improvement in the same outcomes after 31, 22 and 27 procedures 
respectively. Mean procedural time constantly decreased from 83 minutes in 
the first 9 cases to 39 minutes in the last twenty (p = .0005), as well as radiation 
doses from 1674 to 146 Gys (p < .0001). 89 % of the first 9 procedures were 
supervised by a senior endoscopist compared to 9.5 % of the last twenty 
(p = .0002).
Conclusions  From a prospective registry, the learning curve of a JE in EUS-HGS 
showed a significant improvement after ≈ 10 cases, with stabilization after ap-
proximately 25 cases, while efficacy and safety remained constant. With ade-
quate baseline PBE expertise and structured training in high-volume institu-
tions, operators can achieve and maintain high safety and efficacy from the 
outset, with a relatively rapid learning curve thereafter.
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Aims  Endoscopic ultrasound-guided hepaticogastrostomy (EUS-HGS) has 
emerged as a reliable option for biliary drainage after failed ERCP. A partially 
covered self-expandable metal stent (PCSEMS) with an anchoring flange may 
further improve its technical stability and clinical outcomes. We evaluated the 

long-term outcomes of EUS-HGS using the dedicated stent in an expanded 
patient cohort.
Methods  Consecutive patients who underwent EUS-HGS with a long PCSEMS 
with an anchoring flange were enrolled. The stent was designed with a 1.5-cm 
uncovered intrahepatic portion and a fold-back distal flange measuring 2.0 cm 
in diameter. The primary outcome was technical and clinical success, and sec-
ondary outcomes were adverse events (AEs), recurrent biliary obstruction 
(RBO), and time to RBO.
Results  A total of 41 patients with unresectable malignant biliary obstruction 
underwent EUS-HGS. Technical and clinical success rates were 100 % (41/41) 
and 92.7 % (38/41), respectively. AEs occurred in 4.9 % of patients (2/41, both 
cholangitis), with no severe AEs observed during follow-up. RBO developed in 
31.7 % (13/41), with a median time to RBO of 6.5 months. Causes of RBO in-
cluded aggravated malignant stricture (n = 4), food impaction (n = 4), sludge 
formation (n = 3), and tissue hyperplasia at the uncovered portion (n = 2). All 
cases of RBO were successfully managed with re-intervention via the estab-
lished EUS-HGS route.
Conclusions  EUS-HGS using the novel partially covered metal stent with an 
anchoring flange is effective and safe, ensuring durable long-term outcomes 
with stable re-intervention and without severe AEs such as stent migration.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Ultrasound-Guided HepaticoGastrostomy (EUS-HGS) has 
emerged as a valuable complement to retrograde biliary drainage. However 
current evidence is focused on technical success and constrained by small sam-
ple sizes, retrospective design, heterogeneous techniques and indications.
Methods  Single center prospective study conducted between April-2021 and 
October-2025. All consecutive patients undergoing EUS-HGS with a dedicated 
partially covered metal stent (Giobor, Taewoong) for a malignant indication 
were enrolled in a prospective registry of Therapeutic EUS (PROTECT; Clinical-
Trials.gov NCT04813055) with prospective scheduled bimonthly assessment 
of outcomes. 30-days Net Clinical Benefit (NCB30) was defined as Clinical Suc-
cess (CS) without recurrent biliary obstruction (RBO) or 30-days mortality, while 
Textbook Outcome (TBO30) was defined as NCB30 plus no 30-days proce-
dure-related adverse events (AEs).
Results  83 patients were included (median age 67 [60-74], female 61.4 %, 
pancreatic adenocarcinoma 50.6 %, cholangiocarcinoma 20.5 %, metastatic 
diseases 78.3 %, ascites 41 %).
Indication for EUS-HGS were: 1) distal malignant biliary obstruction (MBO) with 
duodenal invasion (43.4 %); 2) drainage completion of hilar MBO (39.8 %); 3) 
surgically-altered anatomy (16.9 %).
Technical success and CS rate were 95.2 % and 70.9 % respectively. AEs were 
registered in 43.4 % of patients (mild/moderate 19.5 %, severe/fatal 25.6 %) and 
were deemed procedure-related in 28.4 %. 30-days mortality was 21.8 % (can-
cer-related in 83 %). After a median follow-up of 63 [32-113] days, RBO was 
registered in 6.8 %.
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NCB30 and TBO30 were 54.2 % and 45.8 % respectively. Best Supportive Care 
(BSC) was advised in 60.9 % of patients.
CS was significantly lower when the stenosis was hilar versus distal/anastomot-
ic (p = 0.001). Accordingly, the NCB30 was significantly lower when EUS-HGS 
drained only one segment versus the left hemiliver versus the whole liver 
(36.4 % versus 45.5 % versus 73.5 %, p = 0.02). Since the AEs were also higher in 
patients undergoing partial versus complete liver drainage (p = 0.001), the 
TBO30 was accordingly different, being 9.1 % versus 39.4 % and 67.6 % respec-
tively (p = 0.002) as well as advice for BSC (p = 0.0008).
Conclusions  Despite excellent technical success, only ≈ 50 % of patients expe-
rience a net clinical benefit or a textbook outcome after EUS-HGS, whilst the 
rest receive a recommendation for BSC. Outcomes are deeply influenced by the 
level of the stenosis and actual liver drainage, claiming for personalized imag-
ing-guided patients’ selection.
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Aims  Bilateral Endoscopic retrograde cholangiopancreatography (ERCP) stent-
ing in advanced malignant hilar biliary obstruction (MHBO) is challenging and 
technically difficult, particularly in Bismuth type III and IV. The combination of 
Endoscopic ultrasound-guided hepaticogastrostomy (EUS-HGS) and ERCP for 
advanced MHBO could provide a chance of higher technical success, longer 
stent patency, and less events of stent clogging. The aim of this study is to 
evaluate efficacy and safety of combined EUS-HGS and ERCP compared to ERCP 
for bilateral biliary decompression in advanced MHBO.
Methods  A prospective randomized controlled study conducted on patients 
with advanced MHBO. A sample size of 72 patient achieved 90 % power. Enrolled 
patients were randomized to ERCP or combined EUS-HGS and ERCP. Technical 
success was defined as bilateral transpapillary metallic stenting in ERCP group 
or unilateral transpapillary metallic stenting in right side and EUS-guided trans-
gastric stenting in the left side in the combined group. Clinical success was 
defined as reduction of total serum bilirubin levels to less than half of the pre-
treatment level within 2 weeks. Patients were hospitalized and observed for 
early complications in the first 2 days. Laboratory investigation were repeated 
in regular out patients visits at 2, 4, 12 and 24 weeks or until death.
Results  From May 2024 to August 2025, a total of 31 patients were enrolled. 
There were 25 males and 6 females with median age of 64 years. Technical 
success rates were 86.3 % (19/22) in ERCP group with 3 patients crossed-over 
to the other group due to failure to opacify the left biliary system compared to 
100 % (12/12) in combined EUS-HGS/ERCP group with no statistically significant 
difference (P = 0.116). Clinical success rates were higher in combined EUS-HGS/
ERCP group 83.3 % (10/12) compared to 52.6 % (10/19) in ERCP group with no 
statistically significant difference (P = 0.08). There was statistically significant 
difference in the median procedure time between ERCP group (22 mins) and 
combined EUS-HGS/ERCP group (43.5 mins) (P = 0.004). The rate of overall 
adverse events was not statistically significant between both groups (ERCP 
15.8 %, combined EUS-HGS/ERCP 16.5 %; P = 0.387). In ERCP group, 3 patients 
had cholangitis that improved with adequate antibiotics. In combined EUS-
HGS/ERCP, one patient had cholangitis, and one patient had melena that im-
proved with conservative management. For late adverse events, stent patency 
was similar, and none required reintervention in both groups.
Conclusions  Combined EUS-HGS/ERCP seems to have better technical and 
clinical success rates for bilateral biliary decompression of advanced MHBO 

compared to ERCP alone with significantly higher median procedure time and 
comparable overall adverse events.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Guidelines recommend endoscopic eradication therapy (EET) for Bar-
rett’s esophagus (BE) with early neoplasia. [1] Visible lesions are resected, 
followed by ablation of residual flat BE, or primary ablation when no lesion is 
visible. Cryoballoon Focal Ablation (CbFA; C2 Merit Medical) is a well-tolerated 
and effective treatment for ETT for Barrett’s esophagus (BE) with early neopla-
sia. [2] Prior experience has largely been limited to BE segments of ≤ C2M5, 
with few long-term durability data, and earlier studies using a 10-second (s) 
dose per ablation. [3] We report outcomes from a prospective UK multicentre 
registry using a refined approach of 8s per ablation with adjunct mucosal pro-
tective medication and including patients with a longer BE segments.
Methods  Consecutive patients from three UK tertiary centres were prospec-
tively enrolled. Inclusion criteria were BE ≤ C5M5 with an indication for ablation 
therapy, such as BE with early neoplasia (BE-D: low-grade dysplasia (LGD), high-
grade dysplasia (HGD), intramucosal adenocarcinoma) without a visible lesion 
or residual BE following endoscopic resection of early neoplasia. CbFA was re-
peated at 3-monthly intervals until eradication or a maximum of five sessions, 
using a focal catheter with an 8s dose per application. In between each treat-
ment, patients received high-dose proton pump inhibitor twice daily and 14 
days of sucralfate (2 g, three times daily). Adjunct argon plasma coagulation 
(APC) was permitted after two CbFA sessions for residual islands < 5 mm. Post 
treatment surveillance and biopsies followed ESGE guidance.2 Primary end-
points were histologically confirmed eradication of intestinal metaplasia (CE-
IM), and dysplasia (CE-D) at the end of treatment. Secondary outcomes includ-
ed number of ablation sessions, adverse events, device malfunction, and 
stricture rate.
Results  From January 2020 to November 2025, 67 patients were recruited 
(80.6 % male; mean age 71), and underwent 138 CbFA sessions. Median pre-ab-
lation BE length was C0M2 (maximum C5M5). Worst baseline histology was 
LGD in 41.8 %, HGD in 31.3 %, early cancer in 19.4 %, and intestinal metaplasia 
in 7.5 % (including RFA-refractory). Most patients (92.5 %) were ablation treat-
ment-naïve; 7.5 % had RFA-refractory BE. Among treatment-naïve patients, 43 
underwent prior endoscopic resection (39 EMR, 4 ESD).
In those patients completing CbFA treatment to date (n = 22), CE-D was 
achieved in 100 % and CE-IM 90.9 %, after a median of two CbFA sessions, with 
31.8 % receiving adjunct APC. No device malfunctions or intraprocedural ad-
verse events occurred. Strictures developed in 9 % and resolved with balloon 
dilatation. Durability data were available for 10 patients (mean follow-up 31.3 
months, range 14.2–53.2), with CE-D 100 % and CE-IM 90.0 %.
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Conclusions  Interim real-world registry results, including medium-term du-
rability, align with the larger Euro-Coldplay study,1 supporting CbFA as a safe 
and effective EET option for BE-D in segments up to ≤ C5M5, with a lower stric-
ture rate using our refinement approach. Ongoing enrolment will further define 
long-term efficacy and safety in routine UK practice.
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Aims  The optimal follow-up (FU) after successful endoscopic eradication ther-
apy (EET) for Barrett’s esophagus (BE) with dysplasia or early cancer is uncertain. 
We previously developed an externally validated prediction model for recur-
rence using data from the Dutch Barrett Expert Center (BEC) registry, a nation-
wide database capturing all patients treated with EET for BE neoplasia in the 
Netherlands [1, 2]. Since our earlier publication, continued prospective data 
collection has yielded an expanded cohort with longer FU. In the present study, 
we aimed to reassess risk factors for recurrent dysplasia/cancer and to identify 
predictors specifically associated with progression to advanced cancer.
Methods  We included all BE patients with successful EET from the BEC registry 
[1]. Primary objectives were to identify independent predictors of recurrent HGD/
cancer, and predictors of recurrent advanced cancer. Advanced cancer was defined 
as cancer exceeding the criteria for curative endoscopic therapy. Data were ana-
lyzed using Cox proportional hazards regression, with variables first assessed in 

univariate analysis and subsequently entered into a multivariable model using 
backward elimination. We selected patient and treatment characteristics that 
would be known at completion of EET and that were plausible predictors of recur-
rence. Selected variables were age, gender, BE-length, baseline pathology, poor 
healing after RFA with treatment delay, persisting esophagitis at the end of the 
treatment phase, number of endoscopic resection (ER) treatment sessions, new 
visible lesion(s) (VL) that occurred during ablation. Additionally, we evaluated 
whether endoscopic FU performed in a non-BEC versus in a BEC, was associated 
with an increased risk of advanced cancer recurrence.
Results  In total, 1269 patients (1038 male, median age 66 yrs, median BE of 
C2M4) were included with baseline LGD in 27 % and HGD/EAC in 73 %. During 
a median endoscopic FU of 65 months (IQR 42-93), 53/1269 (4 %, annual risk 
0.8 %) developed recurrent HGD or cancer. Of these, 15/53 patients (annual 
risk 0.2 %) had progressed to advanced cancer.
In univariate analysis, we found a significant association with risk for progression 
to HGD or cancer for the following variables: increasing baseline BE length (HR 
1.1 [95 % CI 1.0-1.2]), new VL during the ablation phase (HR 5.8 [95 % CI 3.1-
10.8]), increasing number of ER treatment sessions (HR 1.8 [95 % CI 1.4-2.4]).
The following were independently associated with recurrent HGD or cancer: 
new a VL during the ablation phase (HR 3.8 [95 % CI 1.8-7.8], present in 5 % vs 
25 %), a higher number of ER treatment sessions (HR 1.4 [95 % CI 1.0-1.9], 
median 1 (IQR 1-1) vs 1 (IQR 1-2)), and increasing baseline BE length (HR 1.1 
[95 % CI 1.0-1.2] , median M4 vs M6).
In univariate analysis, we found a significant association with risk for progression 
to advanced cancer for the following variables: increasing baseline BE length 
(HR 1.2 [95 % CI 1.0-1.3]); persisting esophagitis at the end of the treatment 
phase (HR 3.2 [95 % CI 1.0-10.0]), new VL during the ablation phase (HR 4.5 
[95 % CI 1.3-15.8]), increasing number of ER treatment sessions (HR 1.8 [95 % 
CI 1.1-3.1]), FU endoscopies performed in a non-expert hospital (HR 0.6 [95 % 
CI 0.2-1.9]).
The following characteristics were independently associated with recurrence 
of advanced cancer: an increasing number of ER treatment sessions (HR 1.7 
[95 % CI 1.0-2.9], median 1 (IQR 1-1) vs 1 (IQR 1-2)) and longer BE length at 
baseline (HR 1.2 [95 % CI 1.0-1.3], median M4 vs M7).
We found that FU endoscopies performed in non-BECs versus in BECs, were not 
associated with an increased risk of progression to advanced cancer. Notably, 
baseline histology did not independently predict either outcome.
Conclusions  In this large, nationwide cohort, recurrent HGD or cancer after 
successful EET was uncommon, and progression to advanced cancer was rare. 
Despite the addition of new patients and extended FU, the predictors of recur-
rent HGD or cancer were consistent with those identified in our previous mod-
el. Although numbers were limited and external validation is still required, both 
increasing baseline BE length and multiple ER treatment sessions were inde-
pendent risk factors for progression to advanced cancer. These findings further 
refine the evidence base for individualized, risk-adapted post-EET FU strategies.
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Aims  Endoscopic submucosal dissection (ESD) is increasingly used for Barrett’s 
esophagus–associated neoplasia due to superior en bloc and R0 resection rates 
compared with endoscopic mucosal resection (EMR). However, its cost-effec-
tiveness in the United States remains uncertain due to a lack of standardized 
reimbursement codes for ESD. We evaluated the cost-effectiveness of ESD 
versus EMR using pooled clinical outcomes and contemporary U.S. Medicare 
payment data.
Methods  A decision-analytic model was developed from a U.S. Medicare per-
spective over a two-year horizon. Clinical probabilities were extracted from two 
meta-analyses (Fujiyoshi 2024, Radadiya 2024). Key pooled inputs included R0 
resection (ESD 78 % vs EMR 67 %), recurrence (ESD 2 % vs EMR 6 %), perforation 
(1 % vs 0.1 %), delayed bleeding (10 % vs 8 %), and esophagectomy rates (ESD 
8 % vs EMR 5 %). Costs were derived from 2024 Medicare national average pay-
ments and standardized inpatient cost benchmarks. QALYs incorporated dec-
rements for recurrence, complications, strictures, and esophagectomy. Out-
comes included total cost, QALYs, ICER, and net monetary benefit (NMB) at a 
$100,000/QALY threshold. One-way sensitivity analysis was performed.
Results  ESD costs $9,761.92 per patient versus $5,826.76 for EMR. QALYs were 
slightly lower with ESD (1.87180 vs 1.87638). ESD remained dominant, more 
costly, and less effective with an incremental cost of $3,935 and incremental 
QALY of –0.00458. Incremental NMB favored EMR by $4,393. Sensitivity anal-
ysis identified the ESD index procedure cost and ESD esophagectomy proba-
bility as the most influential parameters; however, ESD did not become cost-ef-
fective under any plausible range.
Conclusions  Despite superior en bloc and R0 resection, ESD is not cost-effec-
tive compared with EMR for Barrett’s-associated neoplasia under current U.S. 
Medicare reimbursement. Our limitations include a shorter follow-up period 
of 2 years and the absence of comprehensive prospective studies reporting the 
use of adjunctive therapies post-EMR, like cryoablation, radiofrequency abla-
tion, or repeat EMR, which could increase the costs associated with the proce-
dure and reduce its cost-effectiveness. Furthermore, higher esophagectomy 
rates post-ESD might be associated with advanced lesions to start with com-
pared to EMR. ESD may become cost-effective with standardized reimburse-
ment codes and lower esophagectomy in future large prospective studies.
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Aims  Curative endoscopic resection for T1 oesophageal cancer is increasingly 
accepted, yet in high-risk cases with possible lymph node metastases (LNM), 
nodal status and the need for further therapy remain unclear. We report out-
comes of selective laparoscopic lymph node sampling (LLS) after endoscopic 
resection to improve risk stratification.

Methods  High-risk T1 carcinomas treated with this combined approach 
(2012–2024) were retrospectively analyzed. The primary outcome was tu-
mour-free survival; secondary outcomes were lymph node (LN) yield and LLS-re-
lated adverse events (AEs).
Results  Fifty-five patients (mean age 68.2years; 41 men) underwent LLS (48 
adenocarcinomas, 7 squamous). Mean LN yield was 27.4 nodes (excluding one 
failed procedure). Eight patients had positive LNs, with no clear histologic dif-
ferences compared with LN-negative patients. Seven of the eight LN-positive 
patients, plus two with local recurrence only, proceeded to surgery. Surgical 
mortality was 22.2 % (2/9); all survivors remained tumour-free. Among 45 
LN-negative, non-operated patients (mean follow-up 45.6 months), two 
non-curable recurrences (4.5 %) occurred after 2–3 years. Seven patients de-
veloped other neoplasias, and one died of unrelated causes. Overall, with en-
doscopic resection plus LLS, 50/54 patients (92.6 %) remained tumour-free at 
a mean follow-up of 44.6 months. Major LLS-related AEs occurred in two pa-
tients; delayed gastric emptying in 16.7 % (3/9 severe).
Conclusions  Resection specimen histology poorly predicts LNM in early oe-
sophageal cancer. Selective LLS after endoscopic resection is feasible, support-
ing organ preservation in most high-risk patients. Only LN-positive cases appear 
to require surgery—or alternative treatment—while LN-negative patients show 
low late-recurrence rates.
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Aims  Endoscopic submucosal dissection (ESD) for Barrett’s esophageal neo-
plasia (BEN) remains limited due to its technical complexity and concerns re-
garding adverse events, particularly the risk of stricture formation. This study 
aims to evaluate the safety of BEN-ESD and identify risk factors for adverse 
events, with a focus on post-ESD stricture and the effects of different preventive 
strategies.
Methods  This multicenter retrospective study included all consecutive BEN-
ESDs from eight tertiary centers. Demographic, endoscopic, procedural, and 
histologic characteristics- including lesions’ size and circumferential involve-
ment (LCI), prior treatment, and stricture-prevention methods were collected. 
Preventive strategies were categorized as none, topical budesonide, oral pred-
nisolone or steroid injection. The primary endpoint was post-ESD stricture, 
defined as luminal narrowing requiring endoscopic dilation. Secondary end-
points included risk factors for stricture, the effects of each preventive strategy, 
and the incidence of other adverse events. To reduce treatment-selection bias 
and to estimate marginal causal effects of each preventive strategy, propensi-
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ty scores were calculated. Inverse probability of treatment weighting (IPTW) 
was applied to logistic regression models, and these models were used to obtain 
predicted stricture risks across treatment groups.
Results  Among 706 eligible cases from across participating centers, 18 were 
excluded due to insufficient follow-up, leaving 688 patients for the final analy-
sis (85 % male; median age 69 years [IQR 61–76]; median Body Mass Index (BMI) 
27 kg/m² [IQR 24–30]). The length of Barrett’s esophagus was characterized 
using the Prague classification, with a median circumferential (C) length of 2 
cm (IQR 0–6) and a median maximal (M) length of 4 cm (IQR 2–7). Lesions were 
predominantly located in the lower thoracic esophagus (82 %), followed by the 
abdominal (11 %), middle (6.5 %), and upper thoracic (0.5 %) part. Prior treat-
ment had been performed in 20.2 % of patients, including EMR (9.1 %), ESD 
(6.4 %), RFA (8.7 %), other ablative therapies (2.3 %), surgery (1.4 %) and radia-
tion or chemoradiotherapy (1.0 %). Histology at resection corresponded to 
adenocarcinoma in 71 %, high-grade dysplasia in 17 %, and low-grade dysplasia 
in 8.6 %. LCI was < 50 % in 35 %, 50-74 % in 46 %, 75–99 % in 14 %, and 100 % in 
5 % of the cases. Stricture-preventive strategies were implemented in 25 % of 
ESDs, with application rates increasing by circumferential involvement: 8 % for 
LCI < 50 %, 19 % for LCI 50–75 %, and 67 % for LCI > 75 %. The stricture-preventive 
approaches employed were topical budesonide in 14 % of procedures, oral 
prednisolone in 11 %, and local steroid injection in 4 %. Overall, post-ESD stric-
ture occurred in 14.8 % of patients and increased with circumferential involve-
ment (7.2 % for LCI < 50 %, 10.4 % for 50–74 %, and 39.4 % for ≥ 75 %; p < 0.0001). 
Stricture risk was primarily driven by circumferential extent and prior endo-
scopic treatment. Using propensity score–based IPTW to estimate marginal 
causal effects, the predicted standardized risks for post-ESD stricture were 
11.2 % (95 % CI 8.5-14.9) with no preventive therapy, 11.2 % (95 % CI 3.0-26.7) 
with oral prednisolone, 3.7 % (95 % CI 1.1-21.1) with steroid injection and 3.1 % 
(95 % CI 0.5–7.2) with topical budesonide. Topical budesonide was the only 
strategy that demonstrated a statistically significant reduction in standardized 
predicted stricture risk. Perforation occurred in 0.3 % and bleeding in 3.9 % of 
cases, all managed endoscopically. No severe adverse events resulted from 
preventive therapies.
Conclusions  BEN-ESD is safe, with stricture occurring in 15 % of patients. Cir-
cumferential extent ≥ 75 % and prior treatment are the major risk factors for 
post-ESD stricture. Our results show that topical budesonide is the only pre-
ventative strategy with a meaningful reduction in predicted stricture risk.
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Aims  The risk of dysplasia and cancer increases with age in Barrett’s oesoph-
agus. Advanced endoscopic therapy such as endoscopic resection and radiof-
requency ablation (RFA) is indicated in dysplasia and intramucosal cancer, but 
is associated with higher risks in older patients with severe comorbidities. Little 
guidance is available as to when to stop endoscopic therapy and follow-up. 
Therefore, we analysed the outcomes of endoscopic therapy in elderly patients 
( > 75 years) in a tertiary centre over the last 15 years in relation to their Charl-
son Comorbidity score (CSI).
Methods  All patients aged > 75 years who underwent endoscopic therapy since 
2008 were selected from the prospectively maintained database. Their Elec-

tronic Patient Record (EPR) was searched to establish patient details and out-
comes.
Results  Since 2008, 109 patients aged > 75 years with dysplasia or early Bar-
rett’s cancer underwent advanced endoscopic therapy. The median age was 
80 years with a range from 75 to 90 years. Only 19/109 (17 %) of patients were 
female. The majority of patients pre-therapy had high-grade dysplasia (59 %) 
at the time of referral. The median Barrett’s length was C3M5.
80/109 (73 %) underwent EMR first, 10/109 underwent RFA first (9 %) and 
19/109 (17 %) had APC only. 27 % were on anticoagulation with warfarin or a 
DOAC (direct oral anticoagulant). 19 % were on an antiplatelet. In terms of 
complications following therapy, there were 2 delayed haemorrhages, 1 stric-
ture formation and no perforations.
72/109 patients (66 %) achieved complete resolution of intestinal metaplasia 
(CR-IM) and 87/109 (80 %) achieved complete resolution of dysplasia (CR-D) in 
the intention to treat analysis. Of the 4 patients with invasive adenocarcinoma 
(2 identified pre-therapy and 2 identified post-therapy), 2 patients achieved 
complete resolution of dysplasia. 31/109 patients died during the 15 years 
follow-up, with a median survival of 5 years after the start of treatment. Only 
2 patients died from oesophageal cancer [1].
The overall all cause mortality was higher in patients with higher Charlson 
Comorbidity Index score (p = 0.04).
Conclusions  Older patients were able to tolerate advanced endotherapy and 
endoscopic follow-up for Barrett’s oesophagus well, with good resolution of 
metaplasia and/or dysplasia, similar to the UK HALO registry results in which 
the mean age was 67 years. In elderly patients over 75 years with advanced 
Barrett’s dysplasia or early cancer, advanced endotherapy and follow-up is safe 
and should be considered in the context of patient’s fitness and CCI reflecting 
life expectancy as well as individual risk of progression to invasive cancer.
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Aims  Comprehensive molecular profiling by next-generation sequencing 
(NGS) of pancreatic adenocarcinoma (PDAC) can identify both prognostic and 
therapeutic biomarkers. Endoscopic ultrasound (EUS)-guided biopsy of PDAC 
is generally adequate for NGS testing. However, the impact of prior chemother-
apy and radiotherapy on sample adequacy and NGS success from EUS-guided 
biopsies of the pancreas is not well described.
Methods  All EUS-guided tissue acquisition by fine needle aspiration or core 
needle biopsy specimens diagnostic for PDAC at Memorial Sloan Kettering 
Cancer Center were retrospectively identified between 2014 and 2025. Com-
prehensive molecular profiling was performed using the institution’s paired 
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tumor-normal, large panel, hybridization-capture based, NGS assay known as 
Memorial Sloan Kettering Integrated Mutation Profiling of Actionable Cancer 
Targets (MSK-IMPACT). NGS testing results were analyzed. Relevant clinical and 
pathologic data were obtained from the electronic medical record. The follow-
ing methods of statistical analyses were utilized: Fisher’s exact test for com-
paring categorical data between two groups, Chi-squared test for more than 
two categorical groups, and the Wilcoxon rank sum test for comparing groups 
of continuous data.
Results  NGS testing was requested on 601 EUS-guided biopsies of PDAC and 
was successful on 468 (78 %) specimens. NGS success rates have significantly 
improved over time (68 % in 2015-2020 vs 86 % in 2021-2025, p < 0.001) with 
improvements in sequencing and DNA extraction. Most samples that failed 
testing were due to a low DNA concentration and low tissue cellularity. Of 591 
specimens, 78 (13 %) were exposed to therapy preceding EUS-guided biopsy 
– 60 (77 %) with chemotherapy alone and 18 (23 %) with radiotherapy. All spec-
imens exposed to radiation received concurrent chemotherapy. There was no 
statistically significant difference in NGS success with or without exposure to 
any therapy (74 % vs 80 %, p = 0.3). Sub-group analyses of NGS performance 
based on exposure to chemotherapy alone vs no prior therapy (77 % vs 79 %, 
p = 0.6) and to radiation vs no prior therapy (67 % vs 79 %, p = 0.2) confirm that 
prior treatment does not significantly affect the feasibility of NGS testing from 
EUS-guided biopsies of the pancreas. Further supporting this, the DNA concen-
tration of specimens did not significantly differ comparing exposure to any 
therapy vs no prior therapy (2.2ng/uL vs 2.6ng/uL, p = 0.3), chemotherapy alone 
vs no prior therapy (2.4ng/uL vs 2.5ng/uL, p = 0.7), and radiation vs no prior 
therapy (2.0ng/uL vs 2.5ng/uL, p = 0.2). Of the successful cases, 95 % of them 
identified a significant hotspot mutation – a potential prognostic or therapeu-
tic biomarker for matched targeted therapy.
Conclusions  This is the largest series to date confirming the feasibility of 
EUS-guided biopsies of PDAC for NGS testing. It is also the first to evaluate 
whether therapy exposure prior to biopsy affects NGS performance. Although 
chemotherapy and radiotherapy can alter the tumor microenvironment, the 
analyses herein suggest that specimen adequacy for NGS is feasible in pre-treat-
ed PDAC. This emphasizes the clinical utility of EUS-guided biomarker evalua-
tion of PDAC after initial therapy or at disease progression to identify potential 
new actionable targets. EUS-guided biopsies of PDAC is a valuable tool for 
obtaining tissue for NGS pre-, during, and after completion of therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Differentiating benign from malignant biliary strictures in patients with 
suspected perihilar cholangiocarcinoma (pCCA) remains a major clinical chal-
lenge. The current diagnostic standard for pCCA is brush cytology which offers 
high specificity (95-100 %) but limited sensitivity (41-67 %). As a result, diag-
nosis is often delayed and additional invasive procedures are required, high-
lighting the need for more sensitive diagnostic tools. Liquid biopsy approaches 
are increasingly used in oncology, with plasma derived cell-free DNA (cfDNA) 
being the most widely investigated. However, plasma cfDNA performs poorly 
in early-stage or small tumors. Bile, in contrast, can contain up to 20-fold high-
er cfDNA concentrations than plasma, providing a potentially richer source of 
tumor-derived DNA for biliary tumors (1). Since bile can be collected during 
routine endoscopic retrograde cholangiopancreatography (ERCP), analysis of 
bile-derived cfDNA may enhance diagnostic sensitivity without additional pro-
cedural burden. The primary aim of this study was to evaluate the feasibility 
and accuracy of Next-Generation Sequencing (NGS) on bile-derived cfDNA for 
mutation-based diagnosis of pCCA [1].
Methods  In this prospective cohort study, bile samples were collected during ERCP 
from consecutive patients with suspected pCCA from June 2023 onwards. Bile 
cfDNA was extracted using the QIAamp MinElute circulating cell free DNA Mini Kit. 
NGS was performed using Ion Torrent with the Oncomine Pan-Cancer Cell-Free 
assay. Final diagnosis was established by histological evaluation of surgical or bi-
opsy specimens and clinical follow-up consistent with malignant disease. Primary 
outcome was correct diagnosis of pCCA on cfDNA. Secondary outcome was correct 
diagnosis of pCCA based on bile cfDNA combined with brush cytology.
Results  Between June 2023 and October 2025, bile samples were obtained 
from 60 patients with suspected pCCA. At the time of sample collection, 20 
patients had metastatic disease, 20 were considered resectable, and 20 had 
locally advanced disease. High-quality cfDNA was successfully extracted from 
all samples, and NGS mutation analysis has thus far been completed in 43 pa-
tients. Among these, one or more (likely) pathogenic mutation(s) were detect-
ed in 37 patients, yielding a sensitivity of 86 % (37/43, 95 %CI 72-95 %). The 
most frequently detected mutations were KRAS (32 %), TP53 (23 %), BRAF (8 %), 
PIK3CA (8 %) and ERBB2/3 (5 %/4 %). Brush cytology was performed in 42 pa-
tients and was positive for malignancy in 31 cases (74 %, 95 %CI 58-86 %). When 
combining brush cytology with NGS of bile-derived cfDNA, a definitive diag-
nosis of pCCA was established in 41 cases, yielding a sensitivity of 95 % (95 %CI 
84-99 %). NGS analysis of tissue (cytology or biopsy specimens) obtained dur-
ing routine diagnostic work-up was available for 31 of 43 patients using stand-
ard-of-care panels. In 21 patients, mutation profiles matched those detected 
in bile cfDNA, and in two patients no mutations were detected in bile and tissue. 
Thus, in 23 out of 31 patients (74 %, 95 %CI 55-88 %), bile cfDNA mutation 
profiling was fully concordant. In five patients, mutations were identified in bile 
cfDNA but not in tissue, most commonly due to low DNA quality in the tissue 
samples. In three patients, mutations were detected in tissue but not in bile; 
in all three cases the tissue-detected mutations were not included in the On-
comine panel used for bile cfDNA analysis.
Conclusions  In the first results of this prospective proof-of-concept study, 
mutational analysis on bile-derived cfDNA was shown possible and substantial-
ly improved the detection of pCCA at the initial diagnostic stage. NGS on cfDNA 
in bile achieved a sensitivity of 86 %. When combined with brush cytology the 
sensitivity even increased to 95 %. These results may have major impact on 
diagnosis of pCCA. Moreover, identifying actionable mutations through cfDNA 
analysis may not only enhance detection but could also play an important role 
in guiding future targeted therapeutic strategies. Future studies should focus 
on developing a cholangiocarcinoma specific gene panel, considering the num-
ber of patients with mutations outside the current panel and thereby poten-
tially improving diagnostic sensitivity even further.
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Ultrasound: the POELH-II trial
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Aims  Lymph node (LN) metastases are a poor prognostic factor in intrahepat-
ic cholangiocarcinoma (iCCA) and perihilar cholangiocarcinoma (pCCA). Extra-
regional LN metastases (LNM) preclude surgical exploration. Knowledge per-
taining to the presence of regional LNM can guide decision-making weighing 
the risks and benefits of surgical resection. When diagnosing suspicious lymph 
nodes, endoscopic ultrasound (EUS) offers the possibility of direct tissue ac-
quisition (TA) for pathological confirmation. While the European Association 
for the Study of the Liver (EASL) Clinical Practice Guideline on the management 
of extrahepatic CCA already recommends preoperative EUS [1], the European 
Society of Gastrointestinal Endoscopy (ESGE) guideline on bile duct strictures 
makes no specific recommendations [2]. This prospective study aims to assess 
the yield of preoperative systematic EUS for LN staging for resectable iCCA and 
pCCA.
Methods  We conducted a prospective, multi-center, international trial enroll-
ing patients from seven tertiary referral centers in the Netherlands and Belgium. 
All presumed resectable iCCA and pCCA patients, without intra-pancreatic 
tumor ingrowth on cross-sectional imaging, were eligible. All patients, regard-
less of the LN findings on cross-sectional imaging, underwent a systematic EUS 
with extensive regional and extraregional LN sampling: attempting to biopsy 
all LN with ≥ 5 millimeter short-axis diameter. Abdominal LN stations 8 up to 
18 are systematically checked according to the Japanese classification [3]. The 
primary outcome was the yield of EUS and its impact on clinical decision mak-
ing, defined as the number of patients who were precluded from surgery due 

to EUS findings (identification of regional or extraregional LNM and other find-
ings) or had altered surgery strategy/approach. Secondary outcomes included 
EUS related adverse events defined according to the AGREE classification [4], 
and the ‘miss’ rate of LNM defined as LNM identified during surgical exploration 
not detected by EUS-TA.
Results  A total of 254 patients were included (59 % male, median age of 68 
years [IQR: 61 – 74]), consisting of 62 iCCA and 192 pCCA patients. LNs were 
identified on cross-sectional imaging in 72 % of patients. A total of 284 EUS 
procedures were performed, during which 1262 LN were identified in 243 pa-
tients (96 %). EUS-TA was carried out for 418 LN (33 %), yielding malignancy in 
73 LN (58 regional and 15 extraregional) across 45 patients. In 13 patients (5 %), 
pancreatic ingrowth was identified. At cross-sectional imaging performed be-
fore EUS, 43 (59 %) of these EUS-TA proven LNM were described as pathological, 
10 (14 %) were described as non-pathological, and 20 (27 %) were not men-
tioned.
EUS yielded clinically relevant findings in 50 of the 254 patients (20 %): EUS 
precluded surgery in 43 patients (regional LNM: 21, extraregional LNM: 10, 
pancreatic ingrowth: 8, other reasons such as IgG4 cholangitis or adrenal me-
tastasis diagnosis: 4), and altered the surgical plan in 7 patients (pancreatic 
ingrowth). In twelve patients regional LNM were identified but surgery was not 
precluded.
Among the 150 patients who finally underwent surgical exploration without 
EUS-TA sampled LNM, ‘missed’ LNM were identified in 106 of the 809 retrieved 
LN (13.1 %), in 51 patients. Of the 106 LNM, 91 were regional and 15 extrare-
gional. These ‘missed’ extraregional LNM were identified in 8 patients, region-
al LNM in 43 patients. EUS related complications occurred in 3 procedures (1 %): 
bleeding requiring embolization (AGREE III) and hypotension (2x: AGREE I).
Conclusions  EUS with systematic evaluation of regional and extraregional LN 
is safe and should be offered to all presumed resectable iCCA and pCCA pa-
tients. It provides information for clinical decision making in 20 % of patients 
including identifying malignant extraregional lymph nodes precluding resec-
tion. (ClinicalTrials.gov, Number: NCT05678218).
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Aims  Uncovered self-expandable metal stents (SEMS) are prone to tumor in-
growth, whereas covered SEMS carry the risk of migration. We evaluated the 
feasibility of a newly developed biliary hybrid SEMS, designed to prevent both 
issues, for patients with unresectable distal malignant biliary obstruction 
(MBO).
Methods  Eighty patients with unresectable distal MBO underwent endoscop-
ic placement of the hybrid SEMS (Two-in-One stent; Taewoong Corp., Goyang, 
Korea). This stent consists of an inner silicone-covered SEMS and an outer-un-
covered SEMS. In cases of inner-covered SEMS dysfunction, it can be endoscop-
ically removed while leaving the uncovered SEMS in place.
Results  Stent placement was successful in all patients (80/80), with clinical 
success in 98.8 % (79/80). Inner-covered stent dysfunction occurred in 28.9 % 
(22/76), primarily due to biliary sludge (90.9 %, 20/22). No stent migration or 
bile duct kinking occurred. Mean cumulative patency of the inner-covered and 
the Two-in-One stents were 537.5 days (95 % confidence interval (CI), 433.8–
641.2) and 778.7 days (95 % CI, 709.6–847.8), respectively. The 6-, 12-month, 
and lifetime patency rates of the Two-in-One stent were 94.0 %, 86.4 %, and 
78.9 %, respectively. Early and late adverse events were observed in six patients 
(four with pancreatitis and two with cholecystitis) and 27 patients (22 with 
recurrent biliary obstruction [RBO] and five with non-RBO) patients, respec-
tively [1–18].
Conclusions  The Two-in-One stent demonstrates a high lifetime patency rate 
in patients with unresectable distal MBO, initially functioning as a non-migrat-
ing, partially covered SEMS and later transforming into an uncovered SEMS 
after removal of the clogged inner-covered SEMS.
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Aims  Pancreatic ductal adenocarcinoma (PDAC) is a highly aggressive disease 
with a poor prognosis. A deeper molecular characterization of PDAC could be 
useful to find new therapeutic options. By using a targeted NGS-based ap-
proach, we analyzed gene variants in time-matched solid and liquid biopsies 
to evaluate concordance rate and potential correlations with clinicopatholog-
ical features.
Methods  A prospective cohort of 30 PDAC patients was enrolled. Inclusion 
criteria were: age of pts ≥ 18 years, histological diagnosis of PDAC at all stages, 
availability of a formalin-fixed paraffin-embedded (FFPE) tumor sample ob-
tained by EUS-FNB and availability of a time-matched blood sample. Cell-free 
DNA (cfDNA) was extracted from the plasma. For NGS analysis, a custom pan-
el including 39 genes more frequently altered in PDAC according to literature 
was used. Fisher’s exact test was applied to evaluate the association between 
gene variants and patients features [1–6].
Results  Most of mutations were found in cancer driver genes, such as KRAS 
and TP53, in solid as well as in liquid biopsies. 24 out of 30 tumor biopsies were 
successfully analyzed by NGS, confirming EUS-FNB ability to provide adequate 
DNA for sequencing. In 5 patients, cfDNA analysis was able to detect variants 
undetectable in the time-matched solid biopsy. No statistically significant dif-
ferences were found in different patient phenotypes.
Conclusions  Assessment of PDAC mutational profile by a targeted NGS ap-
proach suggests the importance to characterize solid biopsies as well as liquid 
biopsies to improve the diagnostic typing. Future studies with larger patients 
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cohorts and longitudinal sampling are needed to elucidate the role of cfDNA 
in PDAC prognosis and treatment monitoring.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Takai E, Totoki Y, Nakamura H, Kato M, Shibata T, Yachida S. Clinical Util-
ity of Circulating Tumor DNA for Molecular Assessment and Precision Medi-
cine in Pancreatic Cancer. Adv Exp Med Biol 2016; 924: 13–17. 
doi:10.1007/978-3-319-42044-8_3 PMID: 27753011
[2]  Shen GQ, Aleassa EM, Walsh RM, Morris-Stiff G. Next-Generation Se-
quencing in Pancreatic Cancer. Pancreas. 2019; 48 (6): 739–748. doi:10.1097/
MPA.0000000000001324 PMID: 31206465
[3]  Jung K, Lee S, Na HY, Kim JW, Lee JC, Hwang JH, Kim JW, Kim J. NGS-based 
targeted gene mutational profiles in Korean patients with pancreatic cancer. 
Sci Rep. 2022; 12 (1): 20937. doi:10.1038/s41598-022-24732-2 PMID: 
36463295  PMID: PMC9719465
[4]  Imaoka H, Sasaki M, Hashimoto Y, Watanabe K, Miyazawa S, Shibuki T, 
Mitsunaga S, Ikeda M. Impact of Endoscopic Ultrasound-Guided Tissue Ac-
quisition on Decision-Making in Precision Medicine for Pancreatic Cancer: 
Beyond Diagnosis. Diagnostics (Basel). 2021; 11 (7): 1195. doi:10.3390/diag-
nostics11071195 PMID: 34209310  PMID: PMC8307595
[5]  Gan Q, Roy-Chowdhuri S, Duose DY, Stewart JM, Coronel E, Bhutani MS, 
Lee JH, Weston B, Ge PS, Ross WA, Maitra A. Adequacy evaluation and use of 
pancreatic adenocarcinoma specimens for next-generation sequencing ac-
quired by endoscopic ultrasound-guided FNA and FNB. Cancer Cytopathol. 
2022; 130 (4): 275–283. doi:10.1002/cncy.22533 Epub 2021 Dec 14 PMID: 
34905283
[6]  Imaoka H, Sasaki M, Hashimoto Y, Watanabe K, Ikeda M. New Era of En-
doscopic Ultrasound-Guided Tissue Acquisition: Next-Generation Sequenc-
ing by Endoscopic Ultrasound-Guided Sampling for Pancreatic Cancer. J Clin 
Med. 2019; 8 (8): 1173. doi:10.3390/jcm8081173 PMID: 31387310  PMID: 
PMC6723875

OP166  Three-prong asymmetric tip FNB needle to 
obtain tissue specimens of pancreatic ductal adeno-
carcinoma for personalized based chemotherapy
Authors  de Jong MJ1, Van Delft F1, Bisseling TM1, Venneman NG2, 
Wijnands T3, Appelhof P1, Hazewinkel Y, Jansen C4, Van Geenen EM1, 
Brosens LAA5, 6, Siersema PD1, 7

Institutes  1  Radboud University Medical Center, Department of 
Gastroenterology and Hepatology, Nijmegen, Netherlands; 2  Medical 
Spectrum Twente, Department of Gastroenterology and Hepatology, 
Enschede, Netherlands; 3  Rijnstate Hospital, Department of 
Gastroenterology and Hepatology, Arnhem, Netherlands; 4  LabPON, 
Department of Pathology, Hengelo, Netherlands; 5  UMC Utrecht, 
Department of Pathology, Utrecht, Netherlands; 6  Radboud University 
Medical Center, Department of Pathology, Nijmegen, Netherlands; 
7  Erasmus University Medical Center, Department of Gastroenterology and 
Hepatology, Rotterdam, Netherlands
DOI  10.1055/s-0046-1820821
Aims  Patients with pancreatic ductal adenocarcinoma (PDAC) are increasing-
ly being treated with chemotherapy, either as (neo-)adjuvant or palliative treat-
ment. Histological confirmation is often required prior to treatment, with fine 
needle biopsy (FNB) being the preferred diagnostic approach. However, current 
FNB-needles achieve a diagnostic accuracy ranging from only 67 to 87 %. Fur-
thermore, the guidelines of the European Society of Gastrointestinal Endosco-
py do not provide specific recommendations regarding the optimal number of 
passes during a FNB procedure with a three-prong asymmetric tip FNB-needle.
The aim of this study was to investigate the diagnostic accuracy of a novel 
three-prong asymmetric tip FNB needle (Micro-Tech, Nanjing, China) and to 
determine after how many passes PDAC was diagnosed. Additionally, the study 
evaluated the added value of rapid on-site evaluation (ROSE).

Methods  We performed an investigator-initiated prospective cohort study in 
three hospitals in The Netherlands. Patients with suspected PDAC and an indi-
cation for EUS-FNB were included. During each procedure, three biopsies were 
obtained and placed in separate formalin containers. ROSE was performed 
until ROSE was representative.
Results  In 125 of 138 included patients the diagnosis PDAC could be confirmed 
by using the three-prong asymmetric tip FNB needle (diagnostic accuracy of 
90.6 %). Following the second and third pass, the diagnostic confirmation rate 
was 92.0 % and 96.8 %, respectively. Although ROSE was not representative 
after the first pass in 48 patients, a positive histological result was still obtained 
in 30 of these cases (62.5 %). A total of 14 complications were seen; 10 patients 
developed an acute pancreatitis; two patients after only EUS-FNB, and eight 
after a combination of EUS-FNB with Endoscopic Retrograde Cholangiopancre-
atography (ERCP).
Conclusions  The three-prong asymmetric tip FNB needle demonstrated a high 
diagnostic accuracy, with a diagnostic confirmation rate of 92.0 % after two 
passes. However, ROSE had no additional diagnostic value in this group with 
high-likelihood PDAC, it can be considered in atypical difficult cases.
Conflicts of Interest  Mike J.P. de Jong, Foke van Delft, Tanya M. Bisseling, Niels 
G. Venneman, Titus F.M. Wijnands, Pleun Appelhof, Yark Hazewinkel, Casper 
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OP167  Efficacy of addition of oral simethicone 
emulsion on the quality of bowel preparation for 
colonoscopy– An open-label randomized controlled 
trial
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Aims  High-quality bowel preparation is essential for optimal mucosal visuali-
zation, adenoma detection, and overall colonoscopy effectiveness. Sime-
thicone, an antifoaming agent, has been studied as an adjunct to PEG regimens 
to reduce intraluminal bubbles, though most prior trials used tablet formula-
tions. This study aims to assess whether adding simethicone emulsion to 
PEG-electrolyte solution improves the quality of bowel cleansing and other 
colonoscopic preparation parameters.
Methods  Consecutive adult patients undergoing colonoscopy were screened 
between April 2024 to October 2025 and randomized into two groups: 2 L 
PEG-ELS split dose + 300 mg simethicone emulsion per liter of PEG-ELS (Group 
A) and 2 L PEG (Group B). The primary endpoint was the effectiveness of bow-
el cleansing, as assessed by the Boston Bowel Preparation Scale (BBPS). Sec-
ondary endpoints included bubble score, cecal intubation time, polyp detection 
rate (PDR), and adverse events (▶Table 1).
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▶Table 1	  Comparison of outcomes between the patients in each 
group

Parameters Group A 
(n = 72)

Group B 
(n = 72)

p-value

Boston Bowel 
Preparation 
Scale: Total

7.36 ± 1.33 7.19 ± 1.58 0.495

Adequate bowel 
preparation

63 (87.5 %) 59 (81.9 %) 0.354

Bubble score: 
Total

0.49 ± 0.80 2.67 ± 2.92  < 0.001

Cecal intubation 
time (SD), in min

4.62 ± 1.54 5.96 ± 2.72  < 0.001

Colon withdrawal 
time (SD), in min

6.54 ± 1.02 6.97 ± 1.19 0.027

Polyp detection 
rate, n ( %)

8 (11.1 %) 8 (11.1 %) 1.000

Adverse events: 
Bloating, n ( %)

1 (1.4 %) 4 (19.4 %) 0.001

Willing to 
undergo a repeat 
colonoscopy if 
indicated

64 (88.9 %) 54 (75.0 %) 0.030

Results  After exclusion, 150 patients were randomized, out of which 3 did not 
complete the preparation, and 3 patients had luminal obstruction precluding 
completion of the procedure. A total of 144 patients were included in the anal-
ysis, with 72 in each group. There was no difference in age (48.33 ± 15.14 vs. 
47.00 ± 14.78 years), body mass index (23.38 ± 3.57 vs. 22.58 ± 3.79 kg/m²), or 
the proportion of patients with comorbidities. Mean total BBPS scores did not 
differ significantly (7.36 ± 1.33 vs 7.19 ± 1.58; p = 0.495), nor did segmental 
scores for the right, transverse, or left colon (p = NS for all). Adequate bowel 
preparation (BBPS ≥ 6 with neither segmental score < 2) was achieved in 87.5 % 
of Group A and 81.9 % of Group B (p = 0.354), indicating similar cleansing ef-
fectiveness. In contrast, bubble burden differed markedly between groups. 
Group A demonstrated significantly lower bubble scores across all colonic seg-
ments, including cecum (p < 0.001), ascending colon (p < 0.001), transverse 
colon (p = 0.001), descending colon (p = 0.005), and rectosigmoid (p = 0.006). 

The total bubble score was significantly lower in Group A compared with Group 
B (0.49 ± 0.80 vs. 2.67 ± 2.92; p < 0.001), indicating substantially clearer mu-
cosal visualization. Cecal intubation time was significantly shorter in Group A 
(4.62 ± 1.54 min) compared with Group B (5.96 ± 2.72 min; p < 0.001). Colon 
withdrawal time was also marginally but significantly shorter in Group A 
(6.54 ± 1.02 vs 6.97 ± 1.19 min; p = 0.027). Despite these differences in visual-
ization and procedure times, polyp detection rates were identical (11.1 % in 
both groups; p = 1.000). Adverse event profiles favored Group A. Bloating was 
significantly less frequent (1.4 % vs 19.4 %; p = 0.001). Rates of nausea/vomiting, 
abdominal cramps, and sleep disturbances did not differ significantly. Patient 
acceptability was higher in Group A, with more patients willing to undergo 
repeat colonoscopy if required (88.9 % vs 75.0 %; p = 0.030).
Conclusions  The addition of simethicone emulsion to PEG-ELS demonstrated 
a significantly reduced bubble burden, shorter cecal intubation and withdraw-
al times, fewer adverse symptoms, and greater patient acceptability, despite 
similar BBPS scores and polyp detection rates. These findings support the add-
ed value of simethicone-based preparation in enhancing mucosal visibility and 
improving overall procedural quality and patient comfort.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate gastric mucosal visibility (GMV) is essential for high-quality 
upper gastrointestinal (GI) endoscopy. This study aimed to evaluate the optimal 
timing of premedication with simethicone and N-acetylcysteine (NAC) in im-
proving GMV.
Methods  In this single-center, randomized controlled trial, 1,200 adult pa-
tients undergoing elective upper GI endoscopy were randomized into four 
groups: placebo, simethicone + NAC with endoscopy performed after 10–20 
minutes, 20–30 minutes, and > 30 minutes. The primary outcome was the pro-
portion of patients achieving adequate gastric mucosal visibility (GMV), defined 
as a score of < 7 on a validated visibility scale. A pre-specified subgroup analysis 
of the > 30 minute group was performed by stratifying patients into 20-minute 
intervals (31–50, 51–70, and 71–90 minutes) to assess the durability of mu-
cosal clarity over time (▶Table 1).

▶Table 1	 

Characteris-
tic

Group 1 
(Placebo)

Group 2 (10–20 
min)

Group 3 (20–30 
min)

Group 4 ( > 30 
min)

Overall 
p-value

Significant Differenc-
es (Post hoc)

Adequate 
GMV ( %)

8 (2.7)a 75 (25.0)b 194 (64.7)c 200 (66.7)c  < 0.0001 1 ≠ 2, 1 ≠ 3, 1 ≠ 4, 2 ≠ 3, 
2 ≠ 4; 3 = 4

Mean Gastric 
Score

10.3a 8.5b 6.4c 6.2c  < 0.0001 All pairs except 3 vs 4

Lesion 
Detection ( %)

43.7 46.7 48.7 47.3 0.655 NS (Not Significant)
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Results  Adequate GMV was significantly higher in all preparation groups com-
pared to placebo (p < 0.001). The 20–30 minute and > 30 minute groups 
demonstrated the highest rates of adequate visibility (64.7 % and 67 %, respec-
tively), both significantly superior to the 10–20 minute group (25 %) and pla-
cebo (2.7 %). In the > 30 minute subgroup analysis, the 31–50 minute interval 
demonstrated the highest adequacy (73.5 %). The 51–70 minute group showed 
moderate adequacy (52.1 %), which was not significantly different from the 
20–30 minute group (p = 0.207). However, the 71–90 minute group (n = 16) 
had reduced adequacy (43.8 %) and did not differ significantly from the 10–20 
minute group (p = 0.145). No adverse events were reported across study arms.
Conclusions  Endoscopy performed between 20 and 50 minutes after mucosal 
preparation yields optimal gastric mucosal visibility. A decline in visibility be-
yond 50 minutes suggests a practical upper limit for endoscopy timing follow-
ing preparation. These findings support structured, time-sensitive scheduling 
following mucosal cleansing to enhance procedural quality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Sedation for endoscopic procedures often risks respiratory and cardio-
vascular depression, particularly in elderly and frail patients. In endoscopic 
retrograde cholangiopancreatography (ERCP), frequently performed in the 
prone position, maintaining cardiorespiratory stability is essential. Ketamine, 
when combined with low-dose midazolam, may offer safer hemodynamic and 
respiratory profiles than traditional opioid-based regimens. Our primary aim 
was to evaluate the safety and efficacy of sedation with ketamine combined 
with low doses of midazolam for ERCP. The secondary aim was to compare its 
tolerability and adverse event (AE) profile with opioid-based sedation (pethi-
dine, fentanyl or propofol) combined with midazolam.
Methods  All patients undergoing ERCP with ketamine and midazolam sedation 
in our Digestive Endoscopy Unit from September 2023 to November 2025 were 
prospectively collected (Group A). For comparison, all patients who underwent 
ERCP with opioid-based sedation plus midazolam (Group B) from September 
2022 to November 2025 were retrospectively and prospectively included. 
Group B was subdivided into: B1 (pethidine + midazolam), B2 (fentanyl + mida-
zolam), and B3 (propofol + midazolam). Outcomes included procedure dura-
tion, recovery time, pain (measured before and after ERCP using the Visual 
Analogue Scale [VAS]), technical and clinical success rates, and sedation-relat-
ed adverse events (AEs). Statistical analysis was performed using chi-square 
test, Student’s t-test, Mann–Whitney U test, logistic regression, with signifi-
cance set at p < 0.05.
Results  A total of 940 patients were included: 417 received ketamine + mida-
zolam (Group A; 227 males, median age 78 [21–98]) and 523 received opi-
oid-based sedation (Group B; 257 males, median age 79 [34–98]).
Within Group B, 402 patients (76.8 %) received pethidine + midazolam (Group 
B1), 72 (13.8 %) fentanyl + midazolam (Group B2), and 49 (9.4 %) propofol + mi-
dazolam (Group B3).
In Group A, median doses were ketamine 40 mg [10–130] and midazolam 2.5 
mg [1–7.5].
In Group B, median doses were: pethidine 45 mg [10–100] + midazolam 3.5 
mg [1–9]; fentanyl 50 mcg [25–125] + midazolam 3 mg [1–6]; propofol 160 
mg [50–450] + midazolam 2.5 mg [1–6].
Technical success was 96 %in Group A and 95.6 % in Group B; clinical success 
was 99.5 % and 99 %, respectively.

Sedation-related AEs occurred in 4.1 % (17/417) of Group A (2.2 % hallucina-
tions, 1.4 % sialorrhea with mild desaturation, 0.5 % vomiting) and in 9.4 % 
(49/523) of Group B (Group B1: 7.7 %; Group B2: 13.9 %; Group B3: 16.3 %). 
Reported AEs in Group B included hypoxemia, bradycardia, and hypotension. 
Respiratory insufficiency was more frequent in Group B (14/31 in Group B1, 
7/10 in Group B2, 7/8 in Group B3), whereas Group A showed only two cases 
of mild desaturation. No severe AEs occurred in either group. The most severe 
hypoxemia occurred in Group B3, requiring temporary interruption of ERCP in 
four cases.
Pain control was excellent in Group A, with only one patient (0.4 %) reporting 
a one-point increase in VAS after ERCP.
Median recovery time was significantly shorter with ketamine (16.8 ± 3.1 min-
utes) compared with opioids (26.6 ± 4.3 minutes).
No statistically significant differences were found between groups in ERCP du-
ration (p = 0.33), pain control (p = 0.63), technical success (p = 0.82) or clinical 
success (p = 0.56).
AEs were significantly more frequent in Group B2 vs Group A (p = 0.04) and in 
Group B3 vs Group A (p = 0.03), particularly regarding respiratory insufficiency.
Conclusions  Ketamine combined with low-dose midazolam is a safe and effective 
sedation strategy for ERCP, providing excellent pain control and a significantly low-
er incidence of respiratory events compared with opioid-based regimens. Given 
its favorable respiratory and hemodynamic profile and comparable procedural 
success, ketamine–midazolam represents a valuable alternative, especially for 
patients at increased risk of respiratory compromise during ERCP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Midazolam is widely used for procedural sedation during gastrointestinal 
(GI) endoscopy, but its limitations include prolonged recovery and impaired 
post-procedural memory. Remimazolam, a novel sedative, may enable faster re-
covery with improved preservation of cognition. Although both agents have been 
extensively studied, head-to-head comparisons in a Western population are limit-
ed. We therefore aimed to compare remimazolam to midazolam for diagnostic 
upper GI endoscopy in a multicenter, double-blind, randomized controlled trial.
Methods  This trial is being performed in three Dutch community hospitals 
involving five experienced endoscopists. Adult patients scheduled for diagnos-
tic upper GI endoscopy with procedural sedation were eligible; anticipated use 
of fentanyl or other opioids was an exclusion criterium. Patients were rand-
omized 1:1 for sedation with either remimazolam or midazolam, with both 
patients and observers blinded for allocation. Vital signs, the validated Modified 
Observer’s Assessment of Alertness/Sedation (MOAA/S) scores, and the vali-
dated Aldrete recovery scores were monitored at pre-defined time intervals 
during one hour post-procedure. In a follow-up phone call one day after the 
procedure, a memory test and patient questionnaire were completed. Primary 
endpoint was time to full alertness, defined as the interval between the latest 
sedative dose and the first of three consecutive MOAA/S scores ≥ 5. Secondary 
endpoints included sedation success rate, memory performance, the propor-
tion of patients ready for discharge home at the time of leaving the endoscopy 
room, and adverse events. Sedation success was defined as completion of the 
procedure as intended, using ≤ 5 boluses of the sedative during endoscopy, and 
without the need for any additional sedative agents. Memory was evaluated 
by recall of a playing card shown after full alertness. Readiness for discharge 
was defined as the first Aldrete score ≥ 9, according to current guidelines. We 
report interim outcomes of our study in the intention-to-treat analysis.
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Results  In this interim analysis, 141/148 (95 %) patients were enrolled, with 
71/141 (50 %) patients receiving remimazolam and 70/141 (50 %) patients 
midazolam. Baseline characteristics were similar between groups (66 % male; 
mean age 68 ± 11 years). The most common indication for the endoscopy was 
Barrett surveillance (98/141 patients; 70 %).
Median total doses were 8mg (IQR 7-9) for remimazolam and 5mg (IQR 4-7) 
for midazolam. Median procedure times were similar: 6 minutes (IQR 4-8) in 
both groups (p < 0.005). Sedation success rate was 96 % (68/71, 95 % CI 88-99) 
with remimazolam and 97 % (68/70, 95 % CI 90-99) with midazolam (p = 0.718). 
Procedure failure occurred due to ongoing agitation (remimazolam, n = 2; mi-
dazolam, n = 1) and food in the stomach (n = 1 in both groups).
Time to full alertness was significantly shorter with remimazolam: median 10 
minutes (IQR 8-13) versus 22 minutes (IQR 13-33) with midazolam (p < 0.005). 
Setback in full alertness occurred in 1 % (95 % CI 0-8) after remimazolam versus 
19 % (95 % CI 11-29) after midazolam (p < 0.005).
At the time of leaving the endoscopy room, 93 % (95 %CI 85-97) of remima-
zolam patients were ready for discharge home, versus 30 % (95 %CI 21-42) of 
midazolam patients (p < 0.005). Successful memory testing was observed in 
65 % (95 % CI 53-75) versus 17 % (95 % CI 10-28) for remimazolam and mida-
zolam, respectively (p < 0.005). Endoscopist and patient satisfaction were high 
in both groups. No serious adverse events occurred.
Conclusions  Remimazolam for diagnostic upper GI endoscopy, enables faster 
recovery than midazolam, allowing most patients to meet discharge criteria 
directly after leaving the endoscopy room. Together with superior post-proce-
dural memory, and high satisfaction, these preliminary results may support 
the potential for safe, recovery-room-free discharge following remimazolam 
monotherapy in routine clinical practice.
Conflicts of Interest  B.W. has received research funding from Pentax Medical, 
C2 Therapeutics, and Aqua Medical.K.M. has received speaker fee, fee for con-
sultancy services and reimbursement of study-related travel costs from Pentax 
Medical.
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Aims  Remimazolam, an ultrashort-acting benzodiazepine, is a promising sed-
ative in the armamentarium for healthcare professionals who do not have ac-
cess to non-anesthesiologist-administered propofol sedation. We aimed to 
evaluate the efficacy and safety of remimazolam compared to propofol as 
monotherapy for sedation in adults undergoing gastrointestinal endoscopic 
procedures.
Methods  A systematic review across MEDLINE and Cochrane Central Register 
for RCTs was performed, evaluating the efficacy and safety of sedation with 
monotherapy remimazolam compared to propofol for sedation in GI endoscop-
ic procedures, from 01.01.2019 to 31.07.2024. The primary outcome was the 
total adverse events rate, while sedation induction time, overall procedural 
time, sedation success, and patient satisfaction comprised the secondary out-
comes. Pairwise meta-analyses were undertaken to present the effect size on 
study outcomes as either Risk Ratio (RR) or Mean Difference (MD) with 95 % 
confidence interval (CI). We also performed sensitivity analyses by type of ad-
verse event rate (hypotension, bradycardia, respiratory). The quality of evi-
dence was assessed using the Grading of Recommendations Assessment, De-
velopment and Evaluation (GRADE) approach.
Results  Fourteen RCTs involving 3158 patients (remimazolam 1587, propofol 
1571) were included. Compared to propofol, monotherapy with remimazolam 
was associated with a significantly lower total adverse event rate [RR 0.66, 95 % 
CI (0.56 – 0.78), I2 = 73 %]. This effect was consistent for hypotension [RR 0.40, 
95 % CI (0.29 – 0.54), I2 = 75 %], bradycardia episodes [RR 0.46 95 % CI (0.32 – 
0.67, I2 = 0 %] as well as respiratory adverse events rate [RR 0.44, 95 % CI (0.27-
0.74), I2 = 42 %]; there was low confidence in estimates. Remimazolam admin-
istration resulted also in a shorter sedation induction time [MD -0.41, 95 % CI 
(-0.70 – 0.12), I2 = 97 %]. On further analysis, procedural time, sedation success, 
and patient satisfaction were similar between the two medication treatments 
[MD 0.69, 95 % CI (-0.74-2.13); I2 = 54 %; RR 0.99, 95 % CI (0.90-1.09), I2 = 98 % 
and MD 0.77, 95 % CI (-0.22-1.76), I2 = 55 %, respectively]. Certainty of evidence 
was low.
Conclusions  Remimazolam monotherapy displays better safety profile with 
clinically similar efficacy when compared to propofol monotherapy for sedation 
in gastrointestinal endoscopic procedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Propofol has become the cornerstone sedative in gastrointestinal (GI) 
endoscopy because of its rapid onset, short half-life, and predictable recovery 
profile. With the growing global adoption of nonanesthesiologist-administered 
propofol (NAAP), optimizing its delivery strategy is of increasing clinical rele-
vance. While combining propofol with benzodiazepines has been proposed to 
achieve a dose-sparing effect and enhance sedation stability, the clinical ben-
efit of this approach over propofol monotherapy remains uncertain. This study 
prospectively compared the safety, performance, satisfaction, and cost profiles 
of propofol monotherapy versus propofol–midazolam combination under 
standardized NAAP protocols.
Methods  In this randomized, single-center trial, 330 adult patients undergo-
ing elective upper, lower, or bidirectional endoscopy were assigned to receive 
either propofol alone or propofol combined with midazolam (1:1 ratio). Seda-
tion was administered by trained gastroenterology teams following structured 
NAAP protocols. The primary endpoints were sedation-related complications 
and total propofol dosage. Secondary endpoints included procedure comple-
tion, recovery quality, patient and endoscopist satisfaction, and per-procedure 
sedation cost. Logistic regression identified independent predictors of compli-
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cations, and receiver operating characteristic (ROC) analysis assessed the dis-
criminatory capacity of propofol dosage.
Results  Both sedation regimens were safe and effective, with no differences 
in overall (30.3 % vs. 33.3 %) or severe complications (1.8 % vs. 2.4 %). Propofol 
monotherapy required a higher total dose (197 ± 90 mg vs. 174 ± 75 mg, 
P = 0.013) but achieved significantly smoother and faster recovery (P < 0.001). 
Patient satisfaction exceeded 95 % in both groups, and endoscopist ratings of 
procedural comfort and sedation adequacy were uniformly high. Multivariable 
analysis identified bidirectional endoscopy (aOR = 2.49, 95 % CI: 1.57–3.97) and 
BMI > 30 (aOR = 1.69, 95 % CI: 1.02–2.78) as independent predictors of seda-
tion-related events, while the propofol regimen itself was not associated with 
higher risk (aOR = 0.83, 95 % CI: 0.50–1.31). Propofol dose alone demonstrated 
limited predictive accuracy for adverse events (AUC = 0.64 monotherapy; 
AUC = 0.59 combination). Sedation costs were slightly lower for monotherapy 
(median 1.04 € vs. 1.29 €, P < 0.001).
Conclusions  Propofol-based sedation administered by trained gastroenterol-
ogy personnel is safe and efficient for routine endoscopic practice. Monother-
apy, while requiring higher propofol doses, offers faster recovery, simplified 
administration, and marginal cost savings without compromising safety or 
satisfaction. The addition of midazolam does not confer measurable clinical 
benefit in standard elective cases but may be selectively advantageous for anx-
ious or complex patients. These findings support the broader implementation 
of propofol monotherapy as a primary NAAP regimen and highlight the need 
for multicenter studies to further refine risk-adapted sedation algorithms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

Cholangioscopy: From stones to cancer
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Aims  Intraductal papillary neoplasms of the bile duct (IPN-Bs), recognized as 
potential precursors of invasive cholangiocarcinoma, present diagnostic chal-
lenges due to their variable imaging characteristics, mucin production, and 
frequent tumor multiplicity. Conventional imaging modalities may be limited 
in accurately characterizing these lesions. We assessed the clinical utility of 
peroral cholangioscopy (POC) in the diagnosis and management of IPN-Bs.
Methods  IPN-Bs were diagnosed in consecutive patients who underwent POC, 
based on a comprehensive assessment of clinical presentation, laboratory find-
ings, imaging studies, and POC results. The primary outcome was the detection 
rate of IPN-Bs. The secondary outcomes were the technical success of POC and 
POC-guided forceps biopsy (POC-FB), procedure-related adverse events (AEs), 
detection rate of IPN-Bs missed on prior imaging, and management modifica-
tion rate after POC.
Results  POC was completed in 599 of 621 patients (94.9 %). Mild procedure-re-
lated AEs occurred in nine patients (1.4 %) and were managed conservatively. IPN-
Bs were identified in 84 patients (13.3 %), including 25 (29.8 %) that had not been 
detected on prior imaging. Among the 81 of 84 patients in whom POC-FB was 
successful, histopathologic diagnoses included indefinite for dysplasia (17.3 %), 
low-grade dysplasia (53.1 %), high-grade dysplasia (13.6 %), and invasive carcinoma 

(16.0 %). Among 59 patients with suspected IPNBs on conventional imaging, POC 
findings led to management modifications in 17 cases (20.2 %).
Conclusions  POC is a useful diagnostic modality for the detection of IPN-Bs and 
facilitates accurate decision-making for subsequent management planning.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Differentiating between main duct intraductal papillary mucinous neo-
plasm (IPMN) with the presence of segmental irregular wall thickening and/or 
millimetric mural nodules and chronic pancreatitis (CP) is a significant chal-
lenge. When the diagnosis is unclear, endoscopic ultrasound (EUS) is indicated.
The Rosemont criteria, including main duct morphology, hyperechoic foci, 
calcifications in the pancreatic duct (MPD), pancreatic parenchymal changes, 
MPD irregular contour or dilation are essential for diagnosing CP but are not 
always conclusive. Instead IPMN-MD diagnosis depends on imaging techniques 
like MRI and EUS, revealing an MPD diameter > 5 mm and often the presence 
of wall thickening or mural nodules. In cases where chronic pancreatitis is con-
sidered definite or possible according to the Rosemont criteria, and there is 
dilation of MPD accompanied by segmental irregular wall thickening, the dif-
ferential diagnosis becomes particularly challenging. In such cases, peroral 
pancreatoscopy could be reliable for identifying IPMN and provide useful infor-
mation. An accurate diagnosis is crucial because patients may need a total 
pancreatectomy, which is associated with both short-term complications (e.g., 
infections, organ failure) and long-term issues (e.g., diabetes, malabsorption 
syndrome). The 5-year survival rate for these patients ranges from 25 % to 60 %.
Methods  In this case series 5 patients who underwent EUS for differential di-
agnosis between CP and IPMN- MD with the presence of segmentary irregular 
wall thickening or millimetric mural hyperechoic nodule < 5 mm from January 
2023 to November 2024 were included. All patients had EUS evidence of MPD 
dilation > 10 mm, with irregular contour e/o mural nodules not clearly sugges-
tive of plugs, calcifications, or intraluminal growth. Contrast-enhanced EUS 
(CH-EUS) were performed, showed the presence of MPD nodules. Because 
definitive diagnosis of IPMN- MD could be challenging in advanced chronic 
pancreatitis cases, we scheduled a peroral pancreatoscopy (POPS) using the 
Spyglass DS system. Pancreatoscopy allowed direct high-definition visualization 
of the pancreatic ducts and targeted biopsy on abnormal-appearing mucosal 
lesions for histological confirmation [1–11].
Results  The cohort had a mean age of 60 years (3 male, 2 female), with a 
median follow-up of 84 days. MPD dilation was 17.2 mm (SD 7.5mm). In 2 
cases, pancreatoscopy revealed an MPD covered by regular epithelium with 
raised areas of hyperemia, where spybite biopsies confirmed nonspecific in-
flammation. In 1 case, the MPD was covered by fish-egg-like protrusions with-
out vascular structures (type 2, Hara et al.), while in 2 cases, it showed vil-
lous-type protrusions (type 4, Hara et al.) (figure1) with histology confirming 
low-grade IPMN in one patient and high-grade IPMN in two. The three IPMN 
patients underwent surgery, with histology confirming low-grade dysplasia in 
one and high-grade dysplasia in two.
Conclusions  These preliminary findings suggest that pancreatoscopy is a val-
uable tool in resolving the differential diagnosis between CP and IPMN-MD with 
irregular wall thickening. It can help avoid unnecessary invasive procedures in 
CP patients and provide a more accurate assessment of IPMN-MD severity. 
Further prospective studies with larger cohorts are needed to confirm these 
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results and explore the potential of pancreatoscopy as a standard practice in 
differentiating these two conditions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Cholangioscopy-guided electrohydraulic lithotripsy (EHL) is an estab-
lished therapy for difficult bile duct stones [1]. However, small-diameter probes 
have limited its effectiveness [1]. With the introduction of digital cholangio-
scopes featuring 2.0-mm working channels, larger and potentially more effi-
cient probes can now be used. The CRAC-STONE trial is the first prospective 
multicenter cohort study evaluating the safety and efficacy of a 1.5-mm EHL 
probe used in digital single-operator cholangioscopy for large bile duct stones.
Methods  This ongoing study includes patients with large or difficult bile duct 
stones from seven high-volume German centers.
Inclusion criteria:  Common bile duct stone ≥ 10mm and/or lumen occluding 
Indication for endoscopic retrograde cholangiography with cholangioscopy 
and electrohydraulic lithotripsy

Primary endpoint:  Technical Success rate defined as stone clearance or abil-
ity to pass a stent if previously not possible
Secondary endpoints:  Rate of interventions with ability to advance the 
4.5FR/1.5mm EHL probe at the stone and apply electrohydraulic lithotripsy. 
Rate of AE within 30 days after the procedure, Number of 4.5FR/1.5mm EHL 
probes used to achieve primary endpoint (PE)
Results (interim analysis, n = 24):
Mean stone size was 16,3mm. Technical success was achieved in 21/24 cases 
(87,5 %). Probe advancement to the target stone was successful in 22 cases 
(91,6 %). Mean procedure duration was 57 min. A mean of 1.4 probes were 
required per procedure. No severe adverse events occurred. Minor adverse 
events included transient abdominal discomfort and two cases of mild post-
ERCP pancreatitis, all resolving with conservative management. At 30-day 
follow-up, 21/24 patients (87,5 %) demonstrated sustained clinical success, 
and re-intervention was required in 2 cases.
Conclusions  Use of a 1.5-mm EHL probe via digital single-operator cholangi-
oscopy appears highly feasible, safe, and effective for treating large bile duct 
stones. This larger-diameter probe may enhance fragmentation efficiency and 
overall procedural performance. Final results from the full cohort are awaited.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Indeterminate biliary strictures remain diagnostically challenging, with 
conventional ERCP tissue sampling offering low sensitivity (21-66 % [1]). Single 
operator cholangioscopy (SOC) allows direct intraductal visualization and tar-
geted biopsies, potentially improving diagnostic accuracy. However, real-world, 
long-term data on its diagnostic yield and safety remain limited.
Methods  We performed a retrospective observational cohort study of all 
adults undergoing SOC between January 2020 and December 2024 at a tertiary 
referral centre. The aim was to identify the diagnostic yield for malignancy of 
SOC visual assessment and targeted biopsies (▶Table 1).

▶Table 1	  Diagnostic Yield of Cholangioscopy

95 % CI (lower, upper)

Prevalence 0.33 0.20, 0.49

Sensitivity 0.87 0.60, 0.98

Specificity 0.80 0.61, 0.92

Positive predictive value 0.68 0.43, 0.87

Negative predictive value 0.92 0.75, 0.99

Positive likelihood ratio 4.33 2.06, 9.11

Negative likelihood ratio 0.17 0.05, 0.61
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Statistical analysis included descriptive summaries, group comparisons using 
chi-square and t-tests, and diagnostic accuracy evaluation with sensitivity, 
specificity, predictive values, likelihood ratios, and AUC. Group comparisons 
between benign and malignant final diagnoses were performed using chi-
square tests for categorical variables and t-tests for continuous variables, with 
significance set at p < 0.05.
Results  Among 433 SOC procedures, 330 were performed for stone manage-
ment and 10 with incomplete data were excluded, leaving 93 patients for anal-
ysis. Most patients were male (62.4 %) with a mean age of 57 years. SOC visual 
impression and histology were strongly associated with final diagnosis 
(p < 0.001), whereas other clinical and procedural factors did not reach statis-
tical significance. 70 (75.3 %) had benign and 23 (24.7 %) had malignant stric-
tures as their final diagnosis. Based on visual impression and biopsy confirmed 
histological diagnosis, sensitivity for malignancy was 0.87 (95 % CI 0.60–0.98) 
and specificity was 0.80 (95 % CI 0.61–0.92). The positive predictive value was 
0.68 (95 % CI 0.43–0.87), while the negative predictive value was 0.92 (95 % CI 
0.75–0.99). Two patients (2.2 %) experienced adverse events in the form of 
cholangitis.
The Area under the Curve was calculated at 0.83, suggesting that the model 
reliably aids in ruling out malignancy in strictures. After adjusting for indication 
and stricture location, the model’s discriminative ability decreased substan-
tially (with an AUC of 0.7247), highlighting their importance in the diagnostic 
yield of SOC.
Conclusions  SOC demonstrated high negative predictive value, supporting 
its clinical utility in the differentiation of benign and malignant biliary strictures 
when compared to reported performance of conventional ERCP tissue sam-
pling. Prospective, multicentre studies with larger sample sizes are needed to 
validate these findings, refine SOC-based diagnostic criteria, and better define 
when to include SOC in the diagnostic algorithm for biliary strictures.
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Aims  Chronic pancreatitis often leads to debilitating pain, malnutrition, and 
steatorrhea, with pain driving poor quality of life, opioid dependence, and fre-
quent emergency department (ED) presentations.
Obstructing main pancreatic duct (PD) stones are postulated to contribute to 
pain through ductal hypertension. Endoscopic stone clearance with ERCP is 
technically challenging and frequently unsuccessful. Pancreatoscopy-guided 
lithotripsy (PL) using Holmium laser (HL) is a novel therapeutic adjunct, but 
both short- and long term outcome data are limited.
We aimed to evaluate the safety, effectiveness, and long-term outcomes of 
PL-HL for symptomatic obstructing main PD stones.
Methods  Patients with symptomatic PD stones were prospectively enrolled. 
After ERCP with sphincterotomy and stricture dilatation, PL-HL was performed 
for stone fragmentation using a 10FG Boston Scientific Spyglass pancreato-
scope advanced over an 0.025inch guidewire and Lumenis Verapulse Holmium 
YAG laser with a 272µm fibre. The primary outcome was reduction in pain-re-

lated ED presentations. Secondary outcomes included total stone clearance, 
weight gain, changes in Izbicki pain score, opioid use, and adverse events.
Results  Over a nine year period, 22 patients referred for treatment underwent 
PL-HL (median age 68 [IQR 55-78], 46 % female). Baseline main pancreatic duct 
(MPD) diameter was 7mm [IQR 7-10] and 10 (65 %) patients had more than one 
PD stone.
17 (77 %) patients had chronic pain with 11 (50 %) requiring regular opioids. 
The median Izbicki Pain Score was 38.8 [IQR 19.5-43.8].
Overall 31 pancreatoscopy procedures were performed in the 22 patients with 
5 (23 %) of patients requiring multiple PL-HL sessions. Total stone clearance was 
achieved in 91 % of cases. The median laser settings were 1.4 J, 15 Hz with 
median total energy delivered 2.6 kJ [IQR 0.7-5.0].
Post-procedural complications occurred in 9 % of procedures, this was predom-
inantly short-lasting pain in 2 cases (6 %) with only 1 (3 %) case of mild pancre-
atitis.
Median follow up was 13 months [IQR 7-40]. Full results are shown in the Table. 
There was a significant reduction in ED presentations following PL-HL treatment 
(p = 0.018). Similarly, Izbicki Pain Scores, median patient weights, and MPD 
diameters also improved significantly with a trend to improvement in steator-
rhoea (▶Table 1).

▶Table 1	  Patient outcomes post laser lithotripsy in 22 patients

Outcome Pre-Treat-
ment ( %)

Post-Treat-
ment ( %)

P value

MPD diameter 
(mm)^

7 [7-9] 5 [4-7] 0.002

Weight (kg)^ 61 [54-89] 73 [58-90] 0.002

ED presentations^ 1 [0-3] 0 [0-1] 0.018

Izbicki Pain Score^ 39 [20-44] 0 [0-21]  < 0.001

Opioid use

Any 11 (50) 10 (46) 1.000

Daily 5 (23) 3 (14) 0.500

Steatorrhea 11 (52) 2 (10) 0.008

Conclusions  In a single tertiary endoscopy centre, PL-HL achieved total main 
PD stone clearance in 91 % of cases. Stone clearance was associated with sig-
nificant improvements in Izbicki pain scores, subsequent ED presentations, 
weight, and MPD diameter. Therefore, among symptomatic chronic pancrea-
titis patients with main PD stones: PL-HL appears safe and is associated with 
clinically meaningful improvements in patient quality of life and reduced 
healthcare utilisation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Indeterminate biliary strictures (IBS) are those with an uncertain diag-
nosis following investigation including cross-sectional imaging, endoscopic 
ultrasound, and endoscopic retrograde cholangiopancreatogram. Digital chol-
angioscopy (DC) has emerged as a valuable tool to assess IBS allowing direct 
visualization and targeted biopsies, most centres do not use aspiration cytol-
ogy. The clinical significance of finding histological or cytological atypia in IBS 
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remains uncertain. Atypia may reflect inflammation or herald malignancy, with 
prior studies suggesting malignancy rates of 50 % in non primary sclerosing 
cholangitis (PSC) cohorts. Clarifying the prognostic implications of atypia is 
essential to guide clinical decision-making and avoid delays in diagnosis and 
treatment. This study aimed to assess the long-term outcomes of patients with 
IBS undergoing DC in whom histological or cytological atypia was identified, 
stratified by PSC status.
Methods  We analysed a prospectively collected cohort of 45 patients between 
2017-2024 from a tertiary referral centre in Sydney, Australia with indetermi-
nate strictures and atypia. Patients were stratified into PSC (n = 13) and non-PSC 
(n = 32) groups. Clinical variables included age, gender, serum bilirubin and 
Ca19.9 levels, stricture location, preceding stent placement and time to final 
diagnosis (FD). At cholangioscopy IBS were visually assessed and then speci-
mens obtained for histology and aspiration cytology. Sampling modality with 
atypia was categorised as biopsy alone, cytology alone, or both. FD malignan-
cy was determined by DC specimens, surgical pathology, or multidisciplinary 
team consensus based on imaging and clinical progress after at least 6 months 
follow-up post DC. Statistical analyses included odds ratios for malignancy and 
Fisher’s exact test for atypia severity.
Results  The median age was 66 years, with PSC patients younger (52) than 
non-PSC patients (70); 64 % male. Median follow-up was 49 (8-87) months. 
Atypia was identified by aspiration cytology in 20 (45 %) patients, histology in 
6 (13 %), and both modalities in 19 (42 %). Overall, 29/45 patients (64 %) were 
malignant: 22 cholangiocarcinoma, 7 other malignancies.
Non-PSC patients had malignancy identified in 27/32 (84 %) versus PSC patients 
2/13 (15 %) with odds ratio for malignancy 0.01 (95 % CI 0.0–0.3, p = 0.009). 
Finding atypia on both biopsy and cytology specimens trended toward in-
creased malignancy risk (OR 17.0, p = 0.058). Serum bilirubin and Ca19.9 levels, 
gender, stricture location and previous stenting were not predictive. “Highly 
atypical” cytology or histology was identified in 14 (31 %), all had FD malignan-
cy (Fisher’s exact p < 0.001).
Conclusions  In patients with IBS with atypia identified on DC:
1.	 The diagnostic yield is increased with additional aspiration cytology
2.	 Highly atypical findings suggest malignancy
3.	 Non-PSC patients usually harbour malignancy and should be considered 

for further intensive investigations and early treatment
4.	 The presence of atypia in PSC although concerning, is usually associated 

with a benign course
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Biliary anastomotic strictures (AS) occur in 10-25 % of cases after liver 
transplantation (LT) and ERCP with multiple plastic stenting (MPS) is the main-
stay of treatment. The aim of this study was to assess the performance of three 
different endoscopic strategies: 1) only MPS, 2) combination of MPS and dou-
ble-flared intra-ductal covered metal stents (IDS), 3) only IDS [1].

Methods  This is a retrospective single center study on patients affected by AS 
treated with MPS, MPS + IDS or IDS. Exclusion criteria were: 1) previous or in-
tervening treatment with percutaneous techniques or with traditional trans-
papillary fully covered metal stents (SEMS), 2) presence of concomitant 
non-anastomotic biliary strictures. In case of AS, MPS or IDS were placed, then 
removed and possibly replaced in case of AS persistence; the procedures were 
scheduled according to symptoms, biochemistry and imaging; changing from 
one type of stent to the other was up to the endoscopist. After the treatment 
period or during the follow-up, based on the ERCP or MRCP results, we defined: 
1) healing, when the AS disappeared after stent removal and it did not recur in 
the follow-up; 2) relapse, when the AS recurred after resolution; 3) failure, if 
the AS persisted or if the stricture extended upwards to the hilum. We record-
ed these outcomes according to the type of stents used, the duration of treat-
ment (DOT), the number of procedures done (NOP) (▶Table 1).

▶Table 1	 

MPS (16 pts) MPS + IDS (17 
pts)

IDS (16 pts)

Healing 9 pts (56.3 %) 14 pts (77.8 %) 14 pts (87.4 %)

DOT = 11.7 
months

DOT = 15.6 
months

DOT = 6.9 
months

NOP = 12.2 NOP = 5.2 NOP = 2.6

Relapse 3 pts (18.7 %) 2 pts (11.1 %) 1 pt (6.3 %)

DOT = 19.7 
months

DOT = 5.5 months DOT = 10 
months

NOP = 8.7 NOP = 7.0 NOP = 6

Failure 4 pts (25.0 %) 1 pt (5.6 %) 1 pt (6.3 %)

DOT = 15.8 
months

DOT = 22 months DOT = 5 
months

NOP = 7.7 NOP = 15 NOP = 4

Results  In the period 2015-2025 562 patients underwent LT; 81 (14.4 %) de-
veloped an AS after a mean of 13.2 months; 49 of them entered the study. 
Overall, 37 patients (75.5 %) healed (current mean FU: 15.9 months), the oth-
ers relapsed or failed. MPS obtained a lower healing rate and required a higher 
NOP compared to MPS + IDS or IDS (p < 0.05); to get AS resolution IDS needed 
for a shorter DOT compared to MPS or MPS + IDS (p < 0.05). Overall, 6 patients 
relapsed after a mean of 18.2 months; 5 healed after further endoscopic stent-
ing, 1 underwent LT. The 6 patients who experienced endoscopic failure were 
treated transcutaneously or underwent LT.
Conclusions  Compared to the MPS alone, the use of IDS, alone or in combina-
tion with MPS, was associated with better outcomes in terms of AS resolution, 
NOP or DOT. Future studies should compare the performance of IDS and SEMS 
in this setting.
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Aims  Biliary complications following liver transplantation are among the most 
common complications affecting graft function and patient morbidity after 
transplantation. Several risk factors have been identified, and continuous im-
provements in surgical techniques and perioperative care have been made. 
While insufficient data exists to draw conclusions, internal biliary stents have 
been reported to decrease the rate of biliary complications [1–3].
Methods  We retrospectively analyzed prospectively collected data with long-
term follow-up from a high-volume tertiary center. The study included all adult 
patients who underwent deceased-donor liver transplantation (DDLT) or liv-
ing-donor liver transplantation (LDLT) between 2005 and 2023, with a mini-
mum follow-up period of one year. The aim of the study was to assess the inci-
dence and trends of biliary complications during those years, determine the 
risk factors, and evaluate the prophylactic effect of internal biliary stents on 
the development of biliary complications.
Results  This study included 1,775 liver transplant recipients (1,804 trans-
plants), predominantly male (59.1 %), with a median age at transplantation of 
55.9 years. Of these patients, 326 patients (18, 2 %) received an internal biliary 
stent perioperatively due to a bile duct diameter of less than 6 mm or mis-
matched bile duct sizes. Overall, biliary complications occurred in 23.7 % of 
patients, with a statistically significantly higher incidence among LDLT recipi-
ents (52,6 %; p = 0.006). The incidence of biliary complications with a stent was 
higher (29,4 % v.s. 22,4 %; p = 0.009). The year of liver transplantation (OR = 0.96; 
p = 0.0001), the presence of a hepaticojejunoanastomosis (OR = 0.56; 
p = 0.0019), and split liver grafts (OR = 1.77; p = 0.0062) were significant risk 
factors for the development of biliary complications.
Conclusions  Biliary complications remain a significant issue following liver 
transplantation, particularly in LDLR. Several risk factors have been identified, 
including the type of biliary anastomosis and the type of liver graft. Biliary 
stenting in liver transplant recipients hasn't proved its prophylactic effect.
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Aims  This systematic review aims to evaluate and compare the effectiveness, 
safety, and long-term outcomes of Endoscopic Retrograde Cholangiopancre-
atography (ERCP) versus Percutaneous Transhepatic Radiological Procedures 
(PTRPs) in managing biliary complications following liver transplantation (LT). 
The study addresses the clinical challenge of selecting the optimal intervention 
for complications such as anastomotic strictures (AS), non-anastomotic stric-
tures (NAS), bile leaks, and biliary stones [1].
Methods  A systematic review was conducted according to PRISMA 2020 guide-
lines, analyzing 31 studies published between 1997 and 2023. Data were 
sourced from six electronic databases including PubMed/MEDLINE, Embase, 
and Cochrane Library. Eligible studies included adult and pediatric LT recipients 
experiencing post-transplant biliary complications treated with ERCP or PTRPs 
(PTBD, PTCD, PTC). Outcomes assessed were technical and clinical success, 
adverse events, recurrence rates, and retreatment needs. Quality was appraised 
using the Newcastle-Ottawa Scale. Due to heterogeneity, a narrative synthesis 
was performed.
Results  ERCP demonstrated high clinical success rates for bile leaks (71–100 %) 
and anastomotic strictures (65–96 %), but lower efficacy for non-anastomotic 
strictures (12–42 %). PTRPs showed superior efficacy in complex strictures, with 
success rates between 70 % and 90.6 %, and achieved 100 % success in pediatric 
cohorts. Comparative studies revealed ERCP technical success rates ranging 
from 65 % to 94.9 %, while PTRP technical success reached up to 90.6 %. Safety 
profiles differed: ERCP was associated with pancreatitis incidence of 4–10 %, 
bleeding in 2.6–16 %, and cholangitis in 1.3–10.6 %; PTRPs carried hemorrhage 
risks of 1.4–11.1 %, sepsis rates of 5–22 %, and catheter-related complications 
including dislodgement (9.1 %) and occlusion (27.1 %). Long-term outcomes 
favored ERCP for AS, with recurrence rates between 0 % and 32 %, particularly 
lower (7.7 %) with plastic stents versus 30.3 % with covered self-expandable 
metal stents (cSEMS). NAS recurrence after ERCP was higher (33–50 %), often 
requiring additional interventions. PTRP maintained approximately 70 % pa-
tency at 3.5 years but required repeat interventions in 43–53 % of cases. Hybrid 
ERCP-PTRP approaches achieved over 90 % success in complex cases, reducing 
surgical revision rates by 38–62 %.
Conclusions  ERCP remains the preferred first-line intervention for bile leaks 
and accessible anastomotic strictures due to its minimally invasive nature and 
favorable safety profile. PTRPs are valuable for complex or ERCP-refractory 
strictures, especially in pediatric patients, despite higher complication rates. 
Hybrid strategies combining ERCP and PTRP optimize outcomes in anatomical-
ly challenging cases. Future research should focus on randomized controlled 
trials comparing these modalities, development of predictive models for indi-
vidualized treatment, and innovations in stent technology and procedural 
guidance. Standardized outcome definitions and multidisciplinary collaboration 
will enhance clinical decision-making and patient care in post-LT biliary com-
plication management.
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Aims  Biliary complications including anastomotic strictures and bile leak occur 
in approximately 14 %-20 % of patients post-orthotopic liver transplantation 
(post-OLT). Endoscopic retrograde cholangiopancreatography (ERCP) and in-
sertion of plastic stents represent the standard treatment for these biliary 
complications, however, there is limited data on the rate of resolution of stric-
ture or bile leak, stricture or leak recurrence and long-term outcomes of ERCP 
in liver transplant patients with these biliary complications
Methods  We reviewed clinical records of 3590 consecutive patients who un-
derwent OLT between January 2011 to January 2023. For the patients who 
developed anastomotic biliary strictures (ABS) or bile leak (BL), specific data 
including the demographics, indication of OLT, graft type, configuration of bile 
ducts, number of biliary anastomosis, and procedure-related data including 
number of ERCP sessions required and requirement of per-cutaneous transhe-
patic biliary drainage (PTBD) were extracted. Primary outcome was rate of 
stricture or bile leak resolution and secondary outcomes were to estimate the 
rate of stricture or leak recurrence and identify predictive factors for recurrence 
of biliary complications [1].
Results  Of total 3590 patients who underwent liver transplant, 540 (15 %) 
patients (male = 465, 86.1 %; mean age- 49.3 ± 10.6 years) developed biliary 
complications [ABS – 469 (86.9 %) patients; BL – 60 (11.1 %) patients; stricture 
with bile leak – 11 (2 %) patients]. The median time to stricture formation after 
OLT was 6 (IQR: 3- 10) months, and the median time from OLT to bile leak was 
29.5 (IQR:15- 51.5) days. The technical success for ERCP was 89.1 % (481/540); 
59 (10.9 %) patients required a combination of ERCP and PTBD (followed by 
rendezvous ERCP) for biliary drainage and one patient required surgery. Of 480 
patients with ABS, 409 (85.2 %) patients achieved stricture resolution after a 
median 3 (IQR:2- 4) ERCP sessions and median 6 (IQR:4-9) months. Rest re-
quired surgery. Stricture recurrence occurred in 20.5 % (84/409) patients after 
median 5 (IQR: 3-12) months of stent free trial; 90 % (76/84) patients were 
subsequently managed by ERCP successfully, and 8 patients required surgery. 
Of 60 patients with BL, rate of resolution was 95 % (57/60) after median 1 (IQR: 
1-2) ERCP session and median 3 (IQR: 3-4) months; none of these patients 
developed recurrence. On multivariate analysis, requirement of more than 3 
ERCP sessions (aOR: 1.6, 95 % CI: 1.1-1.8; p = 0.004)and multiple duct-to-duct 
anastomosis (aOR: 1.7, 95 % CI: 1.2-2.7; p = 0.02)predicted recurrence of stric-
tures.
Conclusions  ERCP is an effective for post-OLT biliary anastomotic strictures 
and bile leaks. The number of ERCP procedures and multiple duct-to-duct anas-
tomosis were predictors of stricture recurrence.
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Aims  Biliary anastomotic strictures (BAS) are the most common biliary com-
plication in liver transplant (LT) recipients. BAS are associated with significant 
morbidity leading to higher rates of graft failure and retransplantation. The 
underlying mechanisms involved in the development of fibrosis of BAS are not 
well understood; however, animal studies suggest that overexpression of trans-
forming growth factor beta (TGF-B) can play an important role. Per-oral digital 
cholangioscopy (POCS) allows clear visualization of the common bile duct and 
adequate sampling of the biliary epithelium in order to evaluate factors asso-
ciated with local fibrosis. This prospective study aims to investigate the under-
lying pathophysiology of BAS, with direct visualization using POCS to allow 
biopsy sampling, and support the identification of novel therapeutic targets to 
block fibrogenic and reparative pathways [1–3].
Methods  We conducted a prospective, controlled, single-center study includ-
ing LT recipients with BAS that underwent cholangioscopy with biopsy, as well 
as patients undergoing surgery for BAS. RNA was extracted from bile duct 
samples of LT patients with BAS (experimental group) and without BAS (control 
group). Analyses included quantification of TGF-B and its membrane receptors, 
interleukin-6 (IL-6), and evaluation of downstream intracellular signaling me-
diators (phosphorylated SMADs and STATs) using real-time quantitative reverse 
transcription PCR (RT-qPCR). Normal bile duct tissue from liver donors (distal 
common bile duct) served as controls.
Results  Thirty-two LT recipients with BAS underwent POCS or surgery; 24 of 
these provided adequate RNA for molecular analysis. These samples were com-
pared with 8 controls. RT-qPCR showed significant differences in SMAD1, 
SMAD2, and α-SMA mRNA expression between BAS and control tissues 
(p < 0.05). Although TGF-B, its membrane receptors, IL-6, and STAT3 levels were 
higher in BAS samples, these differences did not reach complete statistical 
significance.
Conclusions  This study provides molecular evidence of activation of TGF-B-re-
lated fibrogenic pathways in BAS after LT, as reflected by significant increases 
in SMAD1, SMAD2 and α-SMA expression. Overall, the findings highlight down-
stream fibrotic signaling as a potential therapeutic target and emphasize the 
value of POCS-guided tissue sampling in understanding the pathophysiology 
of BAS.
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Aims  Primary sclerosing cholangitis (PSC) is a chronic cholestatic liver disease 
and a major indication for orthotopic liver transplantation (OLT). Post-trans-
plant biliary complications, including bile leaks and anastomotic strictures, 
remain common and significantly impact graft function and patient outcomes. 
Pre-transplant endoscopic retrograde cholangiopancreatography (ERCP) with 
sphincterotomy is frequently performed in PSC patients with dominant stric-
tures, but its potential protective effect on post-OLT biliary outcomes has not 
been clearly established.
The aim was to evaluate whether ERCP with sphincterotomy performed before 
OLT is associated with a reduction in post-transplant biliary complications in 
patients with PSC.
Methods  A retrospective analysis was conducted on 45 patients with PSC who 
underwent OLT at the S.Orsola University Hospital. Patients were divided into 
two groups: those who underwent ERCP with sphincterotomy prior to OLT 
(n = 30) and those who did not (n = 15). Baseline characteristics, ERCP features, 
and post-OLT outcomes were assessed. Post-transplant biliary complications 
were categorized as early ( < 30 days) or delayed ( > 30 days).
Results  Among 45 PSC patients (M:F 33:12; mean age 47 years), 24 had asso-
ciated inflammatory bowel disease. Of the 30 patients in the sphincterotomy 
group, 22 underwent more than one ERCP procedure, totaling 54 ERCPs. Pres-
ence of dominant strictures was the main indication for ERCP (n = 25/30), with 
plastic biliary stents placed in 14 patients. Post-ERCP adverse events occurred 
in 4/54 (7 %) procedures, all mild pancreatitis managed conservatively [1–3].
Post-OLT biliary complications occurred in 2/30 patients (6.7 %) in the sphinc-
terotomy group, 1 early bile leak and 1 delayed anastomotic stricture. In the 
no-sphincterotomy group 6 complications occurred in 5/15 patients (33.3 %): 
3 early (2 bile leaks and 1 acute stricture) and 3 delayed anastomotic strictures. 
The difference in overall complication rates between the two groups was sta-
tistically significant (p = 0.032).
Conclusions  ERCP with sphincterotomy prior to OLT in PSC patients is associ-
ated with a significantly lower rate of post-transplant biliary complications. 
These findings suggest that pre-transplant endoscopic sphincterotomy may 
have a protective effect on the biliary anastomosis and should be considered 
as part of the pre-OLT evaluation strategy in selected PSC patients.
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Aims  Patients referred for dysplastic Barrett’s Esophagus (BE) often travel long 
distances for specialized endoscopic therapy, frequently arriving without un-
derstanding their diagnosis, treatment options, or cancer risk. This information 
gap contributes to patient anxiety, missed appointments, loss to follow-up and 
worse outcomes, while placing additional administrative and educational bur-
den on physicians. To design, implement, and evaluate a structured care pro-
gram aimed at improving patient education, engagement, and continuity of 
care for individuals with dysplastic BE referred to a high-volume tertiary endos-
copy center.
Methods  The program introduced a standardized workflow for pre- and 
post-procedure patient engagement. Educational resources covering BE patho-
physiology, endoscopic therapies and lifestyle modification were developed 
and approved by the institutional Patient Education Committee. An EDC plat-
form was used to document intake, disseminate materials, and track patient 
progress.
Results  Over a three month initial implementation period, 305 patients were 
enrolled in the Barrett Care Program. Pre-procedure engagement improved 
markedly, with 93 % of patients contacted prior to their visit to address ques-
tions, review expectations, and clarify logistics. Detailed medical histories and 
medication reviews were completed for 64 % of patients, facilitating earlier 
identification of comorbidities and potential procedural risks. Appointment 
preparation and counselling were successfully completed for all contacted pa-
tients, 34 % required additional outreach for individualized issues. Educational 
reach was broad among all enrolled patients receiving targeted information 
regarding EMR, ESD, cryotherapy and RFA prior to their procedures. With re-
gards to home monitoring post procedure at days 3, 7, and 14; 70 % of patients 
were followed-up, allowing timely assessment of symptoms, early detection 
of complications, and direct patient-initiated communication with the care 
team, including any necessary escalations to emergent care (3 %). A total of 
783 pathology reports were entered into the program database, ensuring com-
plete documentation to support timely case escalation, multidisciplinary re-
view, and coordinated discharge back to community care. The program en-
hanced patient understanding, reduced procedural anxiety, and improved 
satisfaction with communication and follow-up. Physicians reported smooth-
er coordination and fewer administrative delays, highlighting improved inte-
gration across the care program’s framework.
Conclusions  By embedding structured education, proactive outreach, and 
centralized tracking into BE care, the program improved patient engagement, 
adherence, and continuity in a high-volume tertiary setting. This scalable QI mod-
el demonstrates that structured navigation frameworks can enhance both pa-
tient-centered and system-level outcomes in specialized endoscopic practice.
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Aims  Virtual chromoendoscopy and AI-based computer aided characterization 
systems (CADXs) have been investigated for optical diagnosis (OD) of diminu-
tive ( ≤ 5mm) colorectal polyps. However available clinical trials on OD mostly 
involved expert endoscopists from tertiary referral centres. While limited evi-
dence on less experienced endoscopists (e.g., trainees) exists, there are no data 
on diagnostic performances of chrompendoscopy-based and CADEx-assisted 
OD performed by endoscopy nurses. The present study was aimed at compar-
ing diagnostic performances of endoscopy nurses in OD of diminutive colonic 
polyps either with virtual chromoendoscopy or with CADx assistance.
Methods  The study involved two steps (Phase 1 and Phase 2). In Phase 1, 
endoscopy nurses from a single endoscopy center (O.V.) performed OD of con-
secutive diminutive colorectal polyps by using virtual chromoendoscopy with 
Blue Light Imaging (BLI, Fujifilm Co. Tokyo, Japan). In Phase 2, the OD was 
performed with the assistence of a CADx system (CADEYE; Fujifilm Co., Tokyo, 
Japan). For each colonic polyp evaluated in both study phases the OD (dichot-
omized as adenoma or non-adenoma) was recorded, along with the level of 
confidence (high or low). All diminutive polyps were resected and sent for his-
topathological evaluation (reference standard). Overall diagnostic accuracy of 
high confidence ODs, as well as rate of polyps evaluated with high confidence 
were compared across the two study phases. While performing OD nurses were 
blinded to the endoscopist’s evaluation. In both study phases all participating 
nurses were asked to evaluate at least 50 consecutive diminutive polyp each.
Results  Seven endoscopy nurses participated in both study phases. In Phase 
1 (from April 1st to June 30th 2025) a total of 525 diminutive polyps were eval-
uated. Of them 460 were assessed with high confidence (high-confidence rate: 
88 %, 95 % CI: 84–90 %). The mean number of polyps analyzed with high confi-
dence per nurse was 65 (SD 9.77, range 54–79). The overall high confidence 
diagnostic accuracy was 83 % (95 % CI: 80–87 %, range 78–91 %). From July 1st 
2025 to August 31st 2025 (Phase 2) a total of 179 polyps were evaluated. One 
hundred forty-nine polyps were assessed with high confidence (high-confi-
dence rate: 83 %, 95 % CI: 77–88 %). The mean number of polyps analyzed per 
nurse was 21 (SD 5, range 15–31). In Phase 2 the overall high confidence diag-
nostic accuracy was 78 % (95 % CI: 70–84 %, range 65-94 %). Both the overall 
high confidence accuracy and high-confidence rate were comparable across 
the two study phases (chi-square: 2.42, p = 0.13 and chi-square: 2.19, p = 0.13, 
respectively).
Conclusions  According to our preliminary results, no statistically significant 
differences were disclosed in both diagnostic high confidence accuracy and 
high-confidence rate for the OD of diminutive colorectal polyps when per-
formed using chromoendoscopy alone or with the assistance of a CADx system 
by a group of endoscopy nurses.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Retrograde Cholangiopancreatography (ERCP) is a techni-
cally complex therapeutic endoscopic procedure that requires highly skilled 
nurses trained to assist physicians who are performing, not only basic ERCPs, 
but also the most complex advanced practice procedures. An exceptional lev-
el of coordination and communication is required between endoscopists and 
nurses to optimize patient care and outcomes. Despite the procedure’s wide-
spread use, there are currently no standardized global guidelines or curricula 
to guide nursing education and training in ERCP. Following an international 
survey [1] conducted in 2024 that revealed substantial variability and gaps in 
ERCP nursing education, our objective was to develop consensus-based rec-
ommendations to inform a standardized ERCP nursing curriculum.
Methods  A steering committee established a modified Delphi process involv-
ing 19 international experts representing diverse geographical regions (all 5 
continents) and clinical settings. The expert panel was comprised of experi-
enced endoscopy nursing professionals, 80 % of whom worked in academic 
centres. Most (90 %) held a Bachelor’s degree or higher credentials in nursing. 
Participants had long clinical tenure (median 20 years in nursing; 16 years in 
endoscopy) and substantial ERCP exposure (median 10 years assisting in ERCP; 
median 25 ERCP cases per month). Experts reviewed and rated draft statements 
derived from the global needs assessment, literature review, and existing pe-
rioperative and gastroenterology nursing guidelines. Consensus was defined a 
priori as ≥ 80 % agreement across panelists.
Results  A total of 19 international experts from North and South America, 
Europe, Africa, Asia, and Oceania participated in the study, representing both 
academic and high-volume community ERCP centers. Consensus was achieved 
across all proposed domains, with agreement levels ranging from 88 % to 100 %. 
The highest consensus was observed for statements emphasizing structured, 
competency-based learning, mentorship, and progressive skill acquisition. Eg: 
Statement: Training should ensure progressive mastery, moving from obser-
vation of live cases to guided assistance and eventually to independent tech-
nical support under supervision. Experts strongly supported incorporating both 
didactic and hands-on components, including simulation, case-based discus-
sions, and real-time procedural exposure. Domains rated as most essential 
included patient safety, infection control, scope and equipment handling, 
fluoroscopy principles, and post-procedural care. Eg: Statement: Infection pre-
vention training should ensure that nurses are competent in duodenoscope 
reprocessing, equipment labelling, and compliance with institutional and reg-
ulatory safety alerts. The panel also emphasized the importance of competen-
cy assessment tools and periodic revalidation to maintain standards. In the 
second round, six statements reached perfect consensus with a median score 
of 10 and no variability (range 10–10), indicating universal agreement among 
experts on core ERCP nursing competencies. These top-ranked priorities cen-
tered on procedural literacy, safe and proficient handling of ERCP accessories, 
guidewire and cannulation support, structured error analysis, and alignment 
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of training content with procedural indications and real-world clinical demands 
(▶Table 1 below).

▶Table 1	 

ERCP nursing education must integrate knowledge of procedural 
indications with practical competency in equipment handling and 
anticipation of accessory requirements.

Nurses must be proficient in the preparation and safe handling of key 
ERCP accessories (sphincterotomes, guidewires, balloons, baskets, and 
stents) and understand their indications and limitations.

Nurses must be competent in supporting cannulation by preparing, 
exchanging, and managing guidewires under fluoroscopic guidance, 
preventing wire displacement.

Errors and complications should be analyzed constructively, emphasiz-
ing learning and system improvement.

Conclusions  This Delphi study establishes international consensus that no 
standardized ERCP nursing curriculum currently exists and confirms the need 
for a structured, competency-based program. The proposed framework em-
phasizes theoretical knowledge, supervised hands-on training, clear learning 
objectives, and continuous evaluation. Implementation of these recommen-
dations may enhance the safety, efficiency, and quality of ERCP practice world-
wide.
Conflicts of Interest  JDM – Speaker: Boston Scientific, Pendopharm, Vantage, 
Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, 
Pentax, Fuji; GRM – Consultant for Olympus. Speaker: Pentax, Fuji and Medtron-
ic; All the authors have no relevant financial disclosures or conflicts of interest 
to declare.
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OP188  Analysis of the quality of endoscopic 
reports for screening colonoscopy using the human 
error rate prediction (THERP) technique. A retrospec-
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Aims  An adequate documentation is considered a quality marker in endosco-
py. The Medical Reporting SW used at the Endoscopy Clinic in Senigallia (Cen-
tral Italy) cannot be updated to meet current quality standards, so in 2024 the 
nursing staff implemented a nursing record, which is archived with the endo-
scopic clinical record but not delivered to the patient [1].
IT engineers are implementing a new health documentation digital system for 
the local health company (AST Ancona), that will feed the Electronic Health 
Record (EHR). In particular, it should contain mandatory fields referring to qual-
ity standards for endoscopic procedures, in order to create a digital health re-
cord that improves the coordination and accessibility of care by consolidating 
patient information.
Methods  Retrospective analysis of all medical/nursing records of screening 
colonoscopies performed in the period September 2024 – September 2025.
The authors applied the THERP technique (Technique for Human Error Rate 
Prediction) applying the Hierarchical Task Analysis to a screening colonoscopy 
procedure and identifying incomplete/missing data in the medical reporting 
software and in the nursing chart and nursing documentation.
Data was analyzed using Chi square statistics.

Results  In the observation period we performed 407 screening colonoscopies, 
the sample included 187 females aged 63,9 ± 11,3 y. (IQR = Q3-Q1 = 71 – 
58 = 13) and 220 males aged 64,6 ± 10,4 y. (IQR = Q3-Q1 = 72 – 58 = 14).
All patients were assessed in the pre-procedure step (informed consent, correct 
bowel preparation, time-out).
The Cecal Intubation Rate (CIR) was 97.33 %. In 5 female patients (2.77 %) the 
colonoscopy was postponed due to the presence of solid feces.
The assigned BBPS score was statistically different between males and females 
only in scores ≥ 6 [( < .05).
Biopsies of mucosal lesions or polypectomies were performed in 67.27 % males 
and in 52.94 % females (p < .05).
The BBPS was inadequate ( < 6) in 66 patients (31.26 %); 40 men and 26 women. 
Twenty patients were rescheduled for a repeat procedure due to failure to 
discontinue antiplatelet/anticoagulant medications.
The BBPS was not indicated in 27 patients (13.08 %), respectively 17 males and 
10 females.
Conclusions  The current SW does not help endoscopic staff to comply with 
recommendations on correct colonoscopy reporting, because it lacks informa-
tion on pre-procedure assessment (only in nursing documentation) and some-
times lacks data on cecal intubation, retraction times, and BBPS assessment.
Also post procedure surveillance data are currently recorded in nursing docu-
mentation, which is archived and not given to the patient. This information can 
help software engineers create more suitable software that includes both nurs-
ing and medical information and complies with ESGE recommendations (e.g., 
calculating the ADR score for each endoscopist).
Specifically, mandatory fields include: type of bowel preparation (PEG/ELS, 
volume, same day/fractionated dose), BBPS score, and post-procedure recom-
mendations (i.e. resuming antiplatelet or anticoagulant therapy or dietary 
recommendations).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Anorectal biofeedback is a learning method in which physiological ac-
tivity is monitored. Through visual or auditory means, the patient receives in-
formation about this activity, which helps them to modify and control it. It is a 
non-invasive behavioural therapy with no known adverse effects.It is the first-
line therapy for patients with dyssynergic defecation or faecal incontinence 
who have not responded to pharmacological and behavioural treatment. It can 
also be used less frequently in patients with levator ani syndrome and solitary 
rectal ulcer syndrome.
In 2025, our unit initiated the Biofeedback Nursing Consultation, where nurses 
are responsible for managing and conducting as many sessions as necessary, 
as well as discharging patients.
The main objective of this consultation is to improve patients' quality of life by 
providing them with tools to reduce and control faecal incontinence events.
Once an anal manometry test has identified that a patient is a candidate for 
biofeedback, they are referred to the Nursing Consultation Service.Nurses are 
fully responsible for scheduling and conducting any necessary sessions. They 
can also suggest any additional tests that may be required.
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Methods  The first session lasts 45 minutes, while subsequent sessions last 30 
minutes. The number of sessions depends on the patient's progress, with ap-
pointments every two weeks and weekly telephone follow-ups.
During the first visit, a personalised interview is conducted to assess the impact 
of incontinence on the patient's daily life. An initial biofeedback session is then 
carried out according to the patient's specific needs. Recommendations for 
home practice are provided, and health education on healthy lifestyle habits is 
reinforced [1–3].
Each scheduled session begins with a brief interview to assess the patient's 
ongoing condition.A biofeedback session is then conducted, adapted to the 
individual's needs.
The patient should lie on their left side and face the monitor while performing 
contraction/relaxation exercises under observation. A balloon may be inflated 
if needed, in order to create a sensation of fullness in the anus.
Continence should be improved as soon as the slightest sensation of rectal 
fullness is felt, by contracting the anal sphincter muscles voluntarily for as long 
as possible and with sufficient intensity to prevent leakage. If dyssynergia is 
present, the aim is to achieve coordinated bowel movements and re-establish 
a regular bowel rhythm.
A discharge report is prepared once treatment is complete.
Results  Patients have been pleased with the establishment of this clinic, as 
they see it as a way to receive treatment for a condition that affects not only 
their physical health, but above all their psychological and social well-being.
Up to now, 15 patients have been taken home, all of whom are female with an 
average age of 70. They were diagnosed with mixed faecal incontinence (hy-
potonia and hyposensitivity) and required an average of three to four sessions 
before being discharged.
Conclusions  Biofeedback is an easy and effective method of improving faecal 
incontinence.Nurses provide patients with the necessary tools to take respon-
sibility for the entire process.Proper health education is essential for the success 
of this therapy.Supporting patients is essential to ensure they adhere to the 
established guidelines at home.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Report an endoscopic case in which multiple emergency endoscopies 
were performed on a psychiatric patient due to foreign body ingestion.
Deliberately ingesting foreign objects is a relatively common phenomenon 
among people with substance use disorders or psychiatric conditions. When 
this behaviour is repeated, it may indicate a pattern of self-harm or a way of 

seeking relief. These patients are difficult to treat, so a coordinated multidisci-
plinary team must examine the biological, social and psychological needs.
Patients with suspected or diagnosed foreign bodies in the upper digestive tract 
should undergo endoscopy to confirm the diagnosis and and establish the op-
timal treatment. The therapeutic approach to removing ingested objects var-
ies depending on their location, nature and any associated complications. If 
endoscopy fails, surgery should be performed.
Methods  17-year-old female patient with a history of attachment disorder, 
personality disorder (cluster B) and eating disorder without substance abuse 
is presented. Several healthcare visits were made by the patient due to volun-
tary ingestion of foreign bodies.
The first upper gastrointestinal endoscopy was performed, with the last docu-
mented procedure. In total, 34 emergency endoscopies were performed due 
to foreign body ingestion [1–3].
Of these, 19 were performed in the Digestive Endoscopy Unit itself. Due to the 
potential risk posed by the ingested foreign body, 12 endoscopies were per-
formed in the operating theatre and one in the resuscitation room of the Emer-
gency Department.
All endoscopies were performed under sedation and/or general anaesthesia 
depending on the procedure location, with only one performed while the pa-
tient was conscious.
In only 16 out of the total number of endoscopies carried out, foreign objects 
were observed. These objects included plastic (5) or medical supplies such as 
an identification bracelet or a peripheral venous extension tube and others, as 
well as batteries (3), a carabiner, a chess piece, a screw, and pieces of glass (3).
The procedure has not been without complications. On two occasions, ulcers 
were observed as a result of the presence of batteries, as well as one tear and 
two lacerations.
There was an irregular frequency pattern, with some dates showing repeat 
endoscopies on the same day or consecutive days, and others showing breaks 
of weeks or even months.
Results  The nursing staff care for the patient throughout the emergency en-
doscopy. However, our work ends once the foreign body has been removed. 
The large number of endoscopies we have performed over the years has made 
us feel impotent, as we are unable to provide a lasting solution to the problem.
The patient is still undergoing psychiatric and psychological treatment, which 
is essential for her recovery.
Conclusions  Endoscopic treatment is only a solution for removing foreign 
bodies that could lead to complications. Psychological therapy, combined with 
medication, can help to reduce the number of voluntary ingestions by provid-
ing an explanation and treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP191  Prophylactic Self-Dilatation After Large-Cir-
cumference Oesophageal ESD: The First Clinical 
Experience and Real-World Effectiveness Data
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Aims  Stricture formation is a recognised complication after oesophageal en-
doscopic submucosal dissection (ESD), particularly following extensive resec-
tions, and frequently necessitates repeated therapeutic intervention. Oesoph-
ageal self-dilatation (SD) is an established approach for managing refractory 
benign strictures but has not previously been evaluated as a prophylactic 
strategy after ESD. This study reports our initial clinical experience with prophy-
lactic SD in patients undergoing oesophageal ESD.
Methods  A retrospective analysis of all oesophageal ESDs performed at a sin-
gle centre between July 2023 and September 2025. Since July 2024, early SD 
was offered to patients undergoing large-circumference oesophageal ESD (LC-
ESD) defined as those involving > 75 % circumferential extent. Patients treated 
before SD introduction, and those treated thereafter who did not undertake 
SD for any reason, formed the real-world comparator cohort. Collected varia-
bles included demographic data, lesion characteristics and procedural factors.
The primary outcome was stricture requiring therapeutic endoscopic interven-
tion (SRT). Secondary outcomes included number of dilatations at 2, 4, and 6 
months and at last follow-up; change in dysphagia grade; and clinically impor-
tant events (stenting, non-oral feeding, stricture-related perforation).Be-
tween-group comparisons used chi-square or Fisher’s exact tests for categor-
ical variables and Mann–Whitney U tests for continuous variables. An 
exploratory logistic regression model was used to evaluate the independent 
association between SD and SRT, adjusting for resection-risk category, select-
ed on the basis of observed group differences and clinical relevance.
Results  Twenty-two LC-ESD were included (SD n = 7 vs non-SD n = 15). The 
technical success rate of SD was 7/8 (87.5 %). Baseline characteristics were 
broadly comparable. Median circumferential extent was 100 % in both groups, 
median age was 79 vs 73 years, and median lesion location was 27 cm vs 30 
cm. Small numerical differences were noted in sex distribution (57 % vs 86 % 
male), median lesion length (50 mm vs 70 mm), and the proportion of T1b 
lesions (14 % vs 46 %), although none were statistically significant (all p > 0.20). 
The main numerical imbalance was resection-risk category, with a higher pro-
portion of “high-risk” resections in the non-SD group (53 % vs 14 %; p = 0.07).
SRT occurred in 3/7 (42.9 %) SD patients compared with 12/15 (80.0 %) non-SD 
patients (p = 0.14). The crude odds ratio for SD was 0.19, corresponding to an 
approximate 80 % relative reduction in the odds of SRT. After adjusting for re-
section-risk category, SD continued to show a protective association (adjusted 
OR 0.20, 95 % CI 0.02–1.67), although this did not reach statistical significance 
(p = 0.14) and the confidence interval remained wide due to small sample size.
The number of endoscopic dilatations was consistently lower among SD pa-
tients across all timepoints: at 8 weeks (median 0 vs 2; p = 0.30), 4 months (0 
vs 2.5; p = 0.28), 6 months (0 vs 2.5; p = 0.26), and last follow-up (0 vs 4; 
p = 0.11). Time to first endoscopic dilatation was similar, with a median of 35 

days (IQR 35–35.5) in the SD group and 28 days (15–41) in the non-SD group. 
Peak dysphagia grade compared with pre-ESD was lower in the SD group (me-
dian 1, IQR 0–2) than in the non-SD group (median 2, IQR 1–3.5; p = 0.26). 
Dysphagia at last follow-up was low in both groups (median 0).No SD-related 
perforations occurred. Stenting was required in 1/7 (14.3 %) SD vs 4/15 (26.7 %) 
non-SD patients, and non-oral feeding was needed in 0/7 vs 2/15 (13.3 %) re-
spectively. All perforations (1 SD vs 2 non-SD) occurred during endoscopic 
dilatation rather than during SD.
Conclusions  Prophylactic self-dilatation after LC-ESD appears feasible, safe, 
and may be associated with lower stricture rates and dilatation burden. Al-
though the observed differences were not statistically significant, the magni-
tude and consistency of the findings suggest a potential clinical benefit. These 
early real-world data provide initial support for SD as a useful patient-directed 
prophylactic strategy, warranting confirmation in larger prospective studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Oesophageal strictures occur in up to 90 % of patients post Endoscopic 
Submucosal Dissection (ESD) involving > 75 % of the oesophageal circumfer-
ence. Despite prophylactic measures, up to 40 % of patients develop refractory 
strictures. Oesophageal self-bougienage therapy (OSBT) is an alternative for 
refractory strictures and may reduce procedural risk and cost and improve 
patient satisfaction. The study aims to describe the impact of introducing OSBT 
in the management of post-ESD refractory oesophageal strictures.
Methods  High stricture risk ( > 75 % circumferential) ESD patients received 
prophylactic treatment in the form of systemic (8 weeks) and topical (6 weeks) 
steroid and planned endoscopic oesophageal dilations commencing at 2 weeks 
post-ESD. Patients were eligible for OSBT if they required frequent endoscopic 
dilation with a stable endoscopic dilation diameter of > 10mm. Patients under-
went supervised introductory sessions with their gastroenterologist, and pe-
riodic planned endoscopic dilation for home bougie up-sizing. Demographics, 
clinical characteristics, stricture and procedural data, and complications were 
recorded.
Results  There were 43 high stricture risk oesophageal ESD patients between 
May 2022- May 2025. Of these, 6 (13.3 %) were enrolled from May 2024 onward 
and 5/6 (83 %) successfully initiated OSBT and were included in the final analy-
sis. Three (60 %) were female with a median (IQR) age of 77 years (65.0-83.0). 
All patients underwent 100 % circumferential ESD for squamous cell high grade 
dysplasia or pT1a carcinoma, with a median (IQR) ESD length of 10cm (8.0-
13.0). Two (40 %) had undergone triamcinolone injection. Median (IQR) time 
to enrolment from ESD was 6.0 (4.0-18.0) months. Over a median (IQR) fol-
low-up of 5.0 months (4.0-7.5), patients required a median (IQR) of 2 (2.0-2.0) 
educational sessions prior to initiating self-bougienage. There were no adverse 
events. OSBT significantly reduced the median (IQR) number of endoscopic 
dilations required, from 10 (8.0-12.5) in the 6-months pre-enrolment to 4 (2.5-
6.0) in the 6-months post-enrolment (p = 0.02). All patients had improved 
stricture diameter, with an increase in median (IQR) bougie diameter of 11 
(10.5-13) to 14mm (13-16) at last follow-up (p = 0.04).
Conclusions  OSBT resulted in significant reduction in endoscopic dilation fre-
quency and improved stricture diameter, with a reduction in health service 
utilization, and potential cost implication and improved patient satisfaction.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal (GI) tract leaks and fistulae represent serious clinical 
challenges with substantial morbidity and mortality. Self-expanding metal 
stents (SEMS) have long been the standard endoscopic intervention. More re-
cently, endoscopic vacuum therapy (EVT) has emerged as a promising endo-
scopic alternative. This multicenter analysis compares the efficacy and safety 
of EVT and SEMS for managing GI tract leaks and fistulae.
Methods  A total of 90 patients were included: 58 treated with SEMS between 
2014 and 2024 and 32 treated with EVT from 2022 onward (27 with Eso/En-
do-SPONGEÒ [Boston Scientific, Marlborough, Massachusetts, USA] and 5 with 
VacStent GIä [Micro-Tech Europe GmbH, Düsseldorf, Germany]). Demograph-
ic variables, clinical characteristics, and therapeutic outcomes were analyzed. 
Primary outcome was successful leak/fistula closure, confirmed through both 
endoscopic and radiologic assessment. Secondary outcomes included need for 
additional endoscopic therapy, and complication, readmission, and mortality rates.
Results  Baseline characteristics—including age, gender, etiology (benign vs 
malignant), timing of endoscopic intervention, and leak size—were comparable 
across treatment groups (p > 0.05). EVT demonstrated a significantly higher 
closure rate compared to SEMS (84.2 % vs. 65.5 %, p = 0.044). Despite requiring 
more treatment sessions (median 4.5 vs. 1[MS1] [MOU2] , p < 0.001), EVT re-
quired fewer adjuvant endoscopic interventions (5.3 % vs. 36.2 %, p = 0.001) 
and was associated with significantly fewer technique-related complications 
(5.3 % vs. 62.1 %, p < 0.001), as well as lower readmission rates (13.5 % vs. 47.3 %, 
p = 0.016). Mortality was not significantly different between two groups.
Conclusions  In this multicenter study, EVT proved to be a highly effective and 
safe modality for managing spontaneous and postoperative GI tract leaks/
fistulae. With superior closure rates and fewer complications compared to 
SEMS—even when analyzed against a decade of retrospective stent experience—
EVT shows strong potential to become the preferred endoscopic therapy for 
these complex clinical scenarios.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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gery: A Multicenter Pilot Study
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Aims  Anastomotic leak (AL) after gastroesophageal surgery is a potentially 
life-threatening condition and the complex management still remains 
non-standardized.

Endoscopic vacuum therapy (EVT) has emerged as an effective therapeutic 
option, facilitating rapid clearance of the leak and promoting granulation tissue 
formation.
Two EVT systems are currently available: a polyurethane sponge attached to a 
10 Fr tube, featuring an intraluminal or intracavitary treatment, and a self-ex-
pandable metal stent (SEMS) with an embedded polyurethane sponge (VAC-
Stent). Both systems have shown promising results; however, comparative 
evidence remain limited.
The aim of the study was to compare the efficacy and safety of treating upper 
GI AL using the VAC-Stent or the sponge (EsoSponge).
Methods  We conducted a retrospective multicenter comparative study across 
five Italian tertiary referral centers, including patients treated for benign or 
malignant upper GI anastomotic leaks, using either the VAC-Stent or the Eso-
Sponge system.
The primary endpoint was clinical success, defined as complete healing of the 
transmural defect with coverage by granulation tissue. Therapy was considered 
ineffective in cases of defect persistence or progression during treatment (▶Ta-
ble 1).

▶Table 1	 

VAC-
stent

Esos-
ponge

p-value

Clinical Success 0,04

- Yes 35; 81 % 14; 56 %

-No 8; 19 % 11; 44 %

30-day mortality 1

- Yes 6; 14 % 3; 12 %

-No 37; 86 % 22; 88 %

N ° of procedures 
(Mean ± SD)

2,4 ± 1 4,4 ± 3,8 0,001

PCR T0 mg/dl 
(Mean ± SD)

10 ± 8 13 ± 13 0,03

PCR T24 mg/dl 
(Mean ± SD)

6 ± 9 16 ± 14 0,003

PCR T5 mg/dl 
(Mean ± SD)

4 ± 6 10 ± 8 0,007

Secondary endpoints included trends in inflammatory biomarkers, complica-
tion rates, use of additional therapeutic treatments, number of endoscopic 
sessions, and mortality during follow-up.
Results  68 patients were treated (43 VAC-Stent, 25 EsoSponge) with compa-
rable demographics, including mean age (61.6 years in both groups) and sex 
distribution. Malignant disease was predominant (72 % vs 56 %) and Ivory-Lew-
is esophagogastric resection accounted for 37 % and 48 % of procedures, re-
spectively.
Clinical success was significantly higher with VAC-Stent (81 % vs 56 %, p = 0.04), 
while 30-day mortality was similar (14 % vs 12 %).
VAC-Stent achieved better inflammatory control (C reactive protein 6.3 vs 16.1 
mg/dL at 24 h, p = 0.003; 4.0 vs 9.9 mg/dL at day 5, p = 0.007) and required 
fewer procedures (median 2 vs 4, p = 0.001). The VAC-Stent group required 
fewer additional interventions than the EsoSponge group (35 % vs 52 %, 
p = 0.07). Additional treatments included stent placement (33 % vs 30 %), pigtail 
drainage (7 % vs 31 %), and other endoscopic or surgical procedures (33 % vs 
23 %).
Conclusions  Both VAC-Stent and EsoSponge proved effective in managing AL 
after gastroesophageal surgery. VAC-Stent provided faster inflammatory con-
trol, fewer device replacements, and a shorter therapeutic course, resulting in 
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higher clinical success rates. Prospective randomized studies are warranted to 
confirm these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Transoral Incisionless Fundoplication (TIF2.0) is an endoscopic procedure 
for gastroesophageal reflux disease (GERD), which aims to recreate the oesoph-
ageal flap valve using the EsophyX device. TIF2.0 is currently endorsed by the 
American Society of Gastrointestinal Endoscopy as a mechanical option for 
patients with proven GERD. We report on the largest dataset outside North 
America on the safety and efficacy of TIF2.0 conducted within the European TIF 
registry (EURO-TIF).
Methods  A prospective, multi-centre registry conducted across seven Euro-
pean centres and registered at Cleveland Clinic London (CCL-2021-TIF). All 
prospectively collected data among patients undergoing TIF2.0 for GERD since 
2021 were eligible for inclusion. The primary outcomes were change in re-
flux-specific quality of life questionnaire (GERD-HRQL) and acid suppression 
use from baseline to 24-months follow-up. Secondary outcomes included pro-
cedural outcomes, changes in oesophageal physiological parameters, and 
adverse events (AGREE classification). Within-patient changes were analysed 
using paired t-tests and a linear mixed-effects model. Univariable logistic re-
gression explored predictors of anti-acid discontinuation and AET normalisa-
tion.
Results  In total, 261 patients have undergone TIF2.0 with data available on 
192. The average age was 47 years (IQR 36-56), 38.5 % were female (n = 74), 
and the median Charleson Co-morbidity Index was 0 (IQR 0-1). Most were 
treatment naïve (97.4 %, n = 187) and 91.1 % (n = 175) were on regular anti-ac-
id therapy. A hiatus hernia (HH) was observed in 51.9 % (n = 97) with an average 
size of 1 cm (IQR 1-2). Baseline physiological testing was conducted in 161 
patients (wireless capsule in 52.5 % [n = 85]), which showed an average acid 
exposure time (AET) of 10.1 % (IQR 6.8-15.3), total reflux episodes of 86.3 (SD 
52.8; catheter-based), and average daily reflux episodes of 58.2 (SD 21.7; wire-
less). The average GERD-HRQL score at baseline was 19.2 (SD 11.7; n = 171) 
with a dissatisfaction score in 81.4 % (n = 140). Technical success was 99.5 % 
(n = 191), the average procedure time was 39.0 minutes (SD 11.5), an average 
14 pairs of plications were used (IQR 10-14), and median inpatient stay was 1 
day (IQR 1). Over 30-days, there were 18 adverse events including 12 AGREE 
grade I, 3 AGREE grade II, and 3 AGREE grade IIIa (bleeding at the fundoplica-
tion). At 6-, 12-, and 24-months post-procedure, 78.6 % (n = 151), 53.6 % 
(n = 103), and 18.2 % (n = 35) were available for follow-up. The average GERD-
HRQL was 3.9 (95 % CI; 2.7-5.1; p < 0.001), 4.0 (95 % CI 2.8-5.3; p < 0.001), and 
3.5 (95 % CI 0.7-6.2; p = 0.01), which corresponded to a mean within patient 

reduction of -13.5 (SD 10.0; p < 0.001), -14.2 (SD 10.5; p < 0.001), and -23.1 
(SD 14.5; p < 0.01), respectively. The total number of patients able to discon-
tinue anti-acid therapy was 84.5 % (n = 87/103), 85.3 % (n = 70/82), and 84.6 % 
(n = 11/13). Finally, among patients undergoing physiological testing with or 
without recurrent symptoms, the average AET was significantly lower at both 
6-months (2.3 %; SD 3.3; n = 24; p < 0.001) and 12-months (4.5 %; SD 4.2; n = 21; 
p = 0.01) follow-up. No baseline variable predicted anti-acid discontinuation or 
AET normalisation at 12 months in univariable analysis.
Conclusions  We present the largest worldwide dataset on patients undergo-
ing TIF2.0 demonstrating a safe and effective mechanical intervention for GORD 
with significant symptomatic and physiological improvements.
Conflicts of Interest  RH discloses receipt of research funding from Merit Med-
ical to support research infrastructure
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Aims  Extraesophageal reflux (EER) is a challenging GERD phenotype with lim-
ited response to pharmacological therapy. The mechanism of Stretta remains 
uncertain, with proposed neuromodulatory and esophagogastric junction–re-
lated effects. High-quality evidence in EER is lacking. This study aimed to eval-
uate the clinical effectiveness of Stretta in patients with objectively confirmed 
GERD, with a prespecified 12-month interim subgroup analysis focused on 
patients with clinically significant extraesophageal reflux.
Methods  Adults with symptomatic GERD and abnormal esophageal acid ex-
posure were randomized 1:1 to Stretta or conservative therapy. Outcomes 
included daily PPI dose and two validated symptom scores — the GERD-HRQL 
(GERD Health-Related Quality of Life) and RSI (Reflux Symptom Index) — as well 
as esophageal acid exposure time (AET). A complete-case analysis was per-
formed at 12 months. A responder was defined as ≥ 50 % improvement in the 
respective parameter. A predefined subgroup analysis was conducted for pa-
tients with clinically significant extraesophageal reflux (RSI ≥ 13).
Results  Fifty-three patients were randomized. Complete 12-month data were 
available for PPI (n = 28), GERD-HRQL (n = 31), RSI (n = 31), and AET (n = 29). At 
12 months, Stretta achieved significantly greater improvement than conserv-
ative therapy in daily PPI use (median 0 vs 20 mg/day; p = 0.003), GERD-HRQL 
(11 vs 32; p = 0.02), and RSI (7.5 vs 21; p = 0.02), while AET remained compa-
rable between groups (p = 0.20).
Within the Stretta arm, RSI (p = 0.01) and daily PPI use (p = 0.02) improved 
significantly from baseline, whereas GERD-HRQL showed a non-significant trend 
toward improvement (p = 0.06). No significant within-group changes occurred 
in the conservative arm.
Stretta achieved higher ≥ 50 % responder rates across all primary outcomes 
compared with conservative therapy (PPI 100 % vs 56.2 %; RSI 46.2 % vs 11.8 %; 
GERD-HRQL 53.8 % vs 17.6 %).
In the predefined EER subgroup (RSI ≥ 13), treatment separation further in-
creased, with responder rates of 100 % vs 50 % for PPI, 54.5 % vs 9.1 % for RSI, 
and 70 % vs 9.1 % for GERD-HRQL. Between-group comparisons confirmed 
significant advantages of Stretta for PPI (p = 0.007), GERD-HRQL (p = 0.006), 
and RSI (p = 0.01), with moderate-to-large effect sizes, while AET changes re-
mained non-significant (p = 0.48).
Conclusions  This interim analysis of a randomized controlled trial in patients 
with objectively confirmed GERD provides the first prospective randomized 
evidence evaluating Stretta in extraesophageal reflux. Stretta resulted in clin-
ically meaningful improvement in EER symptoms and marked PPI reduction, 
with the greatest benefit in patients with clinically significant EER. These find-
ings support Stretta as a promising endoscopic option for this difficult-to-treat 
GERD phenotype. Final RCT outcomes are forthcoming.
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OP197  Quality Indicators in Colonoscopy: Results 
from Two Decades of Colorectal Cancer Screening 
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Aims  Colorectal cancer (CRC) is the third most common malignancy world-
wide, and screening colonoscopy in selected high-risk population plays a piv-
otal role in the early detection and removal of precancerous lesions [1]. The 
effectiveness of screening program depends on achieving and maintaining 
high-quality performance standards, including the cecal intubation rate, the 
bowel preparation adequacy, and the adenoma detection rate (ADR) [2]. Fur-
thermore, with the recognition of the serrated pathway of colorectal carcino-
genesis, accounting for approximately one-third of CRC cases, the detection of 
sessile serrated lesions has recently emerged as an additional key quality indi-
cator [3].
This study evaluated temporal trends in key quality indicators over a 20-year 
period within a CRC screening program.
Methods  This was an observational study that included all patients aged 
50–69 years who participated in fecal immunochemical test (FIT)-based CRC 
screening program between 2006 and 2024
Only high-quality index colonoscopies performed after a positive FIT result, 
with adequate bowel preparation (Boston Bowel Preparation Score ≥ 2 in each 
segment), and complete procedures (reaching the cecum) were included in 
the analysis.
The primary endpoints were ADR, advanced ADR (AADR), serrated detection 
rate (SDR), proximal SDR (PSDR) and PSDR ≥ 10mm. The secondary endpoint 
was to evaluate possible risk factors associated with the primary outcomes.
Results  Overall, 30118 high-quality index colonoscopies were analyzed. Of 
these, 46.8 % were performed in females; 25.1 % of patients were aged 50–54 
years, 21.6 % were 55–59 years, 24.5 % were 60–64 years, and 28.8 % were 
65–69 years. The mean ADR, AADR, SDR, PSDR and PSDR ≥ 10 mm was 46.4 %, 
30.4 %, 11.2 %, 4.1 % and 0.9 %, respectively.
We observed a substantial increase in PSDR, rising from 4.7 % in 2006 to 6.6 % 
in 2024, as well as in PSDR ≥ 10 mm, which increased from 0.3 % to 1.5 %. Con-
versely, ADR, AADR, and SDR showed an initial decline over time, followed by 
subsequent stabilization.
Univariate and multivariate analyses indicated that male sex and older age were 
associated with a higher ADR (RR 1.41, 95 % CI [1.38-1.45]; RR 1.29, 95 % CI 
[1.25-1.35] age 65-69; p < 0.001), AADR (RR 1.40 [1.35-1.45]; RR 1.27 [1.20-
1.34] age 65-69; p < 0.001), and SDR (RR 1.40 [1.31-1.49] p < 0.001; RR 1.12 
[1.01-1.23] age 65-69, p = 0.034), whereas only older age was associated with 

PSDR (RR 1.33 [1.11-1.60] age 65-69, p = 0.002). Conversely, female sex was 
associated with a higher PSDR ≥ 10 mm (male vs female RR 0.72 [0.57-0.93], 
p = 0.010).
Finally, we evaluated how the interval between the FIT invitation and the sub-
sequent colonoscopy influenced detection outcomes. Compared with patients 
undergoing their index colonoscopy after prior negative FIT results, progres-
sively higher ADRs were observed in those receiving colonoscopy after their 
first FIT invitation (RR 1.09, 95 % CI 1.05–1.14, p < 0.001), in those who had 
never previously accepted a FIT invitation (RR 1.26, 95 % CI 1.22–1.31, 
p < 0.001), and in patients with a history of screening colonoscopies in which 
cancer or adenomas were detected (cancer/advanced adenomas: RR 1.27, 95 % 
CI 1.02–1.58, p = 0.033; initial adenomas: RR 1.22, 95 % CI 1.06–1.41, 
p = 0.007). Conversely, lower detection rates were observed among participants 
with previously negative colonoscopies (RR 0.75, 95 % CI 0.67–0.83, p < 0.001). 
A similar pattern was noted for AADR. Interestingly, this association was not 
evident for SDR, PSDR, or PSDR ≥ 10 mm.
Conclusions  Over two decades of FIT-based CRC screening, a notable increase 
was observed in the detection of proximal serrated lesions, particularly those 
measuring ≥ 10mm. This upward trend likely reflects improved endoscopic 
awareness, advancements in imaging technology, and growing recognition of 
the serrated pathway as an independent contributor to colorectal carcinogen-
esis. Moreover, unlike ADR and AADR, which were influenced by sex, age and 
proper adherence to the screening program, serrated lesion detection showed 
a distinct epidemiologic pattern. Our findings highlight the essential role of 
serrated lesion detection in effective CRC prevention and reinforce the need to 
standardize serrated-specific quality indicators within screening programs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  While many post-colonoscopy colorectal cancers (PCCRC) occur due to 
poor procedure quality, little is known about the PCCRC risk in persons with 
adequate colonoscopy quality. The aim of this study was to identify risk factors 
for PCCRC in colonoscopies with adequate bowel preparation, cecal intubation, 
and an endoscopist ADR > 25.
Methods  Screening colonoscopy baseline data were extracted from the Aus-
trian screening colonoscopy registry and linked to nation-wide insurance claims 
data and electronic health record databases. PCCRC was defined as a CRC oc-
curring > 6 months after a negative index colonoscopy, in line with the World 
Endoscopy Organization terminology. A multivariable time-to-event analysis 
was performed to evaluate risk factors for PCCRC.
Results  We analyzed records from 54,559 screening participants who devel-
oped 73 PCCRCs. The detection of high-risk polyps (HR 2.21, 95 % CI 1.52, 3.23) 
was associated with PCCRC, compared to persons with a negative screening 
colonoscopy. Strong associations for PCCRC were observed for plasma GGT 
levels (HR per unit increase 1.003, 95 % CI 1.0004-1.0056), type 2 diabetes 
mellitus (HR 2.66, 95 % CI 1.48, 4.77) and low physical activity level (HR 1.73, 
95 % CI 1.02, 2.94).
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Conclusions  individual risk factors provide the missing link to PCCRC risk in 
otherwise adequate screening colonoscopies. Patient characteristics should 
be included into tailored surveillance recommendations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate bowel preparation is one of the key quality parameters in 
screening colonoscopy. Although men tend to have worse bowel preparation 
scores than women, it is unknown whether male sex is an independent risk 
factor for post-colonoscopy colorectal cancer (PCCRC) when bowel preparation 
is inadequate (▶Table 1).

▶Table 1	 

HR for 
PCCRC

95 % CI HR for 
PCCRC 
death

95 % CI

Female and 
adequate 
preparation

— — — —

Female and 
indequate 
preparation

1.59 1.09, 2.33 1.14 0.41, 3.15

Male and 
adequate 
preparation

1.35 1.20, 1.51 1.91 1.51, 2.41

Male and 
indequate 
preparation

3.02 2.30, 3.98 6.02 3.80, 9.52

Methods  The Austrian screening colonoscopy quality assurance registry was 
used for the analyses. Data on PCCRC mortality were obtained through the 
Austrian death registry, and incident PCCRC > 6 months after screening colo-
noscopy were obtained through insurance claims data from the Austrian Social 
Insurance Institution. Cox proportional hazards model adjusted for age and sex 
was used to investigate the association of bowel preparation quality and the 
outcomes of interest. Adequate bowel preparation was defined as a score of 
either “excellent”, “good”or “fair” on the Aronchick scale, according to the 
current guidelines.
Results  A total of 381,069 patient were analyzed. We investigated 1213 inci-
dent PCCRC and 242 PCCRC deaths. When women with adequate bowel prepa-
ration were considered the reference, men with adequate bowel preparation 
had higher hazards for PCCRC (HR 1.35, 95 % CI 1.20, 1.51) and PCCRC death 
(HR 1.91, 95 % CI 1.51, 2.41). While women with inadequate bowel preparation 
had 1.59 times higher hazards for PCCRC (95 % CI 1.09, 2.33) and PCCRC death 
(HR 1.14, 95 % CI 0.41, 3.15), the risk was highest for men with inadequate 
bowel preparation (HR for PCCRC 3.02, 95 % CI 2.30, 3.98, HR for PCCRC death 
6.02, 95 % CI 3.80, 9.52)
Conclusions  Men have a disproportionally higher risk for PCCRC and associat-
ed mortality when bowel preparation standards are not met. Intensive efforts 
should be made to ensure repeat colonoscopy in male patients with inadequate 
bowel preparation is performed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate bowel preparation is essential for high-quality colonoscopy, 
yet remains particularly challenging among hospitalised patients, who fre-
quently present multiple risk factors for poor cleansing. Current European 
guidelines provide no specific recommendations, while US guidelines favour 
high-volume (4 L) polyethylene glycol (PEG) regimens despite low-quality ev-
idence. We conducted a multicentre, randomised, endoscopist-blinded trial to 
compare the efficacy, safety, tolerability, and patient acceptability of 1 L PEG–
ascorbate, 2 L PEG–ascorbate, and 4 L PEG in inpatients. We tested the hypoth-
esis that 1 L PEG–ascorbate would be non-inferior to higher volumes in achiev-
ing adequate bowel cleansing [1–3].
Methods  This investigator-initiated phase IV trial was conducted in seven Ital-
ian hospitals (June 2021–January 2025). Hospitalised adults scheduled for 
elective colonoscopy were randomised (1:1:1) to receive 1 L PEG–ascorbate 
(PLENVU), 2 L PEG–ascorbate (MOVIPREP), or 4 L PEG (SELG-ESSE), all in split-
dose regimen. Endoscopists were blinded to allocation. The primary endpoint 
was adequate cleansing, defined as Boston Bowel Preparation Scale (BBPS) ≥ 6 
with all segments ≥ 2. Secondary outcomes included high-quality cleansing 
(BBPS 8–9), right-colon cleansing, tolerability, willingness to repeat, adverse 
events, and compliance ( ≥ 75 % intake). Analyses were performed on the mod-
ified full analysis set (mFAS), excluding incomplete colonoscopies due to stric-
tures, previous colectomy, or therapeutic procedures. Non-inferiority was 
concluded if the lower bound of the two-sided 95 % CI for 1 L versus compara-
tor was above –10 %. Missing data were conservatively imputed as failures.
Results  Overall, 665 patients were randomised (1 L = 228; 2 L = 218; 4 L = 219); 624 
constituted the mFAS (1 L = 210; 2 L = 204; 4 L = 210). Baseline characteristics were 
balanced across arms. Adequate cleansing was achieved in 84.8 % with 1 L PEG–
ascorbate, 79.5 % with 2 L PEG–ascorbate, and 79.1 % with 4 L PEG. The absolute 
difference versus 2 L PEG–ascorbate was + 5.3 % (95 % CI –2.2 to + 12.8) and versus 
4 L PEG + 5.7 % (95 % CI –1.7 to + 13.1), meeting non-inferiority criteria. High-qual-
ity cleansing (BBPS 8–9) was superior with 1 L (50.0 %) compared with 2 L (36.6 %) 
and 4 L (39.1 %): absolute difference + 13.4 % (95 % CI + 3.9 to + 22.7) and + 10.9 % 
(95 % CI + 1.4 to + 20.3), respectively. Right-colon high-quality cleansing (BBPS = 3) 
was achieved in 41.9 %, 28.8 %, and 31.9 % (p < 0.05), translating to numbers-need-
ed-to-treat of 7.6 (1 L vs 2 L) and 10 (1 L vs 4 L). Compliance ( ≥ 75 % intake) was 
95.6 %, 94.5 %, and 93.6 % across groups (p = 0.643). Despite more vomiting (14.9 % 
vs 7.3 % vs 11.4 %) and thirst (27.6 % vs 14.2 % vs 14.2 %), willingness to repeat was 
highest with 1 L (84.2 %) versus 2 L (82.1 %) and 4 L (68.0 %; p < 0.001). Serious 
adverse events were rare: one bowel perforation (in 1 L group) and one hyperten-
sive crisis (4 L), both judged unrelated to treatment. No clinically relevant electro-
lyte disturbances or renal impairment were observed.
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Conclusions  Among hospitalised patients, 1 L PEG–ascorbate achieved non-in-
ferior adequate cleansing and superior high-quality and right-colon cleansing 
compared with 2 L and 4 L PEG regimens. Despite higher transient symptoms 
(i.e., vomiting, thirst), patient acceptability was significantly greater, suggest-
ing easier intake and reduced procedural burden. These findings support the 
use of a low-volume regimen as an effective, safe, and patient-centred alter-
native for inpatient bowel preparation. Adoption of 1 L PEG–ascorbate in re-
al-world practice may streamline preparation, improve adherence, and reduce 
the need for repeated colonoscopies—challenging current US guideline assump-
tions, and addressing a gap in European recommendations.
Conflicts of Interest  Franco Radaelli is a member of the Norgine Advisory 
Board. Cesare Hassan reports receiving an honorarium from Norgine for par-
ticipation in a symposium outside the submitted work. All remaining authors 
have no conflict of interest to declare.
References
[1]  QIPS study groupFuccio L, Frazzoni L, Spada C, Mussetto A, Fabbri C, Manno M, 
Aragona G, Zagari RM, Rondonotti E, Manes G, Occhipinti P, Cadoni S, Bazzoli F, 
Hassan C, Radaelli F Factors That Affect Adequacy of Colon Cleansing for Colonosco-
py in Hospitalized Patients. Clin Gastroenterol Hepatol 2021; 19 (2): 339–348.e7
[2]  Hassan C, East J, Radaelli F, Spada C, Benamouzig R, Bisschops R, Bret-
thauer M, Dekker E, Dinis-Ribeiro M, Ferlitsch M, Fuccio L, Awadie H, Gralnek 
I, Jover R, Kaminski MF, Pellisé M, Triantafyllou K, Vanella G, Mangas-Sanjuan 
C, Frazzoni L, Van Hooft JE, Dumonceau JM. Bowel preparation for colonosco-
py: European Society of Gastrointestinal Endoscopy (ESGE) Guideline – Up-
date 2019. Endoscopy. 2019; 51 (8): 775–794
[3]  Jacobson BC, Anderson JC, Burke CA, Dominitz JA, Gross SA, May FP, Patel 
SG, Shaukat A, Robertson DJ. Optimizing Bowel Preparation Quality for Colo-
noscopy: Consensus Recommendations by the US Multi-Society Task Force 
on Colorectal Cancer. Gastroenterology. 2025; 168 (4): 798–829

OP201  Automated linking of data from the Dutch 
national endoscopy and pathology databases for 
continuous monitoring of polyp detection rates: 
feasibility and first results
Authors  van Bokhorst QNE1, 2, Nass KJ3, Reijnders JG4, Van Der Schaar PJ5, 
Verhagen MAMT6, Fockens P1, 7, Van Der Vlugt M1, Dekker E1

Institutes  1  Department of Gastroenterology and Hepatology, Amsterdam 
UMC, Amsterdam, Netherlands; 2  Dutch Institute for Clinical Auditing, 
Leiden, Netherlands; 3  Department of Gastroenterology and Hepatology, 
Rijnstate Hospital, Arnhem, Netherlands; 4  Department of 
Gastroenterology and Hepatology, Erasmus MC, Rotterdam, Netherlands; 
5  Department of Gastroenterology and Hepatology, St. Antonius Hospital, 
Nieuwegein, Netherlands; 6  Department of Gastroenterology and 
Hepatology, Diakonessenhuis, Utrecht, Netherlands; 7  Department of 
Gastroenterology, Waikato Hospital, Hamilton, New Zealand
DOI  10.1055/s-0046-1820856
Aims  Given their well-established inverse association with the risk of post-co-
lonoscopy colorectal cancer (CRC), polyp detection metrics such as the adeno-
ma detection rate (ADR) are considered key quality indicators for colonoscopy. 
However, the widespread monitoring of these metrics is hindered by the need 
to link endoscopy and pathology data. This study evaluated the feasibility of an 
infrastructure for automated linking of data from the Dutch national endosco-
py and pathology databases to enable nationwide, continuous, and low-effort 
monitoring of pathology-dependent polyp detection metrics [1].

▶Table 1	  Medians (interquartile range) for various polyp detection metrics across categorized diagnostic colonoscopy indications

ADR, % AADR, % APC, n PSPDR, % SSLDR, %

FIT positive 59.3 (44.9-62.8) 15.9 (14.6-17.2) 1.4 (1.2-1.6) 14.6 (13.5-18.0) 13.2 (11.7-15.1)

Diagnostic 37.5 (34.8-43.2) 4.0 (2.6-4.6) 0.8 (0.7-0.9) 11.1 (9.6-13.8) 8.9 (7.3-11.2)

Methods  Structurally reported data from the Dutch Gastrointestinal Endos-
copy Audit (DGEA) and Automated National Pathological Anatomy Archive 
(PALGA) were linked using an automated stepwise protocol. The adequacy of 
linking was assessed per endoscopy unit and colonoscopy indication category. 
Included categories involved colonoscopies after a positive fecal immunochem-
ical test (FIT) for the CRC screening program (i.e. ‘FIT positive colonoscopies’) 
and colonoscopies for post-polypectomy and CRC surveillance, familial CRC 
risk, or evaluation of symptoms (collectively referred to as ‘diagnostic colonos-
copies’). Units for which adequate linkage was established were included to 
evaluate polyp detection metrics across the different categorized colonoscopy 
indications, as well as inter-unit variability in various polyp detection metrics. 
Included metrics were the ADR, advanced ADR (AADR), adenomas per colo-
noscopy (APC), proximal serrated polyp detection rate (PSPDR), and sessile 
serrated lesion detection rate (SSLDR). Additionally, the extent to which units 
met the recently proposed polyp detection performance targets of the Amer-
ican Society for Gastrointestinal Endoscopy was evaluated: for FIT-positive 
colonoscopies an ADR > 50 % is recommended, while for diagnostic colonosco-
pies in individuals aged > 45 years an ADR > 35 %, APC > 0.6, and SSLDR > 6 % are 
recommended [1].
Results  In total, 182,539 colonoscopies from 36 units were included. Adequate 
linkage was achieved for 30/32 (94 %) units for FIT-positive colonoscopies, for 
22/35 (63 %) units for post-polypectomy and CRC surveillance colonoscopies, 
for 14/25 (56 %) units for colonoscopies for familial CRC risk, and for 17/36 
(47 %) units for colonoscopies for evaluation of symptoms. The main cause of 
inadequate linkage involved the absence of structurally recorded histopathol-
ogy results in the PALGA pathology database. Median polyp detection rates for 
categorized colonoscopy indications are reported in ▶Table 1. Detection rates 
varied considerably across units, with observed differences between units rang-
ing up to 21 % (ADR), 11 % (AADR), 0.7 (APC), 15 % (PSPDR) and 17 % (SSLDR). 
The ADR performance target for FIT-positive colonoscopies was achieved by 
28/30 (93 %) units. The ADR, APC and SSLDR performance targets for diagnos-
tic colonoscopies were achieved by 15/21 (71 %), 19/21 (90 %) and 18/21 (86 %) 
units, respectively.
Conclusions  This is the first study to describe an infrastructure for automated 
linking of data from national endoscopy and pathology databases. It demon-
strates that if both endoscopy and pathology data are consistently recorded 
using standardized templates, as was done for FIT-positive colonoscopies, au-
tomated calculation of histopathology-dependent polyp detection metrics is 
possible for almost all endoscopy units. As such, the described linking protocol 
could allow for scalable, resource-efficient, nationwide and continuous moni-
toring of polyp detection metrics. Linked data revealed that most units achieve 
established polyp detection performance targets, though substantial inter-unit 
variability exists. To further leverage the potential of the described infrastruc-
ture, efforts to improve availability of structured endoscopy and pathology 
data for all units and colonoscopy indications are warranted.
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Aims  Colorectal cancer (CRC) is a major cause of cancer-related morbidity and 
mortality. In the UK, a faecal immunochemical test (FIT) threshold of ≥ 10 µg/g 
is used to determine the need for urgent investigation. However, as in many 
other healthcare systems, the demand for colonoscopy or computed tomog-
raphy colonography (CT-C) exceeds capacity. For example, within London there 
are 70,000 patients a year who are referred to the urgent suspected cancer 
service. The COLOFIT model, incorporating FIT, age, sex and routine blood pa-
rameters, was recently developed to improve CRC risk stratification and there-
fore prioritisation of patients for urgent investigation. We aimed to externally 
validate the COLOFIT model in a multicentre secondary care setting among 
patients referred under an urgent suspected cancer pathway, comparing its 
diagnostic performance to FIT alone and assessing its potential to reduce the 
number of urgent referrals.
Methods  We performed a retrospective multicentre cohort study of patients 
referred under urgent suspected cancer pathways to eight London hospitals 
between 2023 and 2025. Patients with all available COLOFIT variables (FIT, age, 
sex, platelet count and mean cell volume) and a confirmed CRC outcome were 
included. We evaluated the diagnostic performance of COLOFIT across a range 
of thresholds and compared it with FIT ≥ 10 µg/g. Discrimination and calibration 
were assessed using the area under the receiver operating characteristic curve 
(AUC) and the observed-to-expected (O/E) ratio, respectively [1].
Results  2512 patients were included (median age 63 years and 47 % male). 
117 (4.7 %) were diagnosed with CRC. Using FIT ≥ 10 µg/g, sensitivity for CRC 
was 94.0 % (95 % CI:88.2– 97.1 %) with a specificity of 19.5 % (CI:18.0–21.1 %). 
We identified that a COLOFIT threshold of 0.75 % 1-year CRC risk captured the 
same number of cancers as FIT ≥ 10 µg/g and would have led to a reduction in 
urgent referrals by 303 (12 %). This COLOFIT threshold had a sensitivity of 94.0 % 
(CI:88.2–97.1 %) and a specificity of 32.2 % (CI:30.4–34.1 %). The COLOFIT mod-
el demonstrated higher discriminatory performance with AUC 0.76 (CI: 0.71–
0.80) compared to AUC 0.73 (CI:0.68–0.77) for FIT alone. COLOFIT was overall 
well calibrated but slightly underestimated CRC risk with observed cases being 
approximately 8 % higher than expected (O/E ratio 1.08, CI 0.89–1.28).
Conclusions  Our study externally validates the COLOFIT model in patients urgent-
ly referred for suspected cancer. The COLOFIT model would lead to a reduction in 
urgent referrals by 12 %. In London, this could lead to a reduction in 8700 referrals 
per year to the urgent suspected cancer pathway. The COLOFIT model is a potential 

tool to lower urgent referral volume without compromising diagnostic perfor-
mance.
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Aims  Endoscopic ultrasound–guided portosystemic pressure gradient (EUS-
PPG) is an alternative method of assessing portal hypertension by directly ob-
taining portal and hepatic venous pressure measurements. Transjugular he-
patic venous portal gradient (HVPG) has been the gold standard for measuring 
portal hypertension, with measurements ≥ 10 mm Hg defined as clinically 
significant portal hypertension. Previous studies have shown that EUS-PPG 
correlates with HVPG along with clinical parameters of portal hypertension, 
FIB-4 and histologic fibrosis staging; however, downstream clinical outcomes 
such as hepatic decompensation have yet to be elucidated. In this study, we 
aim to evaluate the utility of EUS-PPG in predicting new hepatic decompensa-
tion in patients with compensated cirrhosis (▶Table 1).
Methods  This was a retrospective study at two tertiary academic hospitals of 
patients with compensated cirrhosis who underwent EUS-PPG from 2014 to 
2025. Clinical, laboratory, procedural, and follow-up data including develop-
ment of decompensation event (variceal hemorrhage, new ascites, hepatic 
encephalopathy, and jaundice) were collected. Baseline demographics were 
compared between patients with and without new decompensation. Univariate 
and multivariate logistic regression were performed to determine predictors 
of new decompensation. Receiver operating characteristic curve was analyzed 
to further assess the ability of EUS-PPG in predicting decompensation. 
Post-hoc-analysis was performed to establish optimal PPG cutoff with maximal 
negative predictive value [1].
Results  A total of 134 patients with cirrhosis who underwent EUS-PPG between 
2014 to 2025 were identified. 44 patients had previous history of decompen-
sation while 90 were well compensated at time of EUS-PPG. For the compen-
sated cohort of cirrhotic patients, the mean age was 60.8 (SD = 10.79) and 60 % 
were female. Mean MELD-Na was 10 (SD = 34.05) and mean Child-Pugh score 
was 5.3 (SD = 0.62). Most common liver disease etiology was MASLD (54 %). 
Within the follow-up interval up to 36 months after EUS-PPG, new decompen-
sation occurred in 13.3 % (12/90) of patients. The mean PPG in the group of 
patients who developed decompensation was 10.5 mmHg compared to 7.14 
mmHg in the group who remained compensated (p = 0.040).
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▶Table 1	 

Univariate Analysis Multivariate Analysis 

OR 95 % CI p-value OR 95 % CI p-value 

Age 1.08 0.99-1.16 0.06 1.14 1.01-1.29 0.048

Sex 1.083 0.32-3.72 0.899 4.15 0.68-25.24 0.681 

BMI 1.04 0.97-1.11 0.259 1.09 0.98-1.21 0.106 

NSBB 1.53 0.29-8.14 0.616 0.65 0.08-5.61 0.697 

MELD 1.04 0.90-1.20 0.601 0.73 0.51-1.04 0.084 

CP 2.33 1.13-4.82 0.022 6.34 1.46-27.56 0.014

PPG 1.11 1.01-1.24 0.049 1.21 1.04-1.42 0.016

42 % of the decompensated group had PPG ≥ 10 mmHg, compared to 28 % in 
the compensated group (p = 0.024). In multivariate analysis, PPG, Child-Pugh 
scores and age were found to be significant predictors of decompensation. ROC 
curve for diagnostic capacity of EUS-PPG showed C-statistic of 0.660. In post-
hoc analysis, a PPG ≤ 6 yielded a 97 % negative predictive value for the absence 
of new decompensation.
Conclusions  Higher EUS-PPG values were linked with increased risk of first 
hepatic decompensation in this multicenter cohort. These findings highlight 
the potential of EUS-PPG to support risk stratification in compensated cirrhosis 
and to complement existing tools to anticipate clinical progression.
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Aims  Clinically significant portal hypertension (CSPH) is the strongest predic-
tor of hepaticdecompensation. The hepatic venous pressure gradient (HVPG) 
is the gold standard for diagnosingCSPH, but it provides only an indirect esti-
mate of portal pressure and may underestimatepresinusoidal or mixed forms 
of portal hypertension (PH), particularly in porto-sinusoidal vasculardisorder 
(PSVD) and metabolic-associated steatotic liver disease (MASLD).
Endoscopic ultrasound (EUS)-guided portal pressure gradient (PPG) measure-
ment enables direct recording of portal and hepatic vein pressures, potential-
ly offering a more comprehensivehemodynamic assessment. This study eval-
uated the concordance between EUS-PPG and HVPG and assessed their 
prognostic value in predicting hepatic decompensation.
Methods  In this prospective single-center study, consecutive patients with 
suspected CSPH of variousetiologies underwent both EUS-PPG and HVPG meas-
urement. Baseline demographic, biochemical, and clinical data were collected. 
EUS-PPG was obtained using the EchoTip Insight system, and HVPG was meas-
ured according to Baveno VII recommendations. Correlation between EUS-PPG 

and HVPG was assessed using Pearson’s coefficient, while agreement was eval-
uated with Bland–Altman analysis. Predictors of hepatic decompensation (as-
cites, variceal bleeding, or hepaticencephalopathy) were explored using uni-
variate and multivariate logistic regression analyses [1–5].
Results  Ninety patients were enrolled (45.6 % male; mean age 60 years). Liver 
disease etiologies includedPSVD (35.6 %), MASLD (31.1 %), autoimmune liver 
diseases (14.4 %), metabolic/alcohol-relatedliver disease (7.8 %), viral hepatitis 
(7.8 %), and alcohol-related liver disease (3.3 %). All procedureswere technical-
ly successful without severe adverse events.
Mean EUS-PPG and HVPG values were 14 ± 6 mmHg and 9 ± 5 mmHg, respec-
tively. Seventypatients (77.8 %) had PPG > 10 mmHg, while only 41 (45.6 %) had 
HVPG > 10 mmHg. Concordancebetween methods was modest, with a mean 
PPG–HVPG difference of + 4.7 mmHg (95 % limits of agreement ranging 
from − 9.6 to + 18.9 mmHg) and a weak linear correlation (r = 0.036, p = 0.73).
During a median follow-up of 12 months, 17 patients (18.9 %) developed he-
patic decompensation. At univariate analysis, PPG (OR 1.27; 95 % CI 1.11–1.44; 
p = 0.0003) and platelet count (OR 0.97; 95 % CI 0.95–0.99; p = 0.001 were 
significantly associated with the occurrence of hepaticdecompensation .
In the multivariate logistic regression model including significant variables, 
EUS-PPG (OR 1.40; 95 % CI 1.11–1.76; p = 0.004), together with platelet count 
(OR 0.97; 95 % CI 0.95–1.00; p = 0.037)remained independent predictors of 
hepatic decompensation.
Conclusions  EUS-PPG is a feasible, safe, and informative method for assessing 
portal hypertension acrossheterogeneous liver disease etiologies. It inde-
pendently predicts hepatic decompensation, suggesting potential advantages 
over HVPG especially in presinusoidal or mixed forms of portalhypertension 
such as PSVD and MASLD.
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Aims  Endoscopic ultrasound-guided portal pressure gradient (EUS-PPG) meas-
urement is a promising alternative to hepatic venous pressure gradient (HVPG) 
assessment, especially in settings where HVPG is unavailable or limited. The 
commercial 25-gauge (25G) system showed good correlation against hepatic 
venous pressure gradient (HVPG). However, the 25G has drawbacks due to its 
small calibre and the proprietary pressure transducer. The aim of this study is 
to validate a custom-built 22G conventional intravascular pressure transducer 
system (22G EUS-PPG).
Methods  In this prospective study, 26 patients underwent EUS-PPG measure-
ment using both systems during the same session. The primary outcome was 
the correlation of PPG values. Secondary outcomes included the correlation 
and variability of portal vein pressure (PVP) and hepatic vein pressure (HVP) 
measured by both systems.
Results  PPG values showed excellent correlation of both systems (r = 0.901, 
p < 0.001). 25G EUS-PPG correctly identified clinically significant portal hyper-
tension (CSPH, defined as PPG ≥ 10mmHg) in 25 of 26 (96.2 %) cases. Portal 
vein and hepatic vein pressures also correlated significantly (r = 0.776 and 
r = 0.673, respectively) between both systems. Variability within both systems 
was very low to low.
Conclusions  EUS-PPG measurements obtained with the commercial 25G and 
custom-built 22G EUS-PPG systems are validated. The custom-built 22G system 
excels due to pressure-tracing quality control, availability and cost-efficiency.
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Aims  Splenic stiffness is influenced by portal venous pressure, yet its behaviour 
when assessed by endoscopic ultrasound point shear-wave elastography (EUS-
pSWE) and its relationship with liver elastography across common clinical phe-
notypes remain insufficiently described. This study aimed to characterise 
splenic stiffness measured by EUS-pSWE, determine its agreement with splen-
ic shear-wave speed, compare it with concurrent liver elastography, and eval-
uate potential threshold values for excluding or confirming advanced fibrosis.
Methods  In this prospective cohort from a single centre, 59 adults undergoing 
clinically indicated EUS received standardized EUS-pSWE of the spleen along 
with same-day liver vibration-controlled transient elastography (VCTE). Relia-
ble exams required ≥ 10 valid measurements and an IQR/median ratio < 30 %. 
Non-parametric testing was used for group analyses, and associations were 
assessed using Spearman correlation. Two predefined splenic-stiffness thresh-
olds (~25 and ~32 kPa) were examined for their diagnostic ability to identify 
advanced fibrosis (F ≥ 3) defined by VCTE.
Results  Twelve participants met criteria for obesity; this subgroup was young-
er (49.6 ± 13.5 vs 70.2 ± 27.2 years, p = 0.0073) and predominantly male (50 % 
vs 14.9 %, p = 0.0258). Splenic and hepatic stiffness values were comparable (all 
p ≥ 0.4456). Liver stiffness rose steadily with fibrosis severity (from 5.12 kPa at 
F0–1 to 19.36 kPa at F4), whereas splenic stiffness did not demonstrate a mono-
tonic trend across fibrosis stages (24.34 kPa at F0–1, 33.03 kPa at F3, 26.98 kPa 
at F4; Kruskal–Wallis p = 0.18), consistent with its hemodynamic dependency. 
Splenic stiffness showed strong internal agreement with splenic shear-wave 
speed (ρ = 0.955, p < 0.001). No significant correlations were observed between 
splenic parameters and either liver stiffness (ρ = 0.124, p = 0.357) or CAP 
(ρ = 0.199, p = 0.14).
A splenic-stiffness cut-off near 25 kPa provided high negative predictive value 
(93.8 %) with moderate sensitivity (77.8 %), specificity (60.0 %), and LR– of 0.37 
(χ² p = 0.0362). A threshold around 32 kPa offered strong rule-in performance 
(specificity 88.0 %, sensitivity 44.4 %, LR + 3.7, NPV 89.8 %; χ² p = 0.0169).
Conclusions  Splenic stiffness measured via EUS-pSWE demonstrates excellent 
internal consistency, appears largely independent of liver stiffness, and yields 
clinically practical thresholds for excluding (~25 kPa) and confirming (~32 kPa) 
advanced fibrosis. These findings support the incremental diagnostic value of 
splenic EUS-pSWE during routine endoscopic assessment.
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Aims  This study aimed to determine the optimal needle type for endoscopic 
ultrasound-guided liver biopsy (EUS-LB) by comparing the diagnostic accuracy 
and specimen adequacy of various 19G and 22G fine-needle aspiration (FNA) 
and fine-needle biopsy (FNB) needles through a systematic review and network 
meta-analysis of randomized controlled trials (RCTs).
Methods  We conducted a network meta-analysis of five RCTs published be-
tween 2016 and 2022 in the USA, including 251 adult patients undergoing 
EUS-LB for parenchymal liver disease. The needles compared were 19G FNA, 
19G Franseen FNB, 19G Fork-tip FNB, 22G Franseen FNB, and 22G Fork-tip FNB. 
Primary outcomes were total specimen length (mm) and number of complete 
portal tracts (CPTs).
Results  Both 19G Fork-tip and 19G Franseen FNB needles yielded significant-
ly longer specimens compared to 22G Franseen FNB (MD 2.76 mm [95 % CI 1.43 
to 4.10] and 3.19 mm [2.07 to 4.31], respectively) and 22G Fork-tip FNB (MD 
4.78 mm [0.95 to 8.62] and 5.21 mm [1.45 to 8.97], respectively). They also 
outperformed 19G FNA (MD 3.92 mm [0.51 to 7.33] and 3.49 mm [0.01 to 
6.98], respectively). No significant difference was found between 19G FNA and 
22G Franseen or Fork-tip needles. SUCRA rankings for specimen length favored 
19G Franseen (0.91) and 19G Fork-tip (0.83). Regarding CPT count, 19G Fran-
seen and 19G Fork-tip FNB significantly exceeded 22G Fork-tip FNB (MD 23.62 
[5.25 to 41.98] and 22.80 [5.92 to 39.68], respectively) and 19G FNA (MD 21.50 
[7.98 to 35.02] and 22.32 [6.98 to 37.65], respectively), with no significant 
difference compared to 22G Franseen FNB. SUCRA rankings for CPTs were 0.85 
for 19G Fork-tip and 0.82 for 19G Franseen (Table 1). Diagnostic adequacy was 
higher with 19G Fork-tip (RR 6.61 [1.08 to 40.53]) and 19G Franseen (RR 8.50 
[1.76 to 41.09]) compared to 22G Franseen FNB. Adverse events were rare, 
with only one gastric hematoma and mild abdominal pain episodes reported 
[1, 2].
Conclusions  The 19G end-cutting FNB needles (Franseen and Fork-tip) provide 
superior specimen length and portal tract yield compared to smaller gauge or 
FNA needles, supporting their preferential use in EUS-LB. These findings suggest 
larger caliber needles improve diagnostic quality without compromising safe-
ty. However, low evidence quality warrants further high-powered RCTs to con-
firm these results and guide clinical practice guidelines.
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Aims  Endoscopic ultrasound (EUS)-guided liver biopsy is gaining rapid interest, 
but there is still debate over biopsy site, the types and diameters of needles 
and the biopsy technique. We performed a prospective, head-to-head trial to 
compare the diagnostic efficacy and the sample quality of a 19-gauge fine-nee-
dle biopsy (FNB) needle and a 22-gauge FNB needle.
Methods  Between July 1st, 2024, and March 1st, 2025, we performed 
EUS-guided liver biopsies on forty consecutive patients. We took two biopsies 
from each patient's left lobe; one with a 19-gauge FNB needle and the other 

with a 22-gauge needle, both performed by the same endoscopist at the same 
session. The biopsy technique was wet-suction with heparin-primed needles, 
without a stylet, performed as one pass with five actuations. We recorded de-
mographic factors, assessed specimen quality, and followed up on adverse 
events [1–3].
Results  All patients had a diagnosis, but four patients undergoing sampling 
with the 22-gauge FNB needle had microscopically inadequate specimens. The 
diagnosis was made based on biopsy findings from the 19-gauge FNB needle 
in these patients. Mean preprocessing total length and the longest length of 
the tissue core were significantly higher with 19-gauge needles [58 (25 – 142, 
min-max)mm and 15.1 (4 – 31, min-max) mm] vs. [45 (6 – 67) and 12.2 (3 – 28) 
mm, respectively; p < 0.001]. The number of complete portal tracts was signif-
icantly higher with the 19-gauge needle [35 (17-110) (min-max) vs 20 (5-65) 
(min-max), respectively; p < 0.001]. The only adverse event was hepatic abscess 
in one patient, which resolved with EUS-guided internal drainage using a lu-
men-apposing metal stent. The abscess culture showed Streptococcus angi-
nosus, a bacterium associated with poor dental hygiene and the spontaneous 
development of hepatic abscesses after dental procedures.
Conclusions  EUS-guided liver biopsy with a 19-gauge FNB needle is superior 
to a 22-gauge FNB needle.(Clinicaltrials.gov identifier;NCT06643520)
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Aims  The Sydney EMR recurrence tool was developed nearly a decade ago [1]; 
since then, EMR technique and best practices has evolved. We aimed to reassess 
predictors of residual or recurrent neoplasia after EMR of large colorectal pol-
yps and to evaluate risk stratification performance.
Methods  This study used data from three large international multicenter pro-
spective studies enrolling patients undergoing EMR of large ( ≥ 20 mm), non-pe-
dunculated colorectal polyps between 2013 and 2025. Patients with complete 
initial resection who underwent at least one surveillance colonoscopy with 
identification of the EMR resection site were included. Recurrence was defined 
as biopsy-proven residual or recurrent neoplasia at the first surveillance colo-
noscopy. The primary outcomes of interest were patient-, polyp-, and proce-
dure-level characteristics associated with recurrence following EMR. Analyses 
were additionally stratified by resection approach (hot vs cold EMR). Associa-
tions were evaluated using multivariable logistic regression. Risk estimates 
from multivariable models were used to derive additive risk scores, and predic-
tive performance was assessed using receiver operating characteristic curves. 
All analyses were performed using R.
Results  A total of 1,629 patients with 1,718 non-pedunculated colorectal 
polyps ≥ 20 mm underwent EMR (76 % hot EMR, 24 % cold EMR). Recurrence at 
first surveillance colonoscopy (median 6.0 months) occurred in 19.0 % of pol-
yps. Recurrence was independently associated with larger polyp size ( ≥ 40 mm; 
OR 2.31), sessile morphology with any Paris 1s component (OR 1.38), intrap-
rocedural bleeding (IPB, OR 1.74), incomplete submucosal lifting (OR 1.58), 
nonuse of a distal attachment cap (OR 1.58), incomplete or absent margin 
ablation (OR 2.02), and cold EMR compared with hot EMR (OR 2.95) (all 
p ≤ 0.024). Serrated histology, dysplasia, colonic location, visible fibrosis, and 
perceived ease of resection were not associated with recurrence. For hot EMR 
only, most factors remained associated with recurrence except sessile mor-
phology. For cold EMR, recurrence was associated with larger size, IPB, and 
high-grade dysplasia (HGD). Across all EMR, absence of any identified risk fac-
tor defined a low-risk group with a negative predictive value of 95 %, while 
presence of at least one risk factor accounted for 93 % of recurrent lesions (sen-
sitivity 93 %); however, prediction models demonstrated limited discrimination 
(AUC 0.64–0.66).
Conclusions  This large multicenter analysis confirms established risk factors 
for recurrence after EMR (polyp size and IPB) and identifies additional factors 
(sessile morphology, submucosal lifting, margin ablation, cold resection, and 
cap use). Risk factor profiles differed between hot and cold EMR, and the mod-
est discriminatory performance of prediction tools suggests a meaningful 
contribution of operator-related factors beyond measured polyp and proce-
dural characteristics.
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Aims  Recurrence after piecemeal endoscopic mucosal resection (pEMR) of 
large nonpedunculated colonic polyps (LNPCPs) remains a major limitation of 
this technique. Margin thermal ablation (MTA) has been shown in randomized 
trials to reduce recurrence neoplasia, but evidence of its effectiveness and pre-
dictors of recurrence in routine clinical practice is still limited. This study eval-
uated the recurrence rates after pEMR of LNPCPs ( ≥ 20 mm) before and after 
implementation of MTA in a single high-volume endoscopy center. Secondary 
aims were to identify independent risk factors for local recurrence and to com-
pare adverse events between two cohorts.
Methods  This single-center retrospective comparative cohort study included 
consecutive patients undergoing pEMR for LNPCPs ≥ 20 mm during two time 
periods: 2013–2015 (without MTA) and 2022–2024 (with systematic MTA). 
Patients treated with standard pEMR without MTA between January 2013 and 
December 2015 were used as a historical control cohort, as complete endo-
scopic and surveillance data were available for this period and MTA had not yet 
been implemented in our unit. These outcomes were compared with a con-
temporary cohort of patients treated with pEMR and systematic MTA between 
2022 and 2024. The primary endpoint was local recurrence at the first surveil-
lance colonoscopy (SC1), performed 4–6 months after resection. Secondary 
outcomes included risk factors for recurrence and adverse event rates. Recur-
rence was defined as endoscopic and/or histological evidence of adenomatous 
tissue at SC1. All surveillance examinations were performed using high-defini-
tion white light and virtual chromoendoscopy.
Results  Data from 359 patients with 384 LNPCPs were analyzed. Of these, 232 
LNPCPs were resected by pEMR. During 2013–2015, a total of 108 LNPCPs were 
treated with standard pEMR without MTA (S-pEMR), whereas during 2022–
2024, 124 LNPCPs were resected with pEMR and systematic margin thermal 
ablation using snare-tip soft coagulation (T-pEMR). Baseline characteristics of 
patients undergoing SC1 were similar between groups. Local recurrence at SC1 
was detected in 11 lesions (9 %) in the T-pEMR group compared with 28 lesions 
(26 %) in the S-pEMR group (p = 0.0005; RR = 0.34; 95 % CI, 0.18–0.65). Local 
recurrence decreased by 17 %, corresponding to a 66 % relative risk reduction. 
Local recurrence was significantly associated with lesions ≥ 30 mm (p = 0.005) 
and high-grade dysplasia (p = 0.005). Adverse events were comparable between 
groups, with no significant differences.
Conclusions  Margin thermal ablation following piecemeal EMR significantly 
reduced local recurrence in routine clinical practice, resulting in a 17 % absolute 
and 66 % relative reduction in recurrence without an increase in adverse events. 
High-grade dysplasia, and lesion size ≥ 30 mm were independent predictors of 
recurrence. Recognition of these risk factors may help guide more tailored 
surveillance strategies.
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Aims  Endoscopic mucosal resection (EMR) remains the cornerstone for man-
aging complex colorectal polyps, yet local recurrence after piecemeal resection 
remains a major limitation. To mitigate this, adjunctive methods, including cold 
avulsion with snare-tip soft coagulation (CAST), hot avulsion and snare-tip 
submucosal release have been introduced to improve histologic completeness 
and long-term durability.
Methods  This retrospective observational cohort study included all consecu-
tive patients who underwent EMR for complex colorectal polyps between 2019 
and 2025 at St. Michael’s Hospital, Toronto, Canada. Adjunctive methods were 
applied at the discretion of the endoscopist according to lesion morphology, 
completeness of and/or predicted success of snare resection, and recurrence 
risk. In our practice, distal-cap assisted EMR (EMR-DC) is not considered an 
adjunctive technique. Primary outcomes were technical success, procedure-relat-
ed adverse events, and recurrence at first surveillance colonoscopy (▶Table 1).

▶Table 1	 

CAST 
(n = 453)

Hot 
Avulsion 
(n = 111)

Submu-
cosal 
release 
(n = 123)

Technical success 437 
(96.47); 
p = 0.74

107 (96.4); 
p = 0.92

113 
(91.87); 
p = 0.007

Intra-procedural 
Perforation (DMI 4-5)

3 (0.66); 
p = 0.48

1 (0.9); 
p = 0.23

4 (3.3); 
p = 0.49

Delayed Bleeding 8 (1.77); 
p = 0.28

3 (2.7); 
p = 0.81

1 (0.8); 
p = 0.23

Delayed Perforation 0 (0); 
p = 0.18

0 (0); 
p = 0.58

1 (0.8); 
p = 0.18

Recurrence at first 
surveillance

36 (7.95); 
p = 0.02

6 (5.4); 
p = 0.78

8 (6.5); 
p = 0.49

Results  Among 1,364 lesions resected by EMR, adjunctive techniques were 
frequently applied to optimize resection outcomes. CAST was used in 453, hot 
avulsion in 111, and submucosal release in 123 resections. Technical success 
was high across all adjunctive methods, with CAST achieving 96.47 % (437/453; 
p = 0.74), hot avulsion 96.40 % (107/111; p = 0.92), and submucosal release 
91.87 % (113/123; p = 0.007). Clinically significant intra-procedural perforation 
(DMI 4–5) was uncommon across techniques. CAST was associated with 3 such 
events (0.66 %; p = 0.48), hot avulsion with 1 event (0.9 %; p = 0.23), and sub-
mucosal release with 4 events (3.3 %; p = 0.49), with no statistically significant 
differences between groups. Delayed bleeding occurred in 1.77 % of CAST 
(8/453; p = 0.28), 2.7 % of hot avulsion (3/111; p = 0.81), and 0.8 % of submu-
cosal release cases (1/123; p = 0.23). Delayed perforation was rare, occurring 
in none of the CAST or hot avulsion cases and in 1 patient (0.8 %; p = 0.18) fol-
lowing submucosal release. Recurrence at first surveillance colonoscopy was 
lowest for hot avulsion (5.4 %; 6/111; p = 0.78) and submucosal release (6.5 %; 
8/123; p = 0.49). CAST demonstrated a significantly higher recurrence rate at 
surveillance 7.95 % (36/453; p = 0.02), despite its high technical success rates. 

In multivariable analysis, none of the adjunctive techniques were independent-
ly associated with recurrence: CAST (OR 0.75, 95 % CI [0.39–1.46]; p = 0.401), 
hot avulsion (OR 1.82, 95 % CI [0.64–5.13]; p = 0.260), and submucosal release 
(OR 1.06, 95 % CI [0.39–2.86]; p = 0.906). Lesion characteristics such as Paris 
morphologies (e.g., Ip vs IIa: OR 0.26, 95 % CI [0.08–0.90], p = 0.033; Ip vs 
IIa + Ic: OR 0.09, 95 % CI [0.02–0.42], p = 0.002) and size (e.g., > 50 mm vs 20–29 
mm: OR 0.20, 95 % CI [0.06–0.68], p = 0.010; > 50 mm vs 30–50 mm: OR 0.39, 
95 % CI [0.20–0.75], p = 0.005) remained significant predictors of recurrence.
Conclusions  Our analysis suggests that recurrence is driven primarily by in-
trinsic lesion characteristics, such as size and morphology, rather than the 
specific adjunctive technique employed. Thus, the choice of adjunct should be 
tailored to the lesion characteristics and procedural goals. Snare-tip submu-
cosal release offers a valuable rescue option for fibrotic, non-lifting, or recurrent 
lesions despite its greater procedural complexity, whereas CAST and hot avul-
sion remain effective, lower-risk tools. A selective, lesion-tailored adjunctive 
strategy can maximize EMR curative yield, maintain safety, and may reduce the 
need for escalation to ESD in complex colorectal lesions.
Conflicts of Interest  JDM – Speaker: Boston Scientific, Pendopharm, Vantage, 
Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, 
Pentax, Fuji; CWT – Speaker for Medtronic and Boston Scientific, Consultant 
for Boston Scientific; GRM – Consultant for Olympus. Speaker: Pentax, Fuji and 
Medtronic; All the authors have no relevant financial disclosures or conflicts of 
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Aims  Complete resection of polypoid colorectal lesions is essential to prevent 
local recurrence and progression to colorectal cancer. Laterally spreading tu-
mors of granular type (LST-G) represent a common indication for advanced 
endoscopic resection. Our aim was to compare efficacy and safety of EMR ver-
sus ESD for the treatment of colorectal LST-G.
Methods  This is an interim analysis of an ongoing multicenter randomized 
controlled trial involving five Italian centers. Consecutive patients aged > 18 
years, with life expectancy > 10 years, and presenting with colorectal LST-G > 20 
mm referred for endoscopic resection were included. Exclusion criteria were 
non-granular LST, presence of depressed areas, lesions on scars or anastomo-
ses, polyps in inflammatory bowel desease, patients with familial adenomatous 
polyposis and Lynch syndrome, and Kudo V pattern. Patients were randomized 
to EMR or ESD. The primary outcome was local recurrence at 6 and 12 months. 
Secondary outcomes included R0 resection, en bloc resection, procedure time, 
and early adverse events.
Results  A total of 269 patients (134 ESD, 135 EMR) were analyzed after exclu-
sion of 25 patients with incomplete data. Baseline age, sex and lesion size were 
comparable between groups. Lesion distribution differed significantly, with a 
higher prevalence of rectal lesions in the ESD group (p < 0.001).En bloc resec-
tion rate was significantly higher in the ESD group (96.7 % [117/121] vs 30.9 % 
[38/123]; p < 0.001). Procedure speed was higher with EMR (median 314 
[179;440] mm²/min) compared with ESD (median 200 [131;273] mm²/min; 
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p < 0.001).Early bleeding (3/121 ESD vs 1/123 EMR; p = 0.105) and perforation 
(9/121 ESD vs 3/123 EMR; p = 0.172) were comparable in the two groups.Re-
currence at 6 and 12 months tended to be lower in ESD group (6 months: 1.4 % 
vs 5.4 %; 12 months: 0 % vs 6 %) however, these differences were not statistical-
ly significant (p = 0.063), as follow-up is still ongoing.
Conclusions  In this interim analysis, ESD showed safety comparable to EMR 
for treating colorectal LST-G, with similar rates of early adverse events. How-
ever, ESD achieved a significantly higher en bloc resection rate at the expense 
of a lower resection speed and longer procedure time. A trend towards reduced 
recurrence was observed after ESD, which was not yet statistically significant 
pending full completion of follow-up.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Hot endoscopic mucosal resection (HEMR) and endoscopic submucosal 
dissection (ESD) are established approaches for large colorectal lesions. Sev-
eral alternative strategies, including cold EMR (CEMR), HEMR with margin ab-
lation (HEMR-A), underwater EMR (UEMR), and endoscopic full-thickness re-
section (EFTR), have recently emerged, but their comparative efficacy and 
safety remain uncertain.
Methods  A systematic search of PubMed/MEDLINE, Embase, and Scopus iden-
tified randomized controlled trials (RCTs) comparing endoscopic resection 
techniques for large non-pedunculated colorectal polyps. Primary outcomes 
were local recurrence and adverse events (AEs). Both direct and indirect com-
parisons were performed, and results were expressed as odds ratios (ORs) with 
95 % confidence intervals (CIs). Heterogeneity, network inconsistency, risk of 
bias, and certainty of evidence were assessed using a frequentist random-ef-
fects network meta-analysis (NMA) and GRADE methodology.
Results  Nine RCTs comprising 2,379 procedures and six resection strategies 
were included. Regarding recurrence, ESD demonstrated superior efficacy, 
significantly outperforming HEMR (OR 0.10; 95 %CI 0.01–0.85) and HEMR-A 
(OR 0.12; 95 % CI 0.01–0.94). Conversely, CEMR ranked lowest, showed the 
highest recurrence rate, proving inferior to HEMR (OR 2.18; 95 % CI 1.43–3.32), 
HEMR-A (OR 2.63; 95 % CI 1.75–3.95), UEMR (OR 3.64; 95 % CI 1.79–7.40), and 
ESD (OR 22.58; 95 % CI 2.68–189.97). In terms of safety, CEMR ranked highest, 
with fewer AEs than HEMR (OR 0.37; 95 % CI 0.18–0.74), HEMR-A (OR 0.38; 
95 % CI 0.16–0.88), and ESD (OR 0.16; 95 % CI 0.06–0.45). In contrast, ESD 
presented the poorest safety profile, showing higher AEs versus HEMR-A (OR 
2.31; 95 % CI 1.34–3.99).
Conclusions  ESD offers the greatest efficacy in reducing recurrence but at the 
cost of increased procedural risk, whereas CEMR provides the most favorable 
safety profile with lower efficacy. HEMR, HEMR-A, and UEMR demonstrate in-

termediate performance, underscoring inherent trade-offs between efficacy 
and safety. These findings support an individualized, lesion and patient-specif-
ic approach to technique selection and highlight the need for further high-qual-
ity trials evaluating emerging modalities, such as EFTR.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Sessile serrated lesions (SSLs) are premalignant lesions that account for 
15-30 % of all colorectal cancers (CRC). A rising incidence of CRC in younger 
adults has been noted in Australia. The contribution of SSLs in this regard is 
uncertain. We aimed to evaluate the prevalence and characteristics of SSLs in 
our population. Specifically, we assessed disease burden in the younger cohort 
( < 50 years). Data regarding ideal surveillance strategies after initial resection 
of SSLs is limited. We assessed longitudinal outcomes of patients with at least 
1 SSL on index colonoscopy with their follow up findings.
Methods  We conducted a retrospective single-centre study of index colonos-
copies performed between 2015 and 2021. The analysis included review of 
electronic medical records and endoscopy reports for patient demographics, 
number of SSLs, size, location, presence of dysplasia/cancer and serrated poly-
posis syndrome (SPS). We used these records to subsequently track and analyse 
follow up colonoscopy findings.
Results  Data from 18,728 colonoscopy procedures were collected and ana-
lysed. Indications for colonoscopies included screening (49.2 %), surveillance 
(19.3 %) and symptoms (31.5 %). The prevalence of SSLs was 21.5 % (4029 pa-
tients). Overall, 54.4 % of affected patients were female and those aged be-
tween 50-75 had the highest prevalence (63.6 %). 20.6 % (830 patients) had 
advanced SSLs ( > 10mm, presence of dysplasia or cancer) on index colonosco-
py. 27.2 % of patients with SSLs were young adults ( < 50) and females were 
affected more commonly than males in this subgroup (59.3 %), particularly in 
those < 40 years (63.5 %).
A large proportion of SSLs (82.5 %) were small ( < 10mm) and 69.5 % were in the 
proximal colon. 58 % (2,339 patients) had a follow-up colonoscopy with a mean 
follow up time of 2.72 years. 30.7 % had > 1 SSL on follow-up colonoscopy and 
20.9 % of these patients had advanced SSLs. Dysplasia was present in 4.1 % of 
patients on index colonoscopy and more prevalent with larger SSLs ( > 10mm) 
and age > 75. Dysplasia was infrequent on follow-up colonoscopy (3.3 %) and 1 
patient developed adenocarcinoma. Patients with dysplasia in the index colo-
noscopy had a higher risk of dysplastic SSLs (5.20 %) on follow-up compared to 
those without dysplasia (0.80 %).
Conclusions  This study suggests a high prevalence of SSLs in Australia. Young 
adults ( < 50) accounted for 27.2 % of the disease burden. Currently, we offer 
CRC screening with biennial faecal occult blood tests from the age of 45 years. 
Thus, a large population at risk may not currently be receiving screening. Aeti-
ological factors and the burden of SSLs in colorectal cancer in young adults 
require further investigation to develop cost-effective management pathways. 
Our follow up data analysis, which is ongoing, suggests that those with dys-
plastic lesions or advanced lesions are more likely to have advanced pathology 
in subsequent procedures. Further data is required to determine ideal surveil-
lance strategies in the future.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In the endoscopic diagnosis of superficial non-ampullary duodenal epi-
thelial tumors (SNADETs), distinguishing cancer from adenoma is not straight-
forward, unlike with other gastrointestinal tumors. Meanwhile, SNADETs are 
classified into gastric phenotype and intestinal phenotype as mucin pheno-
types, with duodenal cancers with gastric phenotype specifically reported to 
have poor prognosis. We hypothesized that predicting mucin phenotype based 
on endoscopic findings could potentially estimate the biological malignancy 
of SNADETs. Focusing on this as a novel endoscopic diagnostic approach, we 
conducted the following study.
Methods  We prospectively enrolled 500 cases suspected of SNADET at our 
hospital from August 2018 to April 2021. Among them, we analyzed 401 cases 
(401 lesions) that underwent endoscopic treatment and received a patholog-
ical diagnosis of SNADET. Two pathologists specializing in gastrointestinal pa-
thology performed histological diagnosis using the Vienna Classification (VCL) 
and evaluated mucin phenotypes via immunostaining (CD10, MUC2, MUC5AC, 
and MUC6), with endoscopic diagnoses completely blinded. Two expert endos-
copists evaluated the lesion location, size, macroscopic type, and presence of 
erythema using white light imaging. Furthermore, image-enhanced endosco-
py with magnifying endoscopy (IEE-ME) were evaluated for superficial structure 
and white opaque substance (WOS). Superficial structure was classified as 
closed-loop structure (CLS) or open-loop structure (OLS). CLS was defined as 
a closed structure resembling the background duodenal villi structure. OLS was 
defined as a linear or open structure. WOS was classified as present or absent. 
All endoscopic findings were evaluated completely blinded to the SNADET 
pathological diagnosis. In this study, gastric phenotype, predominantly gastric 
phenotype, and mixed phenotype were classified as G-type, while predomi-
nantly intestinal phenotype and intestinal phenotype were classified as I-type. 
Each endoscopic finding was compared between the two types, and multivar-
iate analysis was performed using a logistic regression model.
Results  Mucin phenotypes were gastric phenotype in 34 cases, gastric phe-
notype predominant in 11 cases, mixed phenotype in 18 cases, intestinal phe-
notype predominant in 158 cases, and intestinal type in 180 cases. The pro-
portions of VCL categories 4/5 were 63.6 %, 54.5 %, 38.9 %, 36.1 %, and 23.9 %, 
respectively (P < 0.0001, Cochran-Armitage trend test). Additionally, VCL C5.2 
was observed in 10 cases, 8 of which were gastric phenotype. Compared to 
I-type, G-type showed higher proportions in location (bulb to the proximal site 
of descending part: 68.2 % vs 45.3 %, P < 0.0001), lesion size (23.3 mm vs 18.6 
mm, P = 0.0226), macroscopic type (Type 0-I: 49.4 % vs 14.3 %, P < 0.0001), 
erythema (present: 60.3 % vs 32.8 %, P < 0.0001), superficial structure (CLS: 
76.2 % vs 29.6 %, P < 0.0001), and WOS (negative: 44.4 % vs 11.0 %, P < 0.0001). 

Multivariate analysis showed SNADET was associated with superficial structure 
(CLS: OR 3.6782, 95 % CI 1.8105-7.4725), WOS (negative: OR 3.2691, 95 % CI 
1.6232-6.5841), and macroscopic type (Type 0-I: OR 2.5117, 95 % CI 1.2763-
4.9429) were independently and significantly associated with being G-type.
Conclusions  The higher the proportion of gastric phenotype in SNADET, the 
higher the proportion of histological malignancy, demonstrating the impor-
tance of mucin phenotype in SNADET. Furthermore, this study revealed that 
SNADET with gastric phenotype, representing a high-risk group, can be pre-
dicted based on only endoscopic findings including IEE-ME.
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Aims  Cold snare polypectomy (CSP) minimizes the risk of adverse events and 
has become a standard treatment for subcentimeter-sized colorectal polyps. 
CSP may also be suitable for small superficial non-ampullary duodenal epithe-
lial tumors (SNADETs). We conducted this multicenter single-arm confirmato-
ry trial (D-COP trial) to evaluate the safety and efficacy of CSP for SNADETs 
(UMIN000030876).
Methods  The major indication criteria were endoscopically diagnosed SNA-
DET ≤ 10 mm and ≤ 3 target lesions. Patients with suspected submucosal inva-
sive cancer or familial adenomatous polyposis were excluded. CSP was per-
formed using an electrosurgical snare without electrocautery. Follow-up 
endoscopy was performed at 3, 12, and 36 months after CSP, and a biopsy from 
the CSP scar was planned at 12 months regardless of recurrent suspicion. The 
primary endpoint was the local recurrence rate within 12 months. The estimat-
ed sample size was 363 patients, assuming a 12-month local recurrence rate 
of ≤ 7 %, based on EMR data (3.4 %), with α = 5 % and power 80 %.
Results  A total of 408 patients (430 lesions) were enrolled from 86 institutions 
(January 2018–February 2019). CSP was attempted for 413 lesions in 395 pa-
tients. The median tumor size was 5 mm (range 2–10 mm). Approximately 84 % 
of lesions were located in the second part of the duodenum, and the most 
common macroscopic type was 0-IIa (67 %). Preoperative biopsy was performed 
in 291 lesions (70 %). Thirty-seven lesions could not be resected by CSP and 
were removed with electrocautery (9 %), and CSP was discontinued due to ar-
rhythmia in one patient. The en-bloc resection rate was 90 %, and no endoscop-
ic residual tumor was observed after CSP. Bleeding requiring endoscopic he-
mostasis immediately after CSP occurred in 15 lesions (3.6 %), and delayed 
bleeding occurred in three cases (0.7 %). All bleeding events were controlled 
endoscopically without transfusion or surgery. There was no intraoperative or 
delayed perforation.
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Histopathology revealed 349 adenomas, 45 cancers (43 intramucosal, 2 sub-
mucosal invasion), and 17 non-neoplastic lesions. Among neoplastic lesions, 
horizontal margins were negative/positive/undetermined in 242/24/128 le-
sions, and vertical margins were 343/4/47.
At 3 months, 375 patients (389 lesions) underwent follow-up endoscopy, and 
four local recurrences were detected; all were completely removed with cold 
biopsy. At 12 months, 367 patients (381 lesions) underwent follow-up endos-
copy, and 11 local recurrences were detected. All were treated endoscopically 
(7 cold biopsy, 1 CSP, 2 underwater EMR, 1 EMR), and none required surgery. 
The 12-month local recurrence rate was 3.8 % (95 % CI: 2.11 %–6.33 %), and the 
upper limit of the 95 % CI was lower than the predefined threshold (6.33 % < 7 %). 
At 36 months, endoscopic examinations were performed in 89.5 % of patients, 
and local recurrence was identified in 9 cases. The cumulative local recurrence 
rate at 3 years after CSP was 5.3 %. Metachronous SNADET lesions were detect-
ed in 11 cases (2.9 %) during the 3-year follow-up period.
Conclusions  CSP was a safe and effective treatment for subcentimeter SNA-
DETs, with favorable mid-term local control and low adverse event rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Non-ampullary duodenal neuroendocrine tumors (NADNETs) optimal 
treatment is still debated1. Data on performance and outcomes of endoscop-
ic submucosal dissection (ESD) is lacking especially in Western countries. We 
evaluated efficacy, safety and long-term outcomes of ESD to manage NADNETs 
in an Italian tertiary referral center [1].
Methods  Consecutive patients treated with ESD for non-functioning NADNETs 
between 2012 and 2025 at IRCCS Istituto Europeo di Oncologia of Milan were 
included. Data was obtained from hospital records and analysed retrospective-
ly. All procedures were performed under general anaesthesia and patients were 
admitted for post-procedural observation.
Results  Overall, 17 NADNETs in 17 patients underwent ESD. Fifteen NADNETs 
were localized in the duodenal bulb (88 %) and 2 in the second duodenal portion 
(D2). Median lesions’ size was 10 mm (IQR 7-11 mm). Fourteen NADNETs (82 %) 
were G2and 3 were G1.
All the lesions were resected en bloc, R0 resection was obtained in 7/17 cases 
(41 %). All R1 resection had positive vertical margins (VM). At histology one 
lymph-vascular invasion (LVI) was observed (▶Table 1).
Mucosal defect closure was obtained with TTS clips in 16/17 cases (94 %). Me-
dian hospital stay after endoscopic treatment was of 4 days (IQR 3-5 days). No 
cases of intraprocedural bleeding, delayed perforation or delayed bleeding 
occurred. We observed 3 cases of intraprocedural perforation (18 %). All the 
defects were closed during the procedure and the patients managed by with-
holding per os feeding plus intravenous antibiotics for 3 to 5 days (▶Table 2).
At univariate analysis no baseline variables (age, sex, tumor size, location, grade 
or Ki67) were significantly associated with R1 resection. At univariate analysis 
a significant association between tumor location in D2 and intraprocedural 
perforation was observed (OR 48.4, 95 % CI 1.50-1554, p = 0.028). Median hos-
pital stay did differ between patients with (7 days, [IQR 6–8.5]) or without in-
traprocedural perforation (4 days [IQR 3–4]) (p = 0.003).
Median follow-up time was 56 months (IQR 28-80.5 months). No local nor 
distant recurrence was observed. No death occurred. We observed only 1 case 
(6 %) of disease progression. Among the ten patients with R1 resection one 

patient underwent additional surgical treatment without any residual tumor 
or lymph node involvement at histological analysis of the surgical specimen. 
The remaining nine patients underwent follow-up only. No local or distant 
recurrence occurred in the ten cases of R1 resection.

▶Table 1	  Results of univariable logistic regression models to assess 
the association of demographic and clinical variables with resection 
status (R1 vs R0)

Variable Level/
Unit

OR (95 % CI) p 
value

Age, years  + 1 Year 1.04 (0.94-1.15) 0.485

Sex, female Male vs 
Female

1.67 (0.25-10.99) 0.596

DNET size, mm  + 1 mm 1.26 (0.88-1.80) 0.204

DNET size group  ≥ 10 mm 
vs ≤ 10 mm

8.14 (0.89-74.77) 0.064

DNET location D2 vs 
duodenal 
bulb

0.68 (0.05-8.11) 0.764

Grade G2 vs G1 0.78 (0.08-7.57) 0.834

Ki67 index  + 1 % 1.08 (0.82-1.34) 0.697

▶Table 2	  Results of univariable logistic regression models to assess 
the association of demographic and clinical variables with intraproce-
dural perforation (yes vs no)

Variable Level/Unit OR (95 % CI) p 
value

Age  + 1 year 0.81 (0.65-1.01) 0.062

Sex Male vs 
Female

0.96 (0.10-9.44) 0.976

DNET size, mm  + 1 mm 0.93 (0,67-1.28) 0.638

DNET size group  ≥ 10 mm 
vs ≤ 10 mm

0.71 (0.07-7.17) 0.774

DNET location D2 vs 
Duodenal 
bulb

48.4 (1.5-1554) 0.028

Grade G1 vs G2 0.33 (0.03-3.81) 0.376

Ki67 index  + 1 % 1.24 (0.95-1.61) 0.117

Conclusions  This study represents the largest European cohort of NADNETs 
treated by ESD to date. Our experience supports the careful use of ESD for 
non-functioning NADNETs to achieve en-bloc resection. The technique holds 
potential risks of AEs that can be managed conservatively. Extra caution is re-
quired when approaching lesions in D2.
In our experience R1 resection was not uncommon but it did not affect local or 
distant recurrence during follow-up. Further studies are needed to determine 
how to manage patients with R1 resection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP218  Safety, technical efficacy and long-term 
clinical outcomes of endoscopic therapy for duode-
nal Neuroendocrine Tumors (NETs)
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Aims  Current recommendations support endoscopic resection (ER) for duo-
denal submucosal (SM) NETs (d-NETs) measuring < 10 mm without any nodal 
involvement,however there is no consensus on ER for lesions measuring > 15 
mm. With evolving ER & closure techniques, ER can be considered for lesions 
beyond D1, larger lesions &/or involving the muscularis propria (MP). Oor ob-
jective was to evaluate success, techniques, outcomes & recurrence after en-
dotherapy for d-NETs.
Methods  Single centre, retrospective analysis of prospectively maintained 
database – undergoing ER and band ligation and leave (BLnL) strategy for his-
tologically proven d-NETs – 13 years (January 2013 – October 2025). Prior 
hi-definition EGD, radial EUS & DOTATATE scan. Demography, lesion character-
istics, number, resection modality, adverse events (AEs), histology recorded. 
Treatment protocol – single lesions – ER, multiple – ER for largest lesion fol-
lowed by BLnL for remaining. Follow-up (F/u) at 1 month (m), 6 m, then annu-
ally. Recurrence & its management recorded.
Results  N = 80 pts; n = 142 d-NETs, 25 pts (31.25 %) had > 1 lesion; mean age 
(y) – 59.16 [SD 11.39], Males – 59 (73.75 %). Presentation –– Incidental – 69/80 
(86.25 %), GI bleed – 7/80 (8.75 %), diarrhoea– 4/80 (5 %). Macroscopic appear-
ance – Yamada Type I/II – 140/142 (98.5 %) III/IV – 2(1.4 %); Location – D1 -119 
(83.8 %); D2 – 22 (15.4 %), D3 – 1 (0.7 %); Mean size (mm) – 11.5 [SD 5.63]; 
Largest – 50 mm; Size > 15mm – 32/142 (22.5 %) [15-20mm – 16; > 20mm – 
16]. EUS – layer of involvement – SM – 120/142 (84.5 %); MP – 12/142 (8.45 %); 
10 – too small for EUS evaluation. DOTA positive – 64/80 (80 %).
Index ER – N = 80/80 (100 %), n = 80/142 (56.33 %); ER type – ESD – 54/80 
(67.5 %), EMR – 9/80 (11.25 %), freehand EFTR (f-EFTR)– 13/80 (16.25 %), device 
assisted EFTR (d-EFTR) – 4/80 (5 %). Location wise = D1 = ESD – 50/73 (68.49 %), 
EMR – 7/73 (9.5 %), f-EFTR 13/73 (17.8 %), d-EFTR- 3/73 (4.1 %); D2 = ESD – 4/6 
(66.6 %), EMR 2/6 (33.3 %); D3 = d-EFTR – 1/1 respectively. Primary closure – ESD 
– 43/54 (79.6 %), no closure – 10/54 (20.3 %); f-EFTR 13/13 (100 %); d-EFTR – 
5/5 (100 %). Location wise – D1 – closure = 63/73 (86.3 %), D2 = 6/6 (100 %), 
D3 = 1/1 (100 %). Closure techniques – D1 = Endoclips – 36, Endoloop + clips – 7, 
Rotatable over line method (ROLM) – (n = 2), OTSC – 4, Endosuture – 1, Helix 
tacking system – 2, Advanced TTS clips – 6; D2 = Endoclips – 4, post EMR – No 
closure. Technical success (TS) – 100 %; AEs – muscle defect during ESD = 7 
(primary closure), delayed bleeding = 1 (hemoclip), asymptomatic GB entrap-
ment in d-EFTR clip – 1. Resection – Enbloc = 100 %; R0 – D1 = 56/73 (70 %), D2 
– 2 (7.5 %); Histology = WHO G1 = 65/80 (82.5 %), G2 = 14/80 (17.5 %), G3 = 0.
2ndsession – n = 62, D1 = 46, D2 = 16. ER = 14/62 (22.6 %) [D1 = 12/46 (26.1 %), 
D2 = 2/16 (12.5 %)]; BL&L = 48/62 (77.4 %) [D1 34/46 (73.9 %), D2 = 14/16 (87.5 %)]. 
ER type – D1 – ESD = 8, hybrid ESD = 2, EMR = 2; D2 – EMR = 2. Primary closure = 7/14 
(50 %). Closure techniques – endoclips – 5, endoloop + clips – 1, advanced TTS clips 
– 1. TS – 100 %; AE – nil. Additional therapy in 1 patient – DOTA + ve periportal LN 
– EUS RFA. Recurrence/new lesions – 5/80 (6.25 %). Median time to recurrence – 6 
m (IQR 5); Surgery = 1, unresectable = 1 – PRRT; ER = 3 – in 2 of 3 = 2nd recurrence 
– repeat ER = 1, surgery = 1. Mean F/u (m) 6.7 ± 10.5; Max F/u – 60 m. Multivariable 
regression analysis – no clearly identifiable risk factors for non-R0 resection – 
non-significant trends for larger lesion size (p-value – 0.6) & MP invasion (p-value 
– 0.095); Number of lesions, location in D1 or D2, G1/G2 hd no significance. Sim-
ilarly for recurrence rates – unable to reach statistical significance on multivariable 
regression analysis due to very low overall recurrence rates.
Conclusions  ER for d-NETs using ESD and / or EFTR is safe & effective with high 
R0 resection rates. Recurrences were rare during long term follow-up & could 
mostly be treated endoscopically.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP219  Endoscopic full-thickness resection (EFTR) 
versus endoscopic submucosal dissection (ESD) in 
the management of duodenal, non-metastatic and 
non-ampullary neuroendocrine tumours (NETs) sized 
between 1-2cm: a meta-analysis
Authors  Manti M1, Tsioufis P2, Kamperidis N1, Toskas A1, Laskaratos FM1, 
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Aims  Duodenal, non-metastatic, non-ampullary neuroendocrine tumours 
(DNMA-NET) measured between 1-2cm should be referred to tertiary centres 
for individualised management [1]. The resection techniques may include en-
doscopic full-thickness resection (EFTR) and endoscopic submucosal dissection 
(ESD). However, specific guidance on technique efficacy remains limited.
Methods  We conducted a literature systematic review and meta-analysis be-
tween September 2025-October 2025 of original studies published in English 
language to compare the technical success rates (primary outcome) of G1-G2, 
DNMA-NET 1-2cm among PubMed and Cochrane databases. Technical success 
was defined by complete lesion resection confirmed by inspection. We includ-
ed studies published after 2014, ensuring both techniques were widely avail-
able. The secondary outcomes were: en-block and R0 resection rates, peri-pro-
cedural adverse events and recurrence rates at 6 months. R0 resection was 
confirmed by histopathology. Analysis was performed using the R statistical 
software and the study followed the PRISMA checklist. The effect size on study 
outcomes was calculated using random effect model and it is shown as RR 
(95 %CI).
Results  We identified 9 studies (4 including EFTR [2–5] and 5 about ESD [6–
10]) with 156 lesions (99 in EFTR and 57 in ESD). 2 EFTR studies used the 
full-thickness-resection device (FTRD) [4, 5]. No randomised controlled trials 
were identified. 3 [4, 6, 8] of the studies were multi-centre while the remainder 
were single-centre. EFTR had a pooled technical success of 93 % (95 % CI, 84–
99 %), and ESD had 95 % (95 % CI, 85–100 %). There was no significant difference 
between groups (p = 0.27), with no heterogeneity detected (I² = 0 %). En-block 
resection rates were similarly high across techniques. EFTR demonstrated a 
pooled en-bloc rate of 100 % (95 % CI, 77–100 %), while ESD achieved 76 % (95 % 
CI, 48–97 %). Although the common-effects model suggested a difference 
(p = 0.02), this was not significant under random-effects (p = 0.18). Heteroge-
neity within the ESD subgroup was substantial (I² = 67.7 %). Pooled R0 resection 
was 93 % (95 % CI, 87–98 %) for EFTR and 95 % (95 % CI, 85–100 %) for ESD, with 
no significant subgroup difference (p = 0.27). Heterogeneity was minimal 
(I² = 0 %). Adverse event rates, including perforation and major bleeding, were 
low overall. EFTR demonstrated a pooled adverse event rate of 1 % (95 % CI, 
0–1 %), while ESD showed 3 % (95 % CI, 0–46 %). There was no significant sub-
group difference (p = 0.40), though ESD studies displayed moderate heteroge-
neity (I² = 73 %). Recurrence rates at 6 months following resection were simi-
larly low. EFTR recurrence was 0 % (95 % CI, 0–9 %), compared with 10 % (95 % 
CI, 2–22 %) after ESD. The difference was not statistically significant (p = 0.27), 
though heterogeneity for ESD was moderate (I² = 57 %).
Conclusions  EFTR and ESD showed comparable performance across all out-
comes. R0 resection rates were similarly high (EFTR 93 %, ESD 95 %) with no 
subgroup difference.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Superficial non-ampullary duodenal epithelial tumors (SNADET) are rare 
but have been increasingly reported in recent years. Phenotypes of SNADET 
are classified into gastric-type, intestinal-type, and mixed-type. Among these, 
gastric-type is less common and remains poorly understood. It is also consid-
ered to have a higher histological malignancy, making preoperative diagnosis 
highly significant. The aim of this study was to clarify the histopathological 
features of gastric-type SNADETs and to explore the feasibility of endoscopic 
diagnosis for gastric-type SNADETs using endoscopy.
Methods  Cases of gastric-type SNADETs resected endoscopically or surgical-
ly at four high-volume centers in Japan between Jan 1997 and Dec 2023 were 
retrospectively collected. Endoscopic images (white light and magnified-image 
enhanced endoscopy (M-IEE)) were re-evaluated by four endoscopic specialists 
at each institution. Histopathological evaluation involved re-performing HE 
and immunohistochemical staining, with central pathology review. Histologi-
cal grade was made based on WHO criteria, and immunohistochemical posi-
tivity was defined as a staining rate of ≥ 10 %.
Results  From the 164 cases, we excluded recurrent lesions, non-neoplastic 
lesions, lesions with intestinal-type, and cases without M-IEE observation. This 
left 90 pure gastric-type SNADETs for analysis. The predominant cell type was 
pyloric-gland type in 50 cases and foveolar type in 40 cases. Histological grade 
was low-grade adenoma in 33 cases, high-grade adenoma in 49 cases, and 
carcinoma in 8 cases. Submucosal invasion was observed in 3 cases. The py-
loric-gland type showed a higher proportion of males (P = 0.04), a greater prev-
alence of macroscopic type 0-I (P = 0.03), and a tendency toward lower nucle-

ar atypia (P = 0.009). Conversely, the foveolar type had a higher proportion of 
macroscopic type 0-IIa (P = 0.02) and higher tumor malignancy (P = 0.04). 
Vascular visibility under M-IEE was significantly higher in the foveolar-type 
(P = 0.007). No differences were observed in tumor location or tumor size. How-
ever, this study could not identify endoscopic findings predictive of tumor 
malignancy.
Conclusions  It is difficult to diagnose the malignancy grade of gastric-type 
SNADET based solely on M-IEE endoscopic findings. Establishing new endo-
scopic diagnostic criteria, including qualitative assessment, is required.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP221  CERES-BILAT Preliminary Results: A Rand-
omized Trial Comparing CERES (ERCP + EUS-HGS) 
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Aims  Unresectable Malignant Hilar Biliary Obstruction (UMHBO) requires ef-
fective drainage of both liver lobes to reduce recurrent biliary obstruction 
(RBO). The CERES technique—ERCP for right-sided drainage combined with 
EUS-guided hepaticogastrostomy (EUS-HGS) for the left duct—may provide 
more durable drainage than bilateral ERCP alone. This preliminary analysis 
evaluates early outcomes of the ongoing randomized CERES-BILAT trial  
(▶Table 1).

▶Table 1	  Preliminary Outcomes of CERES vs Bilateral ERCP in the 
CERES-BILAT Randomized Trial

Outcome CERES (n = 9) Bilateral ERCP 
(n = 10)

p-value

Clinical success at 2 
weeks ( %)

88.9 % 60.0 % 0.153

Total bilirubin at 2–4 
weeks (mg/dL)

3.29 (2–8) 3.03 (1–18) 0.129

Procedure time (min) 127.2 ± 61.7 66.3 ± 42.1 0.021

Cholangitis ( %) 12.5 % 33.3 % 0.466

Stent occlusion ( %) 0 % 16.7 % 0.375

6-month RBO ( %) 11.1 % 20.0 % 0.466

Time to RBO (days) 60 ± 46.9 35 ± 46.9 0.660

Hospital days 2.4 ± 0.5 4.2 ± 2.3 0.124

Methods  Patients with Bismuth III–IV UMHBO were randomized 1:1 to CERES 
or bilateral ERCP. The primary endpoint is 6-month RBO. Secondary endpoints 
include technical and clinical success, bilirubin reduction, procedure time, ad-
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verse events, time to RBO, and hospital stay. This interim analysis includes 19 
patients (CERES n = 9; Bilateral ERCP n = 10)
Results  Baseline characteristics were similar between groups. Technical suc-
cess was 100 % in both arms. Clinical success at 2 weeks was higher with CERES 
(88.9 % vs 60.0 %; p = 0.153), though not statistically significant. Procedure time 
was significantly longer in CERES (127.2 ± 61.7 vs 66.3 ± 42.1 min; p = 0.021). 
Adverse events were infrequent. Cholangitis occurred in 1 CERES patient versus 
2 bilateral ERCP patients. Stent occlusion occurred only in the bilateral ERCP 
group. No severe complications (perforation, bile leak, peritonitis) were ob-
served. RBO occurred later in CERES (mean 60 vs 35 days). Six-month RBO rate 
was 11.1 % vs 20.0 % (p = 0.466). CERES showed a trend toward shorter hospi-
talization (2.4 vs 4.2 days)
Conclusions  Both CERES and bilateral ERCP demonstrated excellent technical 
success and acceptable safety. CERES showed favorable trends toward improved 
clinical success, fewer complications, longer time to RBO, and shorter hospi-
talization. Although not statistically significant due to limited sample size, these 
early findings suggest potential clinical advantages of CERES pending full trial 
completion
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Ineffective glucagon-like peptide 1 (GLP-1) signaling within 
pancreatic islets is a root cause of β-cell dysfunction and a fundamental driver 
of type 2 diabetes (T2D) pathogenesis and progression. GLP-1 receptor agonists 
have become cornerstone therapies for the management of metabolic diseas-
es such as T2D. However, their efficacy depends on chronic, supraphysiologic 
GLP-1 exposure, and systemic tolerability constraints prevent achieving ther-
apeutically effective concentrations in the pancreas. There remains an urgent 
unmet need for durable, well-tolerated therapies that directly target pancre-
atic β-cell dysfunction and restore physiologic GLP-1 signaling.
Innovation  We have developed a novel endoscopic ultrasound (EUS)-guided 
delivery system and single-dose adeno-associated virus (AAV) pancreatic gene 
therapy platform which enables durable, nutrient-responsive incretin produc-
tion directly from β-cells. The delivery device includes a custom echogenic 
27-gauge conical-tip needle with a lateral side port for improved EUS visuali-
zation and atraumatic fluid delivery, paired with a pressure-regulated infusion 
system for controlled administration. AAV9.INS.GLP1, an AAV9 gene therapy 
for T2D, encodes a human GLP-1 sequence driven by an engineered human 
insulin promotor to restrict GLP-1 expression to β-cells. We have previously 
shown in diabetic mice that a single intraperitoneal dose of AAV9.INS.GLP1 can 
durably improve fasting blood glucose to a greater extent than chronic daily 
administration of semaglutide. Here, we aim to evaluate the feasibility and 
safety of the clinical route-of-administration by targeting AAV9.INS.GLP1 di-
rectly to the pancreas via EUS-guided delivery in Yucatan pigs.
Results  Animals received vehicle (n = 2) or AAV9.INS.GLP1 (n = 6) via EUS-guid-
ed intrapancreatic infusion, and histology, systemic markers of tissue toxicity, 
biodistribution, and transgene expression were evaluated over 6 weeks 
post-procedure. All procedures were successfully performed. Lipase, amylase, 
and troponin I levels remained in the normal range with only a transient, mild 
aspartate aminotransferase (AST) elevation resolving by day 3 post-procedure. 

AAV9.INS.GLP1 EUS-guided targeting resulted in enriched pancreatic lobe 
transgene AAV9 transduction, GLP-1 transgene RNA expression and a subse-
quent 9.5-fold increase in active GLP-1 protein levels (0.19 pg/μg total protein) 
compared to vehicle controls (0.02 pg/μg total protein). Clinical, laboratory, 
and histologic evaluation revealed no toxicity findings. Dual pancreatic immu-
nofluorescence analyses confirmed β-cell-restricted GLP-1 expression, with 
co-localization of GLP-1 and insulin in islets (~5 % insulin + /GLP-1 + cells across 
~25 % of islets) and no staining in exocrine tissue.
Conclusions  These findings demonstrate that AAV9.INS.GLP1 can be safely 
and reproducibly targeted to the pancreas using a custom EUS-guided delivery 
system to achieve β-cell-specific GLP-1 expression without local or systemic 
toxicity. Single-dose GLP-1 pancreatic gene therapy represents a paradigm shift 
toward a durable, well-tolerated therapy that addresses β-cell dysfunction as 
a root cause of T2D. A first-in-human trial of AAV9.INS.GLP1 is planned for 2026.
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Abstract Text  A 57 years old man presented to our hospital due to abdominal 
pain. Computed Tomography of the abdomen revealed a linear dense shadow 
in the gastric antrum region and it extends to the head of the pancreas, with 
inflammatory exudation in the abdominal cavity, suggestive of a foreign body. 
After a multidisciplinary consultation, it was decided to perform endoscopic 
removal of the foreign body.
After the endoscope was inserted, the gastric wall was smooth and no puncture 
point was observed. Then, Endoscopic ultrasound (EUS) was performed to 
search the foreign body. Luckly, the foreign body was positioned and marked. 
Subsequently, the gastric wall was incised with a Dual knife and an IT knife. 
After thorough irrigation, A fishbone was found and removed. Finally, the inci-
sion was tightly closed with clips.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/
0d2828a8-b66b-404a-ac43-1f04641dc9a5/Uploads/19978_Video.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Needle-knife fistulotomy (NKF) is an advanced cannulation strategy for 
difficult biliary access, yet formal training is inconsistent and many ERCPists 
report low confidence in performing and teaching it. We aimed to describe UK 
consultant ERCPists’ baseline NKF experience, training and teaching confidence, 
and to evaluate the impact of a national series of advanced biliary cannulation 
masterclasses on NKF knowledge and intended use within a structured diffi-
cult-cannulation algorithm
Methods  We delivered ten one-day advanced biliary cannulation masterclass-
es across the UK for 152 consultant ERCPists. Before the course, delegates 
completed an online questionnaire on NKF use, prior formal NKF training, and 
experience and comfort in training trainees (1–10 scale, 1 = not at all comfort-
able, 10 = very comfortable); NKF knowledge was scored on the same scale.
Each masterclass combined didactic teaching, video-based discussion of varied 
ampullary morphology and group discussion of escalation pathways when 
standard cannulation fails. Core sessions covered NKF, double guidewire tech-
nique, transpancreatic septotomy and cannulation of papillae in diverticula. 
Using a stepwise ESGE-based framework, the technical steps of NKF were de-
constructed and reinforced with hands-on model training, emphasising when 
to escalate and how to teach NKF within an algorithmic approach.
After each course, delegates completed a post-course questionnaire capturing 
retrospective “before” and “after” NKF knowledge scores, intention to use  
NKF more frequently and to consider primary fistulotomy in selected cases. 
Self-rated knowledge of double guidewire, transpancreatic septotomy and 
diverticular cannulation were also collected. Descriptive statistics are reported 
(▶Table 1).

▶Table 1	 

Measure Value

NKF knowledge before course (mean, 
1–10)

5.4 (median 5)

NKF knowledge after course (mean, 1–10) 8.6 (median 9)

Will use NKF more often 94.3 % (115/122)

Will consider primary fistulotomy in select 
cases

79.5 % (97/122)

Results  Of the 152 participants, 126 filled out the pre-course and 122 the 
post-course questionnaire. At baseline, 82.5 % (104/126) had used NKF for 
ductal access and 42.1 % (53/126) had performed primary fistulotomy; only 
33.3 % (42/126) reported prior formal NKF training and 27.0 % (34/126) had 
ever trained trainees in NKF. Mean NKF knowledge was 5.8/10 (median 6). 
Comfort training trainees was 3.7/10 (median 3), with 14 % (18/126) rating 
their comfort ≥ 7/10.
Post-course, mean NKF knowledge increased from 5.4 (median 5) to 8.6 (me-
dian 9) (n = 122), a mean gain of + 3.2 points; 84 % (102/122) improved by ≥ 2 
points and 66 % (81/122) by ≥ 3 points. Overall, 94.3 % (115/122) stated they 
would use NKF more often (68.9 % slightly more, 25.4 % significantly more), 
and 79.5 % (97/122) would consider primary fistulotomy in selected cases. 
Knowledge scores for double guidewire, transpancreatic septotomy and diver-
ticular cannulation also improved across the series.
Conclusions  Among UK consultant ERCPists, NKF is used but formal training 
and teaching are limited. A national series of ten focused masterclasses, incor-
porating video-based discussion, model training and an explicit escalation al-
gorithm, was associated with substantial gains in NKF knowledge and a clear 
shift towards greater and earlier use, including primary fistulotomy in selected 
cases. Structured, morphology-based training that also reinforces other ad-
vanced cannulation strategies may help close the gap between everyday prac-
tice and teaching confidence, supporting safer dissemination of advanced 
biliary access techniques.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Aim of our study was to evaluate the correlation between EUS–guided 
portosystemic pressure gradient measurement (EUS-PPG) and EUS-guided 
shear wave elastography (EUS-SWE) with histological liver fibrosis (LF) in pa-
tients with suspected clinically significant portal hypertension (CSPH).
Methods  This prospective, descriptive, single-centre cohort study included 
patients with suspected CSPH. Baseline assessment comprised transient elas-
tography of the liver and spleen (FibroScan) and laboratory testing for FIB-4 
score calculation. Endoscopic evaluation consisted of upper gastrointestinal 
endoscopy to assess signs of portal hypertension, followed by EUS using a lin-
ear echoendoscope (FujiFilm 740UT) connected to an Arietta-850 ultrasound 
system, under deep sedation. EUS-SWE was performed and liver stiffness re-
corded in kilopascals (kPa). EUS-PPG was measured using a standard 22G nee-
dle, with the gradient defined as the difference between mean portal venous 
and hepatic venous pressures. LF was determined histologically after EUS-guid-
ed liver biopsy with a 19G needle. The primary outcome was the correlation 
among EUS-PPG, EUS-SWE, and histological LF. Secondary outcomes included 
technical success, correlations with other clinical parameters, and adverse 
events. Correlation analyses were performed using Spearman’s test and bise-
rial correlation. Data are reported as mean values and percentages.
Results  Nineteen patients were included (mean age 58.9 ± 11.5 years; 17 
males, 85 %). Technical success was achieved in 18/19 cases (94.7 %), and no 
adverse events occurred. Mean PPG was 5.9 ± 4.5 mmHg (range 0–17), mean 
EUS-SWE was 18.6 ± 9.9 kPa (8.1–40.3), and mean liver FibroScan was 
12.4 ± 11.2 kPa (4.1–54.7). Oesophageal varices were detected in 2 patients 
(10.5 %) and gastric varices in 1 patient (5.3 %). Histological fibrosis (METAVIR) 
was as follows: F0 (n = 5, 29.4 %), F1 (n = 1, 5.9 %), F2 (n = 1, 5.9 %), F3 (n = 6, 
35.3 %), and F4 (n = 4, 23.5 %). Correlation between EUS-PPG and LF, liver Fibro-
Scan, and EUS-SWE was 0.548 (p = 0.028), 0.679 (p = 0.003), and 0.288 
(p = 0.247), respectively. Correlation between EUS-SWE and liver FibroScan and 
LF was 0.579 (p = 0.012) and 0.699 (p = 0.002), respectively.
Conclusions  EUS-PPG is a safe and feasible technique that correlates well with 
liver FibroScan and histological fibrosis. EUS-SWE appears to be a promising 
surrogate marker of liver fibrosis in patients with suspected portal hyperten-
sion.
Conflicts of Interest  International Advisor Fujifilm: Julio Iglesias-Garcia; José 
Lariño-Noia; Yessica Domínguez-Novoa; J. Enrique Domínguez-Muñoz
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Aims  Selective biliary cannulation during ERCP is technically challenging, es-
pecially for beginners. Successful cannulation within 15 minutes can signifi-
cantly reduce the risk of post-ERCP pancreatitis. While 3D visualization is used 
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in various medical fields, its role in ERCP training is unclear. This study aimed 
to evaluate the effect of 3D technology on cannulation performance and learn-
ing curve in novice endoscopists.
Methods  Forty physicians without ERCP experience were enrolled: 20 gastro-
enterologists (with gastroscopy and colonoscopy experience) and 20 surgeons 
(with laparoscopic experience). Participants were randomized to 2D or 3D 
groups (wearing 3D glasses and using 3D processor, Medicaltek Taiwan) and 
performed biliary cannulation on ERCP simulator with haptic feedback (Accut-
ouch, USA) replicating six different Vater papilla morphologies. Experts posi-
tioned the duodenoscope with the papilla in an en face view before each at-
tempt. Time to successful cannulation was recorded across several trials per 
participant, with a limit of 15 mins. Five ERCP experts also tested the model 
under both conditions and provided subjective feedback.
Results  Participants trained with 3D visualization demonstrated significantly 
faster skill acquisition compared with the 2D group. The 3D group reached the 
90 % competency threshold by attempts 5–6, whereas the 2D group achieved 
this level only around attempts 9–10, with several participants failing to reach 
full competency within the training window. Individual learning-curve plots 
showed lower variance and a steeper improvement trajectory in the 3D group, 
also greater heterogenity and slower progression in the 2D group, indicating 
a higher cognitive load and less efficient depth perception during micro-ma-
nipulation tasks.
Conclusions  This is the first randomised study to show that 3D visualization 
improves biliary cannulation performance and accelerates learning in novice 
ERCP trainees. Given its accessibility, 3D technology may be a valuable tool in 
early endoscopic training especially in difficult endoscopy procedures, such as 
ERCP or ESD. Further studies are warranted to evaluate its potential to improve 
real-life ERCP cannulation outcomes and reduce complication rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP227  Prevalence of submucosal invasion in a 
cohort of colonic and rectal polyps treated with 
endoscopic submucosal dissection: a Western 
retrospective multi-centre international study
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Aims  Although ESD is preferred for rectal adenomatous lesions larger than 20 
mm, there is less agreement related similar lesions located in the colon. There 
is current inconsistent evidence coming from both Eastern and Western cen-
tres, with different rates of submucosal invasive cancer (SMIC) in the colon and 
the rectum, with studies based on pEMR reporting lower rates especially in the 
right colon (5 %), and studies based on ESD reporting higher rates (8-27 %) 
[1–5]. We set up a European multicenter retrospective study to assess the prev-
alence of SMIC and high-grade dysplasia (HGD) in a cohort of colorectal LST 
treated by ESD.
Methods  European centers were invited to fill in a database of consecutive 
patients. Clinical variables related to patients and procedures as well as the 
center’s resection strategy for colorectal LST dissection (selective or universal 
colorectal ESD) were recorded. The prevalence of HGD and SMIC in the left 
colon (LC – splenic flexure to sigmoid) and right colon (RC – caecum to trans-
verse colon) and rectum (RE) were recorded, and a logistic regression analysis 
was performed to test the data.
Results  19 European centers provided data on 3321 lesions, 824 in the RC, 
496 in the LC and 2001 in RE. 1055 lesions were resected with an universal 
colorectal ESD approach, 2063 with a universal rectal – selective ESD colon 
approach, 205 with a selective colorectal ESD approach. There were statisti-
cally significant differences in the case mix of RC, LC and RE, with smaller lesions 
in the RC and LC when compared to RE (RC 40.8mm ± 16.4; LC 40.5mm ± 18.6; 
RE 51.3 ± 28.2mm p < 0.001). RE had higher prevalence of LST-G-M (57.0 %; RC 
38.2 %; LC 35.7 %, p < 0.001). LST-NG-FE and LST-NG-PD prevalence was higher 
in the colon (respectively, RC 21.1 %; LC 17.1 %; RE 5.6 %, p < 0.001; RC 15.0 %, 
LC 14.1 %, vs RE 4.2 % p < 0.001). Sessile lesions were more common in LC 
(16.1 %) and RE (16.8 %) than RC (6.9 %, p < 0.001). The LC and RE had higher 
prevalence of SMIC when compared to the RC (RC 11.6 %; LC 22.4 %; RE 19.8 % 
p ≤ 0.001). A multivariate analysis was carried out on the overall cohort and 
separately on the RC, LC and RE cohorts to find risk factors associated with SMIC 
(variables considered: age, gender, dimensions, resection strategy, nodular 
component, morphology – LST classification). On the overall cohort, right co-
lon location and morphology LST-G-H are protective factors against the risk of 
SMIC. In RC, LST-G-M and LST-NG-PD are risks factor for SMIC. In LC, LST-NG-PD, 
sessile and semipeduncolated lesions are risk factors for SMIC. Male gender 
and morphology other than LST-G-H ( a part semi-peduncolated) were risks 
factor for increased SMIC in RE.
Conclusions  Our current data suggest that ESD could be potentially adopted as 
universal strategy in the left colon and rectum, a selection strategy is advised on 
the right colon to achieve cost-effectiveness. Different odds ratio are associated 
with polyp morphology depending on the location. Right colon is a protective 
factor against the risk of SMIC, whereas left colon has similar rates to rectum.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The primary objective of the “intERsection” trial is to evaluate the need 
for surgery by comparing endoscopic submucosal dissection (ESD) and endo-
scopic mucosal resection (EMR) for laterally spreading colorectal lesions (LST) 
without signs suggestive of deep submucosal invasion. This analysis presents 
the histological and clinical outcomes during the first 30 days after the proce-
dure.
Methods  Multicenter, prospective, randomized non-inferiority clinical trial 
including LST-Non Granular Flat-Elevated lesions ≥ 20 mm and LST-G Mixed-
type lesions ≥ 30 mm without signs suggestive of deep submucosal invasion. 
A non-inferiority margin of < 5 % excess surgeries for ESD versus EMR was es-
tablished.
Results  A total of 277 patients were considered eligible between December 
2020 and February 2025. 47 patients had screening failures or met exclusion 
criteria. Ultimately, 121 patients (50.4 %) were randomized to ESD and 119 
(49.6 %) to EMR.
In the ITT analysis, en-bloc resection rates were 76.7 % in the ESD group vs 17 % 
in the EMR group; RR 4.27 (95 % CI 2.86 – 6.38; p < 0.001). Conversion from ESD 
to EMR occurred in 21.5 % of cases vs 6 % conversions from EMR to ESD; RR 3.32 

(95 % CI 1.57 – 7; p < 0.001). Among all included lesions, only 4.2 % showed 
submucosal invasion, with no histological differences between groups. Delayed 
bleeding was more frequent in the EMR group: 16 % vs 4 %; RR 4.67 (95 % CI 1.64 
– 13.31; p < 0.001). Intraprocedural perforation was higher in the ESD arm: 
13.3 % vs 3.3 %; RR 3.93 (95 % CI 1.35 – 11.42; p = 0.009), with no differences in 
delayed perforation (2.5 % in ESD vs 0 % in EMR; RR 6.03 [95 % CI 0.31 – 118.99; 
p = 0.08]).
The need for surgery for any cause was 4.1 % (5 out of 121) in the ESD group vs 
0 % (0 out of 119) in the EMR group; therefore, so far, non-inferiority of ESD 
cannot be concluded (Δ = 4.1 %; 95 % CI -3.09 % – 11.00 %).
Conclusions  For the moment, we cannot conclude that ESD is non-inferior to 
EMR regarding the need for surgery for any cause at 30 days after the procedure. 
ESD achieves a higher rate of en-bloc resection at the cost of a higher intrap-
rocedural perforation rate and a trend towards increased need for surgery due 
to complications, while EMR was associated with a higher frequency of delayed 
bleeding.
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Aims  Early rectal cancers with features suggesting deep submucosal invasion 
pose a therapeutic dilemma: radical surgery provides oncologic safety but at 
the cost of organ loss and substantial functional impairment. Endoscopic in-
termuscular dissection (EID) offers a deeper plane of resection while preserving 
rectal wall integrity and may expand organ-preserving treatment options. 
However, real-world data on its effectiveness and safety remain limited, par-
ticularly outside of the Netherlands. This study provides the first multicenter 
Polish analysis of outcomes following EID for early rectal cancer [1].
Methods  This retrospective multicenter cohort study included consecutive 
patients treated with EID for rectal invasive cancer across three tertiary centers 
in Poland. All procedures with at least partial, intentional EID performed be-
tween 2022 and 2025 were reviewed. Demographic characteristics, lesion 
features, procedural data, and histopathology were collected.Primary out-
comes were technical success, R0 resection, and curative resection. Technical 
success was defined as successful intermuscular dissection with en-bloc resec-
tion. Curative resection was defined as R0 resection without histopathological 
high-risk features for lymph node metastasis (excluding sm2 and sm3 invasion).
Results  Sixty-eight patients (mean age 66.4 years; 52.9 % men) with 68 lesions 
were included. Median lesion size was 34 mm (IQR 20–40 mm), and the mean 
distance from the dentate line was 49 mm. Paris classification types were ses-
sile (Is) in 33 lesions (48.5 %), depressed (IIc/IIs) in 32 (47.0 %), and flat/elevat-
ed (IIa/IIb) in 3 (4.4 %). JNET classification was 2B in 43 lesions (63.2 %) and 3 in 
19 (27.9 %); and 6 unclassified. Ulceration was present in 20 lesions (29.4 %).
Mean procedure time was 54 minutes; defect closure was performed in 27 
patients (39.7 %). Technical success was reached in 65 of 68 cases (95.6 %; 95 % 
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CI 88.8–98.4). An R0 resection was achieved in 59 patients (86.8 %; 95 % CI 
76.9–92.9). Final pathology showed T1 cancer in 46 patients (67.6 %), T2 in 19 
(27.9 %), and T3 in 3 (4.4 %). Histological high-risk features included lympho-
vascular invasion in 12 patients (17.6 %), high tumor budding in 7 (10.3 %), and 
poor differentiation in 1 (1.5 %). Overall, curative resection criteria were met in 
39 (57.4 %; 95 % CI 45.2–69.0). Adverse events occurred in 8 patients (11.8 %; 
95 % CI 6.1–21.5 %), with the highest severity graded Clavien–Dindo IV.
Outcomes by T stage
In T1 cancers (n = 46), R0 resection was achieved in 45 patients (97.8 %) and 
curative resection in 39 patients (57.4 %; 95 % CI 45.2–69.0). In T2 cancers 
(n = 19), R0 resection was achieved in 14 patients (73.7 %). Potential curative 
resection in T2 cancers defined as R0 resection without additional high-risk 
histological features (excluding depth of invasion) was achieved in 10 patients 
(52.6 %).
Conclusions  EID achieves high technical and curative resection rates in early 
rectal cancer and expands the potential for organ-sparing, multimodal strate-
gies in higher-risk cases.
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Aims  Colorectal endoscopic submucosal dissection (ESD) is widely established 
in Eastern countries, whereas its diffusion in Western settings has been slower, 

partly due to concerns regarding feasibility, safety, and reproducibility [1–4]. 
This study aimed to assess real-world outcomes of colorectal ESD performed 
in high-expertise European centers and to compare these results with existing 
Asian and Western data.
Methods  This retrospective multicenter study included consecutive patients 
undergoing colorectal ESD in 19 European referral centers (2010–2025). De-
mographic, procedural, and histopathological variables were collected. Out-
comes (en bloc, R0, perforation, bleeding, delayed bleeding, delayed perfora-
tion, surgery for complication) were analyzed and compared with available 
Asian and Western literature (chi-square test) [5, 6].
Results  A total of 3504 colorectal ESDs were analyzed. Median age was 69 
years (Male 57.2 %;Female 42.8 %), and median lesion size was 40 mm. Median 
procedure time was 100 minutes, and CO₂ was used in 90.2 % of procedures. 
Overall procedural success was 89.6 %, with en-bloc resection in 89.1 % and R0 
resection in 77.4 %. The overall complication rate was 9.13 % (perforation 
4.25 %, bleeding 2.57 %, delayed bleeding 2.05 %, delayed perforation 0.46 %); 
surgery for complications was required in only 0.43 %.Compared with recent 
Western data (Singh 2023) [2], en bloc resection rates (89.1 % vs 84.6 %) were 
significantly higher in our cohort (p < 0.001), while perforation (4.25 vs 5.5 %), 
bleeding (2.57 % vs 4.1 %), and need for surgery due to complications (0.43 % 
vs 1.8 %) were significantly lower (p < 0.01). These findings indicate a substan-
tial improvement over previously reported Western performance, approaching 
outcomes observed in Asian cohorts, although intraprocedural bleeding and 
perforation remained higher than in Kobayashi et al. (0.7 % and 2.6 %) [3, 4]. 
Differences in adverse-event definitions across studies must, however, be ac-
knowledged. Importantly, the need for surgery due to complications in our 
series was comparable to that reported in Asian cohorts (0.43 % vs 0.5 %/0.8 %). 
En bloc resection rates in our study were significantly lower than the highest 
rates reported in the large Japanese cohort by Kobayashi (96.9 %) and in the 
Asian reference series by Fuccio (93 %) (p < 0.001) [3, 4]. R0 resection rates re-
mained significantly lower than those reported by Fuccio (85.6 %; p < 0.001) 
but did not significantly differ from those in the Kobayashi cohort (77.4 %; 
p = 0.21), while still aligning with the upper range of previously published West-
ern outcomes (77 %) [2].
Conclusions  In high-volume European centers, colorectal ESD now achieves 
safety outcomes comparable to leading Asian series, with a markedly lower 
need for surgery than previously reported in Western cohorts. R0 resection 
rates mirror those of the large Japanese Kobayashi cohort, though en bloc rates 
remain slightly lower than long-established Asian programs. These results sup-
port wider European adoption of colorectal ESD, alongside continued devel-
opment of structured training pathways. Prospective studies are needed to 
standardize outcome measures and enable robust international comparisons.
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OP231  Knife based Endoscopic resection of recur-
rent rectal lesion post previous endoscopic or 
surgical treatment – UK multicentre retrospective 
study
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Aims  Recurrent rectal lesions pose a significant therapeutic challenge due to 
scarring and local fibrosis. These changes often necessitate endoscopic dissec-
tion at a deeper level than the submucosa to achieve complete resection. This 
study aims to assess whether the depth of resection for recurrent rectal lesions 
is dependent on the type of index therapy (endoscopic vs. surgical) and the 
technical success of endoscopic therapy for recurrent lesions according to the 
depth of resection.
Methods  This multicentre retrospective study included 199 rectal recurrent 
lesions from eight UK centres. The primary outcome was comparison of the 
deepest resection level between previous endoscopic therapy (P-E) and previ-
ous transanal surgery (P-S) cases. Secondary outcomes included technical 
success (R0 rate), adverse events and recurrence rates according to resection 
depth and technique (knife assisted-EMR, ESD, and deeper dissection: inter-
muscular, subserosa and full thickness resection).
Results  Out of the 199 cases, 133 cases (67 %) had P-E and 61 (31 %) P-S; data 
was not available for five cases. Deep dissection was required in 36 % of P-S 
recurrences compared with 20 % of P-E recurrences (p = 0.04). (▶Table 1)

▶Table 1	 

Depth of Dissection P-E 
(n = 118) 

P-S 
(n = 45) 

Total 

Submucosal dissection 94 (80 %) 29 (64 %) 123 

Deeper dissection – total 24 (20 %) 16 (36 %) 40 

• Intermuscular 20 9 29

• Subserosa 0 1 1

• Full thickness 4 6 10

Total (available data) 118 45 163

p = .04

Lesions were treated with Hybrid (n = 31, mean lesion size 58.8mm, IQR = 30 
– 70), ESD (n = 96, 40.2mm, IQR 21- 50) or Deeper dissection (n = 41, 52.3mm, 
IQR 38 – 70).
R0 resection was achieved in 66 % of ESD cases and 83 % of deeper dissections. 
Only 2 knife-assisted EMR resections (4 %) were R0; the remaining cases were 
either Rx (85 %) or R1 (11 %).

Among the 141 patients with follow up data, recurrence was observed in 16/47 
(34 %) knife assisted-EMR cases, 5/69 (6 %) ESD and 2/25 (8 %) deeper dissection 
group.
Adverse events were rare and included two cases (4.9 %) of post polypectomy 
syndrome (PPS), both in the deeper dissection group, and five (4.7 %) post 
polypectomy bleeding (PPB) cases, all post ESD.
Conclusions  The recurrences from prior transanal surgery were significantly 
associated with the need for deeper dissection when compared with prior en-
doscopic therapy. Resections extending beyond the intermuscular level were 
associated with higher R0 rates, suggesting potential benefit in selected recur-
rent cases with significant fibrosis. All knife-based endoscopic approaches were 
safe treatment options; however, ESD and Deeper dissection achieved superi-
or clearance of rectal recurrences, while knife-assisted EMR was associated with 
the highest recurrence rate.
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Aims  The extent of variation between endoscopists and its impact on recur-
rence remains poorly defined. We aimed to quantify endoscopist-level variation 
in EMR recurrence and to identify endoscopist characteristics associated with 
this variation (▶Table 1).
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▶Table 1	 

Risk factor OR 95 % CI

Endoscopist recurrence rate

Q4 (highest) vs Q1 (lowest) 3.05 2.05-4.53

Polyp

Size ≥ 40 mm (vs 20-39 mm) 2.24 1.66-3.02

Procedure

Cold (vs hot EMR) 2.17 1.57-2.99

Margin ablation (no/incomplete vs 
complete)

1.99 1.44-2.75

Intraprocedural bleeding (yes vs no) 1.59 1.06-2.37

Submucosal lift (no/partial vs 
complete)

1.54 1.10-2.15

Methods  We analyzed data from three prospective studies enrolling patients 
who underwent EMR of ≥ 20-mm non-pedunculated colorectal polyps and 
subsequently completed at least one surveillance colonoscopy with identifica-
tion of the resection site. Participating endoscopists completed a structured 
survey describing their resection practices and experience. The primary out-
come was residual or recurrent neoplasia at first surveillance colonoscopy 
(hereafter termed recurrence). Endoscopist-specific recurrence rates were 
estimated using shrinkage-adjusted predictions from mixed-effects multivar-
iable logistic regression models, incorporating endoscopist case volume and 
adjusting for polyp complexity and procedural factors (including size, histolo-
gy, intraprocedural bleeding, and resection technique).
Results  A total of 1,629 patients with 1,718 large polyps met the inclusion 
criteria. EMR was performed by 79 endoscopists, with corresponding survey 
data available for 1,450 EMRs (84.4 %). Among endoscopists performing at least 
20 EMRs, crude recurrence rates varied widely from 0 % to 38.3 % (Figure 1). 
After shrinkage adjustment, endoscopist-level incomplete resection rates 
ranged from 7.5 % to 35.9 % across all EMRs. Recurrence was nearly three-fold 
higher among endoscopists in the highest versus lowest recurrence quartile 
(odds ratio [OR] 2.99, 95 % confidence interval [CI] 2.01–4.45), an effect that 
exceeded the magnitude of association observed for large polyp size ( ≥ 40 mm; 
OR 1.99) or resection method (cold vs hot EMR; OR 2.06, 95 % CI 1.63–2.61), 
the next two strongest predictors. Differences across endoscopist quartiles 
were more pronounced for cold EMR than for hot EMR (OR 3.40, 95 % CI 2.11–
5.49 vs OR 4.59, 95 % CI 1.84–11.41). In contrast, years since training, advanced 
endoscopy training, lifetime colonoscopy volume, and EMR volume (hot or 
cold) were not associated with recurrence after EMR.
Conclusions  This first formal assessment of endoscopist effects on recurrence 
after large polyp EMR demonstrates substantial variation across endoscopists. 
The effect of variation on recurrence was greater than traditional polyp or pro-
cedure risk factors, including polyp size and resection technique (cold vs hot 
EMR). Prior training or procedural volume was not associated with this variation, 
highlighting operator skill as a critical determinant of EMR quality.
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Aims  Margin thermal ablation (MTA) following endoscopic mucosal resection 
(EMR) of large non-pedunculated colorectal lesions has been shown to mark-
edly reduce recurrence in studies conducted in tertiary referral centres after 
dedicated training in the ablation technique, and is now recommended by ESGE 
(2024). However, data on real-life implementation across centres with variable 
case volumes and expertise, including referral units, are limited. This study 
aimed to evaluate the feasibility, safety and early outcomes of MTA in a multi-
centre routine-practice setting.
Methods  This was a prospective multicentre observational study conducted 
across 14 Italian endoscopy units performing therapeutic colonoscopy. Con-
secutive patients undergoing EMR for colorectal lesions ≥ 20 mm were includ-
ed. Demographic, lesion and procedural characteristics, completeness of MTA, 
and peri- and post-procedural adverse events were collected. Surveillance was 
planned according to European guidelines and local recurrence was assessed 
endoscopically. The primary endpoint was the feasibility of MTA in routine 
practice, while secondary endpoints included local recurrence and the occur-
rence of adverse events.
Results  A total of 498 patients with 517 lesions were included (mean age 
70.0 ± 10.4 years; 54.9 % male). Most lesions were proximal (76.1 %) and clas-
sified as level 3–4, according to the Size–Morphology–Site–Access scoring 
system (SMSA).Piecemeal EMR was performed in 80.1 % of cases, yielding 98.2 % 
of complete resections, while en-bloc resection was achieved in 19.9 %. Overall, 
MTA was applied in 66.9 % of lesions, including 50 %, 72.6 %, and 96.2 % of en-
bloc, piecemeal, and complete piecemeal EMR, respectively. Complete MTA 
was achieved in 91.4 % of complete piecemeal resections. Adverse events oc-
curred in 12.4 % (intraprocedural bleeding 8.9 %, intraprocedural perforation 
1.0 %, delayed bleeding 2.3 %, delayed perforation 0.2 %), consistent with ex-
pected EMR risks. Follow-up was available for 332 lesions (64.2 %). Overall re-
currence was 15.7 %, with substantial inter-centre heterogeneity (0–35 %). 
Recurrence after complete piecemeal EMR with complete MTA was 14.5 % 
(0–24.2 % across centres) versus 26.4 % (0–45.5 %) following incomplete or 
omitted MTA (p = 0.02). Incomplete/omitted MTA was more frequent in SMSA 
4, lesions ≥ 40 mm, and proximal locations [1–4].
Conclusions  MTA was feasible and widely adopted across centres with differ-
ent procedural volumes and expertise. Nonetheless, its effectiveness varied 
according to lesion complexity. The marked inter-centre heterogeneity in both 
adoption and outcomes highlights the impact of operator experience and local 
workflows, reinforcing the need for harmonised protocols, competency-based 
training and standardised ablation techniques to ensure consistent perfor-
mance and optimise recurrence reduction across different practice settings.
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Aims  Endoscopic Mucosal Resection (EMR) is established as the standard of 
care for large ( >  = 20mm) nonpedunculated colonic polyps. However, similar 
lesions in the rectum are at greater risk of submucosal invasive cancer. There-
fore selective use of Endoscopic Submucosal Dissection (ESD) to achieve en 
bloc resection offers therapeutic advantages in the management of large 
( >  = 20mm) Non-Pedunculated Rectal Polyps (LNPRPs) A rectum-specific selective 
resection algorithm (SRA) has been proposed as a means of achieving cure of 
early cancer, but multicentre data is absent. We evaluated the effectiveness of an 
SRA for LNPRPs in a large, multinational, prospective cohort (▶Table 1).

▶Table 1	  Oncological outcomes

EMR 
(n = 7)

ESD 
(n = 52)

P Value

SMIC 7 52  < 0.001

No high risk features 2 10 0.622

En bloc resection 4 44 0.071

R0 resection 4 36 0.415

Table 4: Values are nLesions with no high risk features determined 
eligible for endoscopic cure

Methods  LNPRPs at four tertiary centres were enrolled over 44 months. LNPRPs 
with endoscopic features of SMIC [Kudo pit pattern Vi; JNET 2B], or increased 
risk of covert SMIC based on morphology [Paris 0-Is or 0-IIa + Is nongranular, 
0-IIa + Is granular with a dominant nodule ≥ 10 mm] underwent ESD. Remaining 
LNPRPs underwent EMR. Outcomes included en bloc with R0 resection rates 
for SMIC, detection of SMIC following EMR, and adverse events.
Results  A total of 404 LNPRPs (median size 40 mm IQR 30-50mm) were re-
ferred: 234 (58 %) underwent ESD, 166 (41 %) EMR, and 4 (1 %) were referred 
directly to surgery. ESD and EMR cohorts were comparable for patient age and 
comorbidity and lesion size. No significant adverse events occurred.
In the ESD group, en bloc resection was achieved in 221 (94 %) cases. Rates of 
SMIC (22.2 % vs 4.2 %, p < 0.001) and high-grade dysplasia (49.1 % vs 28.3 %, 
p < 0.001) were significantly higher in the ESD group. Among LNPRPs with low-

risk SMIC treated by ESD, 100 % were cured. Two of seven SMIC in the EMR group 
were low risk and were removed en bloc with R0 resection.
Conclusions  In a multicentre setting, a rectum specific SRA based upon opti-
cal evaluation effectively identified high-risk lesions requiring ESD, without 
resulting in overtreatment of benign lesions. Among polyps with SMIC, 20 % 
were low-risk and amenable to cure by endoscopic resection. All low-risk cases 
in this cohort were removed en bloc with R0 resection.
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rence: a comparative study over two time periods
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Aims  EMR remains the primary therapeutic option for LNPCP in western prac-
tice, but new procedures and techniques are increasingly employed. Large 
published series previously defined expected rates of, and risk factors for, re-
sidual/recurrent adenoma after endoscopic resection (ER). However, these may 
no longer be relevant. We aimed to identify independent risk factors for recur-
rent/residual adenoma in a contemporary cohort of LNPCP treated by ER com-
pared to a historical cohort.
Methods  Patients with LNPCP treated by ER at a tertiary referral centre be-
tween January 2011 and September 2023 who had completed 6 month sur-
veillance (SC1) were included. Patients were divided into contemporary (Jan-
uary 2018 – September 2023) and historical (January 2011 – December 2017) 
cohorts. Post-ER scars were examined using with magnification chromoendos-
copy and NBI/BLI. Clinicopathological features significantly associated with 
recurrent/residual adenoma on univariate analysis were subjected to multiple 
logistic regression to identify independent risk factors.
Results  1517 ER were performed over the study period of which 946 met the 
inclusion criteria and had undergone SC1: 483 in the contemporary cohort and 
463 in the historical cohort. In the contemporary cohort 313 (65 %) were treat-
ed using ESD compared to 117 (25 %) in the historical cohort (p < 0.001). En 
bloc resection was more frequently achieved in the contemporary cohort com-
pared to the historical cohort (70 % versus 33 %, p < 0.001). Recurrent/residual 
adenoma at SC1 was detected in 2.5 % in the contemporary cohort compared 
to 8.9 % in the historical cohort (p < 0.001). For the historical cohort, multivar-
iate analysis revealed that previous failed attempt at resection (OR 2.80, 95 % 
CI 1.14-6.88, p = 0.25); piecemeal resection (OR 5.21, 95 % CI 1.18-23.02, 
p = 0.03) and involvement of > 75 % of the circumference of the lumen (OR 5.80, 
95 % CI 2.07-16.25, p < 0.001) were independently associated with recurrent/
residual adenoma: However, for the contemporary cohort, only difficult access 
to the lesion (OR 4.24, 95 % CI 1.21-14.78) was independently associated with 
recurrent residual adenoma at SC1.
Conclusions  Significant changes have taken place in ER practice over the last 
decade. This study demonstrates this has led to a marked alteration in previ-
ously established expected outcomes and risk factors for recurrence. Further-
more, the increasing use of adjunctive measures and techniques such as ESD 
throughout the colorectum may help drive down recurrence rates with the 
advantage of producing high quality histopathological specimens and accurate 
diagnosis, leading to a reduction in surveillance requirements. These data 
should help define performance standards for advanced resection units as well 
as guide informed consent and decision making for patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP236  Risk factors for delayed perforation or 
sepsis following endoscopic resection of large non 
pedunculated colorectal polyps
Authors  Ayubi H1, Judge C1, Olaolu O1, Eqbal A1, Lim A1, Campion J1, 
Adeyeye A1, Thrumurthy S1, Gulati S1, Hayee B1, Haji A1, Emmanuel A1
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Aims  The safety and efficacy of endoscopic resection (ER) as a first-line treat-
ment for large non-pedunculated colorectal polyps (LNPCP) is well established. 
Significant complications are infrequent. Risk factors for immediate perforation 
have been described although it is frequently amenable to endoscopic closure 
and rarely results in significant deleterious sequelae. Delayed perforation or 
sepsis is a rare complication with potentially devastating consequences. Emer-
gent surgery may be necessary with its attendant major complications. Risk 
factors for delayed perforation/sepsis after ER of LNPCP are not well established. 
We analysed a large series of advanced ER of LNPCP to identify factors associ-
ated with delayed perforation.
Methods  Consecutive patients with LNPCP treated by ER at a tertiary referral 
centre between September 2011 and September 2023 were included. Lesions 
were resected using EMR, piecemeal EMR and ESD. Univariate analysis was used 
to examine clinicopathological factors potentially associated with delayed per-
foration.
Results  1883 ER for LNPCP were performed over the study period with a mean 
size of 46.4mm + /- 26.4mm (median 40mm, range 20-210mm). ESD was used 
for 890. Delayed perforation or sepsis occurred in 24 (1.3 %) patients of which 
8 (0.4 %) required emergent surgery and 1 required CT guided drainage of an 
abscess. 3 patients developed sepsis after ESD of rectal lesions without evi-
dence of perforation on CT with luminal contrast and required intensive care 
unit (ICU) management. There was no mortality. In patients who suffered a 
delayed perforation or sepsis, 54 % of LNPCP were in the right colon, 8 % in the 
left colon and 38 % in the rectum. Delayed perforation/sepsis was significantly 
associated with extreme size (OR 3.02, 95 % CI 1.35-6.76, p < 0.001); difficult 
access (OR 2.63, 95 % CI 1.16-5.97, p = 0.02); ESD (OR 4.08, 95 % CI 1.52-10.98, 
p = 0.003) and long procedure time over 240 min (OR 5.20, 95 % CI 2.02-13.36, 
p < 0.001) but not location, F2 fibrosis, or age.
Conclusions  Delayed perforation/sepsis after ER of LNPCP is rare, and a re-
quirement for surgery extremely rare, but varies according to lesion and pro-
cedure characteristics. The consequences can be severe and include surgery, 
guided drainage or ICU admission. Delayed perforation/sepsis can affect pa-
tients with LNPCP in any location including the rectum. Given the risk factors 
identified in this study, these data could help realistically counsel patients with 
LNPCP of extreme size, difficult access and requiring complex prolonged pro-
cedures regarding the risks of delayed perforation and sepsis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Few studies have evaluated quality-of-life outcomes in patients under-
going endoscopic submucosal dissection (ESD) or endoscopic mucosal resec-
tion (EMR) for laterally spreading colorectal lesions (LST). We aim to compare 
quality of life before and after the procedure, and to assess differences in out-
comes between the two techniques.
Methods  Multicenter, prospective, randomized non-inferiority clinical trial 
included LST-Non Granular Flat-Elevated lesions ≥ 20 mm and LST-Granular 
mixed-type lesions ≥ 30 mm without signs of deep submucosal invasion. Qual-
ity-of-life assessment was performed using the EQ-5D questionnaire before 
the procedure and 30 days afterwards.
Results  A total of 277 patients were considered eligible between December 
2020 and February 2025. Screening failures or exclusion criteria applied in 47 
patients. Ultimately, 121 patients (50.4 %) were randomized to ESD and 119 
(49.6 %) to EMR. Both EQ-5D questionnaires were completed by 224 patients: 
111 in the ESD arm and 113 in the EMR arm.
Overall, no statistically significant differences were observed in mobility 
(Z =  − 0.94; p = 0.346), self-care (Z =  − 1.667; p = 0.09), usual activities 
(Z =  − 1.291; p = 0.297), pain/discomfort (Z =  − 1.177; p = 0.239), or anxiety/
depression (Z =  − 0.943; p = 0.34). However, the global visual analogue scale 
showed a significant improvement at 30 days following either procedure 
(Z =  − 1.63; 95 % CI − 3.1 to − 2.42; p < 0.01).
When comparing techniques (ESD n = 111 vs EMR n = 113), no significant dif-
ferences were found in mobility (Z =  − 0.004; p = 0.99), self-care (Z =  − 0.99; 
p = 0.32), pain (Z =  − 1.04; p = 0.29), anxiety/depression (Z =  − 1.264; p = 0.206), 
or in the change in visual analogue scale scores (ESD: + 1.61 vs EMR: + 1.75; 95 % 
CI − 3.02 to + 2.75; p = 0.462). The only significant difference was observed in 
the perception of usual activities, which improved more in the EMR group 
(Z =  − 2.307; p = 0.021).
Conclusions  Overall, patients showed improvement in the global visual ana-
logue scale 30 days after either procedure. Between techniques, patients in the 
EMR arm experienced a significantly greater improvement in their perception 
of usual daily activities.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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The art of the shortcut: EUS 
gastrojejunostomy and EDGE
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OP238  Outcomes of Single-Session EDGE with Clip 
Fixation: A large U.S. Experience
Authors  Dang F1, Paiji C1, Trieu H1, Mendoza B1, Kwon J1, Kwon Y1, 
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Aims  Endoscopic Ultrasound-Directed Transgastric ERCP (EDGE) has emerged 
as a minimally invasive alternative for patients with Roux-en-Y gastric bypass 
(RYGB) anatomy who require biliary or pancreatic intervention. EDGE procedure 
consists of EUS-guided gastrogastromy or jejunogastromy creation (step 1) 
followed by transgastric ERCP (step 2). The two steps can be performed during 
the same or separate endoscopic sessions. Single-session EDGE allows for ex-
pedited therapeutic treatment and reduces resource utilization but risks per-
foration with dislodgement of lumen apposing metal stent (LAMS). Here we 
describe our single center experience of performing single session EDGE with 
fixation.
Methods  This is a single center retrospective study of patients with RYGB anat-
omy who underwent EDGE procedure at the University of California Irvine from 
March 2021 to November 2025. The primary outcome was stent migration. 
Secondary outcomes included technical and clinical success of procedure, rate 
of adverse events, size of LAMS, indwelling stent duration and choice of LAMS 
fixation.
Results  A total of 37 patients (81.1 % female) were identified with RYGB anat-
omy who underwent EDGE procedure between 2021 to 2025. Indications for 
EDGE procedure included stone disease (n = 25, 67.5 %), malignancy (n = 8, 
21.6 %) or bile leak (n = 4, 10.8 %). Single-session EDGE procedure was per-
formed in 31 (83.7 %) of patients while dual-session EDGE was performed in 6 
(16.2 %) with use of 20x10 mm size LAMS in 35 (94.5 %) cases. Technical success 
rate of EDGE procedure was 36 out of 37 cases (97.3 %), with 1 misdeployment 
of LAMS, salvaged with an over the scope clip. Clinical success as defined by 
success of ERCP for indication was 36 out of 37 cases (97.3 %). Within our initial 
experience of EDGE procedures during the first two years, 12 (32.4 %) cases 
were performed without LAMS fixation. From those cases, there was one re-
ported case of LAMS migration in a patient who underwent single session EDGE 
using a 15 x 10 mm LAMS. The migration was seen following ERCP and treated 
with 20mm x 6 cm covered metal stent secured with an over the scope clip. For 
subsequent single-EDGE procedures, LAMS was fixed either with 3 clips in Tri-
dent formation in 14 cases (35.1 %) or an over the scope clip in 10 cases (26.4 %) 
with no incidence of stent migration. Rates of adverse events were low with 1 
LAMS misdeployment (2.9 %), 2 cases (5.8 %) of post-ERCP pancreatitis man-
aged with supportive therapy and 1 case (2.9 %) of post-sphincterotomy bleed-
ing. The median length of indwelling stent was 38 days with 12 (32.4 %) patients 
who did not return to follow-up for removal of LAMS. Fistula closure after LAMS 
removal was performed in 22 (59.4 %) of cases using over-the-scope clip while 
1 case (2.9 %) closed naturally and 1 (2.9 % case no fistula closure was performed 
at the request of the patient to help gain weight.
Conclusions  Our single center retrospective experience demonstrates that 
single-session EDGE demonstrates high rates of procedural efficacy with low 
rates of adverse events and minimal events of stent migration, thus supporting 
it as a practical, safe and cost-effective alternative to two-staged approaches.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS)-directed transenteric endoscopic retro-
grade cholangiography (ERCP, EDEE) using a lumen-apposing metal stent 
(LAMS) is a novel biliary drainage technique for patients with surgically altered 
anatomy. To evaluate the feasibility, safety and effectiveness of EDEE.
Methods  A multicenter, retrospective study. We included consecutive patients 
with altered anatomy who underwent an EDEE. Surgical anatomy configuration, 
prior biliary drainage and ERCP indications were collected. The EUS-guided 
anastomosis technique was assessed. The primary outcome was the technical 
success of the EDEE. The secondary outcomes were the clinical success and the 
adverse events (AE).
Results  Ninety-four ERCPs were performed in 55 patients (60 ± 16.2 years-old, 
56.4 % male). The most frequent surgical anatomy was Roux-en-Y hepaticoje-
junostomy (n = 23, 41.8 %) and a prior biliary drainage was performed in 28 
patients (50.9 %). Benign strictures were the most frequent indication (58.2 %). 
The most frequent techniques to identify the biliary limb were EUS imaging 
alone (n = 14, 25.5 %) and EUS-guided puncture of the biliary limb with retro-
grade opacification of the surgical hepaticojejunostomy (n = 14, 25.5 %). The 
procedure was performed using a direct freehand approach (n = 49, 89.1 %).
Technical and clinical success rates of EDEE were 87.3 % and 93.8 %, respective-
ly. The overall AE rate was 20 % (9.1 % LAMS-related). The rate of persistent 
fistula was 30.6 % with a median follow-up period of 3 months.
Conclusions  The EDEE technique offers a new and effective approach for biliary 
drainage in patients with surgically altered anatomy, particularly in benign 
indications and/or when several ERCPs are expected.
Conflicts of Interest  EPCR is consultant of Boston Scientific
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Aims  Malignant gastric outlet obstruction (MGOO) is a debilitating complica-
tion of peri-ampullary cancers. [1, 2] Treatment options include endoscopic 
ultrasound-guided gastroenterostomy (EUS-GE), enteral stenting (ES), and 
surgical gastrojejunostomy (SGJ). Recent, high quality randomized controlled 
trials (RCTs) [3–5] have emerged comparing these modalities. We aim to pro-
vide a comprehensive comparative assessment of EUS-GE, ES, and SGJ in MGOO.
Methods  We performed a systematic review and network meta-analysis (NMA) 
of RCTs and observational cohort studies with causal adjustment analysis com-
paring EUS-GE to ES, EUS-GE to SGJ, or SGJ to ES for MGOO (PROSPERO: 
CRD420251133918). We searched PubMed, Embase, and Web of Science da-
tabases. The outcome measurements were rate of reintervention, rate of clin-
ical success, rate of adverse events, post procedure length of hospitalization, and 
time to oral intake. Analyses were conducted in R software using the gemtc and 
netmeta package interfacing with JAGS for Bayesian random-effects NMA and Me-
taInsight. We evaluated outcomes using a Bayesian random-effects NMA model 
and summarized findings with network plots, surface under the cumulative rank-
ing curve (SUCRA), and forest plots. Transitivity was assessed by comparing key 
effect modifiers across studies. Consistency between direct and indirect evidence 
was examined through Bayesian node-splitting analyses. Sensitivity analysis was 
also performed by restricting the modeling to only RCTs (▶Table 1).
Results  We included 6 RCTs and 10 causally adjusted cohort studies encom-
passing 1585 patients (376 EUS-GE, 726 ES, and 483 SGJ). All trials exclusively 
enrolled patients with MGOO, comparable tumor stage and baseline physical 
status. Assessment of the transitivity assumption showed comparable patient 
characteristics across treatment groups. EUS-GE ranked as the optimal ap-
proach in terms of lowest reintervention rate (SUCRA, 99.87 %), highest clinical 
success (SUCRA, 93.00 %), lowest adverse events (SUCRA, 90.13 %), shortest 
length of hospitalization (SUCRA, 95.00 %), and shortest time to oral intake 
(SUCRA, 82.99 %). Regarding the reintervention rate, EUS-GE significantly re-
duced the risk of reintervention compared with ES in the direct pairwise me-
ta-analysis [risk ratio (RR) 0.19, 95 % confidence interval (CI) 0.10–0.36]. The 
NMA demonstrated that the reintervention rate remained significantly higher 
in SGJ group versus EUS-GE group [RR 4.1, 95 % credible intervals (CrI) 1.75-
9.75], and in ES group versus EUS-GE group (RR 5.55, 95 % CrI 2.85-14.26). 
Bayesian node-splitting analyses revealed no inconsistencies. Sensitivity anal-
yses restricted to RCTs were consistent with the primary analysis.

▶Table 1	 

Treatment Reintervention Length of hospitalization Adverse events Time to oral intake Clinical success

EUS-GE 99.87 % (1st) 96.91 % (1st) 90.13 % (1st) 82.99 % (1st) 93.00 % (1st)

ES 7.53 % (3rd) 52.53 % (2nd) 49.33 % (2nd) 65.34 % (2nd) 9.60 % (3rd)

SGJ 42.60 % (2nd) 0.56 % (3rd) 10.54 % (3rd) 1.67 % (3rd) 40.40 % (2nd) 

Conclusions  Our network meta-analysis demonstrates that EUS-GE is superi-
or to ES and SGJ in the management of MGOO. Large scale data on EUS-GE are 
now needed to monitor its safety as it disseminates outside expert centers.
Conflicts of Interest  Jeremie Jacques is a consultant for Boston Scientific, Na-
talia Calo is a consultant for Boston Scientific, Marco Spadaccini is a consultant 
for Boston Scientific, Yen-I Chen is a consultant for Boston Scientific and 
ex-president of Chess Medical
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Aims  This multicentre study assessed the Traffic Light System in routine EDGE 
practice, focusing on efficiency, success, and safety.
Methods  Prospectively recorded registry data from three tertiary HPB centres 
(Jan 2023–Dec 2024) were retrospectively analysed. Adults with RYGB under-
going EDGE for biliary or pancreatic indications were included; exclusions were 
prior sleeve gastrectomy, incomplete records, or non-standard stents [1–3].

S153



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Five blinded reviewers reassessed imaging and fluoroscopy to classify access 
sites using TLS criteria. The primary aim was to assess TLS predictive validity 
for technical and clinical success and adverse events (▶Table 1).

▶Table 1	 

Parameter Green 
(n = 25)

Amber 
(n = 4)

Red 
(n = 2)

p-val-
ue

Age (median) 61 58 66 –

Sex 17F/8M 3F/1M 2F –

Stent size 20 x 10 
mm

20 x 10 
mm

20 x 10 
mm

–

Aetiology Stones 
(21) 
Pancre-
atic CA 
(2) 
Indeter-
minate 
stricture 
(2)

Stones 
(2) 
Pancre-
atic 
CA(1)

Biliary 
Stones 
(2)

–

Two-stage 
procedures (n)

25 4 2

Technical success 100 % 100 % 0 –

ERCP success 1st 
attempt 

100 100 0 0.03

Repeat EDGE 
required ( %)

0 0 100  < 0.01

Procedure time 
(minutes)

48 ± 12 62 ± 15 78 ± 21 0.02

Adverse events 
( %)/LAMS 
migration ( %)

0/0 0/0 0/0 –

Collected variables included demographics, indication, LAMS size, access site, 
procedure stage, technical and ERCP success, clinical success, procedure dura-
tion, and AEs. ANOVA was used for continuous data and Chi-square/Fisher’s 
exact tests for categorical variables (p < 0.05).
Results  Thirty-four EDGE procedures were performed, including 31 two-stage 
cases, all by highly experienced endoscopists ( > 1,000 ERCPs and > 1,000 EUS). 
Patients were categorised as Green (n = 28), Amber (n = 4), and Red (n = 2), with 
similar median ages (61–66 years) and sex distribution. All received a 20 × 10 
mm stent. Choledocholithiasis predominated across groups.
Two-stage procedures were used in thirty-one patients, who were appropriate 
for the subgroup analysis. Technical success was 100 % in Green and Amber 
groups but not achieved in the Red group. First-attempt ERCP success was 100 % 
in Green and Amber but 0 % in Red (p = 0.03). Repeat EDGE was required only 
in the Red group (p < 0.01). Mean procedure time increased from Green to Red 
(48 ± 12 vs 62 ± 15 vs 78 ± 21 min; p = 0.02).
No LAMS migration, adverse events, or clinical failures occurred in any group.
Conclusions  The Traffic Light System (TLS) effectively predicted procedural 
performance during EDGE. Green and Amber sites consistently showed high 
technical success, shorter procedure times, and no adverse events, confirming 
them as safe and favourable access points. In contrast, Red Zone access was 
linked to technical failure, absent first-attempt ERCP success, longer proce-
dures, and a universal need for repeat EDGE. Overall, the TLS offers a clear, 
practical framework for assessing technical difficulty, guiding LAMS site selec-
tion, and improving planning and outcomes in EDGE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-guided gastrojejunostomy (EUS-GJ) using a lumen-apposing metal 
stent (LAMS) has been increasingly performed; however, misdeployment and 
dislocation remain as major complications. Misdeployment may occur when 
the jejunum separates from the gastric wall after puncture, whereas dislocation 
may occur when either the gastric or jejunal flange becomes dislodged after 
stent deployment. As a preprocedural step for EUS-GJ, techniques using a 
19-gauge needle to place an anchor have been reported; however, these ap-
proaches are technically complicated and time-consuming. Shortening the 
procedural time is essential for the success of EUS-GJ. Therefore, we developed a 
novel anchoring device that can be deployed in a single step using a 19G needle. 
Using this new device, we performed EUS-GJ in living pigs. This product is an inves-
tigational, non-approved medical device. The aim of this study is to evaluate the 
feasibility of a newly developed anchor device designed for EUS-GJ [1].
Methods  Between May and November 2025, EUS-GJ using the novel anchor 
device was performed in five live pigs (30-36kg). Necropsy was performed im-
mediately in four pigs, whereas one pig underwent necropsy approximately 
one month later. First, an ENBD tube was advanced beyond the ligament of 
Treitz, and the jejunum was distended with saline. Using a GF-UCT 260 scope, 
the stomach and jejunum were fixed with a 20mm anchor device prior to de-
ployment of an electrocautery-enhanced metal stent. The novel anchor was 
preloaded at the tip of a dedicated 19G needle. After puncturing the saline-dis-
tended jejunum from the stomach, the distal flap of the anchor was deployed 
by pushing the stylet, and withdrawing the needle enabled fixation of the gas-
tric and jejunal walls. We evaluated the success rate of anchor placement, the 
time required from 19G needle puncture to anchor deployment, and the pres-
ence of retained anchors between the stomach and jejunum at necropsy.
Results  Anchor deployment was successful in all cases, and retention between 
the gastric and jejunal walls was confirmed at necropsy in all pigs. The mean 
deployment time was 57 seconds (34-85 seconds).
Conclusions  The novel anchor device enabled simple and rapid wall fixation 
during EUS-GJ. This device may have the potential to reduce adverse events 
such as misdeployment or dislocation and improve the safety of EUS-GJ proce-
dures.
Conflicts of Interest  Stock ownership: KOEDA Inc.
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Aims  UPEs during LAMS anastomoses (Teoh et al; PMID: 31367676) include 
stent misdeployment (SMD) and dislocation (SDL), which may or may not result 
in adverse events (AEs). Compared to other LAMS anastomoes, the potential 
for UPEs is greater with EUS-GEA. The incidence of SMD is highest during the 
initial 40 EUS-GEs (Ghandour et al PMID: 34352256), whereas SDL is associated 
with through-the-LAMS procedures. As EUS-GEA disseminates and novice op-
erators adopt it, filling knowledge gaps about UPE management becomes 
paramount.
Main study aim: to describe treatment approaches and outcomes used to man-
age UPEs during EUS-GEA, including technical and clinical success rates. As 
secondary study aims, time to hospital discharge, and adverse AE rates were 
also analyzed.
Methods  Retrospective, observational, multicenter study on consecutive pa-
tients who underwent EUS-GEA with LAMS and experienced SMD or SDL be-
tween 2015 and 2025 at 6 Spanish Hospitals. Technical success was defined as 
resolution of the UPE by endoscopy. Clinical success was defined as the absence 
of need for any subsequent reintervention to manage UPE-related AEs. The 
AGREE scale was used to grade AEs.
Results  From a total of 860 EUS-GE performed for gastric outlet obstruction 
(GOO), biliary access in altered anatomy (BAAA), or lower intestinal obstruction 
(LIO), 73 patients (median: 52.1 % women; mean age 70.85 years; ASA III; Charl-
son Comorbidity Index 5) were identified with any UPE. Among the UPE cohort 
GOO (41.1 %) and BAAA (34.2 %) were the dominant clinical scenarios. Overall, 
40 % of patients had postoperative anatomy. SMD represented 79.5 % of UPEs, 
with Type I SMD as the most frequent (56 %). Most UPEs (91.8 %) were diag-
nosed intraprocedurally. Endoscopic management was attempted in 86.3 % of 
patients, with successful salvage of EUS-GEA achieved in 31.5 %. NOTES tech-
niques were used in 37.1 %. Overall, technical success was 83.1 %, and clinical 
success 70.4 %. AEs occurred in 42.5 % of patients, with post-procedural pain 
as the most common AE. Five patients (6.8 %) experienced AGREE Grade V AEs 
(bronchoaspiration, intra-abdominal infection, and bleeding). An additional 3 
patients died following surgical treatment or due to inability to tolerate oral 
intake. Six patients were never able to tolerate oral
diet, although most patients (78 %) achieved tolerance within < 24 hours of the 
UPE. Surgery was required in 13.7 % of cases, typically between 3 and 24 hours 
after the UPE. Intensive care unit admission occurred in 11.3 % overall. Among 
surgically managed patients, 50 % required ICU admission, compared with 6.6 % 
of those treated endoscopically (p = 0.002). Mean hospital stay was 10.92 days 
for endoscopically treated patients and 22.5 days for surgically treated patients.
Conclusions  When UPEs are identified during the procedure, endoscopic in-
tervention can salvage most instances of SMD/SDL, preventing AEs and mini-
mizing negative clinical outcomes. Endoscopists performing EUS-GEA should 
be trained to promptly recognize and manage these uncommon yet potential-
ly severe incidents
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Hirschsprung’s disease (HSCR) is a congenital disorder characterized by 
the absence of intrinsic ganglion cells and myenteric plexuses of the hindgut. 
Per-rectal endoscopic myotomy (PREM) is a minimally invasive third-space 
endoscopic procedure used in the management of Hirschsprung’s disease.
To evaluate the technical outcomes and clinical success of PREM, assessed by 
improvement in stool frequency, reduction in laxative requirement and Wexner 
constipation score pre- and post-procedure.
Methods  Retrospective analysis of 52 consecutive patients undergoing PREM 
across 12 tertiary centres (2015–2025). Demographic, procedural, postoper-
ative recovery and functional outcome data (stool frequency, laxative require-
ment and Wexner score) were compared pre- and post-procedure using paired 
statistical testing.
Results  Fifty-two patients underwent PREM with a mean age of 16.38 ± 17.9 
years; 29 (55.8 %) were male. Congenital Hirschsprung disease was the indica-
tion in 82.5 % (33/52), acquired Hirschsprung in 26.9 % (14/52) and post-sur-
gical recurrence in 9.6 % (5/52). Mean duration of symptoms was 94.80 ± 136.22 
months. The recto-anal inhibitory reflex was absent in 80.8 % (42/52), a dilated 
colonic segment was present in all patients (100 %), and barium enema findings 
were confirmatory for Hirschsprung disease in 65 % (26/40) and suspicious in 
32.5 % (13/40). The mean length of the aganglionic or hypo ganglionic segment 
was 7.38 ± 2.85 cm. Procedurally, the mean tunnel length was 13.4 ± 5.1 cm, 
mean myotomy length 10.9 ± 4.1 cm, and mean procedure duration 90 ± 33 
minutes, with 100 % technical success. Median of first bowel sounds: 12 hours 
(IQR 12–12), passage of flatus: 12 hours (IQR 12–24), first bowel movement: 
48 hours (IQR 24–48), and resumption of oral liquids: 24 hours (IQR 24–24). 
Median hospital stay was 5 days (IQR 12– 24 hours). Major adverse events oc-
curred in 9.6 % (5/52), consisting of perforation (n = 1), clip dislodgement re-
quiring surgical closure (n = 1), large tunnel entry defect requiring surgical re-
pair (n = 1), surgical emphysema (n = 1), and localized perirectal collection 
(n = 1); all were managed successfully without mortality. Median follow-up was 
14 months (IQR 3–46.5). Functional outcomes improved significantly with 
laxative usage decreasing from 4.3 ± 2.488 units to 1.6 ± 0.9 (p < 0.0001), stool 
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frequency increasing from once every 7.1 ± 4.29 days to once every 1.31 ± 0.55 
days (p < 0.0001), Wexner constipation score decreasing from 23.76 ± 3.98 to 
8.13 ± 1.19 (p < 0.0001).
Conclusions  PREM is a safe and effective minimally invasive treatment for 
Hirschsprung’s disease, offering sustained symptom improvement with very 
low complication rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) requires advanced expertise 
and technical skills. Japan provides the benchmark model through high case 
volumes and structured supervision, while Western curricula (ESGE/ASGE) 
emphasise supervised training and stepwise progression [1, 2]. Adherence to 
these frameworks and access to resources remain inconsistent globally.
Methods  We aimed to explore real-world ESD training conditions, barriers, 
and adherence to curricula across diverse geographic and institutional contexts, 
from the perspectives of both trainees and trainers. A cross-sectional, anony-
mous web-based survey (April–July 2025) was conducted across 39 countries 
using a 55-item questionnaire on ESD training opportunities, barriers, and 
curriculum adherence. The survey was disseminated in English through nation-
al endoscopy society representatives. Trainees were defined as endoscopists 
proficient in basic endoscopy who had begun supervised ESD training, while 
trainers were experienced ESD endoscopists ( > 100 procedures) involved in 
teaching. Institutional ESD volume was classified as low ( < 50/year), medium 
(50–100/year), or high ( > 100/year) [3].
Results  Among 288 respondents from 39 countries (137 trainees, 151 trainers), 
most worked in academic or tertiary hospitals, with 43 % from low-, 30 % medium-, 
and 27 % high-volume centres. Overall, males were predominant (n = 226, 78.5 %). 
Structured training was reported by 47 %, more frequently in medium and high-vol-
ume centres (P < 0.001), while adherence to ESGE/ASGE curricula reached 46 %, 
ranging from 27 % in low- to 70 % in high-volume centres (P < 0.001) and varying 
across regions (highest in North-West Europe, lowest in South-East Europe; 
P < 0.001). Access to simulators was absent in nearly half, particularly in low-volume 
centres (P < 0.001). In vivo human training, animal models, and observerships were 
rated as the most valuable modalities, whereas lack of simulators, limited cases, 
and high costs were key barriers, without significant differences between trainees 
and trainers. Conversely, limited available time was perceived as a more impactful 
barrier for trainees compared to trainers (P = 0.018). Regarding training modalities, 
trainees rated traction (P = 0.002) and underwater (P = 0.005) techniques higher 

than trainers, whereas no significant differences were found for pocket creation, 
closure-first strategies, or stepwise lesion difficulty. Quality indicators were tracked 
in 63 % of institutions, with R0 and en bloc resection rates most valued, while dis-
section speed was de-emphasised. No substantial differences were observed be-
tween trainers and trainees. Thresholds for independent practice varied widely, 
with 42.7 % indicating 10–25 and 32.6 % 26–50 supervised cases. Geographic 
disparities emerged, with North-West Europe and Asia-Pacific hosting more 
high-volume centres, while Africa, the Middle East, and South-East Europe report-
ed limited curriculum fulfilment, model access, and higher cost-related barriers 
(▶Table 1).

▶Table 1	 

Item, 
rat-
ing >  = 4

Overall 
(n = 288)

Trainee 
(n = 137)

Trainer 
(n = 151)

p

Impact of 
Hands-on 
simulator

74.3 % 71.5 % 76.8 % 0.840

Barrier: 
Limited 
time for 
training

40.3 % 35.0 % 45.0 % 0.018

Training 
modality: 
traction

71.2 % 78.1 % 64.9 % 0.002

Training 
modality: 
underwa-
ter

50.7 % 56.2 % 45.7 % 0.005

Training 
modality: 
Start with 
whole easy 
lesions

83.0 % 86.9 % 79.5 % 0.03

Conclusions  Global ESD training remains highly heterogeneous, with gaps in 
resources, curriculum implementation, and equitable access across regions 
and centre volumes. Limited trainer–trainee differences were observed; how-
ever, the marked male predominance underscores the need to address gender 
imbalance, together with strengthening structured programs and training 
resources worldwide.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Management of iatrogenic perforations is not yet standardized, with 
therapeutic options including endoscopic closure, surgery, or conservative 
treatment. Endoscopic therapy using conventional or OTSC clips can reduce 
the need for surgery, and enteral contrast instillation after closure may help 
confirm successful sealing on subsequent CT imaging. This study aimed to 
evaluate the efficacy and clinical outcomes of endoscopic closure for iatrogen-
ic colonic perforations, and to assess the potential benefit of enteral contrast 
instillation in confirming defect closure and optimizing patient management
Methods  A retrospective analysis was performed of all iatrogenic perforations 
detected during colonoscopy at our center between 2013 and 2025. Endoscop-
ic closure was attempted whenever feasible. Clinical success was defined as 
complete resolution without surgical intervention. The use and effect of enter-
al contrast instillation were analyzed regarding its capacity to detect leaks, 
avoid unnecessary surgery, and shorten the time to oral diet resumption in 
successfully treated patients. Statistical analyses compared etiologies, tech-
niques, and clinical variables
Results  A total of 72 patients were included, 43 (59.7 %) of whom were female, 
with a mean age of 70 ± 12 years. Endoscopic management was attempted in 
60 cases (83.3 %), encompassing all thermally induced perforations (44/44, 
100 %) and 16 of 28 traction-related perforations (57 %; p < 0.01). Overall clin-
ical success was achieved in 56/72 patients (77.8 %), with a significantly higher 
rate for thermal perforations (42/44, 95.5 %) compared to traction-related 
lesions (14/28, 50 %; p < 0.01). Among those treated endoscopically, success 
was achieved in 56/60 (93.3 %), with comparable outcomes between etiologies 
once closure was attempted (87.5 % for traction-related vs. 95.5 % for thermal; 
p = 0.29).
Closure was attempted using conventional clips in 48 cases (80 %), OTSC clips 
in 11 (18.3 %), and endoscopic suturing (Apollo) in 1 (1.7 %). Enteral contrast 
was considered unnecessary in 12/60 (20 %) cases due to confident complete 
closure with immediate discharge. Among the remaining 48 patients, contrast 
was instilled in 39 (81 %) and omitted in 9. In one case with suspected incom-
plete closure, CT imaging revealed no leak, allowing conservative management 
and avoidance of surgery. Contrast leakage was reported in three patients 
(7.7 %), all managed non-surgically (two minimal leakage and one retroperito-
neal). Among successfully treated patients, the use of contrast instillation sig-
nificantly shortened the time to diet reintroduction (2.1 ± 2.2 vs. 4.7 ± 3.5 days; 
p = 0.02), although leak detection understandably delayed refeeding (5.0 ± 3.6 
vs. 1.9 ± 1.9 days; p = 0.017).
Conclusions  Endoscopic treatment of iatrogenic colonic perforations is safe 
and highly effective, especially for thermic induced injuries. The adjunctive use 
of enteral contrast instillation appears to be a valuable tool to verify complete 
closure, guide management, and enable earlier and safer reintroduction of diet. 

This approach may help avoid unnecessary surgical interventions and optimize 
recovery in selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde appendicitis therapy (ERAT) has emerged as a 
minimally invasive approach to treating appendicitis. This study aimed to assess 
the long-term safety and efficacy of ERAT and to develop a model predicting 
1-year appendicitis recurrence in patients with acute appendicitis, to guide 
clinical decision-making (▶Table 1).
Methods  A retrospective analysis was conducted on clinical data from 435 
patients with acute appendicitis who underwent ERAT at three hospitals be-
tween October 2017 and October 2024. 24 clinical variables were screened, 
and Spearman correlation analysis revealed correlation coefficients exceeding 
0.6 between some variables. To address multicollinearity, LASSO regression 
was employed to identify key predictive factors in the training set. A predictive 
model was constructed using multivariate logistic regression, and a nomogram 
was developed.
Results  All ERAT procedures were technically successful, and a clinical success 
rate of 92.4 % was achieved. The median follow-up period was 37 months, and 
the overall recurrence rate was 16.1 %; most recurrences (13 %) were observed 
in the first year. Based on LASSO regression analysis, the final predictors iden-
tified were: age > 60 years (OR = 0.240, 95 % CI: 0.069–0.838, P = 0.025), Alva-
rado score > 6 (OR = 6.874, 95 % CI: 3.024–15.626, P < 0.001), appendicitis with 
fecalith (OR = 3.937, 95 % CI: 1.749–8.866, P = 0.001), inexperienced operator 
(OR = 2.082, 95 % CI: 1.089–3.982, P = 0.027), procedure time > 40 minutes 
(OR = 2.180, 95 % CI: 1.067–4.456, P = 0.033), tapered transparent cap used 
(OR = 0.380, 95 % CI: 0.170–0.847, P = 0.018), and appendix lumen distortion 
(OR = 12.331, 95 % CI: 2.496–60.927, P = 0.002). Based on these seven predic-
tive factors, a nomogram model was constructed to predict recurrence risk 
within one year after ERAT.
Conclusions  ERAT is a safe and effective treatment for acute appendicitis. The 
risk of recurrence is highest within the first year. Seven independent risk factors 
for recurrence within one year after ERAT were identified, and a recurrence risk 
prediction model based on these predictive factors can assist in future clinical 
decision-making for ERAT.
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▶Table 1	  Analysis of risk factors for appendicitis recurrence after ERAT

B Standard error Wald P OR (95 %CI)

Age > 60 years old -1.425 0.637 5.007 0.025 0.240 (0.069~0.838)

Recurrence Appendicitis 0.192 0.354 0.295 0.587 1.212 (0.606~2.426)

Alvarado score > 6 1.928 0.419 21.173 0.000 6.874 (3.024~15.626)

Anorexia -0.691 0.364 3.605 0.058 0.501 (0.246~1.023)

RLQ tenderness -0.772 0.427 3.272 0.070 0.462 (0.200~1.067)

Fecalith 1.371 0.414 10.951 0.001 3.937 (1.749~8.866)

Inexperience operator 0.733 0.331 4.912 0.027 2.082 (1.089~3.982)

Procedure time > 40 mins 0.779 0.365 4.568 0.033 2.180 (1.067~4.456)

Tapered transparent cap used -0.968 0.409 5.597 0.018 0.380 (0.170~0.847)

Appendixlumen dilation 0.645 0.338 3.647 0.056 1.905 (0.983~3.693)

Appendix lumen distortion 2.512 0.815 9.498 0.002 12.331 (2.496~60.927)

Stent placement -0.797 0.424 3.539 0.060 0.451 (0.196~1.034)

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Background and aims: Endoscopic full-thickness resection (EFTR) has 
gradually become the main choice for large gastric submucosal tumors. How-
ever, endoscopic closure after EFTR often leads to inversion of the mucosal 
layer and poor alignment of the muscularis propria, making secure closure 
challenging. Herein, we developed a novel “traction-band-assisted endoscop-
ic closure (TBAEC)” technique using clips and dental floss. This study aimed to 
evaluated the safety and efficacy of the novel technique.
Methods  From Janunary 2025 to June 2025. 21 patients with gastric submu-
cosal tumors (20-50mm) scheduled for EFTR were enrolled. Of which, 8 patients 
underwent TBAEC and purse string suture (PSS) was performed in the rest 
patients. The primary outcome was the technical success rate. Secondary out-
comes included closure time and adverse events. TBAEC procedure is described 
as follows: 1) After marking the lesion, a normal saline solution was injected 
into the submucosa; 2) Clips and dental floss traction was fixed at the lesion 
edges after an incision into serosal layer around the lesion to achieve inner 
traction; 3) Clips were used to close the defect after five-fourth circumferential 
full-thickness resection; 4) Complete resection of the lesion was accompanied 
by complete closure of the defect; 5) Lesions were retrieved.
Results  Complete closure was achieved in all of cases. The median closure time 
was significantly shorter in TBAEC group than PSS group (11.5 ± 3.6 vs 21.4 ± 5.3, 
P < 0.05). Among adverse events, no patients occurred delayed perforation and 
bleeding in the TBAEC group and one case of delayed bleeding in the PSS group. 
Coagulation syndrome occurred in one individual treated with TBAEC, where-
as two cases were identified in the PSS procedure. All patients were discharged 
safely with a median length of postprocedural hospital stay for the two groups 
were 3, 4 days respectively.
Conclusions  This study demonstrated the feasibility, safety and efficiency of 
TBAEC for closing large defects following gastric EFTR. TBAEC is a simple, safe 
and easy-to-use technique for endoscopic closure. Further large studies are 
needed to evaluate its efficiency and safety.

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Endoscopic submucosal dissection (ESD) for gastrointestinal 
tumors is widely adopted as a minimally invasive endoscopic treatment with 
high curative potential. However, serious complications such as delayed bleed-
ing and perforation after ESD remain major concerns. To prevent these com-
plications, several methods, including clip-based suturing techniques, endo-
scopic hand suturing, and polyglycolic acid (PGA) sheets, have been developed 
to protect mucosal defects. However, these approaches often face challenges 
such as technical difficulty for extensive ulcers, cumbersome procedures, and 
high costs.
Innovation  To achieve reliable, simple, and cost-effective protection, we pro-
pose using an artificial dermis (TeldermisR) to cover gastrointestinal mucosal 
defects. This material consists of a 3-mm atelocollagen sponge with or without 
a 0.2-mm silicone layer. Through heat-induced cross-linking, the inherent bio-
compatibility of atelocollagen is preserved. When applied to mucosal or skin 
defects, the collagen layer facilitates dermis-like tissue formation via cellular 
infiltration from the wound bed. This artificial dermis has been successfully used 
for repairing severe skin and mucosal defects in burns, trauma, surgical wounds, 
and cleft palate surgery. In the endoscopic setting, it retains flexibility and 
sufficient thickness, offering excellent maneuverability, stable adhesion, and 
high protective potential.
Results  We conducted ex vivo experiments using excised porcine stomach 
and rectum. In the first experiment, we investigated whether artificial dermis 
could be applied without damage using endoscopic clips. We successfully at-
tached artificial dermis manually to four mucosal defects on the excised organs 
using clips without causing damage. In the second experiment, we investigat-
ed whether artificial dermis could be applied during actual endoscopic proce-
dures. Using an endoscopic scope, four approximately 2 cm ESD ulcers were 
created inside unopened porcine stomachs and rectums. Subsequently, artifi-
cial dermis sheets (2.5cm) were delivered to the mucosal defects using grasp-
ing forceps, positioned to cover the defects, and fixed with clips. Delivery and 
clip fixation of the artificial dermis were successful in all mucosal defects. Fur-
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thermore, we also conducted in vivo experiments in a live pig. Under general 
anesthesia, ESD ulcers approximately 2 cm in size were created at eight sites in 
the stomach (four in the body and four in the antrum) and two in the esopha-
gus. In the stomach, two ulcers were left uncovered, two were covered with 
artificial dermis alone, two had collagen monolayer sheets clipped in place, and 
two had collagen-silicone bilayer sheets clipped in place. In the esophagus, one 
ulcer was left uncovered, while another had a collagen monolayer sheet clipped 
in place. Clip fixation was successfully achieved at all designated sites. Follow-up 
endoscopy after three days showed that only the collagen–silicone sheets in 
the stomach and the collagen monolayer sheet in the esophagus remained 
attached, while the others had detached. After two weeks, all ulcers had healed 
and scarred, and no major adverse events occurred during the observation 
period. Histopathologically, no increased inflammatory response or signs of 
infection were observed in the sites where artificial dermis was fixed compared 
to unfixed sites, suggesting a normal healing process.
Conclusions  Collagen-based artificial dermis can be feasibly applied endo-
scopically to protect gastrointestinal mucosal defects. It can be easily fixed 
using only endoscopic clips, and the type with a silicone layer may offer longer 
retention and better protection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal cancer (CRC) is the third most prevalent cancer worldwide, 
with age being one of its main risk factors. The aim of fecal immunochemical 
test (FIT)-based screening programs is the early detection of neoplasic and 
preneoplasic lesions to reduce morbility and mortality. In Spain, the national 
screening program traditionally includes individuals aged 50–69 years. Since 
October 2024, the Basque Autonomous Community has extended up to 74 
years of age.
The aim is to analyze and compare the incidence of colorectal cancer and ad-
vanced lesions between the 50–69 and 70–74 age groups following the expan-
sion of the screening program.
Methods  A retrospective analysis was conducted at a tertiary hospital between 
November 2024 and July 2025, comparing both age groups. Advanced lesions 
were defined as those ≥ 10 mm, with a villous component and/or high-grade 
dysplasia. Participation rates, FIT positivity, colonoscopy completion, and de-
tection rates were analyzed.
Results  In the 50–69-year group (target population: 31,647), participation 
was 62.0 % (19,633). FIT was positive in 3.67 % (721), and colonoscopy was 
performed in 73.8 % (532). Among these, 12 cases of CRC (2.27 %) and 175 
advanced lesions (32.7 %) were detected.
In the 70–74-year group (target population: 5,436), participation increased to 
73.3 % (3,986). FIT was positive in 6.47 % (258), and colonoscopy was performed 
in 82.6 % (213). This group showed 6 cases of CRC (2.82 %) and 74 advanced 
lesions (34.7 %).

CRC incidence detected through screening was slightly higher in the 70–74 
group compared with the 50–69 group. The detection rate was 22.6 per 1,000 
colonoscopies in the 50–69 group and 22.8 per 1,000 in the 70–74 group. The 
number needed to treat (NNT) was 44.3 in the 50–69 group versus 35.5 in the 
70–74 group, indicating higher screening efficiency among older participants. 
Similarly, the incidence of advanced lesions was higher in the older cohort 
(34.7 % vs. 32.7 %).
Conclusions  The extension of CRC screening to individuals aged 70–74 yields 
a similar cancer detection rate but a greater diagnostic efficiency, requiring 
fewer colonoscopies per cancer detected. Although preliminary, these results 
support the inclusion of this age group in population-based screening pro-
grams. However, the short follow-up period (9 months) limits definitive con-
clusions, and further studies are needed to assess long-term outcomes and the 
risk–benefit balance of endoscopic follow-up in elderly patients with advanced 
neoplasia.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The presence of expired medical devices represents both an environ-
mental concern and a waste of healthcare resources. However, the magnitude 
of this problem has not been previously assessed. This study aimed to quantify 
the volume and cost of expired endoscopic devices and to evaluate their mi-
crobiological sterility, physicomechanical integrity, and ex vivo technical per-
formance beyond the labelled shelf life.
Methods  We conducted an investigator-initiated, prospective study between 
December 1, 2023, and May 30, 2025, across 25 endoscopy units from Europe, 
the UK, Canada and the USA. Expired endoscopic devices were inventoried 
during a one-week audit period at each centre. An institutional questionnaire 
was conducted to assess storage practices. Microbiological sterility and ex vivo 
functional simulation were assessed in randomly selected samples. Physicom-
echanical engineering tests were performed on selected devices, including a 
matched case–control study comparing expired devices with non-expired 
counterparts.
This study was funded by a research grant from the Spanish Society of Digestive 
Endoscopy (SEED).
Results  A total of 1,448 expired devices were identified (median per centre 
42, range 3–262), with an estimated total economic cost of €192,141.7 (aver-
age per centre €7,685.67). Of these, 273 were analysed for microbiological 
testing, 210 for ex vivo functional assessment, and 57 for physicomechanical 
evaluation. All tested devices were sterile (100 %, 95 % CI 98.6–100 %). Except 
for one overtube, all devices retained functionality in ex vivo simulation (99.5 %, 
95 % CI 97.4–99.9 %). Physicomechanical testing showed no clinically relevant 
differences compared with non-expired devices. Only 6 centres (24 %) reported 
having a written protocol to minimise the accumulation of expired endoscop-
ic accessories, and just 3 centres (12 %) had an electronic system in place for 
tracking expiration dates.
Conclusions  The presence of expired endoscopic consumables is common 
and associated with substantial economic costs. Our findings indicate that these 
devices retain sterility and functionality beyond their labelled expiration dates, 
suggesting the need for a critical re-evaluation of current shelf-life criteria by 
both industry and regulatory bodies.
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Aims  Biliary drainage procedures generate substantial medical waste, yet their 
comparative environmental footprint is poorly characterised. We prospective-
ly quantified waste generation and recyclability of endoscopic retrograde chol-
angiopancreatography (ERCP), endoscopic ultrasound-guided biliary drainage 
(EUS-BD) and percutaneous transhepatic biliary drainage (PTCD) in routine 
clinical practice.
Methods  In a multicentre observational study at three German tertiary-care 
endoscopy units, we included all procedures with biliary access (ERCP, EUS-BD, 
PTCD primary placement and scheduled PTCD exchanges) performed between 

July and October 2025. For each procedure, all procedure-related waste from 
the endoscopy room and adjacent areas was collected immediately after the 
intervention and categorised into devices, personal protective equipment 
(PPE), plastic, paper/cardboard and residual waste. Waste was weighed per 
category and procedure; uncontaminated plastic and paper were classified as 
potentially recyclable. Total waste, category-specific waste and recyclable frac-
tions were compared between modalities using non-parametric tests.
Results  EUS-BD generated the lowest mean total waste per procedure (1155.7 
g) compared with ERCP (1743.2 g), PTCD exchange (2622.4 g) and PTCD pri-
mary placement (3253.2 g). Residual (non-recyclable) waste was lowest for 
EUS-BD (251.0 g) and highest for PTCD (1708.6 g for exchange; 1849.5 g for 
primary placement), with ERCP in between (828.7 g). EUS-BD showed the most 
favourable recyclability profile: potentially recyclable waste accounted for 
612.3 g (53.0 % of total) versus 491.7 g (28.2 %) for ERCP, 450.1 g (17.2 %) for 
PTCD exchange and 698.9 g (21.5 %) for PTCD primary placement.
Conclusions  Among biliary drainage procedures, EUS-BD combines the lowest 
overall waste generation with the highest proportion of potentially recyclable 
material, whereas PTCD is associated with the greatest burden of non-recycla-
ble waste. These ecological data complement existing clinical evidence and 
support preferential use of EUS-BD over PTCD where expertise is available and 
outcomes are comparable. ￼
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Aims  Flexible gastrointestinal endoscopes carry a small but persistent infection 
risk, requiring stringent reprocessing. Variability in manual cleaning practices 
and environmental concerns highlight the need for more sustainable approach-
es. The AquaTYPHOON (Pentax Medical, Hamburg, Germany), a novel auto-
mated brushless pre-cleaning device, may provide a safe, effective, and re-
source-efficient alternative; however, comparative data with manual methods 
remain limited [1–11].
We conducted a multicenter randomized trial to compare this automated 
pre-cleaning device with standard manual reprocessing regarding efficacy, 
safety, environmental impact, and healthcare professional satisfaction.
Methods  Between June 2024 and October 2025, 434 routine-use endoscopes 
at two centers [Hospital Pedro Hispano (HPH) and an ambulatory gastroenter-
ology unit (Unilabs Porto|Fluvial)] were randomized 1:1 to automated or man-
ual pre-cleaning. Before study initiation, a standardized training program was 
implemented at both centers to ensure protocol adherence and uniform exe-
cution of all procedures. Endoscopes were evaluated for microbiological con-
tamination and residual protein (Pyromol-Test), including upper endoscopes, 
duodenoscopes, colonoscopes, and linear echoendoscopes. All microbiological 
samples were centralized and processed at the same certified Microbiology 
Laboratory, and all samples were systematically collected and analyzed.
Results  A total of 434 endoscopes were analyzed. Residual protein testing 
showed no differences between groups, with all samples testing negative across 
all endoscope types. Microbiological testing revealed endoscopic contamina-
tion in 5 of 171 gastroscope/colonoscope samples (2.9 %) following manual 
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pre-cleaning (0/72 at HPH and 5/99 at Unilabs), compared with 12 of 204 sam-
ples (5.9 %) after automated pre-cleaning (4/94 at HPH and 8/110 at Unilabs). 
Contamination rates were consistent across centers. Chi-square testing showed 
no significant difference between manual and automated pre-cleaning 
(p = 0.17). Among duodenoscopes/echoendoscopes (HPH only), contamination 
occurred in 2/28 (7.1 %) manually pre-cleaned endoscopes and 2/31 (6.5 %) 
automatically pre-cleaned endoscopes, with Fisher’s exact test showing no 
significant difference (p > 0.99). The risk difference for gastroscopes/colonos-
copes was + 3.0 % (automated versus manual) and − 0.7 % for duodenoscopes/
echoendoscopes.
Overall, these findings demonstrate that the automated brushless pre-cleaning 
device is non-inferior to manual pre-cleaning.
No adverse events or device-related complications were reported.
The automated pre-cleaning device saved 2,097 minutes of labor ( ≈ 35 hours), 
8,225 L of water, 15.1 L of detergent, and 6.8 kg of plastic. Healthcare profes-
sional satisfaction was higher, with 33/40 responses indicating partial or full 
satisfaction for the automated device versus 11/29 for manual cleaning.
Conclusions  The automated brushless pre-cleaning device is non-inferior to 
manual pre-cleaning, with identical residual protein results and consistently 
lower microbiological contamination, including in complex endoscopes such 
as duodenoscopes and echoendoscopes. Its performance was consistent across 
centers with different workflows, supporting the reproducibility and general-
izability of the findings. It also offers substantial resource savings, higher user 
satisfaction, and maintains a high safety profile, supporting its use as a reliable, 
efficient, and sustainable alternative in endoscope reprocessing.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Over recent years, many hospitals in the UK have found it harder to keep 
up with ERCP demand. There are fewer specialist endoscopists, the number of 
referrals keeps rising, and the work itself has become more complex. Cholan-
gioscopy is used more often and EUS now plays a regular part in biliary care. All 
of this has placed extra pressure on units that were already tight on staff and 
time.
Because of this, many centres now turn to tertiary teams when a case is difficult 
or when a first attempt has not worked. The Treat and Transfer model has grown 
from this need. Patients are sent quickly to a tertiary HPB service for ERCP and 
then return to their local hospital once the procedure is finished. It has become 
a steady, practical way to keep care timely for hospitals that do not have the 
capacity to manage everything themselves.
To review the safety, efficiency and technical performance of an eight year re-
gional Treat and Transfer ERCP service delivered through a UK tertiary HPB 
centre. This represents one of the few long term reviews of this type of model.
Methods  We reviewed all ERCP procedures carried out between 2017 and 
2025 for patients referred through the Treat and Transfer pathway. The infor-
mation collected included age, indication, type of anaesthesia, any local ERCP 
attempts, technical success, need for further procedures and recorded reasons 
for failed therapy. The data was analysed descriptively and subgroups were 
compared.
Results  In total, 1,230 patients were managed through the pathway. The me-
dian age was 69. Most referrals were for choledocholithiasis at 74 %, followed 
by stent problems at 6 percent, malignant obstruction at 3 % and bile leak at 
3 %. Only 1.6 % of patients had a local ERCP attempt before transfer. Of this 
group, 85 % were successfully treated when the procedure was repeated at the 
tertiary centre. This highlights the value of central expertise for more challeng-
ing cases.
The first attempt technical success rate at the tertiary centre was 98 % at 1205 
of 1230. In the 25 unsuccessful cases, the main reasons were difficult cannula-
tion at 55 %, duodenal pathology at 18 %, patient intolerance at 18 percent and 
poor preparation at 9 %. A second ERCP was successful in 57 %of patients who 
needed it. A third attempt was successful in a further 6 %. Overall, most patients 
eventually received effective treatment.
Most procedures were done under conscious sedation at 96.8 %. General an-
aesthesia was used in 3.2 % of cases where the situation was more complex. 
Success rates were very similar for both sedation and general anaesthesia at 
97.9 % and 97.3 %.
Conclusions  This long review shows that the Treat and Transfer model is a safe 
and reliable way to deliver ERCP despite pressures on staff and rising case com-
plexity. The strong outcomes in patients with failed local attempts show the 
importance of a central HPB service. As one of the few long running UK datasets, 
this model provides a practical and scalable approach for ERCP delivery that 
supports patient flow, reduces dependence on general anaesthesia and im-
proves timely access to specialist care across a wider region.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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OP255  Environmental impact of single-use versus 
reusable duodenoscopes for ERCP: an ISO-compliant 
life-cycle assessment from Germany
Authors  Welsch L1, Eickhoff A1

Institute  1  Klinikum Hanau, Hanau, Germany
DOI  10.1055/s-0046-1820910
Aims  To compare the environmental impacts of a single-use duodenoscope 
(SUD) versus a reusable duodenoscope (RUD) for endoscopic retrograde chol-
angiopancreatography (ERCP) in Germany and to identify key emission drivers 
and mitigation levers.
Methods  We performed a cradle-to-grave life-cycle assessment (LCA) aligned 
with ISO 14040/44. The functional unit was one ERCP in one patient in Germa-
ny. Devices assessed were aScope Duodeno2 (Ambu) and TJF-Q190 (Olympus). 
Primary data covered RUD reprocessing at Klinikum Hanau (2024); RUD pro-
duction relied on secondary sources. Modeling used “LCA for Experts” with 
Sphera MLC 2024.2; impacts were characterized with the Environmental Foot-
print (EF) 3.1 method across 16 categories. Assumptions included a RUD 
lifespan of 625 procedures; repairs and maintenance were excluded. Sensitiv-
ity analyses examined bioplastics content and sterilization changes; the study 
underwent external critical review.
Results  Per procedure, SUD exhibited a 66 % higher carbon footprint than RUD 
(6.61 vs. 3.98 kg CO₂-eq). Freshwater ecotoxicity was nearly doubled (47.1 vs. 
26.2 CTUe). Resource use was higher for SUD for fossils (99.2 vs. 63.1 MJ, + 57 %) 
and for minerals/metals (1.24 × 10−⁴ vs. 6.36 × 10−⁶ kg Sb-eq, ~20 × ). Water 
use was slightly higher for SUD (1.39 vs. 1.26 m³). For SUD, dominant contrib-
utors were raw material extraction/production, packaging, and sterilization; 
for RUD, 97 % of emissions arose from reprocessing (electricity and water). 
Replacing bio-based ABS with fossil-based ABS increased SUD climate impacts 
by ~5.8 %.
Conclusions  In the German context, reusable duodenoscopes remain envi-
ronmentally preferable for routine ERCP, with impacts largely driven by repro-
cessing energy and water. Single-use performance is mainly driven by materials, 
packaging, and sterilization; material innovation (e.g., bioplastics) and im-
proved recycling offer incremental gains but do not close the gap. Service-lev-
el decarbonization—especially low-carbon electricity for reprocessing and ef-
ficiency measures—can further strengthen the environmental advantage of 
reuse.
Conflicts of Interest  LW: Speaker fees from Ambu A/S and Falk Foundation
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Aims  In the Netherlands, healthcare accounts for 7 % of national greenhouse 
gas emissions and 13 % of raw material extraction. Endoscopy services, which 
rely heavily on single-use items and material-intensive workflows, contribute 
substantially to this footprint. Understanding material flows within an endos-

copy department is therefore essential to support a transition toward circular 
endoscopic care. This study aimed to conduct a comprehensive material flow 
analysis (MFA) of an academic endoscopy department by quantifying the ma-
terial composition of products and packaging and identifying hotspots for 
targeted sustainability interventions.
Methods  We performed an MFA using 2023 procurement data to map all ma-
terials and medication inflows and outflows in an academic endoscopy unit. 
Products, packaging, and information leaflets were weighted on a precision 
scale, and material composition was determined through manufacturer contact 
and desk research. Mass and material contributions were analyzed to identify 
products and material types with the highest mass contribution. Outflows were 
quantified across the department's established waste streams (▶Table 1).

▶Table 1	 

Product Total 
mass, 
kg 

Product 
mass, kg 
( %) 

Packaging 
mass, kg 
( %) 

Irrigation solutions 3,774 3,336 (78) 438 (12) 

Intravenous solutions 1,063 752 (71) 311 (29) 

Gloves 948 843 (89) 105 (11) 

Tubing 784 677 (86) 107 (14) 

Absorption pads 734 734 (100) 0 

Biopsy jars 419 419 (100) 0 

Kidney dishes 390 390 (100) 0 

Aprons 380 372 (98) 8 (2) 

Total MFA 13,927 11,294 (81) 2,633 (19)

Results  In total, 416 products and 55 medications were included. In 2023, the 
department processed 13,927 kg of material, with medications and related 
packaging accounting for 47 % of total mass. Packaging and information leaflets 
accounted for 19 % of total mass; 73 % consisted of synthetic plastics and rub-
bers, 24 % of biobased materials, and 3 % of glass. Across all inflows, synthetic 
plastics and rubbers dominated (60 %), followed by biobased materials (24 %). 
Outflows comprised general hospital waste (8,041 kg, 65 %), hazardous waste 
(3,340 kg, 27 %), and recycled paper (990 kg, 8 %). An additional 1557 kg con-
sisted of materials directly used in patients, such as medications and intrave-
nous fluids. Eight products accounted for 61 % of total annual material mass 
and were identified as hotspots: irrigation and intravenous solutions, gloves, 
tubing (suction/irrigation/insufflation), absorption pads, biopsy jars, kidney 
dishes, and aprons.
Conclusions  This MFA of an academic endoscopy department shows that ma-
terial use is dominated by a small number of high-impact products Identifying 
these hotspots provides targets to support a shift towards more circular en-
doscopy services. Future research should translate material flows into environ-
mental impacts, such as carbon emissions and resource depletion, to guide 
comprehensive sustainability strategies in endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic mucosal resection (EMR) and endoscopic submucosal dis-
section (ESD) are effective for large non-pedunculated colorectal polyps but 
delayed adverse events (AEs) such as bleeding (DB), perforation (DP), and 
post-electrocoagulation syndrome (PECS) remain common. Prophylactic clip-
ping may prevent these complications, though its efficacy, especially across 
different techniques, remains uncertain. We conducted a meta-analysis of 
randomized controlled trials (RCTs) to evaluate the preventive effect of prophy-
lactic clipping after endoscopic resection.
Methods  Following PRISMA guidelines, we searched MEDLINE, Embase, and 
SCOPUS through September 2025 for RCTs comparing prophylactic clipping 
vs. no clipping after ESD or EMR for non-pedunculated large ( > 20 mm) colorec-
tal polyps in adults. The primary outcome was clinically significant DB; second-
ary outcomes included DP, PECS and surgery due to AEs as well as sub-analysis 
by endoscopic technique. Random-effects models were used to compute risk 
ratios (RRs) and 95 % confidence intervals (CIs).
Results  Twelve RCTs including 3770 patients were analyzed (1862 with clip-
ping, 1908 controls). Prophylactic clipping significantly reduced clinically sig-
nificant DB (RR 0.5; 95 % CI 0.38-0.88). and DP (RR 0.53; 95 % CI 0.31-0.92) risk. 
The impact of clipping remains significant after subgrouping by technique 
showing a decreased risk of DB across ESD studies (RR 0.32; 95 % CI 0.31-0.92), 
and a protective effect on DP after EMR (RR 0.48; 95 % CI 0.26-0.90). No signif-
icant difference was found in terms of risk of PECS (RR 1.01; 95 % CI 0.78-1.55) 
and surgery due to AEs (RR 0.55; 95 % CI 0.22-1.38).
Conclusions  Prophylactic clipping after resection of large colorectal polyps 
significantly reduces the risk of DB and DP, with the greatest benefit observed 
after ESD for bleeding prevention and after EMR for perforation prevention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Post-polypectomy bleeding remains a significant adverse 
event following endoscopic mucosal resection (EMR) and endoscopic submu-
cosal dissection (ESD) in the colon, particularly for large polyps in the right 
colon. While complete defect closure either with clips or with specialized su-
turing devices reduces bleeding risk, it can be technically demanding and re-
source-intensive.

Innovation  This study investigates a novel approach of placing 2–4 endoclips 
inside the resection defect, targeting visible vessels or central ulcer areas, with-
out attempting complete closure.
Results  We conducted a prospective feasibility cohort study of patients un-
dergoing EMR or ESD in the colon with strategic in-defect clipping protocol 
(iCLIP) with 2–4 clips, between 2023 and 2025. Data were collected on patient, 
lesion and procedural characteristics, clip placement and adverse events. The 
primary endpoint was feasibility, defined as successful in-defect clip deploy-
ment in ≥ 90 % of cases. Secondary endpoints included delayed bleeding with-
in 30 days of the procedure, intraprocedural and delayed perforation, clinical-
ly significant clip migration and post-polypectomy syndrome (PPS) or 
abdominal pain. A total of 100 cases (63 males/37 females) were included in 
the study. The most common location was the ascending colon (42/100) and 
the median polyp size was 35.5 mm. For the clipping procedure, a transparent 
tip hood was attached to the endoscope and reopenable through-the-scope 
clips (TTSCs) were used in all included cases. In this method, clips are placed 
within the resection ulcer, directly onto the submucosal or muscle layer, tar-
geting visible vessels or the central zone of the defect. First, the clip is gently 
applied to the submucosa, vertically to the resection defect, without grasping 
the ulcer margins. Next, sufficient suction is applied to draw the submucosa 
into the clip and cause the muscle layer to fold before grasping it. It is crucial 
not to press the clip toward the submucosa, to avoid potential muscle layer 
injury and subsequent perforation. Additional clips are placed next to the first 
one using the same procedure, without attempting complete closure. Strategic 
in-defect clipping (iCLIP) was successfully performed in 100 % of cases. Delayed 
bleeding occurred in 0 % of patients and no perforations or clinically significant 
clip migrations were observed except for a single case of muscle layer injury 
without true perforation. None of the patients demonstrated post-polypecto-
my syndrome or abdominal pain. All patients underwent follow-up endoscopy 
at six months post-resection. None had local recurrence. Remaining clip was 
observed in seven cases (7 %) and was successfully removed with grasping for-
ceps. In three cases (3 %), granulomatous tissue—confirmed histopathological-
ly—was observed in the resection scar, compatible with clip artifact. A possible 
explanation for the success of this technique is that large vessels are usually 
located in the center of the defect and not in the periphery, minimizing the 
necessity of complete defect closure. Moreover, folding of the muscle layer into 
the clips prevents tension on the submucosa and subsequently to the large 
vessels, caused by luminal distention from gas or fecal passage.
Conclusions  Strategic in-defect clipping (iCLIP) using 2–4 clips is a feasible, 
safe and potentially effective method to reduce delayed bleeding following 
colonic EMR or ESD. This technique offers a practical alternative to full defect 
closure, especially in large lesions or right-sided resections. Compared to his-
torical bleeding rates of 6–10 % after unclosed EMR/ESD, this targeted approach 
appears to reduce bleeding risk with fewer clips and without the need for spe-
cialized suturing devices requiring specific expertise.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/cc387dfb-7086-4c10-b036-d1aed653b10a/Uploads/19990_iCLIP_
VIDEO %20.mp4
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Aims  Endoscopic closure techniques are essential for the management of de-
fects in therapeutic endoscopy and may also help prevent delayed bleeding 
and perforation. The SutuArt endoscopic hand-suturing system (Olympus) is 
an innovative, minimally invasive method for defect closure, but clinical data 
on its use remain limited. This study aimed to evaluate technical and clinical 
success rates, complication rates, and procedure times for endoscopic hand-su-
turing with SutuArt.
Methods  In a multicenter European registry study, procedures using endo-
scopic hand-suturing from fourteen centers were extracted from a prospective 
database. The primary endpoint was technical success, defined as complete 
defect closure without the need for additional closure techniques. Secondary 
endpoints included clinical success, defined as the absence of post-interven-
tional complications during the index hospital stay or complications linked to 
the index procedure; the overall defect closure rate (closure achieved by sutur-
ing alone or combined with additional devices such as clips); and procedure 
time.
Results  Between February 2023 and November 2025, 204 procedures were 
included. Indications comprised 111 ESD defects (stomach, duodenum, colon, 
rectum), 31 EID-related rectal defects, 34 G-POEM procedures, 9 fistulas, 4 
EMR defects, two anastomotic leaks, and one perforation. Technical success 
was achieved in 94.1 % (192/204) of cases. 5.9 % (n = 12) required additional 
closure methods, resulting in an overall defect closure rate of 95.5 % (195/204). 
The median defect size was 26.5 mm (4–60 mm), and the median suturing time 
was 25 minutes (5–71). Clinical success was 95.6 % (195/204). Over time, the 
median procedure duration for the entire cohort decreased from 30 (10–65) 
minutes in 2023 to 25 (10–62) minutes in 2025, indicating a learning curve 
effect. No suture-related complications occurred.
Conclusions  In this multicenter cohort, the SutuArt system demonstrated 
high technical and clinical success rates with an excellent safety profile. The 
observed reduction in procedure time over the study period suggests a learn-
ing curve. Further studies are needed to assess the performance of this system 
for complex defects such as fistulas or perforations and to better define its 
clinical utility within advanced endoscopic practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Prophylactic clip closure after colorectal endoscopic submucosal dissec-
tion (ESD) is increasingly performed to prevent postoperative adverse events 
(AEs), such as delayed bleeding and perforation. However, complete closure of 
large mucosal defects after ESD using conventional clips remains technically 
demanding. The MANTIS clip (Boston Scientific, Marlborough, Massachusetts, 
USA) is a novel reopenable clip that enables a hold-and-drag maneuver by 
grasping the tissue with its anchor prongs, facilitating defect approximation. 
This study aimed to evaluate the efficacy and safety of MANTIS clip-assisted 
closure compared with closure using conventional clips alone for mucosal de-
fects after colorectal ESD.
Methods  This was a prospective, multicenter, open-label, randomized con-
trolled trial conducted at ten institutions in Japan. Patients undergoing colorec-
tal ESD were randomly assigned (1:1) to either the MANTIS group or the con-
ventional group. In the MANTIS group, MANTIS clips were used until closure 
with conventional clips became feasible, after which the remaining defect was 
closed using conventional clips. In the conventional group, the defect was 
closed using only conventional clips. The primary endpoint was the complete 
closure rate, defined as the absence of visible submucosa or muscularis propria 
in ≥ 90 % of the defect base. Secondary endpoints included closure time, closure 
speed, the need for operator change, intraprocedural AEs during closure, and 
post-ESD AEs (delayed bleeding, delayed perforation, and post-ESD coagulation 
syndrome [PECS]).
Results  Between June 2024 and June 2025, 250 patients were enrolled. After 
excluding seven patients from each group, 236 patients were included in the 
analysis (MANTIS group, n = 120; conventional group, n = 116). The median 
longest diameter of the resected specimens was 33 mm (interquartile range 
[IQR], 30–40 mm) in the MANTIS group and 30 mm (IQR, 30–44.5 mm) in the 
conventional group. In the MANTIS group, a median of one MANTIS clip (IQR, 
1–2) and seven conventional clips (IQR, 5–9) were used, whereas the conven-
tional group used a median of 10 conventional clips (IQR, 8–12). The complete 
closure rate was significantly higher in the MANTIS group (98.3 %, 118/120) 
compared with the conventional group (88.8 %, 103/116; absolute difference, 
9.5 %; 95 % confidence interval [CI], 3.5–12.0; P < 0.01). Median closure time, 
closure speed, and operator change rate during the closure did not differ sig-
nificantly between the MANTIS and conventional groups (540 seconds vs. 585 
seconds, P = 0.14; 90.3 mm²/min vs. 87.1 mm²/min, P = 0.91; 3.3 % vs. 1.7 %, 
P = 0.68). No intraprocedural AEs occurred during closure in either group. Re-
garding post-ESD AEs, no significant differences were observed between the 
groups. Delayed bleeding did not occur in the MANTIS group, whereas one case 
(0.9 %) occurred in the conventional group in a patient with partial closure 
(P = 0.99). No delayed perforation was observed in either group. PECS occurred 
in 14 patients (11.7 %) in the MANTIS group and in 10 patients (8.6 %) in the 
conventional group (P = 0.52). In the multivariate analysis, use of the MANTIS 
clip was identified as an independent predictor of complete closure (odds ratio, 
9.70; 95 % CI, 2.02–46.70; P < 0.01).
Conclusions  The use of the MANTIS clip resulted in a significantly higher com-
plete closure rate, indicating that it offers a more efficient and reliable approach 
for achieving mucosal defect closure after colorectal ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The optimal strategy to prevent delayed bleeding after colorectal ESD 
remains unsettled, especially for large defects with exposed submucosal vessels 
and muscular layer intact. This study evaluated whether integrating prophy-
lactic vessel coagulation with complete defect closure mitigates delayed ad-
verse events (DAE) and unplanned readmissions [1].
Methods  In this multicenter study, we analyzed consecutive colorectal ESD 
performed across two tertiary referral centers. Cases treated with both prophy-
lactic vessel coagulation and complete defect closure (using standard clips or 
advanced systems such as Mantis clip or X-Tack suturing device) were propen-
sity score–matched 1:1 with controls receiving coagulation alone. Matching 
variables included age, ASA score, antithrombotic therapy, defect size and lo-
cation. Cases with intraprocedural perforation, incomplete closure, or use of 
hemostatic gels/powders were excluded. The primary endpoint was delayed 
bleeding; secondary endpoints were composite DAE rate (bleeding, perfora-
tion, PECS) and hospital readmission (▶Table 1).

▶Table 1	 

Covariates Coagulation + 
Complete 
Closure (n = 87)

Coagulation 
Only (n = 87)

p value

Patient and Defect Characteristics

▪  Age ≥ 75 years 25.3 % 25.3 % n.s.

▪  ASA III–IV 14.9 % 14.9 % n.s.

▪  Antithrombotics 10.3 % 10.3 % n.s.

▪  Large defects 75.9 % 75.9 % n.s.

▪  Rectal defects 47.1 % 47.1 % n.s.

Main Endpoints

▪ � Delayed bleeding 1.2 % 6.9 %  < 0.05

–  Composite DAE 3.5 % 12.7 %  < 0.05

▪  Delayed perforation 0 % 2.3 % n.s.

▪  PECS 2.3 % 3.5 % n.s.

▪ � Unplanned 
readmission

4.6 % 16.1 %  < 0.05

▪ � Hospital stays, days 
(mean ± SD)

2.2 ± 0.4 3.4 ± 1.4  < 0.05

▪ � Complete closure 
time, min (mean ± SD)

26.3 ± 7.4

▪ � Number of clips 
used, mean ± SD

9.1 ± 1.7

▪ � Advanced closure 
systems used

32.2 %

Results  A total of 174 procedures were analyzed after matching (87 per group) 
with comparable baseline characteristics (25.3 % ≥ 75 years; 14.9 % ASA III–IV; 
10.3 % on antithrombotic therapy; 75.9 % large defects; 47.1 % rectal; p = n.s.). 
The combined strategy significantly reduced delayed bleeding (1.2 % vs 6.9 %; 
p < 0.05) and composite DAEs (3.5 % vs 12.7 %; p < 0.05) with comparable de-
layed perforations (0 % vs 2.3 %; p = n.s.) and PECS (2.3 % vs 3.5 %; p = n.s.). All 
bleeding and PECS episodes were managed endoscopically or conservatively, 
whereas delayed perforations required surgery. Readmissions were fewer in 
the closure group (4.6 % vs 16.1 %; p < 0.05), with shorter mean hospital stays 
(2.2 ± 0.4 vs 3.4 ± 1.4 days; p < 0.05). Complete closure required a mean of 
9.1 ± 1.7 clips, and advanced closure systems were used in 32.2 % of cases (clo-
sure time 26.3 ± 7.4 min).
Conclusions  Combining prophylactic vessel coagulation with complete defect 
closure after colorectal ESD significantly reduces the risk of delayed bleeding. 
By decreasing DAE by 73 %, this dual approach represents an effective strategy 
to enhance post-ESD safety and minimize unplanned readmissions.
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Aims  Endoscopic submucosal dissection (ESD) carries risks of delayed bleed-
ing, perforation and stricture formation as it is not easily performed. While 
prophylactic closure is increasingly performed, comparative analysis between 
varying closure techniques and optimal closure strategy remain limited. We 
evaluated outcomes of different closure techniques including endoscopic 
hand-suturing (EHS) suturing, OversStitch, Hemoclips and no-closure.
Methods  We retrospectively analyzed 1267 consecutive colorectal ESD pro-
cedures. Closure methods as follows: no-closure (n = 819, 64.6 %), hemoclips 
(n = 319, 25.2 %), EHS (n = 70, 5.5 %), OverStitch (n = 59, 4.7 %), and Endoloop 
(n = 2, 0.2 %; excluded due to small sample size). Primary outcomes included 
composite adverse events (perforation, delayed bleeding, and stricture). status. 
Multivariable logistic regression and propensity score matching (3:1, caliper 
0.05) adjusted for confounders. Subgroup analyses included lesion size strati-
fication ( < 10cm vs > 10cm) and anticoagulation status
Results  Overall adverse event rate was 2.8 % (n = 35), including delayed bleed-
ing 0.5 % (n = 6), perforation 1.5 % (n = 19), and stricture 0.8 % (n = 10). Closure 
significantly reduced adverse events compared to no closure (0.89 % vs 3.79 %, 
p = 0.002; relative risk (RR) 0.24, 95 % CI: 0.08-0.68; absolute risk reduction 
(ARR) 2.9 %; number needed to treat (NNT) 35). Among closure devices, EHS 
achieved the lowest adverse event rate (n = 0, p = 0.003). In multivariable ad-
justed regression analysis, mucosal closure (OR 0.30, 95 % CI: 0.09-0.93, 
p = 0.037) and rectal location (OR 0.33, 95 % CI: 0.12-0.88, p = 0.027) remained 
protective. Propensity score matching (650 patients, AUC: 0.806) showed a 
trend toward benefit with closure (ATET -1.38 %, 95 % CI: -3.44 % to 0.67 %, 
p = 0.187). Lesions > 10cm (n = 150), closure reduced adverse events from 
9.52 % to 2.22 %, (ARR 7.3 %, NNT 14, p = 0.009). Lesions < 10cm (n = 1,117), 
closure reduced adverse events from 2.94 % to 0.74 % (ARR 2.2 %, NNT 46, 
p = 0.015). Among anticoagulated patients (n = 172), closure eliminated all 
adverse events compared to no-closure (0 % vs 7.58, p = 0.008, NNT 13). Hos-
pital stay was significantly shorter with closure (median 1 vs 2 days, p < 0.001). 
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Post-polypectomy syndrome was present in 4.18 % of all procedures. The inci-
dence varied significantly by closure method (p = 0.001): no closure 4.52 %, 
hemoclips 1.58 %, EHS 4.29 % and OverStitch 13.56 %. The higher PPS rate with 
OverStitch stems from the reservation of the devices for complex resections 
(lesion size mean: 98.9 ± 73.8mm).
Conclusions  Closure following colorectal ESD reduces adverse events, with 
greatest benefit in larger lesions ( > 10cm), and anticoagulated patients. No 
adverse events were experienced with EHS, though larger comparative studies 
are needed. The NNT of 14 for lesions > 10cm and NNT 13 for anticoagulated 
patients support routine closure in such high-risk patients.
Conflicts of Interest  Fatih Aslan has received grants and honoraria from Olym-
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Aims  Hypoxia occurs when tissues receive insufficient oxygen due to patho-
logical conditions (e.g., cancer, inflammation, diabetes) or non-pathological 
factors (e.g., high altitude). It is a hallmark of the tumor microenvironment and 
contributes to carcinogenesis and treatment resistance in many solid tumors. 
Oxygen saturation imaging (OSI) endoscopy is a non-invasive modality that 
enables real-time visualization of oxygen saturation on the gastrointestinal 
mucosal surface [1]. This study aimed to objectively assess oxygen saturation 
(StO₂) in colorectal polyps—including adenomas (ADs), hyperplastic polyps 
(HPs), and sessile serrated lesions (SSLs)—in comparison with the surrounding 
mucosa using OSI endoscopy, and to investigate the association between StO₂ 
and hypoxia-inducible factor 1α (HIF1α) expression.
Methods  This retrospective pilot study included consecutive colorectal lesions 
endoscopically resected at Juntendo University Hospital (Tokyo, Japan) be-
tween November 2021 and October 2022 using an OSI-equipped system. All 
lesions were evaluated using white-light imaging and OSI prior to resection. 
Lesions with unavailable or poor-quality OSI images and those pathologically 
diagnosed as adenocarcinoma were excluded. A total of 133 lesions from 30 
patients were analyzed: 78 ADs, 35 HPs, and 20 SSLs. Five regions of interest 
were randomly selected from each lesion and corresponding mucosa to obtain 
mean StO₂ values; ΔStO₂ was calculated as [lesion StO₂] – [surrounding muco-
sa StO₂]. Immunohistochemistry for HIF1α ( ≥ 10 % nuclear or cytoplasmic 
staining defined as positive) was performed on resected specimens. Clinico-
pathologic characteristics were reviewed, and statistical analyses were con-
ducted using the Mann–Whitney U test, Yates-corrected chi-square test, or 
Fisher’s exact test, with significance set at P < 0.05. Institutional ethical approv-
al was obtained.
Results  Among the 133 lesions, ADs, HPs, and SSLs did not differ significantly 
in patient age, sex, or macroscopic type. HPs were predominantly located in 
the distal colon, whereas SSLs were significantly larger than the other lesion 
types. Across all groups, mean StO₂ in lesions was significantly lower than in 
surrounding mucosa (ADs: P < 0.001; HPs: P = 0.005; SSLs: P = 0.049). ADs 

demonstrated significantly lower StO₂ than HPs and SSLs (ADs vs. HPs: P < 0.001; 
ADs vs. SSLs: P = 0.038).
Mean ΔStO₂ was –9.2 ± 7.7 for ADs, –3.5 ± 3.8 for HPs, and –4.7 ± 5.0 for SSLs. 
Absolute ΔStO₂ was significantly greater in ADs than in HPs (P < 0.001) and SSLs 
(P = 0.011), indicating that hypoxia was most pronounced in ADs. No significant 
difference in ΔStO₂ was observed between HPs and SSLs.
HIF1α expression was positive in 28/78 ADs (39.7 %), 0/35 HPs, and 2/20 SSLs 
(10.0 %). HIF1α positivity was significantly more frequent in ADs than in HPs 
(P < 0.001) and SSLs (P = 0.016). Among ADs, StO₂ values were significantly 
lower in HIF1α-positive lesions than in HIF1α-negative lesions (41.5 ± 4.3 vs. 
48.2 ± 4.7, P < 0.001). This inverse relationship indicates that reduced StO₂ on 
OSI corresponds to molecular hypoxia within precancerous lesions.
Conclusions  This study is the first to quantify StO₂ in colorectal polyps using 
OSI and demonstrates that ADs exhibit significantly lower StO₂ and greater 
ΔStO₂ than HPs, SSLs, and adjacent mucosa. These findings indicate that ADs 
harbor a hypoxic microenvironment despite being non-malignant, supporting 
the concept that hypoxia emerges early during colorectal neoplastic progres-
sion. The strong association between low StO₂ and high HIF1α expression fur-
ther supports OSI as a functional imaging modality capable of detecting phys-
iologically meaningful hypoxia.
OSI endoscopy provides real-time, non-invasive visualization of mucosal oxy-
genation and may complement morphological imaging by offering physiolog-
ical biomarkers for risk stratification. Although this was a single-center pilot 
study with a limited sample size, the results suggest that OSI may help identify 
biologically aggressive precursor lesions. Larger prospective studies—including 
evaluation of additional hypoxia-related markers and deeper tissue oxygena-
tion—are warranted to validate the clinical utility of StO₂ assessment in colorec-
tal tumorigenesis and its potential role in early detection and management 
strategies.
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Aims  Diverticular disease (DD) affects approximately 70 % of the Western pop-
ulation by the age of 80 and is associated with significant morbidity and mor-
tality. Chronic gastrointestinal symptoms are common (reported in up to 25 %), 
termed symptomatic uncomplicated diverticular disease (SUDD). Although 
surgical treatment is well-established, management options for chronic symp-
toms are limited and there are currently no prophylactic options. A pilot study 
described prophylactic endoscopic clipping of diverticula, demonstrating a 
closure rate of 87 % [1]. This RCT aims to establish whether elective endoscop-
ic clipping leads to lasting closure of diverticula and improvement in associat-
ed symptoms.
Methods  Eligible patients were recruited from dedicated diverticular clinics. 
Patients were randomised and blinded to either colonoscopy with endoscopic 
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clipping of diverticula or colonoscopy with ‘sham’ intervention. Symptoms were 
assessed prior to intervention using the Irritable Bowel Syndrome Symptom 
Severity Score (IBS-SSS). Follow-up with repeat endoscopic assessment and 
mapping of diverticula occurred at 3 and 12 months and repeat questionnaires 
at 3, 6 and 12 months.
Results  Eighty-four patients (mean age 57 ± 9.4; 51F) with symptomatic DD 
were included and randomised and blinded to receive either a sham procedure 
or clip-closure of all visible diverticula. At index colonoscopy there was a me-
dian of 22 (5-155) diverticula per patient. At 3 and 12 months, there was a 
statistically significant increase in closure rate (47 % vs -3 %, p < 0.0001; 34 % vs 
9 %, p = 0.032) and in symptom scores (41 % vs 12 %, p = 0.0036; 48 % vs 23 %, 
p = 0.012). At 12 months, the number of patients achieving symptom response 
( > 50 % reduction in symptom score) was 60 % vs 29 %, p < 0.008 (number need-
ed to treat (NNT) = 3.2) and symptom remission (SSS < 75) was 40 % vs 10 %, 
p = 0.002 (NNT = 3.3). Endoscopic clipping was shown to be an independent 
predictor of response at 12 months on multivariate analysis, with a 3-fold in-
crease in responders in the treatment group (OR 3.146, CI 1.179-87.80). There 
were fewer reported episodes of diverticulitis in the treatment group compared 
with sham (p = 0.03).
Conclusions  This trial demonstrates that prophylactic endoscopic clipping of 
DD leads to safe and lasting closure of diverticula with a statistically significant 
improvement in associated symptoms. These results support endoscopic clip-
ping as a novel therapeutic intervention in select patients.
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Aims  The endoscopic pressure study integrated system (EPSIS) is a system 
that continuously measures intraluminal pressure in the digestive tract while 
delivering carbon dioxide (CO₂) insufflation from the endoscope. It enables 
simultaneous assessment of endoscopic findings and intraluminal pressure. 
While we have previously validated EPSIS for assessing the lower esophageal 
sphincter and anorectal function, data on colonic pressure profiles remain lim-
ited. We aimed to evaluate the feasibility of colonic EPSIS during colonoscopy 
and investigate the impact of clinical and local factors on segmental pressure 
dynamics.
Methods  In this single-center retrospective study, we analyzed 50 consecutive 
patients who underwent colonoscopy with EPSIS between October and No-
vember 2025. Pressure measurements were obtained during scope withdraw-
al. CO₂ was insufflated into six colonic segments (cecum; ascending, transverse, 
descending, and sigmoid colon; rectum) until pressure equilibrium was reached 
or patient movement occurred. For each segment, initial pressure, maximum 
pressure, and the EPSIS waveform gradient were calculated. Associations with 
age, body mass index (BMI), elderly status ( ≥ 75 years), hyoscine butylbromide 
administration, and the presence of diverticula were evaluated.
Results  Procedural sedation was used in 47 patients (94 %), and the median 
pain visual analogue scale (VAS) score was 0 (interquartile range 0–0). Median 
maximum pressures ranged from 15.6 to 17.4 mmHg across all segments. Age 
and BMI showed no clear associations with maximum pressure or gradient in 

any segment. Comparing elderly and non-elderly patients, only the descending 
colon showed slightly lower maximum pressure and gradient in the elderly, 
while other segments showed no significant differences. Hyoscine butylbro-
mide use did not affect maximum pressure, but gradients in the ascending and 
transverse colon were significantly higher in patients not receiving the drug 
(0.60 vs. 0.35 mmHg/s, P < 0.01), with a similar trend in the descending colon. 
While ascending colon diverticula had no impact, sigmoid diverticula were 
associated with a significantly steeper gradient (0.92 vs. 0.28 mmHg/s, 
P < 0.001) without a significant difference in maximum pressure.
Conclusions  Colonic EPSIS during routine colonoscopy is feasible and allows 
for segmental assessment of intraluminal pressure and pressure-rise gradients. 
Age and BMI had minimal influence on colonic pressure profiles, whereas hy-
oscine butylbromide and sigmoid diverticula selectively modified the gradient 
rather than the maximum pressure. Together with previous rectal EPSIS data, 
these findings provide fundamental data on colonic pressure dynamics during 
colonoscopy.
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Aims  This study uses HCUP data (2019–2023) to examine racial and gender 
disparities in eosinophilic colitis among 2.7 million adult admissions. Findings 
aim to clarify how these factors influence incidence and guide improved diag-
nosis and management strategies.
Methods  We analyzed data from the Healthcare Cost and Utilization Project 
(HCUP) National Database, covering 2,748,576 adult hospital admissions from 
2019 to 2023 with a primary diagnosis of Eosinophilic colitis. The initial analy-
sis involved reviewing the dataset's structure, focusing on race, gender, and 
indicators of eosinophilic colitis. We summarized incidence rates by demo-
graphic factors and conducted chi-square tests to detect significant differenc-
es in incidence across various racial and gender groups. This involved using 
contingency tables to provide statistics and calculate p-values. Subsequently, 
logistic regression was employed to examine the relationships between race 
and gender as predictors and eosinophilic colitis as the dependent variable.
Results  From 2019 to 2023, among the 2,748,576 patients admitted, we fo-
cused on 10,211 patients with Eosinophilic colitis after performing propensity 
score matching. The logistic regression analysis revealed significant disparities 
in the incidence of Eosinophilic colitis based on race and gender. Whites were 
found to have the highest likelihood of developing the condition (coefficient: 
2.2411, p < 0.0001), followed by Blacks (coefficient: 1.0911, p < 0.0001), while 
Other Races showed a decreased likelihood (coefficient: -1.0702, p < 0.0001). 
There was no significant difference for Hispanics (coefficient: -0.0102, 
p = 0.9742). Additionally, males were less likely than females to develop the 
condition (coefficient: -0.1760, p < 0.0001), highlighting the significant impact 
of race and gender on the prevalence of the disease
Conclusions  Analysis of the HCUP National Database revealed racial and gen-
der disparities in eosinophilic colitis incidence, highlighting the interplay of 
genetics, environment, and healthcare access. Higher rates among white and 
Black populations suggest potential genetic or environmental influences, while 
lower incidence in males and Hispanics calls for further investigation. These 
findings emphasize the need for targeted interventions and tailored healthcare 
strategies to better manage eosinophilic colitis in diverse populations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Reliable histological confirmation of colorectal cancer is essential for 
staging and treatment planning. Conventional forceps biopsy (FB) often pro-
vides specimens that are too small or too superficial. This study examined 
whether a novel endoscopic cryobiopsy (CB) technique improves diagnostic 
adequacy.
Methods  In this prospective study, fresh surgical colorectal cancer specimens 
larger than 2 cm were longitudinally opened and sampled before fixation. Sam-
pling was performed by an endoscopist directly on the intact mucosal surface.
Two FB samples were obtained using disposable oval-spoon forceps (Ø 2.3 mm, 
180 mm, [Radial Jaw 4, large capacity, Boston Scientific, Marlborough, USA]). 
Four CB samples were obtained using a flexible 1.7-mmCB probe (length 115 
mm) powered by the ERBECRYO 2 console (Erbe Elektromedizin GmbH, Tübin-
gen, Germany). The probe tip was placed on the target tissue, freezing was 
activated via foot pedal, and the sample was released by rapid traction at pre-
defined freezing times of 1, 2, 3, and 4 seconds (CB1-4). Healthy mucosa was 
sampled before tumor tissue to avoid contamination.Primary endpoint was 
specimen length. Secondary endpoints included perforation, deepest histo-
logical layer reached in healthy tissue, tumor histology classification, and biop-
sy quality rated on a 0–3 Likert scale.
Results  Across six specimens, 48 CB samples and 24 FB samples were collect-
ed. Mean specimen length was 3.63 mm ± 1.25 for FB; 3.33 ± 0.89 for CB1; 
4.00 ± 0.95 for CB2; 5.17 ± 0.84 for CB3; and 4.75 ± 1.60 mm for CB4 (p < 0.001).
Depth analysis of healthy mucosa showed that FB reached lamina propria in 67 
percent and lamina muscularis mucosae in 33 percent. CB reached deeper 
layers more consistently. Submucosa was attained in 50 percent of CB1, 83 
percent of CB2, 83 percent of CB3, and 50 percent of CB4 samples; one CB4 
sample reached superficial muscularis propria (p = 0.013). No perforations were 
observed. Tumor biopsies revealed high-grade dysplasia (HGD) in 75 percent 
of FB samples and HGD suggestive of invasive cancer (HGD-SIC) in 25 percent. 
CB provided comparable or improved diagnostic granularity. CB3 identified 
one definitive adenocarcinoma, which was not detected by FB. Biopsy quality 
(Likert > 1) was achieved in 63 percent of FB samples, 92 percent of CB1 and 
CB2 samples, 100 percent of CB3 samples, and 92 percent of CB4 samples 
(p = 0.032).
Conclusions  This novel cryobiopsy technique, using a flexible 1.7-mm probe, 
consistently produced larger, deeper, and higher-quality tissue specimens than 
standard forceps biopsy. A freezing time of 3 seconds offered the most favora-
ble balance of size, depth, and diagnostic yield. Cryobiopsy may provide a mean-
ingful diagnostic advantage in colorectal lesions where depth of invasion remains 
uncertain and could support more precise therapeutic decision-making.
Conflicts of Interest  Erbe Elektromedizin GmbH, Tübingen, Germany provid-
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Aims  Colorectal Cancer (CRC) is the second-leading cause of cancer-related-
mortality in Europe and the United States, but early detection boosts the 5-year 
relative survival rate to 91 %. While colonoscopy remains the goldstandard for 
screening, its invasive nature reduces adherence. Although lessinvasive stool-
based and emerging blood-based biomarker tests have greatlyadvanced 
screening efforts, new biomarker combination strategies areneeded to enhance 
accuracy, particularly for detecting early-stage CRC andadvanced adenomas 
(AA). In this study, part of the Horizon Europe-fundedDIOPTRA project for Mis-
sion Cancer, a mechanism-based protein biomarkerapproach to improve early 
detection was investigated.
Methods  A discovery clinical study was conducted involving 260 individuals 
undergoingcolonoscopy to collect blood samples for biomarker analysis. Based 
oncolonoscopy findings and subsequent histopathological evaluation,partici-
pants were classified into four groups: Negative (no findings orhyperplastic 
polyps), Non-advanced adenoma (NAA), Advanced adenoma(AA), and Colorec-
tal cancer (CRC). Each sample was analyzed using Olink’snext-generation pro-
teomics platform, which employs proximity extensionassay (PEA) technology 
to quantify 3,072 plasma proteins. In parallel, bead-based multiplex assays 
(Luminex xMAP technology) were used to measure26 cancer-specific autoantibod-
ies, providing complementary insights intoimmune responses. Integrated bioin-
formatic analyses combining protein andautoantibody data were performed to 
identify potential biomarker signaturesassociated with CRC and AA.
Results  The Olink proteomic analysis identified a 12-protein signature capable 
ofaccurately discriminating between the four study groups. Using a 5-fold 
cross-validation scheme, the linear combination of these proteins achieved 
asensitivity of 98.1 % (95 % CI: 90.1–100.0 %) for colorectal cancer (CRC)detec-
tion and a specificity of 93.1 % (95 % CI: 77.2–99.2 %) for advancedneoplasia 
(calculated by combining the Healthy and NAA groups).Importantly, the mod-
el demonstrated a 100.0 % sensitivity (95 % CI:85.8–100.0 %) for stage I/II CRC 
and 50.0 % sensitivity (95 % CI: 37.0–63.0 %)for advanced adenomas (AA), 
highlighting the potential of circulating proteinsignatures for detecting both 
early-stage cancer and advanced precancerouslesions. In parallel, autoantibody 
profiling revealed eight autoantibodiesexhibiting markedly elevated fluores-
cence signals (Net MFI &gt; mean + 6 SD) in3 CRC and 8 AA cases compared to 
the overall study population. Theinclusion of these autoantibody markers en-
hanced the overall specificity of theproteomic signature, particularly for the 
AA group.
Conclusions  The combination of highly cancer-specific autoantibodies with 
sensitiveprotein biomarker panels in blood can substantially improve early de-
tectionperformance. Ongoing work focuses on developing multiplex immuno-
assaysfor these biomarkers to independently validate the findings and to as-
sessanalytical and clinical performance in a larger validation cohort from 
theDIOPTRA studies (N = 1,600 participants). This integrated protein biomark-
ersignature has the potential to enable more accurate, minimally invasive-
colorectal cancer screening, facilitating detection of both malignant andpre-
cancerous lesions at earlier and more treatable stages.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Post-ESD surveillance guidelines remain heterogeneous, with many 
centers favoring early surveillance colonoscopy (SC) despite low recurrence 
rates aftercurative resection. This study aimed to evaluate the safety and out-
comes of delayed SC afterR0 colorectal ESD for benign lesions and to identify 
risk factors for metachronous advanced neoplasia.
Methods  We retrospectively analyzed 1,097 patients who underwent colorec-
tal ESDbetween 2013 and 2021. Clinical, procedural, and histological charac-
teristics were recorded. Among 778 patients with available surveillance data, 
outcomes were compared between those who had early SC ( < 12 months) and 
those with delayed SC ( > 24 months). Rates of recurrence, advanced neoplasia, 
and colorectal cancer were assessed. Risk factors for metachronous advanced 
neoplasia were evaluated via univariate and multivariate analysis.
Results  Mean patient age was 74.3 ± 10.8 years; 54.1 % were male. En bloc and 
R0 resection rates were 95.8 % and 83.3 %, respectively. Among patients with 
surveillance data, 82.6 % underwent early SC, and 17.4 % had late-only SC. The 
rate of advanced adenoma at first SC was low and comparable between early 
and late groups (3.9 % vs. 6.7 %, p = 0.167).The overall rate of metachronous 
advanced adenoma was 6.5 %, with no significant difference between early and 
late strategies (6.1 % vs. 8.9 %, p = 0.25). All four colorectal cancers were de-
tected in the early group; none occurred in the late-only group. Recurrence on 
the ESD scar was rare (1.5 % overall), and no late recurrences occurred after a 
normalSC1. The only significant predictor of metachronous advanced neopla-
sia was the number of synchronous lesions at index colonoscopy (OR 1.16, 95 % 
CI 1.07–1.27; p &lt; 0.01).
Conclusions  Delayed surveillance colonoscopy 3 years after R0 colorectal ESD 
for benign lesions appears safe and effective in selected patients. The multi-
plicity of synchronous lesions could guide risk stratification. These findings 
support extending SC intervals aftercurative ESD, with potential to reduce 
unnecessary procedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In patients with concomitant common bile duct (CBD) and gallbladder 
stones who are at high surgical risk, cholecystectomy is often unfeasible. En-
doscopic transpapillary gallbladder drainage (ETGBD) has been increasingly 
adopted as a less invasive alternative, but evidence regarding its preventive 
effect on recurrent biliary events remains limited. We aimed to evaluate the 
long-term preventive effect of ETGBD compared with observation in surgically 
unfit patients with both CBD and gallbladder stones.
Methods  This single-center, retrospective cohort study included consecutive 
high-risk surgical patients who had both common bile duct (CBD) stones and 
gallbladder stones and underwent endoscopic CBD stone removal between 
January 2010 and July 2024. High surgical risk was defined as American Socie-
ty of Anesthesiologists (ASA) class ≥ III, significant cardiopulmonary comorbid-
ity, or age ≥ 80 years. Patients who underwent successful ETGBD with maintained 
gallbladder drainage were compared with those managed by observation. The 
primary outcome was the occurrence of overall biliary events, including acute 
cholecystitis, acute cholangitis, and recurrent CBD stones. Propensity score–based 
overlap weighting was applied to adjust for confounding.
Results  Among 220 eligible patients, 41 underwent ETGBD and 179 were 
managed with observation. Overall biliary events occurred significantly less 
frequently in the ETGBD group. ETGBD was associated with a markedly lower 
risk of overall biliary events in both univariable and multivariable analyses (mul-
tivariable HR 0.166, 95 % CI 0.039–0.695; p = 0.014). This association remained 
robust after overlap weighting (HR 0.182, 95 % CI 0.043–0.759; p = 0.019).
In event-specific analyses, ETGBD significantly reduced the risk of recurrent 
CBD stones (multivariable HR 0.100, 95 % CI 0.013–0.748; p = 0.025), while the 
risks of acute cholangitis and acute cholecystitis were comparable between 
groups. ETGBD did not increase ERCP-related adverse events.
Conclusions  ETGBD significantly reduced recurrent biliary events and demon-
strated a clear protective effect against recurrent CBD stones in high-risk sur-
gical patients with concomitant CBD and gallbladder stones. ETGBD may serve 
as a practical, durable, and clinically meaningful alternative therapy for patients 
who are unsuitable for cholecystectomy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS)-directed transenteric/trangastric endo-
scopic retrograde cholangiography (EDEE) using lumen-apposing metal stents 
(LAMS) has emerged as a minimally invasive alternative for selected benign and 
malignant gastrointestinal conditions. Although short-term technical and clin-
ical success rates are high, long-term durability, stent-related complications, 
and need for reintervention remain incompletely defined.
The aim of the present study is to evaluate long-term clinical, endoscopic, and 
technical outcomes of EDEE performed in a high-volume tertiary referral center 
to treat benign adverse events of bilio-digestive anastomosis.
Methods  We conducted a prospective observational study including consec-
utive patients undergoing EDEE between 2018 and 2020 with minimum fol-
low-up of 5 years. Clinical indications, type of surgery, technical details, and 
early adverse events were recorded. Primary endpoints were long-term clinical 
success and anastomotic patency. Secondary endpoints included late adverse 
events (LAMS obstruction, migration, erosions), recurrence rate, need for en-
doscopic or surgical reintervention, and predictors of long-term failure. Statis-
tical analysis was performed including multivariate tests [1–3].
Results  A total of 40 patients were included, with a median follow-up of 63 
months. All the patients underwent hepaticojejunostomy on Roux-en-Y loop 
due to iatrogenic biliary damage in 14 patients and due to oncological resection 
in 36 patients. Technical and early clinical success were achieved in 100 % and 
97,5 %, respectively. One patient had a recurrence of neoplastic stricture. Anas-
tomotic patency at final follow-up was 97,5 %. LAMS for EDEE was still in place 
in 10 patients uneventfully. Late adverse events occurred in 2,5 % of cases (re-
current cholangitis without recurrent anastomotic stricture due to HCC), man-
aged conservatively. Recurrence of the stricture occurred in 4,6 % and was re-
treated endoscopically in all the cases. Recurrence occurred in case of 
ischemic cholangiopathy involving the intrabiliary ducts (p 0.01) in all cases 
during the first 12 months of follow-up.
Conclusions  In a tertiary referral setting, EDEE demonstrates excellent long-
term durability, high anastomotic patency, and manageable late adverse 
events. The correct rationale in treating biliary adverse events is crucial to ob-
tain long-term favorable outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate whether endoscopic papillary large-balloon dilation (EPLBD) 
increases the risk of late cholangitis compared with standard dilation (EPBD) 
due to potential long-term impairment of the sphincter of Oddi, in patients 
treated for common bile duct (CBD) stones, using propensity score matching 
to reduce the effect of baseline confounding factors [1–7].
Methods  This multicenter retrospective cohort study included adults under-
going ERCP with balloon dilation for choledocholithiasis at 33 Italian centers 
(2014–2023). Patients treated with EPLBD ( ≥ 12 mm) or EPBD ( < 12 mm) were 
eligible if complete duct clearance was achieved. The primary outcome was 
late cholangitis, defined as cholangitis occurring more than 30 days after ERCP. 
A propensity score was computed from main clinical and anatomical variables 
to create comparable EPLBD and EPBD groups, minimizing the influence of 
baseline imbalances (▶Table 1).
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▶Table 1	  Baseline characteristics of patients undergoing EPLBD vs EPBD before and after propensity score matching

Variable EPLBD 
Unmatched 
(n = 752)

EPBD 
Unmatched 
(n = 173)

SMD 
( %)

EPLBD Matched 
(n = 173)

EPBD Matched 
(n = 173)

SMD 
( %)

Age, years (mean) 74.4 72.5 14.8 72.2 72.5 –2.3

Male sex, % 48.7 63.1 –29.2 64.2 63.0 2.5

CBD diameter, mm (mean) 15.8 12.0 102.8 11.9 12.0 –3.0

Largest stone diameter, mm 13.8 9.7 97.5 9.6 9.7 –3.5

No. of stones = 1, % 29.2 32.4 –6.8 35.5 32.4 6.5

No. of stones = 2, % 15.2 11.4 11.3 11.6 11.4 0.5

No. of stones ≥ 3, % 55.6 56.3 –1.4 52.9 56.3 –7.0

Periampullarydiverticulum, % 23.4 34.1 –23.7 33.0 34.1 –2.0

Previouscholecystectomy, % 44.6 36.4 16.8 36.4 36.4 0.0

Previous ERCP, % 46.4 41.5 10.0 44.5 41.5 6.0

Results  A total of 990 patients were included, of whom 342 were successfully 
matched (171 per group). Procedural outcomes and early adverse events were 
similar between techniques (CBD clearance at index ERCP: EPLBD 87.3 % vs EPBD 
80.3 %, p = 0.08; mechanical lithotripsy: 12.1 % vs 11.0 %, p = 0.74; cholangios-
copy-assisted lithotripsy: 2.3 % vs 4.6 %, p = 0.24; PEP: 2.3 % vs 4.0 %, p = 0.34; 
bleeding: 5.8 % vs 6.4 %, p = 0.82; perforation: 2.3 % vs 0.6 %, p = 0.12; early 
cholangitis: 2.9 % vs 5.8 %, p = 0.19). Over a mean follow-up of approximately 
three years, late cholangitis occurred in 7.9 % of matched patients (EPLBD 6.4 % 
vs EPBD 9.4 %, p = 0.32), with no significant difference between EPLBD and 
EPBD, consistent with findings in the unmatched cohort (9.8 % vs 9.4 %, 
p = 0.85). Recurrent choledocholithiasis was the main driver of late cholangitis, 
but a substantial proportion (about one-third) occurred without stones. Over-
all long-term biliary events (late cholangitis and/or stone recurrence) occurred 
in 15.2 % of matched patients, with identical rates between EPLBD and EPBD.
Conclusions  In this large, balanced cohort, large and standard dilation demon-
strated comparable long-term safety, with no evidence that EPLBD increases 
the risk of late cholangitis. Late biliary events were primarily driven by stone 
recurrence. These findings suggest that the choice between large and standard 
dilation should be guided mainly by stone characteristics and technical feasi-
bility rather than concerns about long-term complications.
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Aims:  Current international guidelines regarding the treatment of obstructive 
chronic pancreatitis (CP) differ in their recommendations and reserve a minimal 
role for advanced endoscopic interventional therapy utilizing pancreatoscopy- 
guided intraductal lithotripsy. The aim of this multidisciplinary international 
survey is to provide an overview of current expert opinion of pancreatologists 
pertaining the role of advanced endoscopic treatment in painful obstructive 
CP.
Methods: An international online survey was conducted among expert pan-
creatologists that were systematically selected by being affiliated with member 
associations specializing in pancreatic diseases (European Pancreatic club and 
Dutch Pancreatitis study group) or the European Cholangioscopy group and 
identified through a literature search. For the literature search experts were 
selected based on publication record from the past 5 years. The survey consist-
ed of five different domains: demographics, endoscopic equipment and tech-
nique, clinical practice, case vignettes and statements.
Results:  Among the 95 pancreatologists who participated in the survey, 59 
(62 %) were gastroenterologists and 36 (38 %) were surgeons with a median 
clinical experience of 15 years (IQR 16). 78 % of the pancreatologists were based 
in Europe. Overall, 70 % of pancreatologists reported adherence to the ESGE 
guideline and the majority (61 %) did not support the most recent ASGE rec-
ommendation favoring primary surgical management. Based on the state-
ments, nearly all gastroenterologist (98 %) and most surgeons (89 %) agreed 
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that a subset of patients with CP is initially best managed with endoscopic 
therapy. Regarding endoscopic interventions, 86 % of gastroenterologist re-
ported performing pancreatoscopy- guided intraductal lithotripsy, either oc-
casionally or routinely, in the management of CP. Based on responses to case 
vignettes, 78 % of pancreatologists identified the presence of pancreatic duct 
stones in the head measuring > 5 mm with upstream ductal dilatation > 5 mm 
as key finding favoring endoscopic therapy. In contrast, surgery is favored in 
patients with an enlarged pancreatic head ( > 4 cm), stones in the pancreatic 
tail, or intraparenchymal calcifications by 54 %, 68 % and 57 % of the respond-
ents, respectively.
Conclusions:  This international expert survey showed that despite some 
guideline recommendations most pancreatologists preferentially employ en-
doscopic therapy including pancreatoscopy- guided intraductal lithotripsy 
rather than primary surgery in selected patients with painful obstructive CP. 
Further research into optimal treatment selection criteria based on individual 
patient characteristics is warranted.
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Aims  Bile leak is a common complication after cholecystectomy, requiring 
timely management to prevent life-threatening outcomes. Endoscopic retro-
grade cholangiopancreatography (ERCP) is essential in treatment, but large 
data concerning optimal timing and technique selection are unavailable. This 
study evaluates whether the timing of ERCP influences healing and if different 
bile duct injuries affect outcomes.
Methods  Data from a prospectively maintained database over 25 years (2001–
2025) included 143 patients (M/F:51.5 %/48.5 %, mean age 63 ± 17) undergoing 
ERCP for bile leaks after cholecystectomy.
Results  Most leaks followed laparoscopic cholecystectomy (n = 87, %) while 53 
followed open procedure and 3 initially lap procedures that were converted to 
open. The median time from leak to ERCP was 7 days (min: 1 – max: 72). Strasberg 
classification was; Strasberg A in 87/140 (62.15), C in 7/140 (5.0 %), D in 38/140 
(27.1 %), E in 8/140 (5.7 %) while in 3/143 identification of the exact bile leak site 
was not possible. When excluding patients with Strasberg E leaks necessitating 
surgery (n = 135) bile leak healing was observed in 121/130 (93.1 %) (data concern-
ing healing rates not available in 5/135 patients). Stent placement improved heal-
ing rates (104/109, 95.4 % vs.17/21, 81.0 %, p = 0.037), with no difference between 
pig-tail and (Amsterdam) straight plastic stents (92.3 % vs 97.7 %, p = 0.348). Re-
tained CBD Stones (17/19, 89.5 % vs 104/111, 93.7 % if no stones, p = 0.389) or CBD 
strictures (17/18, 94.4 % vs 104/112, 92.9 % if no stricture, p = 0.638) did not affect 
outcomes. Patients with Strasberg A bile duct injury showed greater, numerically, 
healing rates but not in a statistically significant way, when compared with patients 
with Strasberg C or D injuries (83/87, 95.4 % vs 38/43, 88.4 %, p = 0.133) Leaks from 
the cystic duct stump had a 96.8 % (n = 61/63) resolution rate, whereas gallbladder 
bed leaks healed in 88 % (n = 22/25). The median healing time was 2 days (min: 1 
– max: 25), unaffected by stent placement or ES alone (p = 0.925), but later ERCP 
correlated with longer healing (RR: 0.317, p = 0.002). Post right aberrant bile leak, 
time for healing was longer than leaks from other sites(median: 11 days (min : 7 

– max: 32) vs 2 days (min: 1 – max: 25), p = 0.001). Submitting the patients to ERCP 
during the first week from the operation was correlated with quicker resolution 
(p = 0.003) while tended but was not correlated with higher healing rates (98.5 % 
vs 92.2 % if submitted to ERCP after the 7th day, p = 0.106).
Conclusions  ERCP with stenting remains the first-line approach for minor bile 
leaks after cholecystectomy. Early ERCP accelerates healing, emphasizing the 
importance of prompt intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Danish national colorectal cancer screening program was introduced 
in 2014 and includes a fecal immunochemical test (FIT) followed by a colonos-
copy in case of a positive FIT ( ≥ 20 μg fecal hemoglobin/g feces). Following 
positive FITs, however, colonoscopy will not detect advanced neoplasia (AN) in 
most cases. Previous studies indicate that positive FITs in these cases might 
stem from prevalent cancer in the upper gastrointestinal tract or precursors 
hereof. We investigated the relative risk of upper gastrointestinal cancer after 
a positive FIT in the Danish national colorectal cancer screening program to 
elucidate whether FIT-positive participants without AN might benefit from 
follow-up esophagogastroduodenoscopy.
Methods  We performed a population-based cohort study utilizing existing 
Danish health registries. We identified all participants who underwent FIT as 
part of the screening program during 2014-2019 and grouped them according 
to their FIT and colonoscopy result into: 1) FIT-positives with AN (FIT + /AN + ), 
2) FIT-positives without AN (FIT + /AN-), and 3) FIT-negatives (FIT-). We then 
followed all groups separately from six months after the first-time FIT until first 
occurrence of esophageal, gastric, or duodenal (EGD)-cancer, death, or 3.5 
years. We used Cox proportional-hazards regression analyses to calculate crude 
and adjusted hazard ratios (HRs) as a measure of the relative risk of EGD-cancer 
after a positive FIT. FIT- participants served as the reference. We included sex, 
age, and Charlson Comorbidity Index score in the adjusted model.
Results  We included 1.399.566 participants with a first-time FIT. Of them, 
29,462 (2.1 %) were FIT + /AN + , 54,028 (3.8 %) were FIT + /AN-, and 1.316.076 
(94.0 %) were FIT-. We observed 86 EGD-cancers among FIT + /AN + , 132 among 
FIT + /AN-, and 1,574 among FIT-. The corresponding adjusted HRs were 1.63 
(95 % confidence interval [CI]: 1.26-2.11) when comparing FIT + /AN + with FIT- 
and 1.65 (95 % CI: 1.35-2.01) when comparing FIT + /AN- with FIT-. The relative 
risks were particularly increased for esophageal cancers (HR: 1.76 [95 % CI: 
1.20-2.58] when comparing FIT + /AN + with FIT- and 1.83 [95 % CI: 1.37-2.46]) 
when comparing FIT + /AN- with FIT-.
Conclusions  In the Danish colorectal cancer screening program, subjects with a 
positive FIT had an increased relative risk of EGD-cancer regardless of the detection 
of AN at colonoscopy, as compared with subjects with a negative FIT. Absolute risk 
measures are needed for final clinical recommendations to be made.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Current diagnostic standards, such as multichannel intralu-
minal impedance-pH (MII-pH) monitoring, excel at quantifying esophageal 
reflux burden. However, dynamic, functional evaluation of the anti-reflux bar-
rier is currently lacking. Standard methods do not visualize the mechanical 
integrity of the barrier in real time. Therefore, a modality capable of simulta-
neously evaluating structural anatomy and functional physiology is needed to 
fill this diagnostic gap.
Innovation  We recently proposed the Phase Concept as a dynamic functional 
evaluation method for the anti-reflux barrier (Digestive Endoscopy 2024). To 
evaluate this concept clinically, we developed the Endoscopic Functional Study 
Integrated System (EFSIS), which integrates endoscopic pressure assessment 
(EPSIS) with high-resolution manometry (HRM). EFSIS enables the simultaneous 
evaluation of endoscopic findings, intragastric pressure, and esophageal mo-
tility on a single screen during gastric insufflation. This "provocative test" visu-
alizes the four-phase mechanism: Phase 1 (cardia closure), Phase 2 (LES con-
traction), Phase 3A (UES contraction), and Phase 3B (esophageal peristalsis). 
Following our technical report (Endoscopy E-Videos 2025), this study assessed 
the feasibility and clinical utility of EFSIS in a consecutive patient series.
Results  We retrospectively analyzed 28 patients who underwent EFSIS be-
tween August 2024 and September 2025. Median age was 56 years (18 males); 
median BMI was 22.8. All procedures were completed without adverse events 
(median time: 7 minutes).
Phase interpretability was high: Phase 1 (100 %), Phase 2 (100 %), Phase 3A 
(92.9 %), and Phase 3B (89.3 %). The three non-assessable cases showed strong 
Phase 2 LES contraction preventing reflux, indicating a physiological block rath-
er than technical failure.
In a subgroup of 14 patients with MII-pH data, mean EFSIS scores (scale 0–8; 
higher indicates better integrity) showed varying trends across phenotypes: 
GERD 4.8, reflux hypersensitivity 6.4 (bimodal), and functional heartburn 7.5. 
These preliminary observations suggest potential phenotype-dependent pat-
terns of the anti-reflux barrier.
Conclusions  EFSIS provides a novel, phase-based visualization of the anti-reflux 
barrier by integrating real-time endoscopic and manometric physiology. This 
feasibility study demonstrated high interpretability and procedural safety. The 
results suggest the potential of EFSIS to identify functional variations among 
GERD, reflux hypersensitivity, and functional heartburn, warranting further 
evaluation in larger prospective cohorts.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adding magnification observation to image-enhanced endoscopy has 
been shown to provide high diagnostic accuracy for oesophageal carcinoma. 
Although magnifying endoscopy is mainly used in pre-treatment evaluation 
for superficial oesophageal cancer, its adoption in daily practice remains limit-
ed. Recently, a high-resolution ultrathin transnasal endoscope (with a 5.8 mm 

distal end diameter) has become available, allowing approximate visualisation 
of microvascular patterns at close range. However, no prospective study has 
directly compared the diagnostic accuracy of magnifying and ultrathin endo-
scopes for pharyngeal and oesophageal squamous cell carcinoma (SCC). Thus, 
the diagnostic performance of ultrathin endoscopy remains to be elucidated.
Methods  This was a multicentre, prospective, randomised, non-inferiority 
trial conducted between August 2023 and March 2025. Eligible participants 
were patients with current or previous SCC in the head and neck or oesophagus. 
Patients were randomly assigned to either the magnifying endoscope group 
(EG-760Z, Fujifilm) or the ultrathin endoscope group (EG-840N). Both endo-
scopes were fitted with a distal attachment and inserted orally under sedation. 
The pharynx and oesophagus were examined using Blue Light Imaging (BLI). 
When a lesion suspected to be SCC was identified, close-up observation was 
performed with the ultrathin endoscope, and magnified observation with the 
magnifying endoscope. Endoscopic diagnosis (SCC or non-SCC) and diagnostic 
confidence (high or low) were recorded based on microvascular changes. After 
the first endoscopy, the other endoscope was used for a second examination 
in the same manner. Iodine staining and biopsy were subsequently performed 
for all SCC suspected lesions, and histopathology served as the gold standard. 
The primary endpoint was the detection rate of superficial pharyngeal and 
oesophageal SCC. Secondary endpoints included the diagnostic accuracy and 
diagnostic confidence level of magnifying and ultrathin endoscopy (▶Table 1).

▶Table 1	 

Ultrathin Magnifying

Pharynx

SCC suspected lesions, 19 10

Histological SCC, n 10 6

Diameter, median (range), mm 10 (8-40) 10 (10-60)

Macroscopic type, 0-I / 0-IIa, 0-IIb, 0-IIc, n 4 / 2, 3, 1 2 / 3, 1, 0

Location, Oropharynx / Hypopharynx 1 / 9 3 / 3

Treatment, Local resection/ CRT, n 7 / 3 2 / 4

Oesophagus

SCC suspected lesions, n 44 39

Histological SCC, n 20 18

Location of the SCCs, Ce/Ut/Mt/Lt, n 1 / 8 / 10 / 1 0 / 8 / 8 / 2

Diameter, median (range), mm 10 (5 – 40) 10 (5 – 50)

Macroscopic type, 0-I/0-IIa, 0-IIb, 
0-IIc/0-III, n

1/1, 12, 5/1 1/2, 8, 7/0

Treatment, ESD/SR/CRT/Observation 10/1/7/2 12/2/4/0

Depth of invasion, EP/LPM/MM/SM1/
SM2-3

2/8/0/1/0 2/9/1/1/1

Results  A total of 148 patients were enrolled, and eight expert endoscopists par-
ticipated in the study. The detection rates of superficial pharyngeal and oesopha-
geal SCC were 93.3 % (28/30) for the ultrathin endoscope and 87.5 % (21/24) for 
the magnifying endoscope. The lower bound of the 90 % confidence interval for 
the difference exceeded the predefined non-inferiority margin of –10 %. Sensitiv-
ity and specificity (Ultrathin vs. Magnifying) were 80.0 % vs 79.2 % and 74.6 % vs 
74.0 %, respectively, showing no statistically significant difference. The proportion 
of high-confidence diagnoses was 42.9 % with the ultrathin endoscope and 57.1 % 
with the magnifying endoscope, with no significant difference.
Conclusions  BLI using the novel ultrathin endoscope demonstrated diagnos-
tic performance equivalent to that of magnifying endoscopy for detecting and 
diagnosing superficial pharyngeal and oesophageal SCC.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastroesophageal reflux disease (GERD) is a well-recognized complica-
tion following peroral endoscopic myotomy (POEM), yet reliable predictive 
factors remain limited. Identifying patients at higher risk of post-POEM GERD 
continues to be a clinical challenge. The functional lumen imaging probe (FLIP) 
assesses esophagogastric junction (EGJ) distensibility, diameter, and contractile 
response, offering a potential tool for predicting post-procedure outcomes. 
This study aims to evaluate the predictive value of peri-procedural FLIP metrics 
obtained pre-POEM and at 3-month follow-up and examine their utility in iden-
tifying patients at risk for post-POEM GERD.
Methods  This prospective cohort study included patients with primary acha-
lasia who underwent POEM at a tertiary care center between March 2020 and 
June 2025 and completed 3-month follow-up endoscopy and FLIP assessment. 
GERD was defined as the presence of LA Grade B–D erosive esophagitis, peptic 
stricture, or biopsy-proven Barrett’s esophagus. In the absence of endoscopic 
evidence of GERD, patients underwent wireless pH monitoring; GERD was di-
agnosed if acid exposure time (AET; % time pH < 4) was ≥ 6 %. FLIP measurements 
included EGJ distensibility index (DI) at 60 mL and maximum EGJ diameter at 
60–70 mL. Contractile response (CR) was categorized using established crite-
ria (▶Table 1).

▶Table 1	 

Total 
cohort 

No GERD GERD p-value 

N 153 74 (48.4 %) 79 (51.6 %) 

FLIP Distensibility 
(mm²/mmHg) at 
60mL Pre-POEM 
(median + IQR) 

1.3 (0.8 
– 2.1) 

1.2 (0.8 
– 1.9) 

1.3 (0.6 
– 2.5) 

0.773 

FLIP Diameter 
(mm) at 70mL 
Pre-POEM 
(median + IQR) 

9.1 (6.8 
– 12.0) 

8.2 (6.4 
– 11.6) 

10.0 (7.0 
– 12.2) 

0.111 

FLIP Distensibility 
(mm²/mmHg) at 
60mL Post-POEM 
(median + IQR) 

5.4 (4.1 
– 6.9) 

5.0 (3.7 
– 6.6) 

6.0 (4.5 
– 7.2) 

0.040*

FLIP Diameter 
(mm) at 70mL 
Post-POEM 
(median + IQR) 

17.2 (15.1 
– 18.8) 

16.8 (14.6 
– 18.1) 

17.8 (16.0 
– 19.0) 

0.028*

Results  A total of 153 patients were included (45.1 % female; median age 61.5 
years [IQR 44.6–73.4]). Achalasia subtypes included type I (9.2 %), type II 
(75.1 %), and type III (15.6 %). Median myotomy length was 6.0 cm (IQR 6.0–
8.0), and clinical success (Eckardt score ≤ 3) was achieved in 92.8 %. Objective 
GERD was identified in 79 patients (51.6 %). GERD was significantly associated 
with older age and type III achalasia. Patients with GERD had a higher post-PO-
EM EGJ diameter at 70 mL (median 17.8 mm [IQR 16.0–19.0] vs 16.8 mm [IQR 
14.6–18.1]; p = 0.028) and higher EGJ-DI at 60 mL (6.0 mm²/mmHg [IQR 4.5–
7.2] vs 5.0 mm²/mmHg [IQR 3.7–6.6]; p = 0.040). Thresholds of EGJ diame-
ter > 16.75 mm and EGJ-DI > 5.45 mm²/mmHg discriminated patients who 
developed GERD. Age and type III achalasia were independent predictors.

Conclusions  Higher post-POEM EGJ diameter and distensibility on FLIP are 
significantly associated with the development of GERD. These findings support 
the use of post-procedure FLIP metrics to identify patients at increased risk for 
reflux after POEM.
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Aims  Postoperative esophageal stricture is the most common complication 
following circumferential endoscopic submucosal dissection (ESD) for esoph-
ageal neoplasia. It significantly impairs nutrition and quality of life. While the 
main predictors are the circumferential and longitudinal extent of the mucosal 
defect and fibrosis, the underlying mechanisms remain unclear. This pilot study 
aimed to explore the fibrotic molecular signature associated with post-ESD 
stricture by evaluating the expression of fibrosis- and EMT-related genes.
Methods  Among 19 patients who underwent circumferential ESD, 12 (63.2 %) 
developed post-ESD strictures. The cohort included six patients with Bar-
rett’s-related adenocarcinoma (pT1a) and six with squamous neoplasia (four 
pT1b SCCs and two pTis). Steroid prophylaxis was applied in 58.3 % of cases. 
RT-qPCR was used to quantify gene expression (2^-ΔCt) in post-resection tis-
sues, and findings were compared between stenotic and non-stenotic patients.
Results  Stricture tissues showed increased expression of several EMT- and fi-
brosis-related genes, including TWIST1, ZEB1, FAP, TGF-β, FN1, COL3A1, and 
COL5A1. When stratified by lesion type, Barrett’s-related cases exhibited dis-
tinct expression profiles. Notably, ACTA2 expression was lower in stenotic pa-
tients (mean ± SD: 0.044 ± 0.033) compared to non-stenotic controls 
(0.118 ± 0.036), p = 0.11; 95 % CI [–0.171, 0.023]. PDGFRB was modestly ele-
vated in stenotic tissues (0.139 ± 0.058 vs. 0.095 ± 0.088), though not statisti-
cally significant (p = 0.53; CI [–0.155, 0.244]). Immunohistochemistry con-
firmed elevated expression of TWIST1, FAP, and α-SMA, along with marked 
collagen deposition.
Conclusions  Although a pilot study, our findings provide novel evidence that 
EMT activation and fibroblast-driven remodeling are key drivers of post-ESD 
esophageal strictures. Distinct molecular signatures in Barrett’s versus squa-
mous neoplasia suggest lesion-specific fibrotic pathways beyond the extent of 
mucosal injury. If confirmed, these preliminary insights highlight potential 
targets for developing strategies to prevent or treat esophageal strictures.
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Aims  Endoscopy with histopathological assessment of esophageal biopsies is 
the cornerstone of eosinophilic esophagitis (EoE) diagnosis and characteriza-
tion. This study aimed to evaluate temporal changes in endoscopic practice for 
EoE using data from the European EoE CONNECT registry, and to assess its in-
fluence on diagnostic delay (DD).
Methods  A cross-sectional analysis of the EoE CONNECT registry included EoE 
patients from 50 hospitals accross four European countries, registered up to 
6th of October 2025. EoE was defined according to international diagnostic 
criteria, requiring symptoms of esophageal dysfunction and a peak eosinophil 
count ≥ 15 eosinophils per high-power field, in at least one esophageal biopsy. 
Hospitals were classified as high-volume if they had enrolled ≥ 200 patients. 
Data distribution was tested using the Shapiro–Wilk test. Categorical variables 
were compared using χ² or Fisher’s exact tests. Temporal correlations between 
diagnostic delay and year of diagnosis were examined using simple linear re-

gression analysis. Pairwise comparisons of diagnostic sensitivity among eso-
phageal segments and their combinations were analyzed with McNemar’s test.
Results  A total of 3,298 EoE patients (mean age 35.2 ± 15.2 years; 74.4 % male; 
82.0 % adults) were included. The EREFS score was reported in 95.5 % of endo-
scopic examinations at the time of diagnosis, increasing from 88–90 % in 
2014–2015 to 98–99 % in 2024–2025 (p < 0.001). Following the 2017 EoE 
guidelines, EREFS reporting improved significantly (90.5 % vs 96.9 %, p < 0.001), 
both in low-volume (from 91.4 % to 97.0 %, p < 0.001) and high-volume centers 
(from 87.3 % to 96.7 %, p < 0.001). The proportion of patients with biopsies 
from ≥ 2 esophageal segments increased after 2017 (57.2 % vs 66.3 %, 
p < 0.001), while single-segment sampling decreased (19.9 % vs 9.6 %, 
p < 0.001). High-volume hospitals showed greater adherence to recommenda-
tions, obtaining multiple site biopsies in 90.2 % of cases compared with 82.4 % 
in low-volume centers (p < 0.001). The distal esophagus was the most frequent-
ly sampled site (93.2 %), followed by the proximal (81.8 %) and middle segments 
(36.2 %). Among patients with biopsies from all three segments (n = 785), di-
agnostic sensitivity progressively decreased from distal (91.9 %) to middle 
(85.5 %) and proximal (74.9 %) sites, confirming a distal-to-proximal gradient 
(p < 0.001 for all pairwise comparisons). Combinations including the distal seg-
ment (distal + middle or distal + proximal) showed the highest diagnostic per-
formance, exceeding 97 % sensitivity and significantly outperforming the mid-
dle + proximal combination (91 %; p < 0.001). The overall median DD was 2.0 
years (IQR 0–6). Across the study period, DD decreased by approximately 8.5 
months per year (B = –0.714, p < 0.001). When comparing phenotypes, patients 
with a mixed/stricturing phenotype showed a longer DD [median 3.0 years (IQR 
1–10)] and a greater annual reduction of 9.34 months. In contrast, the inflam-
matory phenotype had a median DD of 2.0 years (IQR 1–5), with a yearly re-
duction of 8.03 months.
Conclusions  Endoscopic assessment of EoE has markedly improved over time, 
with progressive standardization of reporting and biopsy practices across Eu-
rope, which accompained by a progressive reduction in diagnostic delay
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric variceal bleeding (GVB) is associated with high morbidity and 
mortality. EUS-guided coil and cyanoacrylate injection (EUS-CG) has been shown 
to be an effective therapy for bleeding gastric varices and secondary prophylaxis, 
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however, there is a paucity of data on primary prophylaxis of gastric varices. We 
compared the efficacy of addition of EUS-CG to Beta-blockers against Beta-block-
ers alone for primary prophylaxis of gastric variceal bleeding [1].
Methods  This multi-centre observational study included patients across 8 
tertiary care centres in India. Adult patients with cirrhosis and large gastric 
varices (F2 or F3) without prior bleeding were included. Baseline demographics, 
prior non-bleeding decompensating events and clinical outcomes including 
bleeding, hepatic decompensation and mortality were reviewed. Patients un-
dergoing EUS-CG and initiated on beta-blockers (EUS-CG + ß-blocker arm) were 
compared with patients on beta-blockers alone (ß-blocker arm) after adjusting 
for confounding variables including age, sex, Child-Pugh score and form of 
gastric varix (F2/F3). Competing risk analysis was performed to assess the risk 
of bleeding and hepatic decompensation, with mortality and liver transplan-
tation as competing events. The primary outcome was to compare the inci-
dence of first gastric variceal (GV) bleeding (▶Table 1).

▶Table 1	 

Outcomes EUS-coil and 
glue + b-block-
ers (n = 135)

B-blockers 
alone 
(n = 78)

p-value

Overall bleeding 21 (15.6 %) 37 (47.4 %)  < 0.001

GV-related bleeding 10 (7.4 %) 28 (35.9 %) 0.03

EV-related bleeding 5 (23.8 %) 7 (18.9 %) 0.66

Decompensation 
(bleeding, ascites or 
HE)

47 (34.8 %) 59 (75.6 %)  < 0.001

All-cause mortality 21 (15.6 %) 19 (24.4 %) 0.11

Bleed related mortality 8 (38.1 %) 9 (47.4 %) 0.55

Results  Of 213 patients, 135 (male = 83, 61.5 %; mean age- 56 ± 12.4 years) 
underwent EUS-CG and received beta-blockers, while with 78 patients 
(male = 56, 71.7 %; mean age- 56 ± 11.2 years) received beta-blockers alone. Of 
135 patients in the EUS-CG + ß-blocker arm with a median follow up of 13.2 
months, 10 (7.4 %) patients had GV bleeding, while among 78 patients in 
ß-blocker arm with a median follow-up of 25.9 months, 28 (35.9 %) patients 
had GV bleeding. Compared to the ß-blocker arm, patients in the EUS-
CG + ß-blocker arm had significantly lower incidence of GV bleeding (sHR: 0.39, 
95 % CI: 0.19-0.82; p = 0.12), lower all-cause upper GI bleeding (sHR: 0.57, 95 % 
CI: 0.34-0.98; p = 0.042), and lower incidence of hepatic decompensation (sHR: 
0.64, 95 % CI: 0.44-0.94; p = 0.024). There were no difference in the incidence 
of non-bleed related hepatic decompensation (sHR: 0.66, 95 % CI: 0.39-1.13; 
p = 0.123), or mortality (sHR: 1.36, 95 % CI: 0.69-2.66; p = 0.37), between the 
2 groups. On multivariate regression analysis, use of ßeta-blockers alone as 
primary prophylaxis (sHR: 3.39, 95 % CI: 1.60-7.20; p = 0.001) and MELD score 
(sHR: 1.09, 95 % CI: 1.03-1.15; p = 0.006) and were significant predictors of 
bleeding.
Conclusions  In patients with cirrhosis and large gastric varices, a combination 
of EUS-coil and glue injection and ßeta-blockers is more effective than ß-block-
er alone therapy for the prevention of first gastric variceal bleeding.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric varices (GV) have higher rebleeding and mortality rates than 
oesophageal varices (OV), requiring definitive haemostatic techniques such as 
balloon-occluded retrograde transvenous obliteration (BRTO) [1]. Endoscopic 
ultrasound directed gastric variceal obliteration (EUS-GVO) is a newer modal-
ity for definitive treatment by directly accessing varices to obliterate feeding 
vessel(s). Both BRTO and EUS-GVO have demonstrated superiority over other 
endoscopic modalities [2, 3]. EUS-GVO was introduced at the Royal Brisbane 
and Women’s Hospital (RBWH) in August 2024. The aim of this study is to 
present the outcomes of our early experience with EUS-GVO at our quaternary 
centre.
Methods  Consecutive patients with documented gastric variceal bleeding 
referred for EUS-GVO between August 2024 and November 2025 were includ-
ed. Baseline patient characteristics, details of vascular anatomy, technique for 
EUS-GVO, technical success (defined as uncomplicated injection of coils and 
CYA) and immediate clinical success (cessation of doppler flow) were recorded 
(Table 1). During EUS-GVO, targeting the feeder was preferred over directly 
accessing the submucosal variceal nest. This was accessed with a 19G FNA 
needle. 0.035” Coils of varying lengths were used as a scaffold prior to undilut-
ed cyanoacrylate (CYA) injection. As a rule, the diameter of the first coil de-
ployed was > 20-40 % of the diameter of the feeder vessel. The number of coils 
deployed was based on degree of reduction in flow and residual space after the 
placement of the first coil. All procedures were performed under general an-
aesthesia and prophylactic antibiotic cover. All patients underwent a repeat 
EUS in 4 weeks to document clinical success in the form of complete variceal 
obliteration and were reviewed in clinic for signs of rebleed or decompensation.
Results  Eleven patients were referred for consideration of EUS-GVO over the 
15-month period (6 male, mean age 53.3 years) with mean clinical follow up 
of 204 ± 156 days. Two patients underwent elective EUS-GVO as outpatients 
(cases 6 and 7) whereas, all others were acute inpatients. Mean time to EUS-
GVO for acute inpatients was 1.75 days. Technical success was achieved in 10 
patients (90.9 %). One patient did not undergo EUS-GVO due to unfavourable 
anatomy (feeder too large, > 45mm) and was referred for BRTO. Nine patients 
underwent coil and CYA embolization and one patient had coil alone to achieve 
immediate clinical success. Mean number of coils and CYA used per EUS-GVO 
were 2.3 ± 1.34 and 1.29 ± 0.68ml respectively. Two patients had post EUS-GVO 
pain (one requiring opioid analgesia, second managed with simple analgesia). 
None had fever or systemic embolization. Eight patients had a follow up endos-
copy and EUS at a mean of 46.13 ± 11.4 days, all of which showed complete 
variceal obliteration. One patient was lost to follow-up, and one is yet to have 
their follow up EUS. None had worsening of oesophageal varices. One patient 
had a rebleed at 6-months and underwent repeat EUS-GVO for a new gastric 
varix (case 8). There were no recorded hospital admissions with decompensa-
tion events (worsening ascites or hepatic encephalopathy). All patients are still 
alive.
Conclusions  EUS-GVO is safe and efficacious for definitive management of 
bleeding gastric varices. The introduction of this service at our centre allowed 
for quick access to definitive therapy with high technical and clinical success 
rates with low complication rates. Patient factors, particularly their vascular 
anatomy, needs to be taken into consideration during management planning, 
and a multidisciplinary approach is key. Frequently utilising doppler flow during 
EUS-GVO allows tailoring of the technique to achieve complete obliteration. 
Future studies should compare safety and efficacy of EUS-GVO to that of BRTO 
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and address their cost-effectivity particularly when it comes to the ease of 
access and length of stay parameters.
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Aims  Endoscopic hemostasis for hemorrhagic duodenal ulcer (HDU) remains 
challenging, with well-known complications such as perforation and delayed 
rebleeding associated with conventional methods (e.g., thermal coagulation, 
clipping, ethanol injection). We have previously encountered adverse events, 
including delayed perforation after repeated coagulation and incomplete he-
mostasis requiring rescue intervention. This study aimed to evaluate the ease 
of use, safety, and efficacy of a novel self-assembling peptide hemostatic gel 
(PuraStat) in controlling bleeding duodenal ulcers compared to conventional 
endoscopic techniques [1–3].
Methods  This was a retrospective review of patients with endoscopically con-
firmed HDU who underwent endoscopic hemostasis at our hospital between 
April 2015 and September 2025. Patients were divided into two groups: those 
who received PuraStat as part of their endoscopic treatment (n = 52, PuraStat 
group), 31 of whom received PuraStat as monotherapy, and those who under-
went conventional hemostasis without the gel (n = 76, Conventional group). 
Short-term outcomes were compared. Rebleeding was defined as hemateme-
sis or melena with a decrease in hemoglobin of ≧ 2 g/dL or evidence of active 
bleeding upon subsequent endoscopy following successful primary hemosta-
sis. Difficult hemostasis was defined as requiring three or more endoscopic 
sessions for final bleeding control.
Results  Baseline demographic and clinical characteristics—including mean 
age, sex, presence of dialysis-dependent renal failure or liver cirrhosis, use of 
antithrombotics or NSAIDs, and initial bleeding severity based on the Glas-
gow-Blatchford Score—were comparable between the two groups, with no 
significant differences in any baseline factor.
For treatment efficacy, primary hemostasis was achieved in 100 % of patients 
in the PuraStat group and in 94.7 % of those in the Conventional group. This 
difference was not statistically significant (p = 0.151). In contrast, significant 
differences were observed in the durability of hemostasis. The overall rebleed-
ing rate was significantly lower in the PuraStat group (3.8 %) compared with the 
Conventional group (20.8 %) (p = 0.002). Moreover, no rebleeding occurred 
among the 31 patients who received PuraStat monotherapy. Difficult hemo-
stasis occurred in 0 % of the PuraStat group versus 13.9 % of the Conventional 
group, representing another significant difference (p = 0.0245).
Safety outcomes also demonstrated significant group differences. No Pura-
Stat-related adverse events were observed. Importantly, there were no cases 
of delayed perforation or need for emergency IVR in the PuraStat group. In 
contrast, the Conventional group experienced four cases of delayed perforation, 
all following repeated coagulative therapy. Thus, while the two groups did not 
differ at baseline or in initial hemostasis rates, the PuraStat group showed sig-

nificantly superior outcomes in sustained bleeding control, difficulty of hemo-
stasis, and safety.
Conclusions  PuraStat provides a compelling new strategy for HDU manage-
ment, simultaneously improving hemostasis while significantly minimizing the 
reliance on aggressive techniques that lead to complications. This is supported 
by the extremely low rebleeding rate and the absence of severe adverse events 
like delayed perforation in the PuraStat group, suggesting that the gel's action 
promotes safer and more stable ulcer healing. Our findings support the inte-
gration of PuraStat into the standard endoscopic protocol to achieve superior 
and safer patient outcomes.
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Aims  Gastrointestinal (GI) bleeding remains a major cause of emergency hos-
pitalizations worldwide, demanding rapid endoscopic intervention for diagno-
sis and hemostasis. However, in countries with vast geographic distances and 
limited healthcare infrastructure such as Mongolia, timely endoscopy is often 
unavailable for non-transportable patients in rural areas. This study evaluates 
the clinical outcomes and feasibility of mobile, on-site emergency endoscopy 
in such patients, highlighting its potential to reduce mortality and improve 
accessibility.
Methods  Between 2019 and 2024, a mobile endoscopy team conducted 928 
emergency visits across 15 provinces and 6 districts in Mongolia. Of these, 
796 cases involved gastrointestinal bleeding. All procedures were performed 
using portable endoscopy systems in accordance with international emergen-
cy protocols. Data on the source of bleeding, hemostasis success, mortality, 
and regional distribution were retrospectively analyzed [1–5].
Results  Among 796 GI bleeding cases, 82 % were upper GI, 7 % were lower GI, 
and 11 % had mixed or unidentified sources. The leading etiologies were eso-
phageal varices (64 %), fundal varices (11 %), and gastric ulcers (21 %).
Endoscopic hemostasis was achieved in 98 % of cases. Despite the severity of 
presentation, the overall mortality rate was 1.9 % (n = 19) — all deaths occurred 
in patients with variceal bleeding (p = 0.015). Notably, 79 % of deaths occurred 
in urban patients, whereas rural cases had significantly better outcomes 
(p = 0.0012).
Timely intervention within 12–24 hours was associated with improved hemo-
dynamic stability and reduced transfusion requirements.
Conclusions  Mobile, on-site emergency endoscopy is a feasible and life-sav-
ing strategy for managing GI bleeding in non-transportable patients within 
resource-limited and remote regions. Early intervention substantially decreas-
es mortality and eliminates the need for high-risk transfers. Establishing a na-
tional emergency endoscopy network, supported by public investment, 

S177



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

mobile infrastructure, and standardized clinical criteria, could ensure equitable 
access to critical care across Mongolia.
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Aims  Upper gastrointestinal bleeding (UGIB) represents a significant global 
healthcare burden due to high incidence and healthcare costs. Successful triage 
of patients and avoidance of unnecessary hospital admission would be a great 
advantage. PillSense utilises an ingestible capsule designed to detect the pres-
ence of blood in stomach, assisting with triage and disposition of these patients 
in the Emergency Department (ED) setting [1].
This study seeks to compare two key outcomes—ED discharge rates and sub-
sequent complications—between patients utilizing PillSense and those receiv-
ing standard treatment. We hypothesize that the use of PillSense will lead to a 
significant reduction in the rate of hospital admissions by facilitating more 
confident discharge decisions from the ED, without adversely affecting clinical 
outcomes.
Methods  We are conducting an ongoing multi-centre, prospective rand-
omized controlled trial in Singapore since October 2024 . We recruited hemo-
dynamically stable patients (aged ≥ 21 years) presenting to the ED with symp-
toms of UGIB. Patients were randomized into either PillSense (P-group) or 
standard treatment (ST-group). ST-group patients were triaged based on ex-
isting protocols and clinical assessment of the attending ED physician. P-group 
patients ingested the PillSense capsule; those with positive blood detection 
were admitted for further care, while those negative for blood were discharged 
if they remained stable. All patients were scheduled for a follow up Oesoph-
agogastroduodenoscopy (OGD) within 96 hours of presentation and a clinic 
review within 30 days. P-group patients also had an abdominal X-ray (AXR) 
scheduled within 10–18 days to confirm pill passage. Data on adverse out-

comes, readmissions, and OGD findings of active bleeding were documented 
(▶Table 1).

▶Table 1	  Baseline Demographics and Clinical Characteristics

PillSense Group 
(N = 10)

Standard 
Treatment 
Group (N = 10)

Demographics

Age, years (Median, 
min-max)

52.5 (31 – 71) 33.0 (22 – 80)

Presenting Symptom, n ( %)

Melena 7 (70) 6 (60)

Coffee Ground Vomitus 2 (20) 2 (20)

Haematemesis (small 
amount)

1 (10) 2 (20)

Bleed detected on Pillsense, n ( %)

Positive 1 (10) –

Negative 9 (90) –

Disposition, n ( %)

Admitted 2 (20) 5 (50)

Discharged 8 (80) 5 (50)

Incidence of complications 30-day review, n ( %)

Complications 0 (0) 0 (0)

No complications 8 (80) 10 (10)

Did not attend 2 (20) 0 (0)

Results  This ongoing trial has 20 eligible patients (median age 45.5 years) 
enrolled to date. The P-group achieved an 80 % discharge rate compared to 50 % 
in the ST-group. There were no adverse outcomes documented in either group. 
In P-group (n = 10), 1 patient with positive result was admitted and found to 
have severe oesophagitis. Of the remaining 9 patients with negative result, 1 
was admitted for further observation. 8 patients attended follow-up OGD 
(mean 65 hours) and the review (mean 29 days) after ED visit. In the ST-group 
(n = 10), 5 patients were admitted. 7 patients attended follow-up OGD (mean 
54 hours), and all 10 patients participated in the post ED visit review (mean 30 
days). Across both groups, none exhibited evidence of active bleeding on OGD, 
and no adverse events occurred between the ED visit and the follow-up review. 
In the P-group, 8 patients attended interval AXR (mean 16 days) post-capsule 
ingestion, and none showed any evidence of capsule retention.
Conclusions  PillSense usage demonstrates promising results in reducing hos-
pital admission rates for patients with acute UGIB without significant adverse 
clinical outcomes.
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Aims  Although colonoscopy is widely used as a screening test to detect 
colorectal cancer, its effect on the risks of colorectal cancer and related death 
is unclear. We previously reported 10-year effect of colonoscopy screening on 
colorectal cancer (CRC) incidence and mortality. Here, we report effect after 
13 years of follow-up.
Methods  Our analyses include 84,583 men and women 55 to 64 years at en-
rolment from Norway, Poland and Sweden randomised in a one-to-two ratio 
to colonoscopy screening or no-screening. We report intention-to-screen and 
per-protocol effects of colonoscopy screening on CRC incidence and mortality 
for all participants, in men versus women and for proximal versus distal CRC.
Results  During 13-years follow-up, CRC incidence was 1 · 46 % (375 colorectal 
cancers) in the screening group and 1 · 80 % (912 colorectal cancers) in the 
no-screening group. The risk ratio (RR) was 0 · 81 (95 % confidence interval [CI] 
0 · 71 to 0 · 90) in intention-to-screen analyses, and 0 · 55 (95 %CI 0 · 33-0 · 81) 
in per-protocol analyses. Risk for proximal CRC was 0 · 51 % in the screening 
group and 0 · 56 % in the no-screening group (RR 0 · 91; 95 % CI 0 · 71 to 1 · 09), 
while risk for distal CRC was 0 · 87 % versus 1 · 11 % (RR 0 · 79; 95 % CI 0 · 65 to 
0 · 89). In men, CRC risk was 1 · 69 % in the screening group and 2 · 19 % in the 
no-screening group (RR 0 · 77; 95 % CI 0 · 64 to -0 · 88); in women, risks were 
1 · 24 % versus 1 · 43 % (RR 0 · 87; 95 % CI 0 · 70 to 1 · 02). CRC mortality was 
0 · 41 % in the screening group and 0 · 47 % in the no-screening group; inten-
tion-to-screen RR 0 · 88 (95 % CI 0 · 68 to 1 · 08) and per-protocol RR 0 · 70 
(95 %CI 0 · 26 to 1 · 25). The observed CRC mortality in the non-screening group 
(0 · 47 %). was significantly lower than expected at the time of designing the 
trial (0 · 82 %).
Conclusions  In this randomised trial, one colonoscopy significantly reduced 
CRC incidence but not mortality over 13 years. CRC mortality is lower in both 
study groups than when the trial was designed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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tion in high bleeding-risk patients: the PURASTOP 
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Aims  Delayed bleeding is a major complication after colorectal endoscopic sub-
mucosal dissection (ESD), especially in patients receiving antithrombotic therapy, 
at high risk of delayed bleeding according to DEBE score. The efficacy of prophy-
lactic haemostatic gel application in this high-risk setting remains uncertain.
Methods  It was a prospective multicentre randomised controlled trial. Adult 
patients with a single colorectal neoplastic lesion ≥ 3 cm undergoing ESD and 
receiving therapeutic anticoagulant and/or antiplatelet therapy were ran-
domised (1:1) to prophylactic gel application or no gel. Randomization was 
done at the end of the ESD procedure after prophylactic hemostasis. The pri-
mary endpoint was the delayed clinical significant bleeding within 30 days. 
Analyses were performed on an intention-to-treat basis.
Results  A total of 296 patients were randomized between February 2022 and January 
2025 (146 in the control arm, 150 in the PuraStat arm). Baseline characteristics were 
comparable between groups, with a mean age of 75.8 years and 80.4 % of patients on 
anticoagulant therapy. All lesions were resected en bloc by ESD.
The overall delayed bleeding rate was 24.1 % (69/286 evaluable patients), with 
22.5 % in the control group and 25.7 % in the PuraStat group. After accounting 
for the worst-case bias related to missing data, the rates were 21.9 % and 28.7 %, 
respectively.
Adjusted analysis for stratification factors (DEBE score, location, type of treat-
ment) did not show a significant difference between groups (p = 0.1686), 
whereas treatment type (antiplatelet (except aspirin < 300 mg/j) vs anticoag-
ulant ± antiplatelet) appeared to be associated with the primary endpoint in 
the adjusted model (p = 0.0343).
Conclusions  In this high-risk population for bleeding after ESD of colorectal 
lesions ≥ 3 cm, prophylactic application of PuraStat did not significantly reduce 
the incidence of delayed bleeding. These results suggest that routine use of 
hemostatic gel after ESD in patients receiving antithrombotic therapy does not 
provide a demonstrated clinical benefit, and that targeted prevention strategies 
should be explored.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

OP290  Long-term oncological outcomes after en 
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Authors  Yoshida N1, Fujishiro M2, 3, Uraoka T4, Takeuchi Y5, Shimbo T6, 
Saito Y7, Ishikawa H8, Murakami K9, Yamamoto H10, Tanaka S11, 12

Institutes  1  Molecular Gastroenterology and Hepatology, Kyoto Prefectural 
University of Medicine, Kyoto, Japan; 2  The University of Tokyo, Bunkyo 
City, Japan; 3  Department of Gastroenterology in Organ Pathophysiology 
program, The University of Tokyo, Bunkyo City, Japan; 4  Department of 
Gastroenterology and Hepatology, Gunma University, Graduate School of 
Medicine, Maebashi, Gunma, Japan; 5  Department of Endoscopy and 
Endoscopic Surgery, Gunma University Hospital, Maebashi, Japan; 

S179



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026
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Aims  Colorectal endoscopic submucosal dissection (ESD) achieves high rates 
of en bloc resection, enabling complete removal and accurate histopatholog-
ical assessment. Short-term outcomes demonstrate low rates of local recur-
rence following ESD. Long-term outcomes after en bloc resection of large and/
or superficially invasive colorectal neoplasia by ESD have not been well charac-
terized. In the current study, we aimed to evaluate the 10-year clinical and 
oncological outcomes after colorectal ESD.
Methods  Between August 2010 and January 2012, 1,564 cases who under-
went ESD for large or recurrent colorectal epithelial neoplasms at 69 Japanese 
institutions were identified, and ten-year outcomes were evaluated in 527 
cases. The primary outcome of this study was to evaluate long-term outcomes 
after colorectal ESD, including rates of local and distant recurrence and prog-
nosis measures such as 10-years overall survival (OS) and disease-specific sur-
vival (DSS). Secondary included OS and DSS were analyzed according to age 
( < 80 vs ≥ 80 years), lesion type (T1 cancers vs non-T1 lesions), lesion location 
(rectum vs colon), and resection status (complete vs non-complete resection). 
Additionally, metachronous advanced neoplasms (AN) were also assessed.
Results  Among the 527 patients, the follow-up duration was median 10 years 
(IQR: 9-10) and 4,825 patient-years. The 10-year OS and DSS were 93.7 % 
(95 %CI: 91.6-95.9 %) and 99.8 % (95 %CI: 99.3-100.0). OS was lower in patients 
aged ≥ 80 years than in those < 80 years (10 years: 61.1 % vs. 95.0 %, p < 0.001). 
DSS was lower in patients with T1 cancer than in those with non-T1 lesions (10 
years: 98.5 % vs. 100.0 %, p = 0.016) and in patients with rectal lesions than in 
those with colonic lesions (10 years: 98.5 % vs. 100.0 %, p = 0.017). Local recur-
rence (median 22 months; IQR: 13-44 months) occurred in 7 of 505 patients 
(1.4 %). Five recurrent lesions were treated endoscopically (cold polypectomy, 
EMR and ESD). Regarding the other two cases, one underwent surgery, and the 
other received chemotherapy. Distant recurrence occurred in 2 of 527 patients 
(0.4 %). Regarding metachronous AN, 412 patients underwent surveillance 
colonoscopy; 76 developed AN and 336 did not. There were boarder line dif-
ferences about antithrombotics (p = 0.055), ESD lesion location (p = 0.056), and 
ESD lesion size (p = 0.048). The cumulative incidence of it was 10.0 %, 14.4 %, 
20.9 %, and 34.7 % at 3, 5, 8, and 10 years after ESD.
Conclusions  Favorable long-term prognosis and low recurrence rates support 
en bloc resection by ESD as a standard treatment for large colorectal neo-
plasms. Long-term risk of metachronous AN over 10 years suggests the need 
for scheduled surveillance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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in Lynch syndrome: results from the international 
multicentre randomised CADLY2 trial
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Aims  Use of artificial intelligence (AI)-based computer-aided detection (CADe) 
systems improves adenoma detection in average-risk colorectal cancer screening. 
In Lynch syndrome (LS) surveillance, however, evidence is limited and inconsistent, 
and the incremental benefit in expert settings remains uncertain. Moreover, com-
puter-aided diagnosis (CADx) for optical differentiation of colorectal lesions has 
not been systematically evaluated in LS. We aimed to assess AI-assisted polyp 
detection and characterization during routine LS colonoscopy surveillance.
Methods  In this international multicentre, open-label, randomized controlled 
superiority trial (DRKS00030695), individuals with genetically confirmed LS 
undergoing surveillance colonoscopy at nine European academic LS expert 
centres were randomly (1:1) assigned to high-definition white-light (HD-WL) 
colonoscopy or AI-assisted colonoscopy (CAD EYE, Fujifilm). Randomization 
was stratified by centre, sex, pathogenic germline variant, previous colorectal 
cancer (CRC), and surveillance interval. The primary endpoint was the adenoma 
detection rate (ADR). Secondary outcomes included adenomas per colonos-
copy (APC), the polyp detection rate, and detection rates of advanced adeno-
mas, sessile serrated lesions (SSLs), and CRC. CADx performance in terms of 
optical differentiation (neoplastic vs. non-neoplastic) was assessed at lesion 
level, with histopathology serving as the blinded reference standard.
Results  Between May 2023 and November 2025, 757 patients were ran-
domised (WLE, n = 377; CADe, n = 380); 733 were included in the full analysis 
set. The ADR was 30 · 9 % with HD-WL versus 33 · 8 % with CADe (odds ratio [OR] 
1 · 14, 95 % CI 0 · 83–1 · 57; p = 0 · 409). No significant differences were observed for 
APC (0 · 6 vs 0 · 5; rate ratio 1 · 00; p = 0 · 979), advanced ADR detection (9 · 2 % vs. 
10 · 2 %), SSL detection (10 · 8 % vs. 9 · 6 %), or CRC detection (1 · 9 % vs. 1 · 4 %). CADx 
performance in terms of sensitivity and specificity (84 · 4 % and 90 · 9 %) was com-
parable to optical diagnosis by expert endoscopists (NICE: 89 · 2 %/91 · 6 %; JNET: 
90 · 5 %/91 · 8 %). Adverse events were similar between groups.
Conclusions  In this largest to date randomized trial, AI-assisted colonoscopy 
did not improve adenoma detection over HD-WL colonoscopy in LS surveillance. 
CADx performance was similar to expert optical diagnosis, indicating limited 
incremental benefit of current AI systems for LS surveillance in expert settings 
at this point.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Computer-aided detection (CADe) increases adenoma detection in co-
lonoscopy, but its effectiveness in post-polypectomy surveillance remains 
uncertain.
Methods  We conducted a population-based, randomized controlled trial in 
the Galician colorectal cancer screening program. Individuals scheduled for 
surveillance colonoscopy after resection of ≥ 1 advanced adenoma or ≥ 3 ade-
nomas within the screening program were eligible. Colonoscopy days were 
randomized in a 1:1 ratio to high-definition colonoscopy with or without CADe. 
The primary endpoint was adenoma detection rate (ADR). Secondary outcomes 
included serrated lesion (SLDR) and advanced adenoma detection (AADR). 
Prespecified subgroup analyses evaluated surveillance round, bowel prepara-
tion quality, and endoscopist baseline performance (median ADR). Effect esti-
mates are reported as adjusted risk ratios (aRR) and confidence interval (CI) [1].
Results  Of 5,309 randomized surveillance colonoscopies, 4,824 surveillance 
colonoscopies were included in the final analysis (2,469 standard; 2,355 
CADe-assisted) after exclusion of incomplete examinations. ADR did not differ 
between groups (57.4 % vs 58.8 %; aRR 1.02, 95 % CI 0.97–1.07). AADR (6.8 % 
vs 7.0 %; aRR 1.00, 99.9 % CI 0.70–1.41) and SLDR (25.8 % vs 26.1 %; aRR 1.00, 
99.9 % CI 0.85–1.17) were similar. CADe increased ADR among low-performing 
(ADR < 54.5 %) endoscopists (45.5 % vs 52.1 %; aRR 1.15, 95 % CI 1.06–1.26), 
but not among high-performing endoscopists (65.9 % vs 63.5 %; aRR 0.97, 95 % 
CI 0.90–1.05) with a significant interaction between intervention and endos-
copist performance (p = 0.0004).
Conclusions  In a high-performing, population-based screening program, 
CADe did not increase ADR in surveillance colonoscopy. The potential benefit 
of CADe may depend on baseline endoscopist performance.
Trial registration: UMIN Clinical Trials Registry, UMIN000044748.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The muscle-retracting sign (MRS) [1], visualised using the pocket-detec-
tion method (PDM) [2] during endoscopic resecton of early rectal cancer (ERC), 
may enable real-time diagnosis of deep submucosal invasion (SMI). We evalu-
ated MRS performance amongst experienced endoscopists, the effect of struc-
tured video training, and combined diagnostic performance of deep-margin 
(MRS) and surface (JNET) optical diagnosis in the detection of deep SMI.
Methods  Experienced endoscopists reviewed 15 random PDM videos (pool of 
38) per phase (pre/post-intervention), rating MRS presence, confidence and surface 
optical diagnosis. The 15 videos included 6 deeply invasive cancers (pT1 sm3 or 
pT2) and 9 other (pT1 sm1/2 or dysplastic) lesions. The sm3/T2 threshold was 
chosen because conventional ESD is unlikely to achieve an R0 vertical margin at 
this depth. No ground truth was provided between phases; a structured video 
tutorial was delivered after phase 1. Training effects were modelled using GLMM 
with crossed random intercepts for rater and video. Post-intervention ratings with 
contemporaneous JNET classification enabled combined rule analyses.
Results  Thirty-six endoscopists from 15 countries (median ESDs 150 [IQR 
50–550]; median rectal ESDs 64 [IQR 24–300]) participated. 835 complete 
rating events were analysed (458 pre-intervention and 377 post-intervention). 
Overall MRS sensitivity for sm3/T2 was 68.8 % (95 % confidence interval [CI] 
62.4–74.7) and specificity 69.7 % (65.9–73.3). Sensitivity improved significant-
ly pre- to post-intervention (64.0 % [54.9–72.4] to 74.5 % [65.1–82.5]; OR 2.20, 
95 % CI 1.09–4.41; p = 0.027); specificity was similar (71.2 % vs 67.9 %; OR 1.49, 
p = 0.13). MRS detection increased with invasion depth (sm1 25.0 %, sm2 
41.9 %, sm3 67.2 %, T2 71.3 %). Higher confidence predicted deep invasion: 
14.6 % (no MRS), 36.0 % (low-confidence), 49.7 % (high-confidence; p < 0.001).
In 368 post-intervention events, JNET-3 yielded sensitivity 58.5 % (48.5–68.0) 
and specificity 73.3 % (67.5–78.5). MRS achieved superior sensitivity (74.5 %; 
OR 0.37, 95 % CI 0.19–0.74; p = 0.005) with similar specificity (68.7 %; OR 0.70, 
95 % CI 0.43–1.13; p = 0.14). Discordance between JNET and MRS among sm3/
T2-positive cases (28 MRS-only, 11 JNET-3-only) confirmed complementary 
diagnostic information. An either-positive rule (MRS or JNET-3) yielded the 
greatest sensitivity (84.9 %, 76.6–91.1; specificity 55.3 %, 49.1–61.5); both-pos-
itive (MRS and JNET-3) the greatest specificity (86.6 %, 81.9–90.5; sensitivity 
48.1 %, 38.3–58.0).
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Conclusions  MRS using PDM accurately detects deep SMI in ERC as observed 
by experienced endoscopists. Sensitivity improved with structured video train-
ing. MRS and JNET capture partially non-overlapping diagnostic information; 
combining them outperforms either alone, enabling effective rule-out when 
both are absent and confident identification of deep invasion when both are 
present. Prospective evaluation is warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  International guidelines recommend 4 to 7 days of antibiotic treatment 
after adequate biliary drainage for acute cholangitis [1]. Observational data 
suggest shorter treatment may be sufficient [2]. We assessed whether 1 day of 
antibiotic treatment is non-inferior to 4 to 7 days of antibiotic treatment after 
adequate endoscopic biliary drainage in adults with acute cholangitis.
Methods  This multicentre, open-label, randomized controlled non-inferiority 
trial was conducted across 31 hospitals in the Netherlands. We enrolled adults 
with acute cholangitis (according to Tokyo Guidelines 2018 criteria) due to 
distal biliary obstruction who achieved adequate endoscopic biliary drainage 
and fever resolution within 24 hours after ERCP. Patients were randomly as-
signed 1:1 to receive antibiotics for 1 or 4-7 day(s) after ERCP, stratified by blood 
culture status and cholangitis aetiology (benign or malignant obstruction) at 
the time of randomization. We excluded patients with concomitant infections 
or receiving immunosuppressive therapy.
The primary endpoint was clinical cure, defined as the patient being symp-
tom-free by day 14, without relapse or death occurring by day 30. The primary 
endpoint was adjudicated by an independent blinded committee. We analysed 
the intention-to-treat and per-protocol population and calculated the absolute 
risk difference for clinical cure. Non-inferiority was demonstrated if the one-sid-
ed 95 % confidence limit for the absolute risk difference was greater than -7.5 %.
Results  Between 2023 and 2025, we randomized 413 patients (1-day group: 
n = 205; 4-7-day group: n = 208). Median age was 74 years, 43.4 % were women, 
10.0 % had malignant obstruction, 57.6 % had moderate/severe cholangitis, 
and 35.6 % had gram-negative bacteraemia at the time of randomization. Ad-
herence to the allocated antibiotic treatment duration was 93.0 %. Three pa-
tients (all in the 4–7-day group) were lost to follow-up before the primary 
outcome could be assessed and were excluded from all analyses.
In the intention-to-treat analysis, the primary outcome clinical cure occurred 
in 195/205 patients (95.1 %) in the 1-day group versus 192/205 (93.7 %) in the 
4-7-day group, with an absolute risk difference of 1.5 % (one-sided 95 % confi-
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dence limit: -2.4 %), demonstrating non-inferiority. Per-protocol analysis 
(n = 384) showed non-inferiority (absolute risk difference 0.6 %, with one-sided 
95 % confidence limit: -3.2 %). In a worst-case sensitivity analysis (with lost to 
follow-up counting as failures), non-inferiority was maintained. All-cause 30-
day mortality was 2/205 in the 1-day group versus 1/205 in the 4-7-day group.
Conclusions  One day of antibiotic treatment after adequate endoscopic biliary 
drainage is non-inferior to 4 to 7 days in adults with acute cholangitis. There-
fore, 1 day should be the preferred duration of antibiotic treatment after ade-
quate biliary drainage.
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Aims  Endoscopic enteral stenting (ES) and endoscopic ultrasound-guided 
gastroenterostomy (EUS-GE) are established minimally invasive palliative ther-
apies for malignant gastric outlet obstruction (mGOO). To date, only one ran-
domized controlled trial has compared these techniques, and it required a 
double-balloon-assisted EUS-GE approach that is not routinely available. In this 
multicenter randomized trial, we compared EUS-GE and ES using operator-se-
lected techniques to assess efficacy, safety, and reintervention in patients with 
mGOO.
Methods  In this international multicenter 1:1 randomized trial, adults with 
unresectable, symptomatic mGOO (GOO symptom score ≤ 1) were randomized 
to EUS-GE or ES and followed for 1 year. The primary endpoint was 3-month 
GOO recurrence, defined as recurrent symptoms with endoscopic or radio-

graphic confirmation of stent dysfunction. Secondary endpoints included pro-
cedure-related adverse events (AEs, based on ASGE lexicon) with serious AEs 
defined as moderate or severe, technical success, clinical success ( ≥ 1-point 
improvement in GOO score within 7 days), GOO recurrence at 6 and 12 months, 
reintervention for stent dysfunction at 3, 6, and 12 months, and overall surviv-
al. Analyses were conducted on an intention-to-treat basis.
Results  Between Oct 2020 and March 2025, 112 patients from five institutions 
were randomized (EUS-GE, n = 57; ES, n = 55). The median age was 63 years in 
both groups. Baseline characteristics were well balanced between groups. 
Technical success was achieved in 98.2 % of EUS-GE and 94.5 % of ES cases 
(p = 0.700). Clinical success occurred in 87.7 % vs 76.4 % (p = 0.330). GOO re-
currence was significantly lower with EUS-GE compared with ES based on cu-
mulative incidence analysis accounting for death as a competing risk (Gray’s 
test p = 0.004). Recurrence rates were 0 % in the EUS-GE group vs 3.8 % in the 
ES group at 3 months, 0 % vs 7.7 % at 6 months, and 0 % vs 15.4 % at 12 months. 
Similarly, cumulative incidence of reintervention was significantly lower with 
EUS-GE (Gray’s test p = 0.003). Reintervention rates were 0 % vs 5.8 % at 3 
months, 0 % vs 9.6 % at 6 months, and 0 % vs 15.4 % at 12 months. Procedure-re-
lated AEs occurred in 8.8 % of EUS-GE and 7.3 % of ES patients (p = 1.00). Serious 
procedure-related AEs occurred in 0 % vs 5.5 %, respectively (p = 0.115). In the 
ES group, serious events included stent migration, perforation, and aspiration 
requiring ICU admission. Median overall survival was 4.4 months in the EUS-GE 
group and 3.6 months in the ES group (log-rank p = 0.774).
Conclusions  In this international randomized trial, EUS-GE achieved similar 
technical and clinical success to ES in patients with mGOO, with significantly 
lower GOO recurrence and reintervention rates and a comparable safety profile.
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Aims  To assess whether vigorous lactated Ringer’s hydration combined with 
rectal indomethacin, compared with rectal indomethacin alone, reduces the 
incidence of post-ERCP pancreatitis (PEP) in patients with pre-procedural or 
intra-procedural risk factors.
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Methods  This prospective, multicenter, open-label randomized controlled 
trial enrolled ERCP-naïve patients. Participants were randomized 1:1 to receive 
either vigorous lactated Ringer’s hydration (VLRH) plus rectal indomethacin 
(RI) or RI alone. VLRH consisted of 3 mL/kg/h during ERCP, followed by a 20 mL/
kg bolus immediately after the procedure and then 3 mL/kg/h for 8 hours. RI 
was administered according to standard prophylactic protocols. Pancreatic 
duct stenting was performed in all cases of inadvertent pancreatic duct cannu-
lation. Detailed pre-, intra- and post-procedural clinical, endoscopic and labo-
ratory data were prospectively collected. Subgroup analyses were conducted 
according to risk factors for PEP, both pre-procedural (including biliary stone 
disease, female sex and younger age) and intra-procedural, such as difficult 
biliary cannulation (defined as ≥ 5 cannulation attempts, cannulation time ≥ 5 
minutes, accidental pancreatic duct cannulation), use of the double-guidewire 
technique, or need for pancreatic duct stenting after cannulation. Treatment 
effects were estimated as odds ratios (OR) with 95 % confidence intervals (CI).
Results  A total of 388 patients were randomized to VLRH + RI (n = 194) or RI 
alone (n = 194). Baseline demographic, clinical and laboratory characteristics 
were well balanced between groups. Among patients with pre-procedural risk 
factors, those with biliary stone disease had a significantly lower incidence of 
PEP in the VLRH + RI group compared with the RI-alone group (4.8 % vs 14.3 %; 
OR 0.34, 95 % CI 0.11–0.94). Regarding subgroups of patients with intra-pro-
cedural risk factors for PEP, VLRH + RI significantly reduced PEP among patients 
with difficult cannulation (11.7 % vs 21.9 %; OR 0.47, 95 % CI 0.24–0.96). Nota-
bly, in patients with difficult cannulation requiring pancreatic duct stenting, 
VLRH + RI was associated with a significantly lower incidence of PEP compared 
with RI alone (7.7 % vs 31.0 %; OR 0.19, 95 % CI 0.05–0.62). No serious adverse 
events were observed in either group. Adverse events in the VLRH group were 
infrequent and comparable to the RI-alone group, including three cases of 
fluid overload and one case of pulmonary edema, all occurring in elderly pa-
tients with multiple comorbidities and resolving with diuretic therapy.
Conclusions  Intra-procedural risk factors for post-ERCP pancreatitis are often 
unpredictable before ERCP. In this subgroup analysis of the PEPPER trial, the 
addition of vigorous lactated Ringer’s hydration to rectal indomethacin was 
associated with a significant reduction of PEP incidence, particularly among 
patients with difficult cannulation and PD stenting. Given its acceptable safety 
profile and low cost, intensive lactated Ringer’s hydration combined with rec-
tal indomethacin represents an effective and pragmatic preventive strategy for 
post-ERCP pancreatitis, particularly in patients with risk factors for PEP.
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Aims  ERCP remains the primary approach to choledocolithiasis. 30 % of pa-
tients who undergo clearance of choledocholitiasis by ERCP without subsequent 
cholecystectomy will suffer recurrent biliary events. We hypothesized that 
EUS-guided gallbladder drainage (EUS-GBD) performed in the same endoscop-
ic procedure could significantly decrease this risk.

Methods  Multicenter, patient and assessor-blinded, randomized clinical trial. 
Subjects > 75 years of age with an age-adjusted Charlson comorbidity index 
(aCCI) ≥ 4 and symptomatic choledocholithiasis scheduled for ERCP were eligi-
ble. Concurrent acute cholecystitis, altered upper GI anatomy, lack of EUS win-
dow, potential surgical candidacy and failed ERCP were exclusion criteria. Par-
ticipating subjects were randomized to ERCP vs ERCP combined with EUS-GBD 
(ERP + EUS-GBD). A 1-year follow-up was scheduled. The primary outcome was 
hospital readmission due to gallstone related disease or procedure related ad-
verse events. Overall survival, all cause admissions and adverse events were 
also evaluated. A sample size of 75 patients per group was estimated. All out-
comes were analyzed according to the intention-to treat principle. The prima-
ry outcome was analyzed using a multivariable Cox proportional hazards re-
gression model.Results are presented as hazard ratios (HR)
Results  Overall, 152 patients were included (77 in the ERCP group and 75 in 
the ERCP + EUS-GBD group); 129 (84.9 %) have completed follow-up. Baseline 
characteristics were balanced between cohorts. Overall, median age was 89.8 
(IQR: 86-92.1) years, 100 (65.8 %) were female, median aCCI was 6 (IQR: 5-7,5), 
50 (33.1 %) had a history of gallstone disease (16 had undergone an ERCP pre-
viously) and 95 (62.5 %) presented acute cholangitis.
Sphincterotomy was performed in 71 (91.2 %) ERCP patients and in 72 (96 %) 
ERCP + EUS-GBD patients. EUS-GBD was performed using 10x10mm (53 pa-
tients, 70.7 %) and 15x10mm (22 patients, 29.3 %) LAMS and the duodenum 
was the point of access in 46 (61.3 %) subjects. Two patients in each group died 
during the index admission.
Patients in the ERCP + EUS-GBD group presented a lower risk of biliary readmis-
sion, (HR: 0.33 [95 % CI: 0.14-0.77], p = 0.01), with a 14.1 % ARR [4.7-23.5 %] 
and a NNT of 7.1 [4.3-21.3]. The 1-year biliary readmission risk was 22.6 % 
[13.7-35.9 %] in the ERCP and 7.1 % [3-16.2 %] in the ERCP + EUS-GBD group.
No differences were observed in the all-cause admission risk, (HR 0.93 [0.70-
1.25], p = 0.65) or the 1-year mortality (HR: 1.49 [0.63-3.53], p = 0.37). Overall, 
12 (15.6 %) and 17 (22.7 %) subjects died in the ERCP and in the ERCP + EUS-GBD 
group, respectively. Procedure related adverse events rates were comparable, 
13 % in the ERCP group and 17.3 % in the ERCP + EUS-GBD group.
Conclusions  In non-surgical patients with symptomatic choledocholithiasis, 
performing an EUS-GBD in the same procedure as the ERCP reduces the risk of 
gallstone related admissions. However, this reduction does not impact the 
1-year survival or the all-cause hospital admission rate.
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Aims  Current guidelines recommend prokinetic agents for gastric cleansing 
prior to endoscopy for acute upper gastrointestinal (UGI) bleeding in order to 
enhance visibility and reduce the need for reintervention [1]. Erythromycin is 
recommended but not available in all healthcare systems and azythromycin 
has been studied as a potentially more effective alternative. Our study assessed 
the efficacy and safety of intravenous azithromycin as pre-endoscopic proki-
netic in patients undergoing emergent UGI endoscopy for acute bleeding.
Methods  This was a prospective, multicenter, randomized, double-blind, pla-
cebo-controlled trial conducted in 12 hospitals in Romania (NCT06077916). 
Adult patients with acute UGI bleeding less than 12 hours after onset were 
randomized to either 500 mg intravenous azithromycin (AZT group) in 250 mL 
of saline or 250 mL saline (placebo group) administered 30-90 minutes prior 
to endoscopy. Our primary outcomes were: quality of visualization according 
to Toronto UGI Cleaning Score (TUGCS) [2] and the need to repeat endoscopy 
due to poor visibility. Our secondary outcomes included: adverse events, 
TUGCS subscores per segment, transfusion requirements, duration of the pro-
cedure, length of hospital stay, and endoscopist satisfaction regarding visibil-
ity measured on a 5-point Likert scale. We estimated a need to enroll 224 pa-
tients in order to obtain 90 % chance of detecting a clinically-relevant increase 
in adequate visualization (defined by TUGCS ≥ 8 ) from 60 to 80 %.
Results  We randomized 224 patients but included 188 in the per-protocol anal-
ysis (93 AZT, 95 CTR). The primary outcome was not met as TUGCS ≥ 8 was report-
ed in 79/93 patients (84.9 %) in the AZT compared with 70/95 patients (73.7 %) in 
the placebo group (p = 0.07). However, endoscopists were significantly more sat-
isfied by the intraprocedural visibility achieved in the AZT group compared to 
placebo (77/93 rated good or excellent vs 62/95, p = 0.008). There was no statisti-
cally significant difference between groups in: need for repeat endoscopy due to 
poor visualization, TUGCS subscores, duration of the procedure, length of hospital 
stay, or units of blood transfused. There were 3 instances of potentially AZT-relat-
ed adverse events (1 diarrhea, 1 severe vomiting, 1 Clostridium difficile infection) 
but no allergic reactions or arrhythmia. The incidence of adverse events was low 
and comparable between groups, with no significant differences in rebleeding 
(6/93 vs 6/95, p = 1), in-hospital mortality (4/93 vs. 6/95, p = 0.7), or need for en-
doscopic hemostatic intervention (44/93 vs. 45/95; p = 0.9).
Conclusions  In the per protocol analysis, i.v. azithromycin administered prior 
to endoscopy in patients with acute UGI bleeding was safe and well tolerated. 
While it did not significantly improve the Toronto UGI cleaning score or reduce 
the need for repeat endoscopy, azithromycin was associated with higher en-
doscopist satisfaction regarding visibility.
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Aims  Peroral endoscopic myotomy (POEM) and pneumatic dilation (PD) are 
established treatments for idiopathic achalasia. To date, only one randomized 
controlled trial has compared these two options but used a less common pneu-
matic dilation protocol.
Methods  In this prospective, multicentre, randomized controlled trial, treat-
ment-naïve adults with manometrically confirmed achalasia were assigned to 
POEM or graded PD. PD was performed using a standardized step-up protocol 
(30–35–40 mm) with permitted re-dilation for recurrent symptoms. The pri-
mary endpoint was clinical success at 2 years, defined as Eckardt score ≤ 3. 
Secondary endpoints included quality of life (SF-36 and disease-specific ques-
tionnaires), timed barium oesophagography, high-resolution manometry pa-
rameters, oesophageal acid exposure, need for retreatment and safety.
Results  A total of 113 of the 118 randomised patients underwent treatment 
(3 exclusion due to treatment refusal and 2 pseudo-achalasia). At 2 years, clin-
ical success in the full analysis set was achieved in 80.5 % (95 %CI: 69.6 – 91.5) 
and 66.1 % (95 %CI: 53.1 – 79.1) assigned to the POEM and PD group respec-
tively, demonstrating non-inferiority of POEM within the prespecified -10 % 
margin (D14.4 %, 95 %CI: -2.1 – 32.0, p = 0.004). In the per-protocol analysis, 
success rates were 80.5 % (95 %CI: 69.6 – 91.5) and 73.8 % (95 %CI: 60.9 – 86.7), 
respectively. In the PD group, 17.5 % of patients required re-dilation and 7.0 % 
underwent a second re-dilation during follow-up. Both treatments resulted in 
sustained reductions in barium column height over 2-year period. Improve-
ments in general and disease-specific quality-of-life measures were similar in 
both groups. Objective reflux parameters (total percent time pH < 4) were re-
markably higher after POEM during follow-up, although patient-reported reflux 
symptoms did not differ significantly. One oesophageal perforation occurred 
after PD, and one POEM procedure was technically not feasible.
Conclusions  POEM was non-inferior to graded PD for treatment-naïve acha-
lasia at 2 years. When performed with protocolized re-dilation, PD achieved 
comparable symptom control and quality-of-life improvement, with lower 
objective acid exposure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate participation rates, test positivity, and colonoscopy out-
comes following the extension of a biennial fecal immunochemical test (FIT) 
colorectal cancer (CRC) screening program to adults aged 70–75. This study 
assesses the impact of including previously unscreened older adults in a tertiary 
care health area.
Methods  A retrospective analysis of screening data was performed from Jan-
uary 2024 to June 2025 using the official regional CRC screening registry. Invi-
tations were sent to adults aged 50–75 years. Participation, FIT results, colo-
noscopy completion, and findings were recorded. Data were analyzed 
descriptively, with positivity rates and detection rates of adenomas and CRC 
reported. First-time participants aged 70–75 were analyzed separately.
Results  Overall, 79,872 invitations were sent to adults aged 50–75, with 
30,854 completing FIT (38.6 % participation). FIT positivity was 4.6 % (1,426), 
leading to 1,059 colonoscopies. Adenomas were detected in 49 % (524) and 
CRC in 5.8 % (45).
Among newly invited participants (n = 9,622), 2,960 completed FIT, with 135 
positives (4.5 %) and 105 colonoscopies performed. Adenomas were found in 
46 % (48) and CRC in 1.9 % (2).
In the 70–75 age group (n = 16,850), participation was 49.5 % (8,347). FIT pos-
itivity was 5.8 % (492), with 423 colonoscopies performed, detecting adenomas 
in 52 % (223) and CRC in 4 % (17).
For first-time screened individuals aged 70–75 (n = 638), participation was 36 % 
(236). FIT positivity was 9.7 % (23), with 18 colonoscopies performed. Adeno-
mas were identified in 44 % (8) and CRC in 11 % (2).
Conclusions  Extending CRC screening to adults aged 70–75 effectively iden-
tifies clinically relevant pathology and engages patients who had not previous-
ly participated. While participation remains moderate, inclusion of this age 
group contributes to early detection and may improve overall program effec-
tiveness. These results support continued evaluation of age expansion in CRC 
screening programs and highlight the utility of FIT-guided colonoscopy in old-
er populations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pan-intestinal capsule endoscopy (PCE) enables non-invasive assessment 
of the small bowel and colon and has been investigated as a first-line diagnos-
tic alternative to colonoscopy in patients with suspected mid- or lower gastro-
intestinal bleeding (MLGIB). This study aimed to assess the concordance be-
tween PCE and colonoscopy for detecting and characterizing colonic lesions, 
and to evaluate the influence of colonic transit time (CTT) on diagnostic agree-
ment.
Methods  This was a post-hoc analysis of data from a prospective single-center 
clinical trial. Consecutive patients with suspected MLGIB underwent same-day 
PCE and colonoscopy. Only complete examinations were included. Concordance 
between techniques was evaluated for detection of any lesion, vascular lesions, 
polyps, and polyp size categories ( < 6 mm, 6–10 mm, > 10 mm) using Cohen’s 
Kappa (κ). Sensitivity analyses stratified patients by CTT: ≤ 60 vs > 60 min, ≤ 90 
vs > 90 min, and ≤ 120 vs > 120min.
Results  Of 100 enrolled patients, 76 had complete PCE examinations (median 
age 67 years; 60.5 % women), and 80.3 % presented with occult bleeding. Ad-
equate bowel preparation was achieved in 77.6 % of PCEs and 84.2 % of colo-
noscopies.
Overall, PCE demonstrated moderate agreement with colonoscopy for detect-
ing any colorectal lesion (κ = 0.45, p < 0.001). Agreement was also moderate 
for vascular lesions (κ = 0.56, p < 0.001) and polyps (κ = 0.51, p < 0.001). Polyp 
size classification showed substantial concordance (κ = 0.69, p < 0.001).
CTT strongly influenced global diagnostic agreement. For any lesion, concord-
ance was non-significant for rapid CTT ( ≤ 60 and ≤ 90 min). Agreement im-
proved to fair for CTT ≤ 120 min (κ = 0.384, p = 0.025) and reached moderate 
levels for CTT > 120 min (κ = 0.50, p = 0.002).
Detection of vascular lesions was comparatively stable across all CTT categories, 
with moderate-to-substantial agreement at every threshold (κ = 0.577, 
p = 0.008 for ≤ 60 min; κ = 0.578, p = 0.002 for ≤ 90 min; κ = 0.635, p < 0.001 
for ≤ 120 min).
In contrast, polyp detection showed a marked dependence on CTT. Concord-
ance increased from fair at ≤ 60 min (κ = 0.40, p = 0.049) to moderate for > 60 
min (κ = 0.55, p < 0.001) and > 90 min (κ = 0.56, p < 0.001). For ≤ 120 min agree-
ment remained moderate (κ = 0.46, p = 0.006), again increasing for > 120 min 
(κ = 0.56, p < 0.001).
Similarly, polyp size classification was unreliable for rapid transit ( ≤ 90 min: 
p = 0.273) but became almost perfect for > 90 min (κ = 0.824, p < 0.001) 
and > 120 min (κ = 0.805, p < 0.001).
Conclusions  PCE showed moderate-to-substantial agreement with colonos-
copy for the detection of colorectal lesions. Diagnostic performace was signif-
icantly influenced by CTT. While vascular lesion detection remained stable 
across all CTT categories, rapid CTT ( < 90minutes) was associated with an in-
creased risk of false negatives, especially for polypoid lesions. In such cases, 
repeat examination, closer follow-up, or alternative diagnostic strategies should 
be considered.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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▶Table 1	  Odds of re-investigation and increased risk classification based on faecal haemoglobin concentration estimated from univariate and multivari-
ate logistic and ordinal logistic regression models, n = 1,410, reference group: 100-249 ng hb/mL buffer

Outcome Model ng hb/mL buffer Odds Ratio 95 % confidence interval p-value

Re-investigation Univariate logistic 
regression model

250-499 1.14 0.86 – 1.50 .364

 > 499 1.22 0.94 – 1.57 .129

Multivariate logistic 
regression model

250-499 1.13 0.85 – 1.50 .395

 > 499 1.24 0.96 – 1.61 .099

Increased risk 
classification

Univariate ordinal 
logistic regression 
model

250-499 1.18 0.93 – 1.51 .177

 > 499 1.36 1.08 – 1.70 .008

Multivariate ordinal 
logistic regression 
model

250-499 1.18 0.92 – 1.50 .193

 > 499 1.40 1.12 – 1.76 .003

Aims  The use of colon capsule endoscopy (CCE) in clinical practice has been 
challenging, mainly due to a high re-investigation rate caused by both incom-
plete investigations, and a high sensitivity to polyps requiring therapeutic in-
tervention. A strategy to lower the re-investigation rate following CCE, could 
be to target patients with a lower risk of pathology. Faecal haemoglobin (fHb) 
is a well-known predictor of colorectal adenomas, and the concentration of fHb 
may therefore present as a good triaging measure. Therefore, we aimed to 
investigate the re-investigation rate and risk classification in complete CCEs in 
a screening population stratified by fHb concentration.
Methods  Complete colon capsule endoscopy investigations were identified 
from the intervention arm of a large randomised controlled trial, CareForCo-
lon2015 [1, 2], and the proportions of investigations leading to re-investigation 
by colonoscopy were stratified by fHb concentration. All participants had a 
faecal immunochemical test value ≥ 100 ng hb/mL buffer. Further, odds of re-in-
vestigation was estimated by logistic regression models and odds of increased risk 
classification by ordinal regression models. The risk classification in the current 
study was defined in four levels; Level one: no findings. Level two: less than three 
polyps, all smaller than 10 mm in size. Level three: three to four polyps of any size, 
or at least one polyp 10-19 mm in size. Level four: More than four polyps, or at least 
one polyp larger than 19 mm in size, or cancer suspicion (▶Table 1).
Results  The re-investigation rate was 58.4 % in 1,410 complete CCEs out of 
2,030 procedures. There were no significant differences (p = 0.283) in re-inves-
tigation rates between fHb concentration subgroups with 58.0 %, 61.1 %, and 
62.7 % in the groups of 100-249, 250-499, and > 499 ng hb/mL buffer, respec-
tively. Level one or two risk classification was identified in 21.3 % (n = 300) and 
20.3 % (n = 286) of the complete CCE investigations, returning the participant 
to the colorectal cancer screening. Level three or four risk classification was 
identified in 30.5 % (n = 430) and 27.9 % (n = 394) of the complete CCE investi-
gations, resulting in referrals for follow-up colonoscopy. The odds of increased 
risk classification (i.e. higher than level one) was 1.18 (CI 95 % 0.93; 1.51, 
p = 0.177) for concentrations between 250-499 ng hb/mL buffer, and 1.36 (CI 
95 % 1.08; 1.70, p = 0.008) for concentrations above 499 ng hb/mL buffer, com-
pared to 100-249 ng hb/mL buffer.
ConclusionsConclusion: Faecal haemoglobin concentration did not prove to be 
a good stand-alone selection parameter for diagnostic modality in a faecal 
immunochemical test positive colorectal cancer screening population, al-
though it was significantly associated with an increased risk classification.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Sessile serrated polyps syndrome (SPS) diagnosis remains challenging, 
requiring adequate knowledge of this rare syndrome, high-quality colonoscopy, 
optimal bowel preparation, and expert histopathological evaluation. Despite tech-
nological advances, underdiagnosis rates in Europe remain between 30–50 %. The 
aim of this study was to characterize SPS within a large cohort of patients under-
going colonoscopy at a tertiary endoscopy center in Northern Italy. Specifically, 
the study sought to describe the epidemiological, demographic and clinical fea-
tures of patients meeting the 2019 WHO diagnostic criteria for SPS. Furthermore, 
the study aimed to evaluate the distribution, number, size, and histopathological 
profile of serrated polyps (SPs), including the presence of dysplasia and associated 
adenomas, and to assess adherence to WHO criteria types (criterion 1, criterion 2, 
or both) where criterion 1 requires ≥ 5 proximal to the rectum SPs ≥ 5 mm with at 
least 2 ≥ 10 mm in size, and criterion 2 requires > 20 SPs throughout the colon with 
at least 5 proximal to the rectum [1–3].
Methods  This retrospective, observational, single-center cohort study was 
conducted at Fondazione Poliambulanza Istituto Ospedaliero-Brescia. We in-
cluded all consecutive outpatients who underwent a complete colonoscopy 
between January 2021-June 2025. All procedures were performed using 
high-definition endoscopes with narrow-band imaging satisfying ESGE perfor-
mance measures. Eligible participants included adults ( ≥ 18 years) who had a 
histologically confirmed diagnosis of SPS according to the 2019 WHO criteria. 
Specimens were evaluated by expert gastrointestinal pathologists.
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Results  During the study period a total of 27,836 elective complete colonos-
copies were performed, corresponding to 22,522 consecutive patients. Among 
these, 4,792 patients had at least one polyp ≥ 5 mm located in the sigmoid 
colon or proximally. Pathology database screening identified 2,597 patients 
with at least one SPs. Cross-matching these datasets yielded 1,358 patients 
who had both a serrated histology and a proximal to the rectum polyp ≥ 5 mm.
Following complete review of all colonoscopies and polypectomy histories, 61 
patients (4.5 %) fulfilled the 2019 WHO diagnostic criteria for SPS correspond-
ing to an overall prevalence of 0.27 %, 1 in every 370 patients. Most SPS (67 %) 
were newly recognized during this analysis rather than during prior endoscop-
ic evaluations. According to WHO 2019 diagnostic categories, 62 % of patients 
fulfilled criterion 1, 5 % fulfilled criterion 2, and 33 % met both criteria. Dyspla-
sia in SPs was observed in 21 % of patients, and 87 % of patients had associated 
adenomas. Colorectal neoplasia was found in 8 % of patients.
Conclusions  Our findings highlight that SPS remains underdiagnosed; only 
33 % of our patients had previously established SPS and demands close collab-
oration between endoscopists and pathologists underling a lack of knowledge 
of this syndrome. Importantly, this diagnostic delay occurred even in a third-lev-
el endoscopy center, underscoring the difficulty of identifying SPS in routine 
clinical practice. Improved awareness and surveillance strategies are essential 
to prevent interval colorectal cancer risk.
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Aims  To provide a comprehensive overview of real-life management of T1 
colorectal cancer(CRC) in Italy, through a nationwide survey conducted among 
CRC screening centres.
Methods  Anonymous digital survey sent to all Italian CRC screening centres 
between May-July 2025, through the National Screening Observato-
ry(ONS)-Italian Group for CRC Screening(GISCOR) network. The questionnaire 
included 8 items: responder and centre information, multidisciplinary team 
(MDT), endoscopy, staging, histopathology, treatment and follow-up.
Results  Out of 207 survey links opened,131 questionnaires at least half com-
pleted, of which 83 fully completed. The geographical provenience of respons-
es was representative of the screening centres across the country (North 51 %, 
Centre 21 %, South-Islands 29 %). Participants were mostly > 50yo (56 %), 
with > 10y of professional experience (74 %), mainly gastroenterologists (73 %) 

or surgeons(21 %). Most worked in non-academic (77 %) level II/III centres 
(73 %), all public or accredited private hospitals, performing 2,000–5,000 
screening colonoscopies annually (44 %). A MDT for CRC management was 
present in 91 % of centres, with nearly all T1 cases discussed by the MDT. Core 
members included oncologists, surgeons, gastroenterologists, radiologists, 
and pathologists, while radiotherapists and palliative care specialists less com-
mon. Other specialists—nuclear medicine physicians, psychologists,case man-
ager nurses,geneticists,stomatherapists,anesthetists, nutritionists, internists—
were rarely involved. For endoscopic evaluation of lesions, the most used 
technique was virtual chromoendoscopy(73 %) with vital chromoendoscopy 
nearly abandoned. Lesions were most often described according to Paris and 
Kudo classification( ≈ 70 %) with minimal use of JNET, NICE and Sano( < 30 %). 
Responders declared a median of 70 % hystologically confirmed T1 already 
suspected at index endoscopy, but with huge heterogeneity(Q1-Q3  
30-80 %;range0-100 %). Pre-treatment staging was variably performed: al-
ways(34 %),never(31 %),only for rectal lesions(25 %), specific cases(10 %). Ab-
dominal CT was the main tool for colon lesions, while pelvis MRI for rectal 
lesions. A post-endoscopic treatment staging was routinely performed, either 
in all cases(42 %) or only with positive margins or high risk hystology(57 %). CEA 
dosage was variably done. A standardized pathology report form for T1 CRC 
was used in 84 % of centres, with key features including lymphovascular invasion 
(LVI)(95 %), grading(92 %), deepness of invasion(88 %), resection margins(88 %), 
budding(87 %), Haggitt classification for peduncolated polyps(71 %), with minor 
presence of MMR(45 %) and microRNA(22 %) analyses. LVI(92 %) and poor dif-
ferentiation(83 %) were most frequently considered high-risk factors. Budding 
grade 2–3(77 %),positive resection margins(80 %),deep submucosal inva-
sion(63–73 %), and free resection margin < 1mm(59 %) were variably considered 
high-risk. In most centres(66 %) only one pathologist was responsible for re-
porting T1CRC cases; when involved two pathologists(34 %), both usually of 
the same institution(89 %).T1 colon cancers in most cases were treated locally 
at first, with secondary surgery only when high risk hystological features were 
present, often following MDT decision. For T1 rectal cancers, MDT decision had 
a primary role. For endoscopically removed lesions revealing T1 only after hys-
tological examination, the most used approaches were MDT discussion(41 %) 
or only follow-up if negative margins and high risk hystology absent(32 %). EFTR 
was rarely used to treat the scar of an excised T1 (30 %), mostly in case of pos-
itive margins at endoscopic excision(56 %) or for patients unfit for surgery(28 %). 
Follow-up protocols were highly heterogeneous: for endoscopically treated T1 
CRC, follow-up most commonly included endoscopy and clinical evaluation at 
12 months, with limited use of imaging. For surgically treated patients, most 
centres performed comprehensive follow-up at 12 months(endoscopy,abdom-
inal/thoracic imaging,CEA,clinical evaluation), with fewer repeat assessments 
at 24-36-60 months.
Conclusions  This national survey, like previous Dutch survey [1], highlights 
substantial heterogeneity in the management of T1 CRC across Italian screen-
ing centres. These findings underscore once again the need for shared recom-
mendations to standardize diagnostic, therapeutic and follow-up pathways to 
optimize patient outcomes, avoiding overtreatment and malpractice.
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Aims  The role of routine terminal ileal intubation (TII) in asymptomatic pa-
tients undergoing colonoscopy for colorectal cancer (CRC) screening or 
post-polypectomy surveillance is debated. While considered a quality indicator 
in some settings, its clinical utility in this population remains unclear. This sys-
tematic review and meta-analysis aimed to evaluate the diagnostic yield, clin-
ical utility and procedural impact of routine TII in patients undergoing CRC 
screening or post-polypectomy surveillance.
Methods  We conducted a systematic search of PubMed and Embase up to 
September 2025, according to PRISMA guidelines. We included studies report-
ing TII diagnostic yield in asymptomatic adults undergoing CRC screening or 
post-polypectomy surveillance colonoscopy. Data were synthesized using ran-
dom-effects models. The primary outcome was the overall diagnostic yield of 
TII. Secondary outcomes included the diagnostic yield for clinically significant 
findings, Crohn’s disease, and the impact of TII on procedure duration.
Results  Eleven studies involving 25659 patients, of whom 13672 underwent 
TII, were included. The pooled overall diagnostic yield for any ileal finding was 
1.74 % (95 %CI 1.18 %-2.57 %), with most abnormalities being non-specific and 
not requiring clinical action. The diagnostic yield for clinically significant pa-
thology was substantially lower at 0.28 % (95 %CI 0.07 %-1.05 %), while the yield 
for detecting Crohn’s disease was only 0.1 % (95 %CI 0.02 %-0.44 %), correspond-
ing to one case per 1000 ileoscopies during colonoscopy for CRC screening.
Across eight studies including 12,591 patients, ileal biopsies showed a very low 
diagnostic yield of 0.12 %. Two studies found that terminal ileum intubation 
added about 56 seconds to procedure time, with no reported complications. 
Only two studies compared ileal findings across primary screening, FOBT-based 
screening, and post-polypectomy surveillance, preventing subgroup analysis. 
Limited data suggest similarly low diagnostic yields across groups: OR of 0.22 
for primary screening and 0.1 for FOBT-positive patients, and overall yields of 
1.9 % (clinically significant 0.3 %) for primary screening versus 4.0 % (clinically 
significant 0.3 %) for post-polypectomy surveillance. The studies showed vari-
able methodological quality (NOS 4–8), mostly indicating moderate risk of bias. 
Sensitivity analyses showed no significant differences in diagnostic yield based 

on bias level or inclusion of non-TII patients, supporting the robustness of over-
all findings.
Conclusions  Routine TII in asymptomatic patients undergoing screening or 
surveillance colonoscopy provides a negligible diagnostic yield for clinically 
significant pathology, including Crohn's disease. Our findings do not support 
performing routine TII during colonoscopy in this patient population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal cancer (CRC) screening behaviors vary widely in real world 
settings. We aimed to study population-level screening behavior, identify 
screening determinants and patterns, and concordant CRC outcomes.
Methods  We conducted a retrospective cohort study using electronic health 
records from Maccabi Health Services (Israel) between 2006-2021. Members 
at screening age, free of CRC and mortality for ≥ 3 initial years were included. 
Individuals were followed until end of follow up, CRC, or death. Annual coverage 
was defined as fecal immunochemical test (FIT) in the prior year, virtual colo-
noscopy in the prior 5 years, or colonoscopy in the prior 10 years. Proportion 
of time covered (POTC) equaled years covered/years observed. We modeled 
predictors of yearly adherence using population-averaged logistic regression. 
We also classified five prespecified patterns: Early single colonoscopy (at 50–60 
years with no further tests), FIT-regular (POTC ≥ 50 %; FIT only), FIT-sporadic 
(POTC < 50 %; FIT only), Mixed (all tests), and no screening. CRC incidence rates 
were calculated by Poisson methods. Time-to-CRC was analyzed with Fine–Gray 
subdistribution models treating death as a competing event (▶Table 1).
Results  We included 558,996 individuals (50.7 % female), contributing 
5,955,605 person-years; median follow-up was 11.0 years (IQR 6.0–16.0). Me-
dian final POTC was 0.62 (IQR 0.15–0.83). Older age and higher socioeconom-
ic rank were associated with adherence (aOR per year 1.01, 95 % CI 1.00–1.01; 
per rank 1.02, 1.01–1.02). Obesity and hypertension were associated with 
increased adherence (aOR 1.18, 1.16–1.19; 1.18, 1.15–1.20), while anticoag-
ulation and chronic lung disease were associated with lower adherence (aOR 
0.89; 0.83–0.96 and 0.84–0.94). In prespecified patterns (Early single colonos-
copy 8,814; FIT-regular 137,251; FIT-sporadic 79,727; Mixed 209,472; None 
123,732), CRC incidence was highest in None (479, 95 % CI 456–503) and 
FIT-sporadic (370, 347–393), and lower and not substantially different in the 
Mixed (108, 101–116) and Early single colonoscopy (137, 101–183). In Fine–
Gray models, compared with early single colonoscopy, FIT-sporadic and none 
had the highest CRC risk (aHR 2.74, 2.04–3.69; aHR 3.74, 2.78–5.02), whereas 
FIT-regular and Mixed were not significantly different (aHR 1.24, 0.92–1.67; 
aHR 0.82, 0.61–1.10).
Conclusions  In this nationwide cohort, we identified predictors of CRC screen-
ing adherence and showed that regular FIT screening carries equal CRC out-
come as early colonoscopy and mixed screening pattern. These patterns are 
associated with a significantly lower CRC incidence than no screening or spo-
radic use of FIT.
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▶Table 1	 

Variable All (n = 558996) Single early 
colonoscopy 
(n = 8814)

FIT regular 
(n = 137251)

FIT sporadic 
(79727)

Mixed 
(n = 209472)

None 
(n = 123732)

Follow up, years 11.00 [6.00, 
16.00]

15.00 [12.00, 
16.00]

9.00 [5.00, 15.00] 12.00 [8.00, 
16.00]

13.00 [8.00, 
16.00]

8.00 [5.00, 
13.00]

Age, years 50.80 [50.40, 
54.03]

51.20 [50.50, 
55.41]

50.75 [50.37, 
52.99]

50.85 [50.41, 
54.35]

50.90 [50.45, 
55.08]

50.71 [50.37, 
52.46]

Female, n ( %) 283662 (50.7) 4388 (49.8) 72593 (52.9) 38395 (48.2) 107730 (51.4) 60556 (48.9)

Baseline 
hemoglobin, g/
dL

13.80 [12.90, 
14.90]

13.20 [12.50, 
14.20]

13.90 [13.00, 
14.90]

13.90 [12.90, 
14.90]

13.80 [12.80, 
14.80]

13.80 [12.80, 
14.85]

Proportion of 
time covered, %

62 [15, 83] 50 [31, 69] 75 [62, 88] 29 [19, 38] 81 [67, 94] 0 [0, 0]

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Anal cancer incidence continues to rise, underscoring the urgent need 
for more effective and scalable screening strategies. High resolution anoscopy 
(HRA) remains the cornerstone of early detection, yet achieving precise iden-
tification and confident differentiation of lesions remains challenging. Artificial 
intelligence has emerged as a powerful tool to enhance recognition and strat-
ification of squamous intraepithelial lesions, including LSIL (low grade squa-
mous intraepithelial lesion) and HSIL (high grade squamous intraepithelial le-
sion), with clear advancement along the technology readiness level scale (TRL, 
a measure of technological maturity). CADe systems (computer aided detec-
tion) improve lesion localization, while CADx systems (computer aided diag-
nosis) deliver real time differentiation that can directly shape clinical decisions. 
This study set out to develop an interoperable CADex system capable of simul-
taneously detecting and distinguishing LSIL and HSIL during HRA, aiming to 
elevate diagnostic precision, reduce subjectivity, and accelerate progress to-
ward more consistent and effective anal cancer prevention [1–4].
Methods  This multicenter study analyzed 156,246 frames extracted from 308 
HRA procedures performed in 279 patients across eight centers. Data were 
obtained using six different devices, including four colposcopes, one procto-

scope, and one endoscope. Frames were annotated as HSIL or LSIL based on 
corresponding histopathology, which served as the ground truth. A YOLO-tiny 
object detection model was trained to perform simultaneous lesion detection 
and differentiation using bounding-box annotations. The dataset was random-
ly divided into training, validation, and test sets. Model performance was eval-
uated at two levels. Object detection metrics were mean average precision 
(mAP) and mAP at an Intersection over Union threshold of ≥ 0.50 (mAP50). 
Classification metrics were recall (sensitivity), precision (PPV), and accuracy.
Results  Precision was 0.8332 for LSIL and 0.8165 for HSIL, with an overall pre-
cision of 0.8247. Recall was 0.9988 for LSIL and 0.9994 for HSIL, yielding an 
overall recall of 0.9991. Overall classification accuracy was 0.9432. For com-
bined LSIL and HSIL detection, the model achieved a mAP of 0.7488 and mAP50 
of 0.9738.
Conclusions  This study introduces the first interoperable CADex model capa-
ble of simultaneous detection and classification of anal canal precursor lesions, 
using an explainable bounding box approach. These findings indicate that CA-
Dex can provide a more robust pathway for integrating AI into anal cancer 
screening and mark a meaningful step forward in the TRL of AI applied to HRA. 
Its consistent performance across diverse imaging devices reinforces this po-
tential and highlights interoperability as a prerequisite for broad clinical adop-
tion. This interoperability also paves the way to secondary applications, such 
as opportunistic assessment of the anal canal during colonoscopy, where inci-
dental visualization could ultimately complement and extend dedicated HRA 
based screening programs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients with hereditary colorectal cancer syndromes who undergo 
colectomy require lifelong surveillance due to continued risk of neoplasia de-
velopment. Large ( > 20mm) non-pedunculated polyps in the pouch and anas-
tomotic region present unique therapeutic challenges due to altered anatomy, 
thin small bowel wall and often severe submucosal fibrosis. We present our 
experience of endoscopic resection feasibility, safety, and efficacy in this spe-
cialized population (▶Table 1).
Methods  Retrospective analysis of 10 large non-pedunculated polyps 
( > 20mm) resected endoscopically in 9 patients, who had previously undergone 
Total proctocolectomy with ileo-anal anastomosis (TPC-IPAA) (n = 8) or Subto-
tal colectomy with ileo-rectal anastomosis (n = 1). Endpoints included technical 
success, procedural complications, and recurrence rates [1, 2].
Results  Mean age 43.7 years (range 25-66), 55 % female. Eight patients carried 
pathogenic APC mutations (FAP) and 1 carried homozygous MSH6 mutations 
(CMMRD). Mean lesion size was 28.0mm (range 20-40mm), most were Paris 
0-IIa (N = 8) and one was Paris 0-IIa + Is. Lesion were located over the ileo-anal 
or ileo-rectal anastomosis (n = 4), rectal cuff (n = 2), and pouch (n = 4). Twen-
ty-five percent had previous failed resection attempts. Submucosal fibrosis was 
present in 80 %. EMR was used in 5 cases, hybrid ESD in 3, and ESD in 2. Two 
complications (20 %) occurred, both in ESD cases. A procdeural perforation 
treated by clip and delayed microperforation treated conservitavly. Both were 
classified as mild (Clavien-Dindo grade B).
All lesions were benign, with low- grade dysplasia in 8 lesions (80 %) and high-
grade dysplasia present in 2 lesions (20 %). Local recurrence occurred in 5 lesions 
(50 %) within mean follow up of 3 years, all were managed endoscopically.

▶Table 1	 

Age Sex Syn-
drome

Colecto-
my

Location Size 
(mm)

Previously 
attempted

Method Procedural 
complica-
tion

Delayed 
complica-
tion

Surveil-
lence

Follow up 
(months)

1 63 F FAP TPC + IPAA Anastamo-
sis

20 EMR EMR None None Normal 44

2 36 M FAP TPC + IPAA Anastamo-
sis

30 No EMR None None Normal 48

3 25 F FAP TPC + IPAA Cuff 30 No Hybrid 
ESD

None None Recur-
rence

41

4 66 F FAP TPC + IPAA Blind loop 20 No EMR None None Normal 30

5 51 F FAP TPC + IPAA Cuff 30 TEM ESD Perforation None Normal 84

6 35 M FAP TPC + IPAA Pouch 35 No EMR None None Normal 34

7 38 M FAP TPC + IPAA Anastamo-
sis

40 No Hybrid 
ESD

None None Recur-
rence

36

8 54 M FAP Sub total Anastamo-
sis

20 EMR EMR None None Recur-
rence

6

9* 25 F CM-
MRD

TPC + IPAA Blind loop 35 No ESD None Perforation Recur-
rence

19

10* 25 F CM-
MRD

TPC + IPAA Pouch 20 No Hybrid 
ESD

None None Normal 19

*  Lesions 9 and 10 in the same patient. FAP = Familial Adenomatous Polyposis. CMMRD = constitutional mismatch repair deficiency. TPC + IPAA = Total 
proctocolectomy with ileal pouch anal anastomosis. EMR = Endoscopic Mucosal Resection. TEM = Transanal Endoscopic Microsurgery. ESD = Endoscopic 
Submucosal Dissection.

Conclusions  Endoscopic resection of large non-pedunculated polyps is feasible with 
acceptable safety profiles despite significant technical challenges. The substantial 50 % 
recurrence rate emphasizes the critical importance of intensive surveillance protocols 
and potential need for repeat interventions in this high-risk population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Liver transplanted patients have an increased risk—approximately 2.3-
fold higher than the general population—of developing colorectal cancer (CRC). 
However, no specific recommendations currently exist regarding screening 
modalities to be performed before and after transplantation.
The first aim of our study was to conduct a practice national french survey 
among liver transplantation centers to determine whether screening methods 
for CRC in liver transplanted patients are standardized. Secondly, we retrospec-
tively reviewed data from a tertiary center to identify liver transplanted patients 
who developed CRC during follow-up and to analyze the screening methods 
used in these patients before and after transplantation.
Methods  We conducted a practice national survey between April and August 
2025 among the 16 French centers performing adult liver transplantation (LT), 
using an online questionnaire developed and validated by three hepatology 
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transplant experts from two different tertiary centers. The questionnaire as-
sessed, among other items, the existence of a systematic CRC screening pro-
tocol, screening examinations performed according to classical risk factors (RFs) 
for colorectal adenomas, and their frequency. RFs were defined as age > 50 
years, personal or family history of adenoma or CRC.In the second part of the 
study, we reviewed cases from a tertiary center, identifying liver transplanted 
patients who developed CRC. Analyzed data included: indication for LT, perfor-
mance of fecal imune test (FIT) and/or colonoscopy before and after transplan-
tation, indications for these tests, and timing of their completion. Statistics 
were descriptive, expressed as mean ± standard deviation or median for quan-
titative variables, and as percentages for qualitative variables.
Results  With 24 responses to our questionnaire, from 12 of the 16 surveyed 
centers, we found significant heterogeneity in screening practices before and 
after transplantation, with no dedicated protocol in 37.5 % and 58.4 % of 
centers, respectively. Before LT, screening was performed by colonoscopy in 
91.7 % of cases in the presence of RFs, whereas no screening was performed in 
56 % of cases in the absence of RFs. In the absence of RFs, FIT was used in 16.8 % 
of cases.After LT, in patients without RFs, screening was performed using FIT 
in 76.9 % of cases and colonoscopy in 15.4 %. In the presence of RFs, FIT was 
used in 46.2 % and colonoscopy in 53.8 % of cases.
In the tertiary-center cohort, 336 patients underwent LT, between january 2011 
and August 2024 and 10 developed CRC, corresponding to an incidence of 
2.9 %. Although 80 % of them had CRC RFs, only 50 % underwent dedicated CRC 
screening before transplantation. Among screened patients, the median time 
to CRC diagnosis was 68 months post-transplant. In contrast, all patients who 
were not screened before transplantation (n = 5) and subsequently developed 
CRC were diagnosed within 18 months after transplantation (median: 13 
months). Notably, all patients who developed CRC had alcohol-related cirrho-
sis, and 80 % had hepatocellular carcinoma (HCC) before transplantation.
Conclusions  There is a lack of standardization of CRC screening modalities in 
liver transplanted patients, resulting in heterogeneous practices across centers. 
National recommendations appear essential to harmonize screening strategies 
and better define pre- and post-transplant screening according to patient RFs. 
Particular attention should be given to patients with HCC before transplantation 
and those with alcohol-related cirrhosis, who appear to be at especially high 
risk in our cohort. Finally, in the absence of pre-transplant screening, we pro-
pose performing routine colonoscopy within 6–12 months after transplanta-
tion.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Prevention of colorectal adenocarcinoma mainly relies on the detection 
and resection of precancerous lesions (adenomas and serrated lesions) during 
colonoscopy. The implementation of artificial intelligence (AI) solutions in di-
gestive endoscopy aims to improve detection performance. However, in the 
literature, detection rates depend on multiple factors related to the patient, 
the operator, and the procedural context. Moreover, while AI seems to increase 
the number of resected lesions, its impact on the detection of clinically signif-

icant lesions remains debated. The primary objective of this study was to eval-
uate the impact of AI on the detection of polyps ≥ 10 mm.
Methods  We conducted a prospective, observational, single-center study in 
a university hospital between January and December 2024. Colonoscopy data 
were collected by operators using dedicated questionnaires. Inclusion of ex-
aminations and the choice to use AI were left to the operator’s discretion. Pa-
tient and procedural characteristics as well as quality indicators were recorded. 
Operator perception of AI was also assessed. A propensity score matching 
analysis was performed on age, sex, and operator experience to evaluate factors 
associated with resection of polyps ≥ 10 mm, after excluding known lesions and 
colonoscopies performed for inflammatory bowel disease. The study protocol 
was approved by the local ethics committee.
Results  A total of 547 colonoscopies (median age 63 years; 57 % male) were 
analyzed, including 290 with AI and 257 without AI. Indications differed signif-
icantly between groups, with more follow-up colonoscopies (32 % vs. 17 %) and 
FIT-positive indications (8 % vs. 4 %), and fewer known lesions (14 % vs. 4 %) in 
the AI group compared to the non-AI group (p < 0.01). Colonoscopies with AI 
were more often performed by experienced endoscopists, in the morning, and 
with patients in the left lateral position. The total number of resected polyps 
and detection of polyps ≥ 10 mm did not differ between AI and non-AI groups. 
However, total procedure time (20 vs. 25 min) and withdrawal time (10 vs. 13 
min, p < 0.05) were significantly shorter with AI. After propensity score match-
ing, the proportion of colonoscopies resecting at least one polyp ≥ 10 mm was 
not significantly different between AI and non-AI groups (20.7 % vs. 20.6 %).
In multivariable analysis, factors associated with detection of polyps ≥ 10 mm 
were operator status (assistant or fellow vs. resident; OR 0.04; p = 0.004), absence 
of music in the endoscopy room (OR 0.2; p = 0.013), screening colonoscopy vs. 
symptomatic colonoscopy (OR 0.08; p < 0.001), and longer withdrawal time (OR 
14.7; p < 0.001). AI use had no impact on detection of polyps ≥ 10 mm.
Operator perception from the 290 AI-assisted procedures showed that 88.3 % 
of endoscopists considered AI neither saved nor wasted time. System interrup-
tions were rare (2.1 %). AI was reported to detect a polyp missed by the oper-
ator in 5.2 % of cases, but failed to detect a polyp seen by the operator in 7.6 %.
Conclusions  In this prospective real-life study, AI did not improve detection 
of clinically significant lesions. Detection performance remained mainly deter-
mined by patient- and operator-related factors. In routine practice, numerous 
confounding factors exist, which differ from the highly controlled conditions 
of randomized trials.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Capsule endoscopy reading is time-consuming and subject to variability 
among readers. Although artificial intelligence–assisted reading has improved 
diagnostic accuracy, its performance often lacks generalizability in different 
clinical settings. This study aimed to develop a foundation model to improve 
accuracy and generalizability in capsule endoscopy reading
Methods  The Attention-based Token Mixing (AToM) model was developed by 
integrating two validated foundation models, BiomedCLIP and GastroNet. This 
model incorporates an Efficient Token Mixer and a Squeeze-and-Excitation Con-
volutional Neck to enhance feature integration and overall performance. The 
model was evaluated using three datasets, including two public datasets (Kva-
sir and Kvasir-Capsule) and one real-world dataset (DUMC). The analysis was 
conducted under patient-level splitting protocol.
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Results  AToM consistently outperformed conventional deep learning, trans-
formers, and recent foundation models across all evaluation metrics. On the 
Kvasir-Capsule dataset, AToM achieved an F1-score of 87.4 %, an accuracy of 
88.7 %, and MCC of 0.616, outperforming the latest foundation model (DINOv2) 
by 1.7 % in F1-score, 1.6 % in accuracy, and 0.08 in MCC (p < 0.05 for all). Inter-
estingly, under image-level splitting, the AToM model reached an accuracy of 
98.6 % and an MCC of 0.987 with highest performance, showing the highest 
performance.
Conclusions  The AToM model demonstrated the highest accuracy and strong 
generalization across different datasets compared with conventional models. 
Although overall accuracy decreased under the strict patient-level compared 
with the image-level split, the AToM model consistently maintained the best 
performance. These findings suggest that foundation model could be feasibly 
implemented in real-world clinical setting for capsule endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Atrophy extends beyond the cardia is open atrophy and closely related 
to gastric cancer. However, there is difficulty in determining cardia atrophy 
under endoscopy.
Methods  This is multicenter prospective study, a total of 895 patients were 
assigned to the training and validation sets to establish a cardia atrophy diag-
nostic model. 220 patients were included in the internal test set. Additionally, 
a total of 354 patients were included in the external test set. In the internal and 
external test sets, 3 senior and 3 junior endoscopists made online diagnoses, 
comparing the performance differences to the AI-assisted system (▶Table 1).

▶Table 1	  Comparison of diagnostic performance of cardia atrophy between AI-assisted system and endoscopists

Internal Testing dateset External Testing dateset

AI-assisted 
system

Endos-copists Senior Junior AI-assisted 
system

Endos-copists Senior Junior

Accuracy 
(95 %CI)

0.927 (0.891, 
0.964)

0.714 (0.688, 
0.741)

0.774 (0.738, 
0.810)

0.655 (0.617, 
0.692)

0.918 (0.881, 
0.956)

0.836 (0.817, 
0.856)

0.867 (0.843, 
0.891)

0.805 (0.777, 
0.833)

Sensitivity 
(95 %CI)

0.941 (0.884, 
0.997)

0.687 (0.642, 
0.731)

0.730 (0.673, 
0.787)

0.643 (0.582, 
0.704)

0.894 (0.827, 
0.961)

0.770 (0.734, 
0.806)

0.841 (0.795, 
0.887)

0.699 (0.651, 
0.747)

Specificity 
(95 %CI)

0.919 (0.876, 
0.963)

0.732 (0.697, 
0.766)

0.802 (0.757, 
0.846)

0.662 (0.613, 
0.710)

0.931 (0.894, 
0.969)

0.872 (0.849, 
0.894)

0.882 (0.851, 
0.913)

0.862 (0.830, 
0.894)

PPV 
(95 %CI)

0.878 (0.820, 
0.936)

0.612 (0.569, 
0.656)

0.694 (0.636, 
0.753)

0.540 (0.483, 
0.597)

0.874 (0.807, 
0.941)

0.762 (0.727, 
0.796)

0.791 (0.750, 
0.832)

0.729 (0.683, 
0.775)

NPV 
(95 %CI)

0.962 (0.930, 
0.993)

0.791 (0.759, 
0.823)

0.828 (0.786, 
0.869)

0.750 (0.707, 
0.794)

0.943 (0.905, 
0.981)

0.877 (0.855, 
0.899)

0.912 (0.886, 
0.938)

0.843 (0.812, 
0.874)

AUC 
(95 %CI)

0.967 
(0.945-0.988)

– – – 0.953 
(0.929-0.977)

– – –

PPV: Positive Predictive Value NPV: Negative Predictive Value AUC: Area Under Curve

Results  In the internal test dataset, the accuracy, sensitivity, and specificity of 
the AI-assisted cardia atrophy diagnostic system were 0.927, 0.941, and 0.919, 
respectively, with a PPV of 0.878, NPV of 0.962, and AUC of 0.967. In the ex-
ternal test dataset, the accuracy, sensitivity, and specificity were 0.918, 0.894, 
and 0.931 respectively, with a PPV of 0.874, NPV of 0.943, and AUC of 0.953. 
Furtherly, it was found the diagnosis accuracy, sensitivity, specificity, PPV, and 
NPV of the AI-assisted system were all higher than those of senior endoscopists. 
The ROC curve area (AUC) of AI-assisted system was 0.967 and 0.953 in the 
internal and external test sets, respectively. Heat map showed a high consist-
ency between the AI-system and endoscopists.
Conclusions  Our newly developed AI-assisted system shows superior perfor-
mance in identifying cardia atrophy compared to senior endoscopists, and can 
be used to guide endoscopic judgment and targeted biopsies for cardia atrophy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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DOI  10.1055/s-0046-1820955
Aims  Artificial intelligence (AI) has potential to improve diagnosis and outcome 
assessment in gastrointestinal (GI) endoscopy. However, robust AI models re-
quire large, labeled datasets with full-length, high-resolution endoscopic vid-
eos. Many existing endoscopic databases rely on retrospective sampling, iso-
lated images, or lack clinical context, limiting their utility for AI systems 
development. We therefore aimed to develop an endoscopy video databank 
coupling full-length recording with capture of structured clinical, procedural, 
and pathology data.
Methods  A prospective video databank was established at the Montreal Uni-
versity Hospital Center (NCT06822616) with enrollment of patients undergo-
ing endoscopic procedures since 2022. Inclusion criteria comprised all screen-
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ing, surveillance, diagnostic, or therapeutic upper (EGD) or lower (colonoscopy) 
endoscopies performed in patients ≥ 18 years old. All patients provided in-
formed consent for data collection and subsequent use in AI system develop-
ment. The databank follows FAIR principles: Findable, Accessible, Interoperable, 
and Reusable. Video recordings were de-identified from acquisition, using study 
identifiers without protected health information, with all technical specifica-
tions optimized for AI training (full-length, full-frame videos in 1920x1080-pix-
el resolution and 60fps, and 10-bit color depth). Trained research staff system-
atically documented and timestamped detected anatomical landmarks, all 
identified lesions, including endoscopist optical diagnoses, interventions, 
disease-specific scores (e.g., Ulcerative colitis: Mayo Endoscopic Subscore, 
Crohn’s disease: SES-CD, Barrett’s esophagus: Prague classification), AI system 
outputs, and endoscopy quality metrics in structured case report forms (CRFs) 
during the procedure. All data, including patient, procedure, and pathology 
outcomes, were then documented in a REDCap database and linked to the 
videos using the unique study identifiers [1–5].
Results  As of July 2025, 6,272 patients (mean 59.0 years, 52.1 % female) have 
been prospectively enrolled for a total of 7,591 endoscopic procedures (5,605 
(73.8 %) colonoscopies, 1,986 (26.2 %) EGDs) performed by 48 different endos-
copists, with complete video capture and documentation included in the da-
tabank. Up to 747 and 455 structured datapoints were documented for each 
enrolled colonoscopy and EGD, respectively. Each polyp identified and biopsy 
performed were documented with up to 48 and 46 variables each. Disease-spe-
cific datapoints included up to 169 datapoints specifically for patients with 
inflammatory bowel disease. Prevalence of main cohort procedural indications 
are summarily presented in ▶Table 1, demonstrating substantial diversity in 
pathologic findings across inflammatory, neoplastic, and structural disease 
categories. Pathologic findings (including inflammation, polyps, ulcers, dys-
plasia, malignancy) of any type were found in 6355 (83.7 %) procedures, of 
which 6987 colorectal polyps found in 2981 patients and 48 cancers. Data 
enabled calculation of multiple endoscopic quality metrics: mean adenoma 
detection rate (ADR) was 38.9 % (CI[37.2-40.7]), sessile serrated lesion detec-
tion rate (SSLDR) was 4.5 %[3.8-5.3], advanced adenoma detection rate (AADR) 
was 9.0 %[8.0-10.1], and mean withdrawal time was 12.1 + /-11.9 minutes for 
colonoscopies and procedure times 5.1 + /-7.1 minutes for EGDs.
Conclusions  This large, prospective, FAIR-compliant video databank of > 7,500 
procedures enrolled at our tertiary care center provides a scalable foundation 
for AI development, validation, and clinical outcomes research for gastrointes-
tinal endoscopy. Ongoing multi-center expansion and integration of digital 
pathology slides, microbiome and multi-omics analyses will enable future pro-
jects combining endoscopic video data with precision medicine approaches.

▶Table 1	  Cohort characteristics: prevalence of procedural indications

Colonoscopies N = 5,605 EGD N = 1,986

Surveillance 1,931 (34.4 %) Dyspepsia 306 (15.6 %)

Diagnostic 760 (13.6 %) Barrett’s esophagus 229 (11.5 %)

Screening 642 (11.4 %) Anemia 198 (10.0 %)

Crohn’s disease 543 (9.7 %) Dysphagia 151 (7.6 %)

Ulcerative colitis 459 (8.2 %) GERD 93 (4.7 %)

EMR polypectomy 427 (7.6 %) EMR polypectomy 70 (3.5 %)

FIT +  173 (3.1 %) Eosinophilicesophagitis 67 (3.4 %)
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ceived speaker fees from Fujifilm. The remaining authors declare that they have 
no conflict of interest.
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Aims  Uncertainty around medical liability and accountability remains a major 
barrier to the effective implementation of AI in endoscopy. To date, no mal-
practice cases have involved AI-enabled endoscopy. As systems become in-
creasingly automated, responsibility becomes more complex, involving clini-
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cians, hospitals and manufacturers. A better understanding of public perception 
around AI and liability will be critical for clinical adoption and the development 
of legal frameworks. This study examines how laypersons assign responsibility 
across stakeholders at different levels of AI automation in endoscopy [1–5].
Methods  An online survey was conducted via a dedicated research platform 
(Prolific). Adults > 18 years old from the USA and Europe were randomly pre-
sented with three AI endoscopy harm scenarios representing increasing levels 
of automation. Participants rated responsibility for four stakeholder groups 
[doctor, hospital, AI manufacturer and a no-fault compensation scheme] using 
a 7-point Likert scale. Scenario 1 involved a computer aided quality (CAQ) tool 
reporting adequate mucosal visualization followed by a missed colorectal can-
cer (CRC). Scenario 2 involved a computer aided diagnosis (CADx) system mis-
classifying an adenoma as a hyperplastic polyp, leaving an adenoma in situ, 
which later progressed to CRC. Scenario 3 described a capsule endoscopy tool 
with which physicians check only images flagged by the system as abnormal, 
failing to identify a significant gastrointestinal bleed.
Results  502 respondents completed the survey (USA: 250; Europe: 252). Re-
sponsibility scores varied significantly by both AI automation level and stake-
holder (p  <  0.001). Doctors received the highest overall mean responsibility 
score of any stakeholder (5.15, p  <  0.001). However, accountability patterns 
shifted significantly with increasing AI automation. Doctors’ mean responsibil-
ity declined steadily, reaching 3.32 at the highest automation level (p  <  0.001). 
In contrast, hospitals and manufacturers showed the opposite trend. Their 
mean responsibility scores peaked at the highest automation level, at 5.73 and 
5.83, respectively (p  <  0.001). Ratings for the no-fault compensation scheme 
remained largely unchanged.
Conclusions  This is the first study to examine public perceptions of liability for 
AI-related harms in endoscopy. Participants perceived that increasing AI auto-
mation shifts responsibility away from clinicians and toward hospitals and 
manufacturers, though clinicians were assigned high responsibility ratings 
across all scenarios. As automation increases, hospitals and manufacturers 
should strengthen governance and monitoring to ensure safety and account-
ability. These findings underscore the need to preserve a clear human-in-the-
loop role within AI-supported endoscopy and to establish structured, transpar-
ent liability frameworks to guide clinical practice.
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Aims  Esophageal neoplasia (EN) remains a significant contributor to cancer-re-
lated mortality, primarily due to the difficulty in visualizing and characterizing 
early-stage lesions during endoscopy. Inter-observer variability in interpreta-
tion is substantial, even with enhanced imaging modalities (e.g., NBI, BLI, 
i-scan). Artificial intelligence (AI) systems, including computer-aided detection 
(CADe) and diagnosis (CADx), have emerged as potential tools to enhance and 
standardize diagnostic accuracy. We aimed to synthesize the diagnostic per-
formance of AI-assisted endoscopy for EN, conducting subgroup analyses based 
on histology (Esophageal Squamous Cell Carcinoma [ESCC] vs. Barrett’s Eso-
phagus-Related Neoplasia [BERN]) and comparing accuracy by the unit of anal-
ysis (per-patient vs. per-image).
Methods  A systematic review and meta-analysis were performed. Study-lev-
el 2 × 2 data (True Positives, False Positives, False Negatives, True Negatives) 
were extracted from eligible studies. Data were pooled using a bivariate ran-
dom-effects hierarchical summary receiver operating characteristic (HSROC) 
model (MIDAS, Stata 18). Primary outcome measures were pooled sensitivity, 
specificity, and the Area Under the Curve (AUC). Secondary metrics included 
positive and negative likelihood ratios (LR + , LR–) and the Diagnostic Odds 
Ratio (DOR). Separate meta-analyses were conducted for per-patient data 
(overall and by histology) and per-image data. Statistical heterogeneity was 
quantified using the I² statistic, and threshold effects were evaluated.
Results  Thirteen studies met inclusion criteria for the per-patient analysis (752 
reference-positive; 876 reference-negative patients). The pooled sensitivity 
was 0.91 (95 % CI 0.85–0.94) and specificity was 0.78 (95 % CI 0.63–0.88). The 
summary AUC was 0.93 (95 % CI 0.90–0.95), with an LR + of 4.1, LR– of 0.12, 
and DOR of 34. Substantial heterogeneity was observed (I² ≈ 97 %) with no sig-
nificant threshold effect [1].
In histological subgroup analyses, ESCC (8 studies) yielded a sensitivity of 0.92 
(95 % CI 0.85–0.96) and specificity of 0.73 (95 % CI 0.51–0.87) (AUC 0.93). For 
BERN (5 studies), sensitivity was 0.86 (95 % CI 0.77–0.92) and specificity was 
0.85 (95 % CI 0.69–0.93) (AUC 0.91).
The per-image analysis (6 studies; 2,574 positive; 7,089 negative images) 
demonstrated higher pooled accuracy: sensitivity 0.96 (95 % CI 0.92–0.98), 
specificity 0.93 (95 % CI 0.85–0.97), and AUC 0.98 (LR + 13.3, LR– 0.04). Het-
erogeneity remained substantial (I² ≈ 93 %).
Conclusions  AI-assisted endoscopy demonstrates high overall diagnostic ac-
curacy for esophageal neoplasia. On a per-patient basis, a metric more relevant 
to clinical decision-making, AI provides excellent sensitivity with moderate 
specificity, showing comparable utility across both ESCC and BERN. The out-
standing per-image accuracy (AUC 0.98) and high LR + (13.3) suggest strong 
"rule-in" capability, while the consistently low LR– (0.12 per-patient, 0.04 
per-image) indicates a robust "rule-out" potential, implying a reduced risk of 
missed lesions. Despite significant heterogeneity across studies, these findings 
support the continued development of AI in endoscopy. Prospective, real-time, 
multicenter validation studies using standardized workflows are warranted to 
establish optimal operating thresholds and confirm the generalizability of these 
systems in routine clinical practice.
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Inequalities: Early Signals from an Ethnically Diverse 
Patient Cohort
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Aims  Colon Capsule Endoscopy (CCE) is a minimally invasive alternative to 
standard colonoscopy. Although it does not currently provide population-lev-
el therapeutic intervention, it is highly sensitive, well tolerated and is associat-
ed with low rates of discomfort and complications [1]. In the UK, CCE has now 
been implemented in routine clinical pathways, which has helped to reduce the 
demand for conventional colonoscopy [2].
Bowel cancer screening in the UK heavily relies on faecal immunochemical 
testing (FIT) to identify patients who require endoscopic assessment. In some 
ethnic groups, a lower than expected uptake has been identified, [3]. Addition-
ally, subsequent colonoscopy uptake has historically been lower in ethnic mi-
nority groups [4]; for example, uptake has been reported to be as low as 33 % 
in the South Asian population in England [5]. Consequently, minority popula-
tions are more likely to be diagnosed with advanced colorectal cancer as a result 
[6] – this is an important public health concern.
We analysed data from one of the UK’s largest CCE centres, itself serving an 
ethnically diverse population, to determine whether CCE could play a role in 
increasing lower gastrointestinal investigation among ethnic minority groups.
Methods  We performed a retrospective analysis of CCE reports between Jan-
uary 2021 and September 2025. Eligible patients included those with a lower 
risk of colorectal cancer (FIT of < 100) with or without the presence of NG12 
symptoms (such as rectal bleeding or a change in bowel habit). Data sources 
included CCE reports, scanned written patient records and electronic patient 
records. We recorded demographics (ethnicity, sex and age) in addition to the 
diagnosis from the study.
Results  A total of 473 CCE reports were analysed. Of this cohort, 385 (81 %) 
patients were White British. 37 (7.8 %) patients were Pakistani, constituting the 
largest minority population in the cohort. Within this subgroup, 87 % were 
female, compared to 55 % in the overall cohort. The median age in the Pakistani 
subgroup was 45 years compared to 57 overall. 6 (16.2 %) of these patients had 
polyps, 8 (21.6 %) had diverticulae and 8 (21.6 %) had haemorrhoids. Other 
ethnicities included 7 (1.4 %) Black (African), 4 (0.84 %) Indian and 2 (0.42 %) 
Caribbean patients.
Conclusions  This analysis suggests comparatively higher uptake of CCE 
amongst some ethnic minority populations that might be expected from his-
torical diagnostic colonoscopy data.
Pakistani people comprise 13.5 % of the total population in the area our centre 
covers [7]. Local colonoscopy uptake in this group has been reported as 1.4 %; 
this is significantly lower than the uptake of CCEs in our data. This suggests 
there is a signal that CCE may play a role in overcoming known barriers to 
participation among minority populations accessing screening investigations, 
thereby addressing known disparities in colorectal screening. Qualitative re-
search identifies common barriers including individual beliefs, a reliance on 
family and friends, health concerns (such as the disproportionate effect of 
healthcare-acquired infections on minority groups) and a perceived loss of 
autonomy [8].
Confirmatory, prospective research is required to explore minority communi-
ties’ preferences for investigative modalities, including CCE, and to determine 
how CCE might be integrated into colorectal cancer diagnostic pathways.
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References
[1]  Morris S, Sutton M, Gravelle H. Socioeconomic variation in uptake of co-
lonoscopy in the English Bowel Cancer Screening Programme. Journal of 
Medical Screening 2012; 19 (2): 67–72 PMID: 22864455
[2]  Campbell C, Douglas A, Williams L, Cezard G et al. Are there ethnic and 
religious variations in uptake of bowel cancer screening? A retrospective co-

hort study among 1.7 million people in Scotland. BMJ Open 2020; 
10:e037011. doi:10.1136/bmjopen-2020-037011
[3]  Bailey JA, Wan N, Gholkar M et al. Sociodemographic variations in the 
uptake of faecal immunochemical test for symptomatic patients. The British 
Journal of General Practice 2023; 73: e843–e849. doi:10.3399/
BJGP.2023.0033. PMID: PMC10587902
[4]  Turvill J, Haritakis M, Pygall S, Bryant E, Cox H, Forshaw G, Musicha C, 
Allgar V, Logan R, Alindon M. Multicentre Study of 10,369 Symptomatic Pa-
tients Comparing the Diagnostic Accuracy of Colon Capsule Endoscopy, Co-
lonoscopy and CT Colonography. Alimentary Pharmacology & Therapeutics 
2025; 61 (9): 1532–1544. doi:10.1111/apt.70046
[5]  Kerrison RS, Gil N, Travis E, Jones R, Whitaker KL, Rees C, von Wagner C. 
Barriers and facilitators to colonoscopy: qualitative study of ethnic minority 
groups following a positive faecal immunochemical test. Psycho-Oncology 
2023; 32:. doi:10.1002/pon.6123. PMID: PMC10946452
[6]  Jackson A, Taylor J, Pritchard J. Census 2021: Ethnicity Overview. Oldham 
Council, Strategy and Performance Service. 2022;Report No.: V1.01. Availa-
ble from: https://www.jsnaoldham.co.uk/cms-data/depot/profile-depot/
Census_2021_First_Ethnicity_Report_v101.pdf Accessed 2025 Nov 18
[7]  Birch RJ, Burr NE, Taylor JC, Downing A, Quirke P, Morris EJA et al. Inequal-
ities in colorectal cancer diagnosis by ethnic group: a population-level study 
in the English National Health Service. BMJ Open Gastroenterology 2025; 12 
(1): PMID: e001629
[8]  Palmer CK, Thomas MC, McGregor LM, von Wagner C, Raine R. Under-
standing low colorectal cancer screening uptake in South Asian faith commu-
nities in England – a qualitative study. BMC Public Health 2015; 15: 998. 
doi:10.1186/s12889-015-2334-9

PYP019  A Decade of Colon Capsule Endoscopy: 
Downstream Workload and Follow-up Procedures
Authors  Sheehan T1, Sihag S1, 2, Leung E2, McNamara D1, 2

Institutes  1  Tallaght University Hospital, Dublin, Ireland; 2  Trinity 
Academic Gastroenterology Group, Trinity College, Dublin, Ireland
DOI  10.1055/s-0046-1820959
Aims  Colon capsule endoscopy (CCE) is a minimally invasive alternative to 
colonoscopy that offers a patient-friendly method of evaluating the colon. 
While its diagnostic yield is well established and shown to be comparable to 
conventional colonoscopy, far less is known about the downstream workload 
generated by CCE—particularly the need for subsequent colonoscopy, addition-
al imaging, or repeat CCE examinations. Understanding these follow-up re-
quirements is crucial for assessing service efficiency, planning resource alloca-
tion, and evaluating cost-effectiveness. As CCE becomes increasingly 
integrated into colorectal pathways, quantifying the procedural load it gener-
ates is essential for informed decision-making. This study aims to characterize 
the downstream workload associated with our CCE service over the past decade, 
with a specific focus on the frequency and drivers of follow-up procedures, 
including colonoscopy, imaging, and repeat CCE [1].
Methods  We conducted a retrospective analysis of all colon capsule endosco-
py (CCE) studies performed at our centre over the past 10 years. Case lists were 
generated from the local PillCam database, and patient identifiers were 
cross-referenced with the hospital Endoscopy database to identify subsequent 
procedures. Individual CCE reports were reviewed to assess study completeness 
and to document any downstream investigations, including colonoscopy, ra-
diological imaging, or repeat capsule examinations. The primary outcomes 
were the frequency and type of follow-up procedures following CCE, with sec-
ondary outcomes capturing repeat CCE rates and indications for additional 
investigations
Results  Over the 10-year period, 1,302 CCE examinations were performed. 
Repeat CCE was recommended in 268 cases (21 %). The annual repeat CCE rate 
showed substantial variability, ranging from 4.8 % to 26.6 %, with a mean of 
17.7 % and a median of 17.9 %, indicating a consistently moderate downstream 
capsule workload. Surveillance was the predominant indication with 209 pro-
cedures (78 %), with a progressive rise over time, increasing more than 30-fold 
between 2015 (1 case) and 2023 (52 cases). Symptomatic indications account-
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ed for 24 cases (10 %) and repeats due to failed or inadequate bowel preparation 
occurred in 32 cases (11 %). Follow-up endoscopy was recommended in 440 
cases (34 %). Annual endoscopic workload ranged from 14.3 % to 41.6 %, with 
a mean of 29.1 % and median of 28.3 %, demonstrating greater yearly fluctua-
tion than repeat CCE. Peaks in 2019 and 2023 (both 87 cases) reflected high-vol-
ume years with increased diagnostic yield or completion requirements. Indica-
tions included polypectomy (224; 51 %), completion colonoscopy (95; 21 %), 
and other therapeutic or diagnostic interventions (102; 23 %). CT colonography 
was recommended in only four cases (0.3 %), all following failed CCE studies. 
Across the dataset, a substantial proportion of patients did not require further 
investigation, 586 cases (45 %).
Conclusions  Overall, 45 % of CCE examinations required no further follow-up 
and a further 21 % were suitable for capsule-based surveillance—patients who 
historically would have undergone colonoscopy. This represents a potential 
66 % reduction in index colonoscopy demand (859 cases). Repeat CCE was re-
quired in 21 % of examinations, with an average annual repeat rate of 18 %, a 
factor that will need to be considered in future service planning should nation-
al adoption of CCE expand. Our follow-up endoscopy rate of 34 % (mean annu-
al rate 29 %) compares favourably with the ~42 % pooled rate reported by Lei 
et al. (2025). These findings indicate that CCE can operate effectively alongside 
colonoscopy, reducing the overall burden on endoscopy services. Appropriate 
patient triage will be essential to further minimise downstream workload, con-
sistent with broader use of non-invasive testing pathways such as the Faecal 
Immunochemical Test (FIT). In the context of a growing population and increas-
ing colonoscopy waiting lists, expanding CCE capacity offers a practical strat-
egy to enhance access and efficiency within colorectal diagnostics. Additionally, 
by reducing procedure-related resource use, CCE may contribute to lower carbon 
emissions in endoscopy units and support the goals of Green Endoscopy
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Lei I.I., Cortegoso Valdivia P., Marlicz W., Skonieczna-Żydecka K., Aras-
aradnam R., Eliakim R., Koulaouzidis A. 2025 Systematic meta-review: diag-
nostic accuracy of colon capsule endoscopy for colonic neoplasia with um-
brella meta-analysis. . doi:10.1177/26317745251370845

PYP020  Artificial Intelligence–Assisted Endoscopy 
Reduces Adenoma and Polyp Miss Rates: Updated 
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Aims  Artificial intelligence (AI) is increasingly used in GI endoscopy to enhance 
polyp and adenoma detection. We measured the AI enhanced endoscopy on 
adenoma miss rate (AMR), polyp miss rate (PMR) and sessile serrated lesion 
miss rate (SSL-MR).
Methods  We searched PubMed and Embase databases to July 2025 for RCTs 
comparing AI-assisted with standard Endoscopy. Pooled risk ratios (RR) were 
calculated with random effects.
Results  Twelve trials showed significantly AI endoscopy lowered AMR by 39  % 
(RR 0.61, 95  % CI 0.5-0.75) and PMR by 36  % (RR 0.64, 95  % CI 0.44-0.91). SSL-
MR fell but was not significant (RR 0.58, 95  % CI 0.29-1.16).
Conclusions  Our meta-analysis showed that AI-assisted endoscopy results in 
a significant reduction in missed adenomas and polyps. A similar reduction was 
also observed for missed sessile serrated lesions but did not reach significance. 
These results point to the potential of AI enhancement to improve the accura-
cy of endoscopic surveillance by catching more lesions on the first pass. Wide-
spread use of AI in endoscopy could make fewer missed lesions and reduce the 
incidence of interval neoplasms [1–5].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Post-LAMS bleeding caused by distal flange pressure over 
jejunal mucosa is uncommon but severe. Management strategies for LAMS-in-
duced pressure bleeding typically include exchanging the LAMS for double-pig-
tail stents; however, this is not feasible in immature gastrointestinal anastomo-
ses due to the risk of leakage.
Innovation  We describe a novel approach for managing early post-EUS-GE 
bleeding: exchanging the LAMS using a dual-channel endoscope to ensure safe 
hemostasis.
Results  A patient with advanced pancreatic adenocarcinoma undergoing 
chemotherapy presented with symptomatic duodenal stenosis after 4 years. 
An EUS-GE was performed using a 20x10mm Axios stent. Twenty-four hours 
later, the patient developed hemodynamically unstable upper GI bleeding. 
Urgent gastroscopy revealed active jejunal bleeding caused by distal flange 
pressure ulceration. To minimize the risk of anastomotic dehiscence during 
LAMS removal, jejunal access was first secured with a guidewire through the 
second channel of a dual-channel endoscope. The LAMS was then retracted 
from the anastomosis into the stomach, allowing for complete sclerotherapy. 
Jejunal inspection confirmed hemostasis. A covered enteral stent (Hanaro DPC 
20-90mm) was deployed between the stomach and jejunum over the guidewire 
to seal both perforations. The patient showed no signs of rebleeding or perito-
nitis, resumed oral intake, and was discharged within 48 hours.
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Conclusions  Withdrawing a LAMS over a guidewire in EUS-GE facilitates en-
doscopic hemostasis in cases of severe early bleeding, allowing for exchange 
to a covered SEMS. The covered stent prevents rebleeding by eliminating per-
sistent flange pressure while maintaining a functional anastomosis. Although 
a dual-channel endoscope facilitates this maneuver, it could also be performed 
using a therapeutic gastroscope with grasping forceps inserted parallel to the 
guidewire.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/dc0bf795-d61f-457b-986d-6c2754511e0d/Uploads/19990_
ESGE_2026 %20- %20Vi %CC %81deo %20V-M-T %20V1.mp4
Conflicts of Interest  Manuel Pérez-Miranda: Consulting/Lecture Olympus/
Medtronic/Lumendi/Siemens/Boston Scientific/M.I.Tech
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Abstract Text  A 25 year-old woman presented with vomiting. CT showed gas-
tric dilatation and “windsock sign” typical of of duodenal web. She underwent 
surgical duodenojejunostomy, but this failed because of oedematous subste-
nosis of duodenojejunal surgical anastomosis. EUS-Gastroenterostomy was 
proposed as temporary alternative during surgical anastomosis healing. Duo-
denal web was cannulated with a guidewire to regain access to the Treitz region 
bypassed by the surgery. Then an orojejunal tube was placed over the ligament 
of Treitz following a standard Wireless Simplified EUS-Gastroenterostomy tech-
nique (WEST). A 20mm Lumen Apposing Metal Stent (LAMS) was placed free-
hand. The patient tolerated oral liquids and solid food on postoperative day 1 
and 2. Six months later, X-Ray contrast study and endoscopy confirmed paten-
cy of the surgical anastomosis and the LAMS was removed.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/bea09a08-0728-47db-8cfe-621ad3d1f892/Uploads/19978_BG-
video.mp4
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Aims  Endoscopic ultrasound-guided gastroenterostomy (EUS-GE) is a mini-
mally invasive alternative to surgery and endoscopic stenting for malignant 
and benign gastric outlet obstruction (GOO). Fluoroscopy is traditionally used 
to insert an oro/naso-enteral catheter to ensure bowel distension and facilitate 
recognition of the target loop and final stent placement. Cautery-enhanced 
lumen-apposing metal stents (EC-LAMS) enable a fluorless direct freehand 
technique, but clinical data on its reproducibility remain limited. We assessed 
the technical feasibility of fluorless direct freehand EUS-GE and described its 
safety and clinical outcomes in patients with malignant and benign GOO.

Methods  Retrospective consecutive cohort of adults with symptomatic ma-
lignant or benign GOO who underwent an attempted fluorless EUS-GE at a 
tertiary interventional endoscopy centre (January 2020–October 2025). Eligi-
bility was MDT-defined. Exclusions: planned fluoroscopy, hybrid/non-standard 
approaches (wire-guided/double-balloon), or incomplete data precluding 
outcomes assessment. All procedures were performed under deep sedation or 
general anaesthesia. A diagnostic forward-viewing gastroscope was first ad-
vanced to the stricture to assess traversability and identify a safe window—ei-
ther passage beyond the stenosis or a pinpoint orifice suitable for tip apposition. 
In case of complete or near-complete obstruction, the procedure was per-
formed under fluoroscopic guidance to ensure adequate target distension and 
mitigate misdeployment risk. When a fluorless approach was feasible, butylb-
romide 20 mg IV was administered, and the distal jejunal loop was distended 
by hand-instilling saline–methylene blue (plus a small amount of iodinated 
contrast to increase fluid density) with 50–60 mL syringes, directly via the gas-
troscope channel; no infusion pump was used. The gastroscope was then ex-
changed for a therapeutic linear echoendoscope positioned in the stomach, 
and an EC-LAMS (Hot-Axios, Boston Scientific, USA; 15 × 10 or 20 × 10 mm) was 
deployed freehand under real-time EUS guidance (a second butylbromide 20 
mg dose could be given immediately before deployment). Gastrojejunostomy 
creation was confirmed by reflux of blue-stained fluid through the LAMS into 
the stomach.
Primary outcome was feasibility, defined as completion of EUS-GE entirely 
without fluoroscopy, with technical success achieved. Secondary outcomes 
were: technical success (creation of a functional gastroenteric anastomosis 
with correct LAMS deployment, no same-session surgical/percutaneous res-
cue); clinical success (symptom improvement with a GOOSS increase ≥ 1 with-
in 72 h); and early safety, reported as intra-procedural adverse events (AEs) and 
early post-procedural AEs ≤ 7 days (AGREE-graded). Analyses were descriptive 
and included all consecutive planned fluoroscopy-free attempts.
Results  Thirty-six consecutive patients underwent an attempted fluorosco-
py-free EUS-GE. Median age 70.5 years; ASA II/III/IV 7/25/4; median Charlson 
Comorbidity Index 7. Etiology was malignant in 30/36 (83.3 %) and benign in 
6/36 (16.7 %). The obstruction more often involved the second duodenal por-
tion (22/36, 61.1 %) than the pylorus/bulb (14/36, 38.9 %). One patient had a 
prior unsuccessful duodenal stent. In two patients, the fluorless strategy could 
not be completed (one conversion to fluoroscopy-assisted EUS-GE without 
anastomosis completion; one aborted). Feasibility (primary) and technical 
success were both 94.4 % (34/36), with a mean procedural time of 15 minutes. 
Clinical success was 88.9 % (32/36), with rapid recovery—liquids at 24 hours 
and a median hospital stay of 4 days. Intraprocedural AEs occurred in 4/36 
(11.1 %), all AGREE IIIA, managed endoscopically (clip closure and, when re-
quired, LAMS retrieval/redeployment). Early AEs ≤ 7 days were 2/36 (5.6 %): one 
minor bleeding (AGREE II) treated conservatively and one fatal misdeployment 
(AGREE V). Overall, early safety endpoint (intraprocedural or ≤ 7-day AE) was 
16.7 % (6/36).
Conclusions  Fluorless direct freehand EUS-GE showed high feasibility and 
strong technical and clinical performance in a consecutive cohort. Intraproce-
dural and early adverse events were not uncommon, yet most were low–to–
moderate in severity and readily controlled endoscopically. These findings 
support the adoption of a radiation-free workflow in experienced centres and 
motivate prospective studies to validate reproducibility.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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▶Table 1	 

Variables Patients, 
n 

Events,  
n 

Crude OR 
(95 % CI) 

Adjusted 
OR (95 % 
CI) 

BMI 

BMI > 20 10 0 NA 

BMI < 20 22 8 1 

Technical Success 

Success 29 7 0.636 (0.05 
– 8.12)

Failure 3 1 1

Clinical Success 

Success 29 6 0.130 (0.01 
– 1.69)

Failure 3 2 1

ECOG

ECOG 1 16 1 1 1

ECOG 2 4 2 15 (0.89 
– 251)

9.0 (0.52 
– 155)

ECOG 3 7 2 6.0 (0.44 
– 81.2)

9.0 (0.52 
– 155)

ECOG 4 5 3 22.5 (1.51 
– 335) 

27 (1.26 
– 578)

Presence of 
Ascites

Grade 0 18 5 1

Grade 1 0 0 0

Grade 2 12 3 0.867 (0.16 
– 4.57)

Grade 3 2 0 0

NGT drainage

Yes 22 6 1.5 (0.25 
– 9.18)

No 10 2 1 

High Risk Subgroup 7 4 7.0 (1.11 
– 44.1)

Low Risk Subgroup 25 4 1

Aims  Endoscopic ultrasound–guided gastroenterostomy (EUS-GE) is effective 
for palliation of malignant gastric outlet obstruction (mGOO). Though costlier 
and invasive, it offers a chance at better quality of life. We aim to define predic-
tors of poor survival following EUS GE.
Methods  Thirty-two consecutive patients undergoing EUS-GE for mGOO at 
the National University Health System (Singapore) over two years were ana-
lysed. Uni- and multivariate analyses evaluated factors associated with 30-day 
mortality.

Results  Technical and clinical success was 90.6 %. GOO scores improved from 
0.25 ± 0.51 to 2.72 ± 0.52, with time to soft diet taking 2.42 ± 1.82 days. 
BMI < 20 predicted 30-day mortality (p = 0.03). ECOG 4 was strongly associated 
with 30-day mortality (OR 27.0, 95 % CI 1.26–578; p = 0.035) (▶Table 1). Mul-
ti-visceral metastases, ascites, and pre-procedure drainage were not predictive. 
Patients with ECOG 3–4 and BMI < 20 showed less improvement in GOO scores 
at discharge(2.14 vs 2.88; p = 0.015), higher 30-day mortality risk (OR 7.0; 
p = 0.038), and shorter median survival (30 ± 6 vs 79 ± 35 days; log rank 
p = 0.033) (Figure 1).
Conclusions  Disease burden does not affect short term survival after EUS-GE. 
Patients with ECOG 3–4 and BMI < 20 experienced limited symptomatic im-
provement and high early mortality, suggesting EUS-GE may offer limited 
benefit in this subgroup.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-guided gastroenterostomy (EUS-GE) with lumen-apposing metal 
stent (LAMS) has emerged as a mini-invasive, effective and safe alternative to 
surgical gastrojejunostomy and endoluminal stenting to treat malignant gastric 
outlet obstruction (MGOO). Currently, intra-abdominal carcinomatosis repre-
sents a relative contraindication to this procedure, due to a possible higher risk 
of clinical failure. The primary aim was to compare clinical success of EUS-GE 
in patients with MGOO with vs without concomitant intra-abdominal carcino-
matosis. Secondary aims were to compare in the same subgroups of patients 
the clinical and procedural characteristics, the technical success rate and the 
long-term outcomes [1–3].
Methods  All patients undergoing EUS-GE for MGOO at our institution from 
June 2018 to December 2024 were retrospectively enrolled. Technical success 
was defined as successfully establishing EUS-GE and clinical success as low-res-
idue diet tolerance without re-intervention for 14 days after the procedure. 
Inclusion criteria were: 1) age > 18 years; 2) MGOO; 3) complete clinical records. 
Exclusion criteria was missing data. Intra-abdominal carcinomatosis was defined 
according either to CT and MRI imaging. Adverse events (AEs) recorded and 
classified (AGREE). Obstructive symptoms graded according to the GOOSS 
score. Data expressed as median [range]. The Student-t-test, Mann-Whitney-u 
test and X2 test used as appropriate.
Results  EUS-GE for MGOO was performed in 74 patients (36 [48.6 %] males, 
age 71 [30-92]), with ECOG performance status ³2 in 29 (39.2 %) and obstruc-
tive symptoms reported by 72 (97.3 %), with a median GOOSS of 1 [0-3]. Ma-
lignancy stage was II in 6 (8 %) patients, III in 4 (5 %) and IV in 64 (87 %). Intra-ab-
dominal carcinomatosis was present in 29 (39.2 %) patients. Ascites was 
significantly more frequent in patients with vs without carcinomatosis (19 
[65.5 %] vs 12 [26.7 %], p = 0.02). Other clinical characteristics were comparable 
between groups.
All EUS-GE were performed in deep sedation. LAMS size 20mm was used in a 
comparable proportion of patients with vs without carcinomatosis (25 [86.2 %] 
vs 37 [83.2 %], p = 0.89). Technical success rates and procedural time did not 
differ between groups (28 [96.6 %] vs 43 [95.6 %], p = 0.69; vs 33 [16-85] vs 40 
[20-106], p = 0.52). Overall, 9 misdeployments were observed (carcinomatosis: 
3 [10.3 %] vs no-carcinomatosis: 6 [13.3 %], p = 0.98). AEs were 4 (19.8 %) and 
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9 (20 %) in patients with vs without carcinomatosis (p = 0.71), all grade III. Time 
to refeeding was comparable between groups (1 [1-5] vs 1 [1-5], p = 0.96), while 
post-procedural hospital stay was longer in patients with carcinomatosis (8 
[2-18] vs 4 [2-15], p = 0.0009). Clinical success rate did not differ in patients 
with vs without carcinomatosis (25 [86.2 %] vs 43 [95.6 %], p = 0.31). All 6 fail-
ures were due to malignancy progression. Median follow-up duration was 51 
[21-622] days. During follow-up, 27 (93.1 %) patients with and 38 (84.4 %) 
without carcinomatosis died (p = 0.45). Median survival (days) and oral feeding 
toleration until last follow-up/death were comparable between patients with 
vs without carcinomatosis (42 [21-398] vs 66 [26-622], p = 0.07 and 26 [89.6 %] 
vs 42 [93.3 %], p = 0.89). Overall, oncological treatments were resumed in 11 
(37.9 %) patients with and 23 (51.1 %) without carcinomatosis (p = 0.38) Re-hos-
pitalization for any cause were observed in a comparable proportion of patients 
with vs without carcinosis (14 [48.3 %] vs 26 [57.7 %], p = 0.57), requiring rein-
tervention in 1 case.
Conclusions  In our study population the high technical and clinical success 
rates of EUS-GE were comparable in patients with and without intra-abdominal 
carcinomatosis. The major outcomes were comparable between these 2 sub-
groups of patients, thus suggesting the long-term efficacy of this procedure 
also in patients with more advanced malignancy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided gastroenterostomy (EUS-GE) has recent-
ly emerged as the standard of care for gastric outlet obstruction (GOO), owing 
to its high short-term clinical success and favorable safety profile. Nevertheless, 
long-term outcome data remain limited. The aim of this study is to evaluate 
the factors associated with the EUS-GE outcomes and to assess the durability 
of clinical success during long-term follow-up.
Methods  All consecutive patients undergoing EUS-GE to treat GOO at a single 
center between May 2022 and October 2025 were enrolled in this retrospective 
study. Data on patient demographics, procedure-related details, type of lumen 
apposing metal stent (LAMS) used and follow-up results were collected. Pri-
mary outcomes included technical success, clinical success, and adverse events 
(AEs). The secondary outcome was the assessment of clinical success during 
mid-term (6 months) and long-term (12 months or more) follow-up.
Results  Fifty-two patients who underwent EUS-GE (mean age 62.65 [SD 
13.71], male 51.9 %, malignant indication 86,5 %) were included. Median fol-
low-up duration was 100.5 days (IQR 60-221). Technical success, defined as 
successful LAMS deployment, was 96,2 %. Clinical success, defined as Gastric 
Outlet Obstruction Scoring System (GOOSS) ≥ 2 at 7 days was 94 %. Intrapro-
cedural AEs – stent misdeployment (SM) were observed in 10 % of patients with 

no association between LAMS type (15/10mm or 20/10mm Hot Axios Boston 
Scientific, USA/ 16/20mm Hot Spaxus Taewoong Medical, Seoul, Sauth Korea, 
p = 0.331), peritoneal carcinomatosis (p = 0.154), ascites (p = 0.400), shape of 
target loop (longitudinal/oval, p = 1.000) and serum albumin level (SM group 
33g/L [IQR 15]/without SM group 35g/l [IQR 11], p = 0.737). All SMs were man-
aged by NOTES approach. The rate of short-term AEs was 10 %, associated only 
with etiology (p = 0.036). Long-term AEs, mostly procedure-related due to stent 
migration and ingrowth, occurred in 18 % of cases without association with 
previous surgery (p = 0.214), site of obstruction (p = 0.293), diameter, length, 
and type of LAMS (p = 1.000). At the 6-month follow-up, among alive patients 
/N = 24/, 12.5 % had a GOOSS = 2 and 87.5 % had GOOSS = 3, without recurrence 
of symptoms. During the long-term follow-up at 12 months, symptom recur-
rence was observed in one patient with Diffuse Large B-Cell Gastric Lymphoma. 
Endoscopy found complete obliteration of the pylorus and stent ingrowth, 
successfully managed with the stent-in-stent technique. Thus, a final-12-month 
GOOSS of 2 and 3 was observed in 28.6 % and 71.4 % of patients, respectively.
Conclusions  To our knowledge, this study is one of the first to assess the per-
formance of different types of LAMS in the context of EUS-GE, demonstrating 
comparable outcomes across stent types and showing that neither target in-
testinal loop shape nor serum albumin levels, in contrast to the surgical ap-
proach, significantly influenced procedural or long-term results. Our findings 
suggest that mid and long-term outcomes of EUS-GE are primarily determined 
by disease etiology, emphasizing the importance of appropriate patient selec-
tion.
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Aims  Endoscopic ultrasound-guided gastroenterostomy (EUS-GE) is a mini-
mally invasive alternative to surgery for patients with high gastrointestinal 
obstruction, most commonly resulting from malignant gastric outlet obstruc-
tion (GOO) [1]. Despite increasing adoption, high-quality real-world clinical 
data remain limited. The aim of this study was to assess the safety, technical 
success, and early clinical outcomes—including improvements in oral intake—
among patients undergoing EUS-GE during the first two years of implementing 
this procedure at a tetiary center.
Methods  We performed a retrospective analysis of prospectively collected 
database of adult patients who underwent EUS-GE at a single tetiary center 
from December 2023 to November 2025. Baseline demographic characteris-
tics, underlying disease and clinical indications were collected at admission. 
Procedural parameters included technical success, peri-procedural course and 
adverse events (AEs). AEs were classified and described according to the Amer-
ican Society for Gastrointestinal Endoscopy (ASGE) lexicon [2], based on sever-
ity and clinical impact. Follow-up evaluation included assessment of dietary 
progression, symptom relief and need for reintervention within the first 1–3 
months after the procedure.
Results  A total of 21 patients (11 male, 10 female; median age 67 years, range 
41 – 86) were included. The majority (16/ 21, 76 %) presented with malignant 
gastric outlet obstruction secondary to locally advanced pancreatic cancer, 
duodenal infiltration, or pyloric involvement. The remaining 5 patients (24 %) 
underwent EUS-GE for nonmalignant indications, including chronic groove 
pancreatitis (1 case) or choledocholithiasis in patients after gastrectomy or 
surgical hepaticojejunostomy: endoscopic ultrasound-directed transgastric 
ERCP (EDGE) stage I – 2 cases and endoscopic ultrasound-directed transenter-
ic ERCP (EDEE) stage I – 2 cases. The median procedure duration was 38 minutes 
(range 26 – 71), with no significant reduction in procedure time observed over 
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the study period. Lumen-apposing metal stents (LAMS) were used in all proce-
dures: 16 × 30 mm stents in 2 cases (9,5 %) and 20 × 10 mm in 19 cases (90,5 %).
Technical success was achieved in 20/21(95 %) procedures. One case (5 %) of 
failed bowel loop puncture occurred, followed by laparotomy 10 days later due 
to untreated gastric outlet obstruction. The only perforation which occurred 
after an initially successful EUS-GE, was noted during the first year of perform-
ing the procedure and was successfully treated surgically.
Within 8 days after the procedure, two patients (9,5 %) died due to progression 
of advanced malignant disease, not as a procedure-related adverse event. 1 
patient (5 %) was lost to follow-up.
Remarkably, all patients undergoing EUS-GE for malignant GOO demonstrated 
a rapid improvement in oral intake, progressing from pre-procedural intoler-
ance of liquids or solids to the ability to tolerate a soft or full oral diet shortly 
after the intervention. During the 1-month follow-up, no reinterventions or 
stent-related complications were observed. Throughout the entire follow-up 
period (median 35 days, range 7-90 days), one case of ulceration at the stent 
site (1.5 months post-procedure) and one case of recurrent obstructive symp-
toms ( > 30 days post-procedure) were documented.
Conclusions  The single center retrospective analysis of prospectively collect-
ed patient database demonstrates that EUS-GE provides high technical and 
clinical success rate and a quite favorable safety profile even early in the learn-
ing curve. The procedure resulted in rapid and meaningful clinical improve-
ment, reflected by restoration of oral intake and relief of obstructive symptoms. 
In patients with malignant gastric outlet obstruction—who typically have lim-
ited therapeutic options and poor performance status—EUS-GE appears to be 
an effective, reproducible and minimally invasive alternative to surgical gastro-
enterostomy. These results strongly support broader adoption of EUS-GE as a 
frontline therapeutic strategy in appropriately selected patients.
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Aims  Subepithelial lesions (SELs) are commonly identified during esophago-
gastroduodenoscopy. Nevertheless, their diagnostic approach is complex, and 
patient management is dependent of appropriate anatomopathological diag-
nosis. In this context, endoscopic ultrasound (EUS) offers the possibility of both 
lesion characterization and sampling, being a first line procedure in patients 
with suspected upper gastrointestinal tract SELs over 10 millimeters. However, 
EUS is operator dependent and has a suboptimal diagnostic accuracy. This mul-
ticentric study aimed to developed a deep learning model for detection of 
upper gastrointestinal tract SEL, with distinction between leiomyoma and 
gastrointestinal stromal tumors (GIST).
Methods  An artificial intelligence model based on a convolutional neural net-
work (YOLO) was developed. This architecture included both detection and 
characterization modules, in which lesions were delimitated with bounding 
boxes and classified as GIST or leiomyoma. The model performance of the de-
tection module was assessed through the mean average precision at an inter-
section-over-unity threshold of 50 % (mAP50), while the classification module 
was evaluated through its sensitivity, precision, accuracy, and area under pre-
cision-recall curve (AUPRC).
Results  A convolutional neural netwrok was developed using a total of 67,452 
images from 91 EUS procedures performed across 12 centers in 6 countries 
(Portugal, Spain, United Kingdom, United States of America, Brazil and Argen-
tina). Pleomorphic SEL were identified with a mAP50 of 98.6 %. The AI system 
had an overall sensitivity of 98.4 %, precision of 98.3 % and accuracy of 98.5 %. 
The model had an AUPRC of 0.996 for GIST and 0.977 for leiomyoma.
Conclusions  This study represents one of the first multicentric efforts to detect 
and differentiate the most frequent subepithelial lesions on EUS with a single 
interoperable AI system. Leveraging data from five distinct EUS processors 
strengthens technical robustness, while integrating cases from six countries 
across three continents reduces demographic bias and supports global appli-
cability. This AI model has the potential to redefine the evaluation of subepi-
thelial lesions by improving diagnostic discrimination and supporting more 
targeted EUS-guided tissue sampling, ultimately elevating clinical confidence 
and decision making.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess feasibility and safety of integrating endoscopic ultrasound 
(EUS)-guided direct portal venous pressure (PVP) measurement into a one-stop 
endoscopy and to report endoscopy-relevant diagnostic performance. We 
prospectively compared PVP with the endoscopic portal pressure gradient 
(PPG = PVP − hepatic/inferior vena cava [IVC]) for two prespecified endpoints: 
oesophageal varices and clinically significant portal hypertension.
Methods  Prospective single-centre outpatient cohort (15 Mar 2024–15 May 
2025). A standardized protocol used conscious sedation with midazolam and 
fentanyl, left-lateral decubitus, spontaneous breathing, and zeroing at the 
mid-axillary line. At least three acceptable end-expiratory plateaus were ac-
quired in the portal vein and in a hepatic vein/retrohepatic IVC; technical suc-
cess required ≥ 3 accepted measurements per site to compute PPG. Adverse 
events (AEs) were prospectively attributed to the pressure-measurement step 
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vs EUS-guided liver biopsy (EUS-LB) and graded by AGREE classification. Clini-
cally significant portal hypertension (CSPH) was defined a priori as a composite 
of ≥ 3 portal-hypertension signs (unweighted sum) from a literature-adapted 
list. Primary analyses estimated ROC/AUCs with paired DeLong tests; 
.632-bootstrap internal validation and decision-curve analysis quantified ro-
bustness and net benefit.
Results  Fifty-two patients were analysed (63.5 % male; median age 56.5 years). 
Technical success was 52/52 (100 %); median EUS time 35 min [IQR 29–39]. 
EUS-LB was performed in 31/52 (59.6 %). AEs occurred in 5/52 (9.6 %): one 
Grade I epistaxis at insertion and four Grade IIIa post-biopsy bleeds (three 
clipped; one managed by interventional radiology); 4/5 (80 %) were attributa-
ble to EUS-LB; none to the pressure-measurement step. For varices, AUCs were 
0.981 for PVP vs 0.857 for PPG (paired DeLong p = 0.031); Youden cut-offs re-
spectively 23.5 and 8.5 mmHg. For CSPH (composite ≥ 3 signs), AUCs were 
0.840 (PVP) vs 0.671 (PPG) (p = 0.0049); cut-offs 27.5 and 10.5 mmHg. Internal 
.632-bootstrap and decision-curve analyses supported robustness and net 
benefit, consistently higher for PVP.
Conclusions  EUS-guided direct portal pressure can be embedded in a one-stop 
endoscopy with 100 % technical success and a favourable safety profile, with 
events almost exclusively related to liver biopsy rather than the haemodynam-
ic step. Absolute PVP provided stronger discrimination than PPG for both varices 
and CSPH, supporting its pragmatic value to anchor intra-procedural decisions 
and triage. These findings warrant multicentre confirmation under harmonized 
protocols (sedation, breathing mode, zero-leveling, replicate rules) and an 
evaluation of implementation pathways alongside traditional routes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
EUS-guided radiofrequency ablation (EUS-RFA) can be used for any lesion near 
the gut, such as left adrenal gland (LAG) is. Its goals are organ preservation and 
surgery complications avoiding.
We present the case of a 57 years-old male with neurofibromatosis type 1, 
prior right adrenalectomy and a metachronous 12x10mm LAG pheochromo-
cytoma successfully treated by EUS-RFA. Following proper premedication, the 
procedure was done under general anesthesia and ablation was carried out 
with four 10-second/60W shots of EUSRA 19G device.
Patient suffered a catecolaminergic crisis after the second ablation shot 
(SBP:260 mmHg/ HR:120 bpm) successfully controled, with no other immedi-
ate or delayed complications. At one year follow-up catecolamine levels remain 
normal and no lesion can be seen in LAG on CT-scan.
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
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Aims  Detective flow imaging (DFI) is an emerging endoscopic ultrasound (EUS) 
modality capable of visualizing low-velocity microvascular flow without con-
trast agents [1]. While qualitative assessment of pancreatic vascularity has been 
explored [1–4], quantitative metrics such as the number of vessels are insuffi-
cient. Automated vessel-detection using computer-assisted detection (CADe) 
software may allow objective measurement of microvascular density, poten-
tially distinguishing healthy pancreas from inflammatory or neoplastic pathol-
ogy. We aim to evaluate the diagnostic accuracy of a CADe developed for 
quantification of fine vessels within the pancreas during real-time EUS.
Methods  A prospective study including consecutive adult patients undergoing 
EUS was performed between June 2024 and October 2025. The pancreas was 
assessed using DFI. Real-time CADe software analyzed live DFI images, detect-
ing and counting fine vessels. Average fine vessel count (AVC) was defined as 
the mean vessel count detected by the CADe during the procedure. Ten exter-
nal physicians, divided into senior (40 %) and fellow (60 %) endoscopists, eval-
uated 11 randomly selected EUS-DFI videos to provide vessel counts and cat-
egorical interpretation. Intra-class correlation (ICC) and interobserver 
agreement (IOA) for interpretation were calculated.
Results  Sixty-five participants were included (Inflammatory: 35; Neoplastic: 
17; Healthy: 13). Mean age was 53.5 ± 15.0, 66.2 ± 15.9 and 42.2 ± 16.1 (p < .05), 
and 58.5 % were female (p = .281). There were no differences between abdom-
inal pain, and nausea/vomiting among groups (p > .05), jaundice was more 
common in the neoplastic lesions (p = .03) (Table 1).
CADe provided a median AVC of 13.0 (10-17) for inflammatory conditions, 8.0 
(7.0-16.0) for neoplastic, and 4.0 (3.0-6.0) for healthy pancreas (p < 0.05) (Fig-
ure 1). The maximum fine vessel count (MVC) was 36.0 (28.0-48.0) for inflam-
matory conditions, 33.0 (21-36) for neoplastic, and 14.0 (11-23) for healthy 
pancreas (p < 0.05). Sensitivity, specificity, positive and negative predictive 
values, and observed agreement for distinguishing between pathological from 
healthy pancreas were 90 %, 92 %, 98 %, 71 %, and 91 %, respectively. Visual 
assessment showed poor ICC in both senior (-0.2, p = .965) and fellow (-0.09, 
p = .905), whereas categorical interpretation achieved substantial agreement 
(senior: k = 0.624, p < 0.05; fellows: 0.653, p < 0.05).
Conclusions  CADe-based vessel detection provides reliable, objective quan-
tification of fine pancreatic vessels during real-time EUS, demonstrating high 
diagnostic accuracy for differentiating pathological from healthy pancreas. 
Inflammatory lesions exhibited higher AVC than neoplastic lesions, which had 
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values closer to healthy tissue, suggesting reduced microvascularity in pancre-
atic neoplastic lesions. Visual assessment showed poor reproducibility for ves-
sel counts but substantial agreement for categorical interpretation.
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Aims Aim  of our study was to evaluate the accuracy of Endoscopic Ultrasound 
Advance Imaging (strain elastography (SE), contrast enhancement (CE) and 
detective flow imaging (DFI)) for the differential diagnosis of solid pancreatic 
tumors (SPT), either alone or in combination.
Methods  Patients that underwent EUS-guided advance imaging for SPT be-
tween 2023 and 2025 were identified from a prospective EUS registry. EUS was 
performed with linear FujiFilm echoendoscopes and Hitachi-Arietta system. 
For EUS-SE, qualitative patterns were described and strain ratio (SR) and strain 
histogram (SH) were evaluated. For EUS-CE (with Sonovue) and DFI, tumors 
were classified as iso, hypo or hypervascular. Diagnostic accuracy was analyzed 
using as gold standard the cyto-histological analysis of the surgical specimen 
and/or EUS-guided sampling, or the clinical/radiological evaluation with a min-
imum of 6 months of follow-up. Data are presented as mean ± standard devia-
tion or median and range for quantitative variables and as percentages for 
categorical variables, correlation was analyzed using linear regression and 
Spearman test. STARD criteria for studies was followed
Results  217 patients were included (median age 68.2 years + /-11.0 years, 115 
males). Median size of SPT was 25.2 + /-15.9mm. 131 presented a malignant 
tumor (60.4 %) (116 adenocarcinomas; 7 NETs-G2-3; 8 other etiology), where-
as 86 presented a benign lesion (39.6 %) (66 NETs-G1; 13 inflammatory masses, 
2 lipomas and 5 accessory spleen). Sensitivity, specificity, and overall accuracy 
of SE (SR and SR) for diagnosing malignancy was 97.7 %, 91.9 %, and 94.5 %, 
respectively (ROC-curve = 0.936). With CE and DFI, the values were 92.4 %, 
96.5 %, 94.0 % (ROC-curve = 0.944), and 93.9 %, 95.4 %, 94.5 % (ROC-
curve = 0.946), respectively. Correlation between EUS-CE and DFI was 0.946. 
Combining SE with DFI ± CE yielded a ROC-curve = 0.956.
Conclusions  EUS-guided advanced imaging represents a very useful tool for 
the differential diagnosis and detection of malignancy in SPT.
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Aims  Contrast-enhanced endoscopic ultrasound (CE-EUS) provides high-res-
olution assessment of hepatic microvascularity but requires contrast agents 
and remains largely qualitative [1, 2]. Detective flow imaging (DFI) is a novel 
EUS modality capable of visualizing low-velocity microvascular flow without 
contrast [3]; however, its application in liver evaluation is limited. We aimed to 
evaluate a real-time AI-based vessel-detection algorithm for objective quanti-
fication of microvascular density to distinguish between healthy and patholog-
ical liver tissue.
Methods  A prospective study including consecutive adult patients undergoing 
EUS was performed between June 2024 and October 2025. The liver was as-
sessed using DFI. Real-time CADe software analyzed live DFI images, detecting 
and counting fine vessels. Average fine vessel count (AVC) was defined as the 
mean vessel count detected by the CADe during the procedure. Ten external 
physicians, divided into senior (40 %) and fellow (60 %) endoscopists, evaluated 
10 randomly selected EUS-DFI videos to provide vessel counts and categorical 
interpretation. Intra-class correlation (ICC) and interobserver agreement (IOA) 
were calculated.
Results  Sixty participants were included (Pathological: 48; Healthy: 12). Mean 
age was 59.7 ± 13.6 and 52.0 ± 16.0 (p > .05), and 58.3 % were female (p = .512). 
The most common pathology was alcoholic liver disease, and 68.8 % of cases 
had mild liver disease (Child-Pugh A) (Table 1). CADe provided an AVC of 
13.6 ± 5.6 in pathologic and 6.2 ± 7.2 for healthy liver (p < 0.05). The maximum 
fine vessel count (MVC) for pathological liver was 49.0 ± 13.3 and 25.1 ± 16.8 
for healthy liver (p < .05). Sensitivity, specificity, positive and negative predictive 
values, and observed agreement for distinguishing between pathological from 
healthy liver were 94 %, 83 %, 96 %, 77 %, and 92 %, respectively.
Visual assessment showed poor ICC in both senior (-0.02, p = .545) and fellow 
(-0.01, p = .513). Additionally, categorical interpretation (healthy or patholog-
ical liver) achieved poor agreement (senior: k = 0.05, p = .697; fellows: -0.01, 
p = .846).
Conclusions  AI-assisted DFI enables objective quantification of hepatic micro-
vascularity and distinguishes pathological from healthy liver tissue. The AI-de-
rived average vessel count demonstrated strong diagnostic performance. 
Human evaluation, regardless of expertise level, showed poor interobserver 
agreement and minimal reliability. Real-time AI-enhanced DFI vessel count is 
a quantitative alternative for liver microvascular assessment, with potential 
applicability when contrast agents are unavailable or contraindicated. Further 
validation against CE-EUS across broader liver disease severities are needed.
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Aims  Macroscopic on-site evaluation (MOSE) has gained interest as a practical 
tool for assessing tissue adequacy during endoscopic ultrasound-guided 
fine-needle biopsy (EUS-FNB). Recently, a new Franseen FNB needle was devel-
oped for EUS-TA, the SonoTip TopGain from Medi-Globe. This study aimed to 
assess the diagnostic performance and safety of MOSE-guided EUS-FNB using 
the SonoTip TopGain FNB needle across high-volume international centers.
Methods  This retrospective, multicenter study included 95 patients from nine 
international referral centers who underwent EUS-FNB with MOSE between 
May 2024 and January 2025. Inclusion criteria comprised adults ( > 18 years) 
with predominantly solid lesions undergoing EUS-FNB using the SonoTip Top-
Gain FNB needle (22G or 25G) and without concurrent ROSE. Data on demo-
graphics, lesion characteristics, procedural details, and final histopathologic 
outcomes were collected. Biopsy adequacy was determined by endosonogra-
phers based on the presence of visible cores on macroscopic inspection [1–20].
Results  The mean patient age was 65.2 ± 12.0 years, with 53 males (55.8 %). 
Most lesions were pancreatic (67.4 %), with a mean size of 31.5 ± 16.9 mm. The 
slow-pull technique was predominantly used, with 92 procedures (96.8 %) em-
ploying a 22G needle. MOSE identified visible cores in 92 cases (96.8 %). Of the 
95 specimens, 6 (6.3 %) were inconclusive. Cytology confirmed all 75 malignant 
cases (100 %) and 14 of 20 benign cases (70 %). Diagnostic performance for 
MOSE-positive samples demonstrated a sensitivity of 100 %, specificity of 50 %, 
positive predictive value of 96.7 %, negative predictive value of 100 %, and over-
all accuracy of 96.7 %. Adverse events were minimal (3.2 %).
Conclusions  MOSE using the SonoTip TopGain FNB needle demonstrates high 
diagnostic accuracy and excellent sensitivity for detecting malignancy, with a 
favorable safety profile. These findings support its utility as a reliable tool for 
real-time adequacy assessment in clinical practice.
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Aims  Advances in endoscopic ultrasound–guided tissue acquisition (EUS-TA) 
have increasingly shifted diagnostic strategies toward histology-based assess-
ment, expanding the need for needles capable of providing consistent core 
tissue while maintaining optimal flexibility and procedural control. To assess, 
in pancreatic solid lesions, the technical performance, histological yield, and 
diagnostic accuracy of a novel 22-gauge (22G) FNB needle featuring a Franseen 
tip made of cobalt-chromium alloy, designed to optimize puncture control and 
flexibility through a spring-coiled, dual-coated sheath.
Methods  Consecutive patients undergoing EUS-FNB for solid pancreatic le-
sions at a single referral center were prospectively included. Each lesion was 
sampled with three standardized passes using the study needle. All specimens 
were fixed in formalin and assessed for microcore quantity and quality. The 
primary endpoint was microcore procurement (number and size > 550 μm). 
Secondary endpoints included diagnostic accuracy and adverse events.
Results  From May to October 2025, 51 patients (51 % male; mean age 62 years, 
range 38–86) were enrolled. Technical success was achieved in all cases. 
High-quality histological cores were obtained in 75 % of procedures. Overall 
diagnostic accuracy was 90.2 %. No major adverse events occurred. Endosco-
pists reported excellent needle sharpness, low puncture resistance, and im-
proved maneuverability, particularly within anatomically challenging regions 
of the pancreas.
Conclusions  This novel cobalt-chromium 22G Franseen-tip FNB needle 
demonstrated excellent technical performance, reliable core tissue procure-
ment, and high diagnostic accuracy in EUS-guided sampling of solid pancreat-
ic lesions. The combination of controlled tip penetration and enhanced shaft 
flexibility appears to facilitate safe, effective access to difficult pancreatic loca-
tions and may represent an advancement in EUS-TA technology.
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Aims  Endoscopic ultrasound–guided fine-needle biopsy (EUS-FNB) is the rec-
ommended method for tissue acquisition in suspected pancreatic cancer. 
Third-generation biopsy needles provide improved histologic yield; however, 
the optimal sampling technique—particularly the use of suction—remains un-
clear. This prospective study compared suction versus no-suction sampling 
during EUS-FNB of solid pancreatic lesions using a Franseen-tip needle [1, 2].
Methods  In a tertiary center, 88 consecutive patients with pancreatic solid 
lesions highly suggestive of malignancy on cross-sectional imaging were en-
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rolled. All underwent EUS-FNB using a 22-gauge Franseen needle. Patients were 
randomized to an aspiration technique (stylet removal and 20-ml negative 
suction) or a non-aspiration technique (NAT, no application of negative pres-
sure). Macroscopic on-site evaluation guided the number of needle passes. A 
single blinded gastrointestinal pathologist assessed tissue integrity, blood 
contamination, and final histopathologic diagnosis. The primary endpoint was 
diagnostic accuracy for pancreatic cancer.
Results  46 procedures were performed using NAT and 42 using the aspiration 
technique. Demographic characteristics were comparable between groups. 
Non-aspiration sampling yielded significantly less blood contamination (39.1 % 
vs 64.2 %, p < 0.05). Diagnostic confirmation of adenocarcinoma was higher in 
the non-aspiration group (95.6 % vs 88 %). Negative results occurred only in the 
aspiration group (12 %). Indeterminate samples were noted in the NAT group 
(4.4 %). The number of needle passes did not differ significantly (1.39 vs 1.25, 
p = 0.228).
Conclusions  EUS-FNB without suction resulted in higher diagnostic accuracy 
and lower blood contamination compared with suction-assisted sampling. 
Avoiding suction may optimize tissue quality when using a Franseen-tip needle 
for solid pancreatic lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS) has become a cornerstone in the diagnos-
tic work-up of pancreatobiliary and mediastinal diseases. EUS-guided fine nee-
dle aspiration (FNA) and fine needle biopsy (FNB) provide high diagnostic yield 
with a generally low risk profile. However, procedure-related complications still 
occur and may have multiple contributing factors, especially when EUS is per-
formed together with ERCP. The present study aimed to evaluate the incidence, 
type, and clinical outcome of complications following EUS-guided tissue ac-
quisition in a tertiary referral center over a seven-year period.
Methods  All EUS procedures performed between December 2018 and Sep-
tember 2025 were retrospectively reviewed. Demographic and procedural data 
were collected, including type of needle, number of passes, puncture route, 
and clinical course. Complications were classified according to their type, tim-
ing, and severity. Cases with combined EUS–ERCP were analyzed separately. 
Descriptive statistics were used to summarize the findings.
Results  During the study period, 2,759 EUS procedures were performed, of 
which 1,237 involved tissue sampling (EUS-FNA or EUS-FNB). Complications 
occurred in 89 patients (7.2 %). The mean age of affected patients was 66.6 
years (median 68, IQR 57–75), and 49 % were male and 45 (50.6 %) were female. 
Most procedures were performed with FNB (91 %) using a 22G needle (92 %), 
with a median of three needle passes. The median hospital stay was five days 
(IQR 4–6).
Of all complications, 47.2 % occurred after combined EUS–ERCP and 52.8 % 
after EUS alone. The most frequent event was pancreatitis (n = 65; 73 %), in-

cluding five severe cases (5.6 %) and two deaths. Other complications included 
cholecystitis (n = 6), bleeding-related events (n = 6), sepsis (n = 3), peritonitis 
(n = 2), intracystic hemorrhage (n = 3; one fatal), and several isolated events 
such as retroperitoneal hematoma and hemoperitoneum (two fatal). Overall, 
four patients (4.5 %) died due to procedure-related complications. Conservative 
management was effective in 95.5 % of cases, while two patients required in-
terventional and two-surgical treatment. The procedure-related mortality rate 
was 0.32 % among EUS-FNA/FNB cases and 0.15 % of all EUS procedures.
Conclusions  EUS-guided tissue acquisition remains a safe diagnostic proce-
dure with a low complication rate and very low mortality. Nearly half of all 
complications were observed in combined EUS–ERCP sessions, highlighting 
the complex interplay of risk factors in such cases. Most complications were 
mild pancreatitis managed conservatively, while bleeding and infectious events 
were rare and effectively treated. These real-world data confirm that EUS-FNA 
and EUS-FNB are safe and reliable when performed in experienced hands with-
in a high-volume center.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided fine-needle aspiration (EUS-FNA) is wide-
ly used for the diagnosis of pancreaticobiliary diseases. Although its clinical 
safety profile is generally favorable, procedure-related adverse events such as 
bleeding, pancreatitis, and infection have been reported. Most existing evi-
dence is based on clinical observations, whereas studies evaluating tissue-lev-
el effects are scarce. This study aimed to assess the histopathological impact 
of EUS-FNA on the pancreas using resected surgical specimens and to clarify 
the procedure’s safety from a pathological perspective.
Methods  We retrospectively reviewed patients who underwent EUS-FNA fol-
lowed by pancreatic resection between 2021 and 2024 (EUS-FNA group, n = 29). 
A control group consisted of patients who underwent pancreatic resection 
during the same period without preceding EUS-FNA or ERCP (n = 35). Clinical 
characteristics and procedural details were collected, and histopathological 
findings in resected specimens were compared between the two groups. Fat 
necrosis, neutrophil infiltration, fibrosis, protein plugs, fat replacement, and 
squamous metaplasia were graded on a four-point scale (0: none, 1: mild, 2: 
moderate, 3: severe). Group differences were analyzed using t-tests. For neo-
plastic lesions, needle tract seeding was specifically evaluated.
Results  Baseline characteristics for the EUS-FNA and control groups were as 
follows: median age 70 and 72 years; male sex 31.0 % and 51.4 %. Underlying 
diseases included conventional pancreatic ductal adenocarcinoma (21 vs. 8), 
IPMN (1 vs. 5), other pancreatic tumors (6 vs. 11), extrapancreatic malignancies 
(1 vs. 10), and benign disease (0 vs. 1). Surgical procedures included pancrea-
toduodenectomy (19 vs. 16) and distal pancreatectomy (10 vs. 19). All EUS-FNA 
procedures were performed using a 22-gauge needle, with a mean of two 
passes. The only clinical abnormality was asymptomatic hyperamylasemia in 
five patients; no procedure-related pancreatitis, bleeding, or infection occurred. 
Mean histological scores in the EUS-FNA and control groups, respectively, were: 
fat necrosis 0.167 vs. 0.059 (p = 0.289), neutrophil infiltration 0.033 vs. 0.059 
(p = 0.637), fibrosis 0.967 vs. 0.706 (p = 0.177), protein plugs 0.300 vs. 0.235 
(p = 0.618), fat replacement 0.900 vs. 0.909 (p = 0.968), and squamous meta-
plasia 0.100 vs. 0.031 (p = 0.278). None of the differences were statistically 
significant. No needle tract seeding was identified in any specimen.
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Conclusions  Pancreatic resection specimens obtained after EUS-FNA showed 
no significant histopathological alterations compared with specimens from 
patients without prior puncture, suggesting that EUS-FNA does not induce 
measurable tissue injury. Notably, even patients who developed transient hy-
peramylasemia demonstrated no corresponding histopathological changes, 
indicating that asymptomatic enzyme elevation may not reflect true pancre-
atic damage. The absence of clinically apparent adverse events in this cohort 
represents a limitation; larger studies including cases with documented com-
plications are warranted to further clarify the tissue-level safety profile of EUS-
FNA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Recently, a third-generation FNB needle (SecureFlex, Olympus, Japan), 
featuring a dual-beveled front-cutting raptor tip, was introduced. We aimed to 
evaluate the diagnostic performance and safety of this needle in an interna-
tional, multicenter, prospective study.
Methods  Consecutive patients undergoing EUS-guided sampling using the 
SecureFlex EUS-FNB needle were enrolled across eight centers. The primary 
endpoint was diagnostic accuracy; secondary endpoints included adequacy, 
number of needle passes, and adverse events. Final diagnosis was based on 
surgical pathology or FNB findings with clinical/radiologic follow-up. Operators 
rated needle performance on a 5-point Likert scale evaluating insertion, flexi-
bility, tip control, echogenicity, puncturability, and overall use.
Results  Eighty-five patients (58.8 % male, median age 68 [IQR 60-76]) were 
included. Targets included pancreatic masses (51.8 %), lymph nodes (18.8 %), 
subepithelial lesions (9.4 %), liver lesions (8.2 %), and other sites (11.8 %); me-
dian lesion size was 25 [IQR 15-32] mm. Needle calibers used were 22G (58.8 %), 
19G (23.5 %), and 25G (17.6 %); sampling techniques included dry suction 
(37.6 % %) slow-pull (29.4 %), and wet suction (21.2 %) and a combination of dry 
and wet suction (11.8 %), respectively. MOSE was used in all cases and ROSE in 
1 case; one pass was required in 38.8 %, two in 49.4 %, and ≥ 3 in 11.8 % of 
cases. Sample adequacy was 98.8 %; sensitivity and specificity for malignancy 
were 97.1 % and 100 %, with overall diagnostic accuracy of 97.6 %. Four patients 
(4.7 %) had mild adverse events (3 self-limiting bleeding, AGREE I; 1 mild acute 
pancreatitis, AGREE II, in a patient undergoing same-session ERCP with stent). 
Operator ratings were consistently high, with “excellent” or “very good” scores 
across needle insertion (74.1 % and 25.9 %), flexibility (85.9 % and 14.1 %), tip 
control (71.8 % and 25.9 %), echogenicity (72.9 % and 22.4 %), puncturability 
(67.1 % and 32.9 %), and overall performance (74.1 % and 25.9 %).
Conclusions  The new dual-beveled raptor-tip EUS-FNB needle demonstrated 
excellent accuracy and core procurement, with optimal safety. Physicians’ as-

sessments were excellent in most cases in all domains across different centers 
and operators.
Conflicts of Interest  Andrea Lisotti received consultancy from Olympus com-
pany.
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Aims  To compare the adequacy of balanced propofol sedation (BPS) and gen-
eral anaesthesia (GA) for endoscopic ultrasonography-guided tissue acquisition 
(EUS-TA) of solid pancreatic lesions.
Methods  This is a single-center, controlled cohort study with retrospective 
analysis of a prospectively collected database including all patients who under-
went EUS-TA for diagnosis of a solid pancreatic mass at the gastrointestinal 
endoscopy unit in a tertiary referral cancer center. According to our institution-
al protocol, all ERCP is performed under GA. Many patients with pancreatic 
masses present with jaundice, thus requiring endoscopic biliary drainage, and 
it is common for ERCP and EUS to be indicated concomitantly. Patients who 
underwent ERCP and EUS on the same day under general anaesthesia as well 
as some cases in which EUS was performed alone but under intubation were 
analysed in the GA group.All procedures were performed by advanced fellows 
under the direct supervision of expert endoscopists. The material obtained was 
subsequently analysed by a pathologist specialising in the gastrointestinal tract. 
However, the pathologist was not present in the endoscopy room during the 
procedure, i.e., there was no rapid on-site evaluation (ROSE). The sample was 
considered adequate if sufficient material was obtained for histological inter-
pretation, and inadequate if sufficient cells were absent or if aspirates contained 
only blood or gastrointestinal epithelial cells. The final diagnosis was based on 
histology or clinical/radiological follow-up [1–4].
Results  From April 2013 to February 2025, a total of 491 EUS-guided pancre-
atic punctures were conducted on 433 patients, of whom 50.3 % were female. 
Overall, 85.7 % (95 % CI 82.3–88.6 %) of the samples were considered adequate. 
Three hundred sixty-three (73.9 %) received BPS, ninety-three (18.9 %) received 
GA, twenty-six (5.3 %) were sedated by an anaesthetist (AS), and sedation data 
was not available for nine procedures (1.8 %). The demographic and lesion char-
acteristics did not differ between groups. Adequacy was 84.3 % (95 % CI 80.6–
88.0 %) in the BPS group, 89.2 % (95 % CI 83.0–95.2 %) in the GA group, and 
89.7 % (95 % CI 78.8–100 %) in AS procedures (p = 0.202). Comparing only BPS 
and GA also did not achieve statistical significance (p = 0.223). Comparison of 
endoscopist (BPS) versus anaesthetist (GA + AS) similarly showed no statisti-
cally significant difference (p = 0.175).
Conclusions  To the best of our knowledge, this real-world cohort study com-
prising 491 EUS-TA procedures for solid pancreatic lesions represents the larg-
est single-centre series directly comparing BPS with GA and AS regimens. This 
study conveys a clear message: endoscopist-administered BPS is as effective as 
GA and AS for EUS-TA.
Although a minor numerical difference was observed, GA does not confer any 
meaningful advantage in terms of adequacy. While patient immobility is un-
deniably superior under GA, this does not result in increased efficacy for ob-
taining adequate samples when experienced endoscopists perform sedation 
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with propofol. Thus, mandating GA for all pancreatic EUS-TA procedures is 
unwarranted, even in the context of training fellows in EUS-TA.
BPS directed by trained endoscopists must remain the standard of care. GA 
should be reserved selectively for high-risk patients and concomitant ERCP. In 
summary, in a contemporary real-world setting, endoscopist-administered BPS 
delivered an adequacy equivalent to GA for EUS-TA of solid pancreatic lesions. 
Further studies evaluating adverse event rates, recovery time, and cost-effec-
tiveness are needed to strengthen these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Aims & Background: Endoscopic submucosal dissection (ESD) is state-
of-the-art en-bloc resection for early gastro-intestinal cancers and precursors 
developed and validated in Japan. Western expertise with this complex tech-
nique remains limited. Tutored training might be optimal for patients and ESD 
learning [1]. Aims: We established ESD tutoring courses led by experienced 
Japanese experts to provide (i) optimal long-term curative outcomes and low 
complication rates for patients, and (ii) hands-on training on difficult lesions 
for European endoscopists under direct expert supervision.
Methods  Prospective data from 2011–2015 (follow-up to 12/2024) were ana-
lyzed. A total of 118 neoplasms (50 % HGIEN & cancer) in 101 patients (median 
age 68 [37–91] years; 38 % with significant comorbidities) were treated with 
expert or tutored ESD. The neoplasms (n) were located in esophagus & cardia 
(22), stomach (14), duodenum (9), and colorectum (72). Japanese experts 
performed 28 ESDs, while 22 trained beginners conducted 90 supervised pro-
cedures on difficult lesions during 5 live and 20 tutoring events (1–4 days each, 
total 54 d).
Results  Analysis of the complete data showed en bloc and curative resection 
rates of 95 % and 88 %, with no recurrence after R0 resections during a median 
follow-up of 9.8 [1.5–14.9] years. Long-term survival remained recurrence-free 
after endoscopic resection of 3 recurrent adenomas (at R1/Rx) and curative 
surgery /2nd ESD for 5 non-curative ESD. Adverse events occurred in 9.3 % with-
out emergency surgery or 30-day mortality. Comparing expert only vs. tutored 
ESD procedures, beginners correctly applied curative ESD indications in 94 % 
of ESD. Experts resected larger lesions (22 cm²) at 9.3 cm²/h in 121 minutes. 
Tutored beginners achieved a 75 % [25–100] self-completion rate on 33 % small-
er lesions in 112 min.
Conclusions  ESD tutoring courses led by Japanese top experts ensure curative 
patient outcomes and standardized training on complex lesions during routine 
endoscopy program. This model may advance current ESD performance across 
European referral centers.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) has emerged as an organ-pre-
serving strategy for superficial colorectal neoplasia, offering high rates of en 
bloc and curative resections. However, the ileocecal valve (ICV) remains one of 
the most technically challenging sites because of its complex anatomy, thin 
wall, and potential ileal extension. Evidence from Western countries is limited, 
with few studies and small sample sizes. This national multicenter study aimed 
to evaluate the efficacy, safety, and long-term outcomes of ESD for ICV neo-
plasia in expert Italian centers.
Methods  A retrospective multicenter study involving 14 high-volume Italian 
units of the Endoscopic Resection Italian Network (ERIN) was performed. Pa-
tients with superficial neoplastic lesions involving the ICV treated with ESD or 
hybrid ESD (h-ESD) between January 2018 and July 2025 were retrospectively 
enrolled in this study. The primary outcomes were en bloc, R0, and curative 
resection rates. Secondary outcomes included intra-procedural and delayed 
adverse events (AEs), the need for surgery, local recurrence rate, recur-
rence-free survival (RFS), and surgery-free survival (SFS).
Results  A total of 142 patients were included (median age, 67 years). Lesions 
had a median size of 34 mm, and nearly half (49 %) extended into the terminal 
ileum. Most lesions were LST-G (56 %), and ESD was performed in 88 % of cases, 
with h-ESD in 12 % of cases. En bloc resection was achieved in 93 % of patients, 
and R0 resection was achieved in 89 % of patients. Curative resection according 
to the ESGE guidelines was achieved in 87 % of patients. Intraprocedural AEs 
occurred in 22 % of patients, all of whom were successfully managed endoscop-
ically. Delayed AEs occurred in 5 % of patients, with only two cases requiring 
surgery. Most lesions were benign, with adenocarcinoma in 12 %(n = 17) of 
cases. At 10 months follow-up, local recurrence occurred in 7 % of patients, and 
only 5 % of patients required surgery. In the Firth logistic regression, h-ESD was 
significantly associated with an increased risk of non-R0 resection (OR 7.59; 
p = 0.001) and non-curative resection (OR 12.40, p < 0.001). Moreover, T-ESD 
was a protective factor for R0 resection (OR 0.22; p = 0.038). Lesion morphol-
ogy, size, circumferential involvement, and ileal extension were not associated 
with adverse outcomes. The estimated probability of RFS at 6 months was 
97.3 %, 88.9 % at 12 months, then stabilized at 14 months.
Conclusions  In expert hands, ESD for ICV neoplasia demonstrates high effica-
cy and safety, yielding excellent curative resections. Despite the anatomical 
complexity inherent to the ileocecal region, these findings endorse ESD as a 
viable organ-preserving alternative to surgery for these superficial neoplastic 
lesions,mostly benign,of the ICV. This affirms the long-term durability and 
safety of endoscopic management of ICV lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) enables en-bloc resection of 
large or fibrotic colorectal lesions that are not amenable to snare-based tech-
niques. Its uptake for proximal colonic lesions in Western practice remains 
limited, largely due to technical complexity and anatomical challenges. The 
Saline Immersion/irrigation TEchnique (SITE) has emerged as a strategy to help 
overcome these limitations. This study evaluated the procedural efficacy and 
safety of SITE-facilitated ESD for proximal colonic lesions in a tertiary center 
[1–4].
Methods  All proximal colonic ESDs performed between April 2018 and Octo-
ber 2025 were retrospectively analyzed from a prospectively maintained insti-
tutional database. All cases were discussed in a multidisciplinary team meeting 
beforehand. SITE was applied in every procedure, in combination with the 
pocket-creation method (PCM) or its variants. Baseline characteristics, proce-
dural parameters, histopathological outcomes and adverse events were re-
corded.
Results  Of 106 lesions referred for ESD, eight (7.5 %) procedures were aban-
doned due to intra-procedural detection of deep submucosal invasion, and 12 
lesions were resected using snare-based techniques. Eighty-six lesions were 
removed by ESD and included in the analysis. Eighty-two procedures (95.3 %) 
were performed under operator-delivered conscious sedation. Mean patient 
age was 68 ± 9.1 years, and 51 patients (59.3 %) were male. Lesion location was 
caecum (n = 29), ascending colon (n = 41) and transverse colon (n = 16). Nine 
lesions (10.5 %) were recurrent.
Median lesion size was 40 mm (IQR 35–58.8) × 35 mm (IQR 25–50). En-bloc 
resection was achieved in all cases. Resection status was R0 in 76 (88.3 %), R1 
in 8 (9.3 %) and Rx in 2 (2.3 %). Median resection time was 120 min (IQR 90–
160), with a median dissection speed of 10.8 mm²/min (IQR 6.2–16.1). Histo-
pathology revealed low-grade dysplasia in 68 lesions (79 %), high-grade dys-
plasia in 10 (11.6 %), SM1 cancer in 1 (1.2 %), deeply invasive cancer in 3 (3.5 %) 
and sessile serrated lesions with dysplasia in 4 (4.7 %).
Among the eight R1 resections, four were vertical and four lateral. Three pa-
tients with vertical R1 margins and invasive cancer underwent surgery, with 
residual cancer identified in one case. The remaining vertical R1 (LGD) lesion 
was successfully managed endoscopically. Six patients had lateral R1/Rx resec-
tions, all LGD; only one case—located at the ileocecal valve—developed recur-
rence, which was treated endoscopically.
Four adverse events occurred (4.7 %): two microperforations and one delayed 
bleed requiring embolization. None required surgical intervention. Thirty-two 
patients (37.2 %) were admitted, with a median length of stay of 1 day (IQR 
1–2). Defect closure was achieved in 60 cases (69.7 %).
Conclusions  SITE-facilitated ESD for proximal colonic lesions was performed 
predominantly under conscious sedation and achieved consistently high en-
bloc and R0 resection rates with low adverse-event rates. These results support 
consideration for routine adoption for right-sided colonic ESD. Further multi-
center prospective studies are needed to validate these outcomes as the pre-
ferred approach for proximal colonic ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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report video)
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Abstract Text
The patient had no complains, blood stool test was positive. Colonoscopy re-
vealed a laterally spreading tumor granular-type, NICE type 2, KudoIIIL, meas-
uring 3,5x3,0 sm. Biopsy showed an adenoma HGD. Underwater conditions 
were required for the laser ESD. Tumor lifting was satisfactory. 1940-nm thu-
lium laser with 940-μm fiber was used. Dissection began caudally, continued 
to both sides, and ended cranially. The laser enable contactless cutting and 
effective coagulation; hot forceps were occasionally used for hemostasis. The 
lesion was removed en block. Postoperative histology confirmed tubular ade-
noma HGD. Advantages: contactless coagulation and cutting, strong coagula-
tion effect, energy is delivered locally, minimizing the lateral thermal damage, 
cost effective. Conclusion: thulium laser appears safe for colonic ESD thought 
further evaluation is needed.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/9d98aa3a-ec87-4863-803a-453c85e7bbae/Uploads/19978_Right_
colon %20tumor %20endoscopic %20submucosal %20dissection %20(ESD) %20
with %20t....mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal serrated lesions (CSLs) are increasingly recognized as impor-
tant precursors of colorectal cancer, accounting for up to a quarter of cases. 
Recent advances include the 2019 WHO classification, which categorizes CSLs 
into sessile serrated lesions (SSL), SSL with dysplasia (SSLD), traditional serrat-

ed adenomas (TSA), and unclassified serrated adenomas. Although piecemeal 
resection is widely used, larger CSLs may harbor unexpected dysplasia and 
carry a higher risk of metachronous neoplasia, underscoring the importance 
of achieving accurate histological evaluation. Endoscopic submucosal dissec-
tion (ESD) enables en bloc resection and precise pathological assessment, but 
its technical difficulty and risk profile are influenced by factors such as lesion 
size, location, and submucosal fibrosis. This study aimed to clarify the associa-
tion between CSLs and submucosal fibrosis, and to determine how fibrosis af-
fects therapeutic outcomes in colorectal ESD.
Methods  This retrospective cohort study reviewed consecutive colorectal ESD 
procedures performed at Kyoto Prefectural University of Medicine from January 
2020 to November 2024. To align with the 2019 WHO classification, only lesions 
measuring ≥ 20 mm was included. Indications followed Japanese ESD guidelines, 
with serrated lesions treated when SSLs were ≥ 30 mm or when lesions ≥ 20 mm 
were suspected to be SSLD or TSA based on magnified endoscopic evaluation. 
Lesions were classified histologically as CSLs—including SSL, TSA, SSLD, and 
unclassified serrated adenomas—or as adenomas/T1 cancers. Data on patient 
and lesion characteristics, fibrosis status, and therapeutic outcomes were col-
lected. Submucosal fibrosis was graded endoscopically. ESD outcomes includ-
ed procedure time, en bloc and R0 resection, and adverse events such as per-
foration or delayed bleeding. The primary outcome was the frequency of any 
or severe fibrosis in CSLs compared with adenomas/T1 cancers. Logistic regres-
sion analyses identified predictors of fibrosis, severe fibrosis, and prolonged 
procedure time ( > 90 min), with lesion size categorized as < 40 or ≥ 40 mm.
Results  Among 445 colorectal ESD cases, 72 were CSLs (16.2 %) and 373 were 
adenoma + T1 cancers. Submucosal fibrosis was present in 46.3 % of all lesions, 
and severe fibrosis in 16.4 %. CSLs showed significantly lower rates of fibrosis 
than adenoma + T1 cancers (34.7 % vs 48.5 %, p = 0.04) and lower severe fibro-
sis (6.9 % vs 18.2 %, p = 0.03). CSLs were more common in females (61.1 % vs 
41.0 %, p < 0.01), predominantly right-sided (73.6 %), and more frequently 
non-polypoid (95.8 % vs 77.7 %, p < 0.01). Mean procedure time was shorter for 
CSLs (53.0 ± 25.6 min vs 67.1 ± 44.2 min, p < 0.01). In multivariate analysis, 
serrated histology independently reduced the risk of fibrosis (OR 0.58, 95 % CI 
0.33–0.99; p = 0.04), while lesion size ≥ 40 mm increased it (OR 2.03, 95 % CI 
1.30–3.20; p < 0.01); rectal location lowered risk (OR 0.40, 95 % CI 0.22–0.70; 
p < 0.01). Severe fibrosis was associated with lesion size ≥ 40 mm (OR 2.45, 95 % 
CI 1.40–4.27; p < 0.01) and polypoid morphology (OR 3.42, 95 % CI 1.92–6.06; 
p < 0.01). Prolonged procedure time ≥ 90 min was linked to lesion size ≥ 40 mm 
(OR 25.00), fibrosis (OR 3.73), and severe fibrosis (OR 5.14). Among five CSLs 
with severe fibrosis, R0 resection was achieved in 60 %.
Conclusions  This study investigated serrated histology as a predictor of re-
duced submucosal fibrosis in colorectal ESD. These results may aid therapeutic 
decision-making. ESD should be considered for lesions ≥ 40 mm or those with 
polypoid morphology, as characteristics were associated with a higher risk of 
severe submucosal fibrosis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Submucosal Dissection (ESD) enables en bloc resection of 
large colorectal lesions [1], yet evidence on its efficacy and safety in elderly 
patients remains limited in Western countries, with most data originating from 
Asia [2–4]. The definition of “elderly” varies, although individuals aged 65 years 
or older are commonly included [5]. This study aimed to evaluate the efficacy 
and safety of colorectal ESD in patients aged ≥ 65 years, stratified by age group, 
compared with younger controls ( < 65 years).
Methods  This retrospective multicenter study included consecutive patients 
who underwent colorectal ESD across 19 European referral centers (2010–
2025). Patients were grouped as < 65 or ≥ 65 years, with elderly patients further 
divided into 65–74, 75–84, and ≥ 85 years. Demographic, endoscopic, and 
histologic data were collected. Primary outcomes included successful, en bloc, 
R0 resection, adverse events (bleeding, perforation, delayed events) rates, and 
need for surgery.
Results  A total of 3.493 ESDs were analyzed ( ≥ 65: 2.273; < 65: 1.220). Overall 
success (89.2 % vs 89.5 %; p = 0.81), R0 resection rates (76.6 % vs 78.2 %; 
p = 0.42), and en bloc rates (89.1 % vs 90.9 %; p = 0.1059) were comparable 
between elderly and younger patients. Lesion size, fibrosis, morphology, JNET 
classification, lesion site, and resection time did not differ significantly. Adverse 
events (perforation, bleeding, delayed bleeding, delayed perforation, and oth-
er delayed events such as strictures) occurred in 9.3 % of elderly patients and 
8.8 % of younger patients (p = 0.51). Most were managed conservatively, with 
the need for surgery due to complications being 0.3 % and 0.6 % respectively 
(p = 0.18). Within elderly subgroups, patients aged 75–84 had higher rates of 
perforation (OR 1.6; p = 0.014) and delayed bleeding (OR 1.8; p = 0.037) than 
those aged 65–74, while ≥ 85 showed no significant difference, likely due to 
limited sample size. Complication odds increased by 3.1 % per year of age (OR 
1.031; p = 0.009). The need for surgery due to complications or malignancy did 
not differ by age (p = 0.123). The distribution of submucosal invasive cancer 
was also similar (p = 0.357).
Conclusions  Colorectal ESD in elderly patients is effective and curative, main-
taining high en-bloc, successful, and R0 resection rates. While age inde-

pendently increases the risk of procedural complications, most events were 
endoscopically manageable, resulting in low surgical conversion rates. These 
findings, derived from one of the largest Western elderly ESD cohorts, confirm 
and expand prior Asian data, supporting the use of ESD as a curative, minimal-
ly invasive option in selected elderly patients, with appropriate risk stratifica-
tion. Future studies incorporating comorbidity and frailty are warranted to 
refine patient selection beyond biological age.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic intermuscular dissection (EID) and per anal endoscopic my-
ectomy (PAEM) are advanced techniques derived from endoscopic submucosal 
dissection (ESD) in which the dissection plane extends into the muscularis 
propria. These techniques enable en bloc resection of rectal lesions with severe 
fibrosis or deep submucosal invasion, as reported in recent series. In our center, 
EID is planned for lesions with optical suspicion of deep invasion, whereas PAEM 
is performed as a salvage technique when unexpected fibrosis or deep invasion 
is encountered during ESD. The aim of the study was to evaluate the efficacy 
(technical success, R0 resection, and curative resection) and safety of EID and 
PAEM in rectal lesions. As a secondary aim, to compare R0 and curative resec-
tion rates with those of rectal ESD in pT1 lesions [1, 2].
Methods  Multicenter cohort study based on a prospective consecutive regis-
try. Patients ≥ 18 years with rectal lesions treated with ESD, EID, or PAEM were 
included. Non-adenoma/adenocarcinoma histologies were excluded. Curative 
resection was defined as pT1, G1–G2 differentiation, absence of lymphovascu-
lar invasion, low tumor budding, and a deep free margin ≥ 0.1 mm.
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Results  A total of 176 procedures were included (EID: 9; PAEM: 13; ESD: 154). 
Mean age was 67 years (SD 11.7); 51.7 % were men.
Technical success with en bloc resection was achieved in 100 % of EID and PAEM 
cases, and in 99.4 % and 96.8 % respectively in the ESD group. R0 resection was 
obtained in 9 (100 %) cases in EID, 122 (79 %) in ESD, and 8 (61.5 %) in PAEM. 
Considering only pT1 lesions, R0 rates were 100 % for EID, 80 % for PAEM, and 
47.1 % for ESD. Curative resection among pT1 lesions was achieved in 2 (50 %) 
with EID, 2 (15.4 %) with PAEM, and 5 (29.4 %) with ESD.
Median procedure time was 85 minutes (IQR 70–114) for EID and 145 minutes 
(IQR 108–285) for PAEM. Dissection speeds were: EID 21.3 mm²/min (SD 9.2), 
PAEM 21.6 mm²/min (SD 13.1), and rectal ESD 28.8 mm²/min (SD 16). Median 
hospital stay was 1 day (IQR 1–2) in both groups.
Adverse events included mild post-procedural pain in 1 EID (11.1 %) and 1 PAEM 
(7.7 %) case, and abdominal pain prolonging admission by 1 day in 1 EID patient 
(11.1 %). A stenosis occurred in 1 PAEM case (7.7 %), successfully managed with 
three dilation sessions. One PECS-like reaction occurred in the EID group 
(11.1 %).
Conclusions  EID and PAEM are effective and safe techniques for complex rec-
tal lesions, achieving high R0 rates in pT1 tumors with curative potential. These 
methods represent valuable options within organ-preserving strategies for 
selected rectal neoplasms.
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Aims  Endoscopic submucosal dissection (ESD) allows en bloc resection of 
early colorectal neoplasia, providing precise histopathological evaluation and 
lower recurrence. However, colorectal ESD remains technically demanding due 
to prolonged procedure times and higher complication rates, especially in cas-
es with severe fibrosis. Severe submucosal fibrosis may arise from prior inter-
ventions or inherent lesion characteristics, and it often obscures the dissection 
plane. Gel-immersion ESD (GI-ESD), using Viscoclear (Otsuka Pharmaceuticals, 
Tokushima, Japan), a highly viscous and transparent gel approved in Japan, has 
emerged as a potential solution. This gel maintains luminal clarity through its 
retention effect, stabilizes scope operability, and provides a durable submu-
cosal lift via buoyancy even in fibrotic lesions. These effects are superior to 
saline. This study aimed to evaluate the clinical outcomes of GI-ESD for colorec-
tal lesions with severe submucosal fibrosis compared with conventional ESD 
(C-ESD).
Methods  This single-center retrospective cohort study included all consecu-
tive colorectal ESDs at a high-volume Japanese center from January 2022 to 
June 2025. Only cases with intraoperatively confirmed severe fibrosis were 

analyzed. Procedures were performed by expert endoscopists or supervised 
trainees. All lesions underwent preprocedural evaluation using high-definition 
magnification. ESD was performed using Fujifilm or Olympus colonoscopes 
with waterjet function and this water jet function was used for gel injection. 
Submucosal lifting used sodium hyaluronate or alginate mixed with indigo 
carmine. Dissection utilized scissors-type, needle-type, or mixed-knife strate-
gies, with traction applied at the operator’s discretion. C-ESD was performed 
before April 2024; thereafter, GI-ESD was introduced, involving suction of in-
traluminal gas and gel instillation to maintain visualization. Primary outcome 
was procedural safety (delayed bleeding, perforation, post-ESD coagulation 
syndrome [PECS]). Secondary outcomes included en bloc and R0 resection 
rates, procedure duration, and operator conversion.
Results  A total of 85 colorectal ESDs with severe fibrosis were analyzed (GI-
ESD: n = 22; C-ESD: n = 63). Baseline demographics were comparable (mean 
age: 68.7 vs 66.5 years, female rate: 27.3 % vs 33.3 %), right-colon location 
(54.5 % vs 49.2 %; p = 0.199), median lesion size [IQR] (25 ± 10 mm vs 30 ± 25 
mm), polypoid morphology (23.8 % vs. 47.6 %; p = 0.480), and expert operator 
(81.8 % and 73.0 %; p = 0.953). Regarding primary endpoints, no adverse events 
occurred in GI-ESD, whereas 14 events (22.2 %) occurred with C-ESD: perfora-
tions (n = 5; 7.9 %), delayed bleeding (n = 2; 3.2 %), and PECS (n = 7; 11.1 %). En 
bloc resection was achieved in all completed cases; R0 rates were higher with 
GI-ESD (85.7 % vs 72.8 %; p = 0.191). Median procedure time was shorter in 
GI-ESD (56 vs 87 min; p = 0.015), and mean time favored GI-ESD (74.2 vs 101.2 
min; p = 0.075). Procedure discontinuation was similar (4.5 % vs 6.3 %). In mul-
tivariable regression, GI-ESD was not independently associated with procedure 
duration of severe fibrotic cases (p = 0.500); lesion size remained the only in-
dependent predictor (p < 0.001).
Conclusions  In this high-risk cohort, GI-ESD was associated with favorable 
safety and procedural efficiency compared with conventional ESD. No adverse 
events occurred in GI-ESD. The findings suggest that a viscous gel environment 
can mitigate challenges associated with severe fibrosis without compromising 
resection quality, potentially offering clinical and economic benefits by reduc-
ing complications and associated resource use.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP049  ESD Detects Twice as Many Carcinomas 
and Reduces Recurrence Fourfold:A Real-World 
10-Year Comparison
Authors  Precup P1, Roman L1, Mandrutiu A1, Pop A1, Tantau A1, 2, 
Zaharie T3, Tantau M1, 2

Institutes  1  Digenio Hospital, Cluj-Napoca, Romania; 2  Iuliu Hatieganu 
University of Medicine and Pharmacy, Cluj-Napoca, Romania; 3  Centrul 
Medical PediPat, Cluj-Napoca, Romania
DOI  10.1055/s-0046-1820989
Aims  Endoscopic resection is central to the management of colorectal neo-
plasia. EMR is widely available and technically simple, whereas ESD allows en-
bloc and R0 resection but is more demanding. High-quality, long-term, re-
al-world comparative data from European centers remain scarce.This study 
aimed to compare technical performance, histopathology, and long-term 
oncological outcomes of EMR versus ESD over a 10-year period (2015-2025). 
The primary endpoint was R0 resection. Secondary endpoints included en-bloc 
resection, recurrence, carcinoma detection, procedural time, fibrosis, compli-
cation rates, and follow-up completeness. Additional objectives included iden-
tifying independent predictors of carcinoma and local recurrence using multi-
variate modeling.
Methods  This retrospective cohort included 292 consecutive colorectal lesions 
resected at a single high-volume expert center (EMR n = 166, 56.8 %; ESD 
n = 126, 43.2 %) over 10 years. Demographic variables, lesion morphology (Par-
is, LST), anatomical location, size, fibrosis severity, use of traction and hood, 
procedural time, and adverse events were extracted. Histopathological end-
points included dysplasia grade and carcinoma. Follow-up duration, recurrence, 
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and loss to follow-up were recorded. All procedures were performed by a single 
expert endoscopist to eliminate operator-dependent variability.
Results  Lesions treated with EMR were distributed throughout the colon, most 
commonly right-sided (38.5 %), whereas ESD was strongly concentrated in the 
rectum (66.7 %, p < 0.0001).Paris morphology differed significantly (p < 0.001): 
EMR was used for protruding Is/IIa lesions, while ESD was preferentially applied 
to flat or mixed IIa/IIa + IIc lesions.LST morphology was evenly balanced be-
tween granular and non-granular subtypes in both groups, indicating no pref-
erential selection based on LST subtype. Rectal lesions were significantly larg-
er (50.6 vs 32.0 mm, p < 10−¹¹) and required markedly longer procedure time 
(57.8 vs 26.5 min, p < 10−¹²). Recurrence was higher in rectal lesions (20.7 % vs 
7.9 %, p = 0.0029), whereas en-bloc and R0 rates were similar between rectal 
and colonic locations (p = 0.82 and p = 0.93).
Fibrosis severity differed markedly (p < 0.0001): EMR lesions were mostly non-fi-
brotic (81.3 %), whereas ESD targeted lesions with higher fibrosis burden (46.0 % 
moderate/severe vs 18.7 %).Hood use was strongly associated with ESD (73.0 % 
vs EMR 3.6 %, p < 0.0001). Traction was uncommon (1–2 %, p = NS).
ESD achieved significantly higher en-bloc (84.1 % vs 37.3 %, p < 0.0001) and R0 
resection rates (65.9 % vs 49.4 %, p = 0.006). Median procedure time was longer 
(45 vs 20 min, p < 0.0001).Time-per-mm was almost doubled in ESD (1.17 vs 
0.60 min/mm, p < 0.0001).In multivariate analysis restricted to ESD, lesion size 
was the sole independent predictor of procedural time (β = 1.16 min/mm, 
p < 0.0001; ρ = 0.71), while fibrosis showed a non-significant trend (β =  + 16.9 
min, p = 0.12).
ESD identified more high-grade dysplasia (38.9 % vs 31.9 %, p = 0.004) and more 
than twice as many carcinomas (34.1 % vs 12.0 %, p < 0.0001).Independent 
predictors of carcinoma were rectal location (OR ≈ 2.1) and use of ESD 
(OR ≈ 2.9). Lesion size, fibrosis, and LST subtype were not independent predic-
tors.
Adverse events were infrequent and comparable (p = 0.21): EMR had 11 intrap-
rocedural bleeds (6.6 %, all controlled endoscopically), while ESD had 4 intrap-
rocedural events (3.2 %) and one delayed bleed (0.8 %). No patient required 
surgery.
Among patients with follow-up, EMR had longer surveillance (median 24 vs 8 
months, p < 0.001), while loss-to-follow-up was similar (38.6 % vs 40.5 %, 
p = 0.73).
Recurrence was significantly higher after EMR (20.5 % vs 5.6 %, p < 0.001).Inde-
pendent predictors of recurrence were lesion size (p = 0.005), rectal location 
(OR ≈ 3.1), and en-bloc resection, the strongest protective factor (OR ≈ 0.07, 
p < 0.0001). Fibrosis, LST morphology, R0, and technique were not independent 
predictors.
Conclusions  In real-world practice over 10 years, ESD consistently outper-
formed EMR across all major oncological outcomes—en-bloc, R0, carcinoma 
detection, and recurrence—despite being used for significantly more complex 
lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP050V  ONE-PEDAL-DRIVING ESD: The "Zero- 
Exchange" Technique Using Hydro-Modulated 
PowerCoag on the ESG-300 Generator
Authors  De María Pallarés P1, Tavecchia M1, Martin Arranz E1, 
Burgos García A1

Institute  1  La Paz University Hospital, Madrid, Spain
DOI  10.1055/s-0046-1820990

Problem to solve  Endoscopic Submucosal Dissection (ESD) is the gold stand-
ard for large colorectal neoplasms but is hampered by technical complexity 
and prolonged procedural times. A primary inefficiency is the repetitive instru-
ment exchange required to manage intraprocedural bleeding. Standard pro-
tocols dictate switching from a dissection knife to hemostatic forceps (e.g., 
Coagrasper) upon encountering vessels, a cycle that disrupts the surgical plane, 
increases cognitive load, and significantly raises procedural costs. Furthermore, 
precise settings for the ESG-300 (Olympus) generator in certain situations in 
advanced endoscopy are lacking in comparison to other brands like the VIO3 
generator (ERBE).
Innovation  We introduce the "ONE-PEDAL-DRIVING ESD" concept. Analogous 
to electric vehicles (EVs) where a single pedal controls both acceleration and 
regenerative braking—enhancing efficiency and reducing wear—this technique 
utilizes a single electrosurgical setting (PowerCoag E2 30W) and a single in-
strument (DualKnife J, Olympus) for the entire submucosal phase. The innova-
tion lies in hydro-modulation: leveraging the physics of electrosurgery where 
saline immersion drops impedance by 99 % (Capogreco et al., Sci Rep 2025). By 
altering the environment from CO2 (higher cutting effect) to static saline (mod-
erate cutting effect) or active saline infusion (high coagulation effect due to 
electrodispersion), the operator achieves diverse tissue effects without modi-
fying the generator settings or changing instruments [1, 2].
Results  The video demonstrates the resection of a 50mm bulky sessile lesion 
(JNET 2A) in the mid-rectum, characterized by thick penetrating arterial vessels. 
Using the ESG-300 on PowerCoag E2 30W, the procedure was completed in 55 
minutes with zero instrument exchanges.
1.	 High-Speed Dissection:  Under CO2, high voltage allows agile cutting of 

submucosal tissue with no or small vessels.
2.	 Moderate-Speed Dissection:  Submerging the submucosal plane in 

saline utilizes the voltage drop to seal small-to-medium vessels with a low 
spark.

3.	 Hemostasis:  Active saline infusion during activation created an electro-
dispersion effect, mimicking soft coagulation for large bleeders or vessel 
sealing. The technique eliminates the need for hemostatic forceps, reduc-
ing cost and maintaining surgical flow.

Conclusions  "One-Pedal-Driving ESD" transforms the ESG-300 and DualKnife 
J into a high-performance all-in-one solution for ESD. By understanding and 
manipulating the electrophysical behavior of the PowerCoag waveform in dif-
ferent media, endoscopists can eliminate the hemostatic forceps, reducing 
procedural time, cost, CO2 emissions and complexity while mimicking the ef-
ficiency of modern EV operation.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/0a10299e-b518-4017-9155-cfd9b8a1223d/Uploads/19990_ONE-PED-
AL-DRIVING_ESD %20ESGE %20DAYS.mp4
Conflicts of Interest  European Board Advisor Olympus
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PYP051  Endoscopic drainage of potentially resecta-
ble perihilar cholangiocarcinoma using a suprapapil-
lary plastic stent with retrieval string (CHORDA); a 
prospective pilot study
Authors  Smit E1, 2, 3, Fritzsche JA1, 2, 3, Wielenga MC1, 2, 3, De Boer Y4, 2, 3, 1, 
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Voermans RP1, 2, 3
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Aims  In patients with perihilar cholangiocarcinoma (pCCA) who are considered 
for surgical resection, biliary drainage of the future liver remnant (FLR) is es-
sential. The conventional approach is placement of a transpapillary plastic stent 
during endoscopic retrograde cholangiopancreatography (ERCP). However, 
ERCP is associated with considerable risks, including cholangitis (37 %), stent 
dysfunction (19 %) and post-ERCP pancreatitis (19 %) within 90 days [1]. Some 
of these complications may result from bridging the papilla, which leads to 
duodenobiliary reflux and colonization of the biliary tract with upper gastroin-
testinal flora, increasing the risk of cholangitis. To mitigate these risks while 
preserving ease of removal, a suprapapillary stent equipped with a retrieval 
string could offer a viable alternative. The primary aim was to evaluate the 
safety and feasibility of preoperative endobiliary drainage using a suprapapillary 
plastic stent with a retrieval string.
Methods  This prospective single-center pilot study included patients with 
pCCA eligible for hemihepatectomy. Patients were excluded when the stricture 
was located ≤ 2 cm from the papilla. Procedures were performed using a mod-
ified plastic biliary stent (7, 8.5 or 10 Fr) with a retrieval string attached distal-
ly. The primary outcome was safety, defined as the number of severe drainage 
related complications until exploratory laparotomy. Severe complications are 
defined as any complication leading to additional invasive interventions, ad-
mission to hospital, or death. Secondary endpoints included technical and 
clinical success rates, defined as successful placement of the stent and a ≥ 20 % 
reduction in bilirubin levels at day 7, respectively. Patients underwent a sched-
uled stent exchange if surgery had not taken place after 6-12 weeks, depending 
on the diameter of the stent.
Results  Between March 2023 and August 2025, 40 patients with presumed 
resectable pCCA were enrolled (14 female [35 %], median age 72 years [IQR 
65-76]. Bismuth classification was distributed as follows: type I (1, 3 %), type II 
(4, 10 %), type IIIa (19, 48 %), type IIIb (3, 8 %), and type IV (13, 33 %). Supra-
papillary stent placement was technically successful in the first procedure in all 
cases (40/40, 100 %), in 35 patients one stent was placed (35/40, 88 %) and in 

five patients two stents (5/40, 13 %) were placed. A precut sphincterotomy was 
performed during the procedure in four patients (4/40, 10 %), and five patients 
(5/40, 13 %) had undergone a sphincterotomy prior to referral. Eleven patients 
(11/40, 28 %) had one or more severe drainage related adverse event following 
the index procedure within 90 days. Cholangitis occurred in four of these pa-
tients (4/40, 10 %), of which one case was associated with stent dysfunction 
(1/40, 3 %); in the remaining three cases (3/40, 8 %) there were no signs of stent 
dysfunction. Stent dysfunction without cholangitis occurred in five patients 
(5/40, 13 %), caused by partial migration (n = 3; one inward, two outward) or 
occlusion with debris (n = 2). Four patients (4/40, 10 %) developed post-ERCP 
pancreatitis. Clinical success was achieved after the initial procedure in 34/39 
(87 %) patients, with a minimum follow-up of two weeks. In one patient, clini-
cal success could not be evaluated due to death within two weeks, resulting 
from rapid clinical deterioration. Overall, 29 patients underwent surgical ex-
ploration or scheduled stent exchange without the need for an unplanned 
re-intervention (29/40, 72 %). Nineteen patients (19/40, 48 %) ultimately un-
derwent surgical resection. One patient remains under evaluation for liver 
transplantation. Surgery was not performed in 20/40 (50 %) included patients. 
In 14 patients this was due to locally advanced or metastatic disease, in two 
patients due to inadequate FLR volume, in one due to patient withdrawal, and 
three patients died prior to surgery.
Conclusions  This prospective pilot study demonstrates that endoscopic biliary 
drainage using a suprapapillary plastic stent with a retrieval string is both tech-
nically feasible and appears safe in patients with potentially resectable pCCA. 
Most patients did not require any unplanned re-intervention, and the incidence 
of cholangitis was substantially lower compared with previous studies [1]. Larg-
er comparative trials are warranted to further evaluate its efficacy, and define 
its role within the preoperative management strategy for pCCA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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flared fully covered self-expandable metal stent for 
malignant distal biliary obstruction: a multicenter 
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Aims  Conventional fully covered self-expandable metal stents (FCSEMS) for 
malignant distal biliary obstruction (MDBO) are typically cylindrical in shape. 
Recently, a newly designed tapered-and-flared FCSEMS (K-papilla stent; SB 
Kawasumi Co., Ltd., Tokyo, Japan) has become available. This stent features a 
tapered waist toward the distal end and a large distal flare. Its design is expect-
ed to reduce stent migration and sludge formation. This multicenter retrospec-
tive study evaluated the clinical outcomes of this novel stent.
Methods  Forty patients (median age: 76 years; 19 males and 21 females) who 
underwent placement of a 10-mm K-papilla stent for unresectable MDBO be-
tween May 2023 and July 2024 at five institutions in Japan were retrospective-
ly analyzed.
Results  The underlying diseases were pancreatic cancer in 32 patients, chol-
angiocarcinoma in 5, and others in 3. Reasons for unresectability were distant 
metastasis (n = 20), locally advanced disease (n = 9), and poor general condition 
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or patient refusal (n = 11). Twenty-seven patients received chemotherapy. The 
procedure was performed as primary drainage in 13 cases and as reintervention 
in 27. Pancreatic duct obstruction was present in 26 cases. Regarding the gall-
bladder, 3 patients had undergone cholecystectomy, 11 had cystic duct inva-
sion, and 26 did not. The technical success rate was 100 % (40/40). Stent lengths 
of 8, 7, and 6 cm were used in 16, 3, and 21 cases, respectively. The clinical 
success rate was 98 % (39/40); one patient failed due to bleeding, which im-
proved after replacement with a 12-mm FCSEMS. Early adverse events includ-
ed mild pancreatitis (n = 4), cholecystitis (n = 1), and bleeding (n = 1), all of which 
were resolved conservatively or endoscopically.
Among the 39 patients with clinical success, recurrent biliary obstruction (RBO) 
occurred in 10 cases during a median observation period of 271 days. The 
median time to RBO (TRBO) was 539 days (95 % CI: 389–NR). The non-RBO rates 
at 3, 6, and 12 months were 94 % (33/35), 71 % (20/28), and 61 % (11/18), re-
spectively. The causes of RBO were sludge impaction (n = 6), overgrowth (n = 2), 
and stent migration (n = 2). In addition, three asymptomatic migrations were 
observed. Late adverse events other than RBO included non-obstructive chol-
angitis (n = 5) and liver abscess (n = 1), all managed conservatively without ERCP 
or drainage. The median overall survival was 252 days.
Conclusions  Placement of a tapered-and-flared FCSEMS for unresectable 
MDBO demonstrated favorable outcomes with a low rate of migration and 
acceptable safety profile. This novel stent may represent a useful option, war-
ranting further prospective evaluation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Malignant distal biliary obstruction is a frequent complication of ad-
vanced pancreatic and biliary tract cancers. Endoscopic placement of self-ex-
pandable metal stent (SEMS) is the standard treatment, but dysfunction occurs 
in 19–40 % of cases. The optimal management after SEMS occlusion remains 
unclear. The aim of this study was to assess and compare three types of second 
biliary stents (plastic (PS), covered SEMS (CSEMS) and uncovered SEMS 
(USEMS)) for treatment of primary SEMS occlusion in malignant distal biliary 
obstruction.
Methods  We conducted a multicenter retrospective study in three hospital 
centers. All patients suffering from malignant distal biliary obstruction and 
treated for SEMS occlusion between January 2012 and December 2023 were 
enrolled. Patients with hilar obstruction or benign disease were excluded. All 
second stents were placed endoscopically using a “stent-in-stent” transpapil-
lary technique. Stent obstruction, stent lifespan and overall survival were com-
pared in patients with PS, CSEMS and USEMS. A competing risk analysis was 
performed to estimate the cumulative incidence of stent obstruction, taking 
into account death and surgery as competing events.
Results  A total of 142 patients (median age 71.2; 64 % male) were included; 
PS, CSEMS and USEMS were placed in 42, 40 and 60 patients, respectively. 

Pancreatic cancer was the most common diagnosis (70.4 %). Median time to 
stent obstruction did not differ significantly between groups, but occlusion 
rates were lower in the CSEMS group (25 %) than in the PS (59.5 %) or USEMS 
groups (45 %) (p = 0.007). This result was confirmed in the competing risk anal-
ysis. In multivariable analysis, stent type was the only independent predictor 
of obstruction, with PS (SHR = 3.76, p = 0.004; ref: CSEMS) and USEMS 
(SHR = 2.32, p = 0.042) associated with stent obstruction. Median overall sur-
vival was 157 days and did not differ between groups, but was significantly 
lower in patients with metastatic disease, best supportive care, and higher 
bilirubin levels. Adverse event rates were low and similar across groups.
Conclusions  As new chemotherapy protocols increase survival of patients with 
pancreatic cancer and cholangiocarcinoma, the issue of managing biliary stent 
obstruction is crucial. This study is the largest series evaluating the type of 
second biliary stent following obstruction of a first SEMS and provides impor-
tant insights. Compared to USEMS or PS, using CSEMS reduces the risk of sec-
ond stent occlusion in patients with malignant distal biliary obstruction treat-
ed by trans papillary drainage. Second stent type was the only significant 
predictor of obstruction but did not improve patient overall survival which was 
mainly determined by the underlying malignant disease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Benign biliary strictures and bile leaks remain challenging clinical con-
ditions, frequently managed with plastic or metal stents, which require endo-
scopic retrieval [1]. Biodegradable biliary stents (BDBS) offer an innovative, 
non-removable alternative, potentially reducing the need for repeat procedures 
[2]. This systematic review aimed to evaluate the effectiveness and safety of 
BDBS in managing benign biliary strictures and post-cholecystectomy bile 
leaks, identifying pooled success and complication rates, and assessing the 
quality of existing evidence.
Methods  A systematic literature review was performed using PubMed, Scop-
us, and Web of Science databases, covering studies from January 2000 to March 
2025. Search terms included “biodegradable stents,” “benign biliary stricture,” 
and “bile leak.” Inclusion criteria comprised original human studies reporting 
outcomes of BDBS in benign biliary conditions. Excluded were animal studies, 
case reports, editorials, and studies on malignant strictures. Four eligible stud-
ies met inclusion criteria, encompassing both prospective and retrospective 
designs. Key outcomes extracted were clinical success (defined as resolution 
of stricture or leak without need for reintervention) and complication rates 
(e.g., stent migration, occlusion, incomplete degradation). This systematic 
review has been prospectively registered in PROSPERO (Registration number: 
CRD420251084759 (▶Table 1).
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▶Table 1	 

Study Design Population N (Patients) Success 
Rate

Complication 
Rate

Giménez et al. 
(2016)3

Prospective Benign biliary strictures 13 84.6 % 15 % (migration)

De Gregorio et al. 
(2020)4

Prospective Registry Benign biliary strictures 40 88 % 12 % (occlusion)

Ahmad et al. 
(2022)5

Retrospective multicenter Post-cholecystectomy 
bile leaks

52 90 % 10 % (migration)

Mauri et al. (2013)6 Preliminary Experience Benign biliary strictures 10 82 % 18 % (incomplete 
degradation)

Results  A total of 115 patients were included across four studies. The pooled 
clinical success rate for biodegradable biliary stents was 85.07 % (95 % CI: 
77.68 %–92.45 %), with no significant heterogeneity (I² = 0 %), suggesting con-
sistency across studies. The pooled complication rate was 14.81 % (95 % CI: 
7.54 %–22.09 %), reflecting a moderate but acceptable safety profile. The most 
common adverse events reported included stent migration (10–15 %) and in-
complete degradation (up to 18 %). Importantly, no major procedure-related 
mortality was reported across any of the included studies. Subgroup analysis 
revealed a slightly higher clinical success rate in post-cholecystectomy bile leak 
cases (90 %) compared to those with benign biliary strictures (ranging between 
82 % and 88 %), although the sample sizes were limited.
Conclusions  This review supports the clinical utility of biodegradable biliary 
stents as a safe and effective option for benign biliary strictures and bile leaks. 
With a high pooled success rate and acceptable complication profile, BDBS may 
reduce the burden of repeated endoscopic procedures. However, further 
high-quality prospective trials are needed to optimize stent design, reduce 
migration risk, and establish long-term outcomes across diverse patient pop-
ulations. These findings may inform future guideline development and enhance 
biliary care pathways.
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Aims  Benign biliary strictures (BBS) are commonly managed by progressive 
calibration using plastic or metallic stents. While fully covered metallic stents 
(FC-SEMS) enable immediate calibration to a larger diameter compared to plas-
tic stents, they remain prone to migration and their use is limited in intrahe-
patic and peri-hilar strictures. We report on using uncovered expandable bi-
oresorbable stents in a series of selected BBS patients.
Methods  This retrospective bicentric case series included selected patients 
treated between 2023 and 2025 in two tertiary hospitals (Beaujon Hospital, 
Clichy, France and HEGP, Paris, France). All patients presented benign strictures 
not amenable to conventional stenting, due to inability to retrieve the stent 
because of altered anatomy or because of intrahepatic location (precluding 
FC-SEMS) with benign indication (precluding Uncovered SEMS).
The bioresorbable stents used (Unity-B, Q3 Medical, Germany) are fastened 
onto a balloon and expanded to the desired diameter (up to 10 mm). Complete 
resorption occurs over 3 months. All patients were followed for several months 
after the procedure. Technical success, clinical success, and adverse events 
were recorded.
Results  7 procedures were performed in 7 patients, with a total of 10 biore-
sorbable stents implanted.

▪▪ Four patients  had altered anatomy with a stricture of a bilio-digestive 
anastomosis. All initially underwent external drainage with placement of 
an internal–external drain. Deployment of a Unity-B stent percutaneously 
enabled removal of the drain and internalization of biliary drainage while 
maintaining dilation of the anastomosis for an additional 3 months. Three 
of these patients received two Unity-B stents: two because of a right–left 
liver disconnection requiring a dual-access approach, and one because of a 
long stricture.

▪▪ Two patients  were treated with extra-anatomical endoscopic drainage 
(one choledochojejunostomy and one hepaticogastrostomy) for an 
anastomotic bilio-digestive stricture after pancreaticoduodenectomy, 
associated with lithiasis. Placement of a bioresorbable stent allowed 
replacement of the lumen-apposing metal stent used to create the 
neo-anastomosis in one case and completed an anterograde lithotripsy in 
the second case. Both ensured calibration of the tract, and facilitated 
removal of the upstream bile duct stone.
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▪▪ One patient  was treated for dilation of an intrahepatic stricture following 
radiofrequency ablation, achieving a larger calibration than would have 
been possible with a plastic stent and while FC-SEMS of Uncovered SEMS 
were precluded. A follow-up ERCP showed no residual stricture and no 
remaining stent debris.

Technical success was achieved in all cases (100 %). 86 % had clinical success 
with one patient experiencing recurrence due to tumoral relapse. No per-pro-
cedural or long-term adverse events were reported.
Conclusions  The use of bioresorbable UNITY-B stents appears feasible, efficient 
and safe for selected benign biliary strictures, including intrahepatic locations. 
Its use allowed calibration of strictures that would have been inaccessible with 
standard stents. Further studies are needed to confirm these preliminary find-
ings
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Aims  Refractory benign biliary strictures (BBS) often require prolonged endo-
scopic treatment with multiple plastic stents (MPS), leading to repeated ERCP 
sessions and a high procedural burden. Fully covered self-expandable metal 
stents (FCSEMS) have been introduced as an alternative, but the optimal strat-
egy—initial versus rescue FCSEMS—remains unclear. This study aimed to com-
pare clinical outcomes of different stent strategies and to identify risk factors 
for stricture recurrence in patients with refractory BBS.
Methods  In this multicenter retrospective cohort study, 150 patients with 
refractory BBS treated between 2016 and 2023 at four tertiary referral centers 
were analyzed. Patients were classified into three groups: plastic–plastic, plas-
tic–metal (conversion to FCSEMS after plastic stents), and metal–metal (initial 
FCSEMS). Refractory BBS was defined as persistent stricture despite ≥ 12 
months of plastic stenting or ≥ 6 months of FCSEMS. The primary outcome was 
stricture resolution; secondary outcomes included treatment duration, number 
of ERCP sessions, adverse events, and recurrence-free period. Predictors of 
recurrence were evaluated using multivariable logistic regression and ROC 
analysis.
Results  Of the 150 patients, 32, 48, and 70 were assigned to the plastic–plas-
tic, plastic–metal, and metal–metal groups, respectively. Initial FCSEMS signif-
icantly reduced treatment duration (297.8 vs. 581.4 and 600.7 days; p < 0.01) 
and the number of ERCP procedures (4.0 vs. 7.4 and 6.1; p < 0.001). Stricture 
resolution at 12 and 24 months was higher in the metal–metal group (80.0 % 
and 92.9 %) than in plastic-first strategies (37.5 % and 73.8 %; p < 0.001 and 
p = 0.002). Recurrence rates after stent removal were similar among groups 
(27.5–31.3 %, p = 0.786). Early cholangitis, late cholangitis, and post-ERCP pan-
creatitis were significantly more frequent in the plastic–plastic group. Living 
donor liver transplantation (LDLT) (OR 4.13, p = 0.003) and stricture length ≥ 12 
mm (OR 4.87, p < 0.001) were independent predictors of recurrence.
Conclusions  In refractory BBS, an initial FCSEMS strategy shortens treatment 
duration, reduces ERCP burden, and improves stricture resolution without in-
creasing recurrence, while plastic stents are associated with higher infectious 
complication rates. LDLT and longer strictures identify patients at high risk of 
recurrence. Early consideration of FCSEMS may represent an efficient therapeu-
tic approach and should be further validated in prospective trials.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Liver transplantation is the gold-standard treatment for irreversible liver 
failure. Biliary complications, particularly anastomotic choledocho-choledo-
chal strictures, remain frequent and have a significant impact on patient sur-
vival. Endoscopie treatment with multiple plastic stents (MPS) is effective but 
is limiting due to the need for repeated procedures. Fully covered self-expand-
able metal stents (FCSEMS), especially transpapillary ones, reduce the number 
of procedures but have limitations, notably the risks of migration and post-ERCP 
pancreatitis. A new type of stent, the intraductal self-expandable metal stent 
(IDSEMS), has been designed to improve both safety and efficacy. The aim of 
this study was to directly compare transpapillary and intraductal covered met-
al stents in the management of post-liver transplantation anastomotic biliary 
strictures.
Methods  We performed a retrospective bicentric study in two university hos-
pitals between 2010 and 2024, including liver transplant recipients with anas-
tomotic strictures treated with either a transpapillary or an intraductal covered 
metal stent. Th eprimary endpoint was overal stricture resolution. Secondary 
outcomes included one-year success rate, recurrence, number of procedures 
needed, length of hospital stay and adverse events. Statical analysis was based 
on comparative tests and Kaplan-Meir curves, with a significance threshold set 
a p < 0.05.
Results  A total of 61 patients were included, 30 treated with FCSEMS and 31 
with IDSEMS. The overal stricture resolution rate was achieved in 76.6 % of 
FCSEMS cases versus 89.7 % of IDSEMS cases, with no significant difference 
(p = 0.299). For secondary outcomes, one-year success was 86.2 % with IDSEMS 
vs 70.0 % with FCSEMS (p = 0.209). Calibration duration was similar (median 
232.5 days for IDSEMS vs 203.0 days for FCSEMS, p = 0.992), as were the num-
ber of procedures (2 for IDSEMS vs 3 for FCSEMS, p = 0.817) and hospital stay 
(11 vs 12 days, p = 0567). Reccurence occurred less frequently and later with 
IDSEMS (19.2 % with a median delay of 301 days vs 27.3 % and 164 days with 
FCSEMS), though without reaching statistical signifiance. Overall complication 
rates were comparable, however IDSEMS were associated with significantly 
fewer migrations (6.5 % vs 26.7 %, p = 0.041) and post-ERCP pancreatitis (6.5 % 
vs 33.3 %, p = 011).
Conclusions  This is the first retrospective study comparing the two models of 
covered metal stents. Both demonstrated similar efficacy in treating post-trans-
plant anastomotic biliary strictures. However, IDSEMS showed a clear favorable 
trend in overall resolution and recurrence rates. They also appeared better 
tolerated, with fewer migrations and episodes of pancreatitis, representing a 
promising alternative. Prospective, randomized, multicenter studies are war-
ranted to confirm these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound–guided choledochoduodenostomy (EUS-CDS) 
with lumen-apposing metal stents (LAMS) is an established technique for biliary 
drainage in malignant distal obstruction [1, 2]. Nevertheless, recurrent biliary 
obstruction (RBO) due to stent occlusion or migration remains a concern and 
the placement of a coaxial double-pigtail stent (DPS) has been proposed to 
improve long-term stent patency [3]. This multicenter Italian study compared 
RBO rates between EUS-CDS performed with LAMS alone and LAMS combined 
with a coaxial DPS.
Methods  We conducted a retrospective analysis of consecutive patients who 
underwent EUS-CDS across eleven Italian tertiary centers between October 
2023 and October 2025. Patients were stratified into two groups: LAMS-alone 
and LAMS-plus-DPS. The primary endpoint was the incidence of RBO after 
achieving clinical success. Secondary outcomes included technical and clinical 
success, adverse events (AEs), and reintervention rates.
Results  A total of 192 patients were included (142 treated with LAMS alone 
and 50 with LAMS-plus-DPS). RBO occurred in 23/142 (16.2 %) patients in the 
LAMS-alone group compared with 4/50 (8.0 %) in the LAMS-plus-DPS group 
(risk ratio 2.02, 95 % CI 0.74–5.57; p = 0.23). Technical and clinical success rates 
exceeded 95 % in both groups, and no significant differences were observed in 
adverse events or in the need for reintervention.
Conclusions  In this Italian multicenter experience, EUS-CDS using LAMS with 
a coaxial DPS was associated with a lower rate of RBO compared with LAMS 
alone. Although the difference was not statistically significant, the data support 
further investigation in larger, prospective trials to better define the role of DPS 
in optimizing long-term stent patency.
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Aims  EUS-guided biliary drainage (EUS-BD) has become an established ther-
apeutic alternative toERCP. While the efficacy of hepaticogastrostomy (HGS) 
and choledochoduodenostomy (CDS) is well-documented, the long-term man-
agement of their specific adverse events remains a challenge. Dysfunction of 
transmural stents is a clinically relevant problem, yet data concerning specific 
dysfunction mechanisms, optimal management strategies, and relative out-
comes after reintervention HGS/CDS dysfunction are limited.
The primary objectives of this study are to describe the mechanisms of dys-
function following transmural EUS-BD (HGS or CDS) and their management. 
Secondary objectives include describing the time to dysfunction for primary 
stents and after the first biliary reintervention, comparing long-term perfor-
mance of HGS vs CDS, and identifying independent predictors of recurrent 
dysfunction.
Methods  We conducted a retrospective, multicenter study involving three 
Spanish tertiary referral centers over a 7-year period (2017-2024). The study 
population consisted of consecutive patients presenting with dysfunction of a 
previously placed EUS-guided biliary drainage.
We collected comprehensive data including patient demographics, etiology of 
obstruction, indication for the initial EUS-BD, and technical characteristics of 
the primary stents used.
Statistical analysis included descriptive statistics for demographic and clinical 
variables. Kaplan-Meier curves were generated to estimate the time to dys-
function (both primary and post-reintervention). A stratified Cox regression 
analysis was performed to identify independent predictors of recurrent dys-
function [1–3].
Results  A total of 91 dysfunction events (70 HGS and 21 CDS) were analyzed 
in 61 patients. The cohort was 59.02 % male with a mean age of 68.61 years 
(SD ± 10.26). The etiology of biliary obstruction was predominantly malignant 
(78.43 %), with tumors located mainly in the distal bile duct (50.98 %) and hilar 
region (27.45 %). The primary indication for the initial EUS-BD was failed ERCP 
cannulation (35.29 %), followed by dysfunction of a prior indwelling transpap-
illary stent (25.49 %). The most frequently used stetns were 10x80-mm covered 
SEMS for HGS and 8 mm LAMS for CDS.
The median time to first dysfunction (primary stent failure) was 168.5 days (IQR 
58-337.5). All patients underwent an endoscopic revision. The leading cause 
of dysfunction was obstruction by sludge and food debris (46.15 %), followed 
by tissue ingrowth (16.48 %), with no significant difference between access 
routes (p = 0.48). However, technique-specific failure profiles were identified: 
gastric stent migration was a specific complication of HGS (15.71 %), whereas 
duodenal obstruction and sump syndrome were specific to CDS (9.52 %).
Management strategies differed significantly between groups. In HGS dysfunc-
tion, stent exchange was the most common intervention (40.57 %), whereas 
in CDS, clearance followed by coaxial pigtail insertion was the preferred strat-
egy (55 %).
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Following the first biliary reintervention (BRI), the median time to recurrent 
dysfunction increased to 456 days (IQR 184-1363). Comparison between HGS 
and CDS showed no significant differences in the time to recurrent failure 
(p = 0.79). In the stratified analysis, for HGS, the presence of a distal malignant 
stenosis was the only independent risk factor associated with recurrent failure 
(HR 28.98; p = 0.029). Notably, no specific reintervention technique (cleaning, 
exchange, or coaxial stenting) demonstrated a statistically significant improve-
ment in prolonging the time to dysfunction in either group.
Conclusions  This is the first study to jointly analyze dysfunction in HGS and 
CDS. Although their failure profiles and initial management differ, their long-
term patency after reintervention is comparable. Risk factors for recurrent 
failure are technique-specific. The finding that no single management strategy 
was superior suggests that a personalized approach, tailored to the specific 
cause of dysfunction, is required.
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DOI  10.1055/s-0046-1821000
Aims  Endoscopic ultrasound-guided choledochoduodenostomy(EUS-CDS) 
has emerged as an alternative to endoscopic retrograde cholangiopancreatog-
raphy (ERCP) for biliary drainage in patients with malignant distal biliary ob-
struction (MDBO). With cautery-enhanced lumen-apposing metal stents (CE-
LAMS), EUS-CDS has become more feasible, yet concerns remain regarding 
stent patency and safety. Comparative data between CE-LAMS–based and 
conventional self-expandable metal stents (SEMS)-based EUS-CDS are lacking.
Methods  A systematic review and network meta-analysis was conducted in-
cluding randomized controlled trials (RCTs) comparing EUS-CDS using CE-LAMS 
or SEMS with ERCP in MDBO.Procedural outcomes were technical success de-
fined as the rate of accurate placement of either LAMS, or SEMS within the CBD, 
with bile flowing through the stent, and mean procedure time, defined as the 
time (in minute) to reach the technical success. Clinical outcomes were clinical 
success defined as the pooled rate of patients with a ≥ 50 % reduction in serum 
bilirubin to < 3 mg/dL within two weeks (and clinical improvement in case of 
concomitant cholangitis), and overall adverse events. Pooled rate of cholangi-
tis, was also assessed, it was defined and classified per the American Society for 
Gastrointestinal Endoscopy lexicon. Pairwise and network meta-analyses were 
performed using random-effects models. Ranking probabilities were assessed 
using the surface under the cumulative ranking curve (SUCRA).
Results  Six randomized controlled trials, comprising 707 patients, were in-
cluded in the analysis.
EUS-CDS with EC-LAMS significantly outperformed both EUS-CDS with SEMS 
(RR: 1.22; 95 % CI: 1.10 to 1.36) and ERCP (RR: 1.18; 95 % CI: 1.10 to 1.27) in 
achieving technical success. No significant difference was observed between 
EUS-CDS with SEMS and ERCP in either the direct (RR: 0.97; 95 % CI: 0.89 to 
1.05) or the indirect comparison (RR: 0.97; 95 % CI: 0.89 to 1.05). SUCRA anal-
ysis identified EUS-CDS with EC-LAMS as the best-performing approach (SU-
CRA = 1.00), while EUS-CDS with SEMS ranked lowest (SUCRA = 0.12). In terms 
of procedure time, EUS-CDS with EC-LAMS demonstrated a significantly short-
er duration compared to both EUS-CDS with SEMS (SMD: –0.78; 95 % CI: –1.30 
to –0.27) and ERCP (SMD: –0.84; 95 % CI: –1.16 to –0.52). No significant differ-
ence in procedure time was found between EUS-CDS with SEMS and ERCP in 
either the direct (SMD: –0.05; 95 % CI: –0.35 to 0.46) or the indirect comparison 
(SMD: –0.05; 95 % CI: –0.35 to 0.46). SUCRA rankings again favored EUS-CDS 
with EC-LAMS as the most effective strategy (SUCRA = 1.00), while EUS-CDS 
with SEMS and ERCP ranked equally as the least favorable options (SU-
CRA = 0.25).On network meta-analysis, no difference was observed among the 
different techniques of performing EUS-CDS in terms of clinical success as 
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compared to ERCP or compared to each other.SUCRA analysis identified EUS-
CDS with EC-LAMS as the best-performing approach (SUCRA = 0.68), while 
EUS-CDS with SEMS ranked lowest (SUCRA = 0.27).When focusing on safety, in 
the network meta-analysis, no significant differences in adverse event rates 
were observed among the various techniques of EUS-CDS compared to ERCP, 
nor among the EUS-CDS techniques themselves According to SUCRA analysis, 
EUS-CDS with SEMS was identified as the safest approach (SUCRA = 0.85), while 
ERCP ranked lowest (SUCRA = 0.29)When specifically assessing the incidence 
of cholangitis, no significant differences were found among the different biliary 
drainage strategies [1–6].
Conclusions  EUS-CDS with CE-LAMS offers superior procedural efficiency 
compared to ERCP and SEMS-based approaches with similar clinical success 
and safety, though concerns about cholangitis warrant further evaluation.
Conflicts of Interest  A. F.: Consulting fees for Boston ScientificA.R has received 
fees for serving as a consultant from Fujifilm Co. Medtronic Co., and Olympus 
Corp.C.H has received fees for serving as a consultant from Fujifilm Co. and 
Medtronic Co.
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PYP061  Can EUS Predict Malignancy in IPMN with 
MPD Dilatation? Insights from a Retrospective 
Cohort
Authors  Conti Bellocchi MC1, Cerioli C1, De Pretis N1, Pea A1, Sina S1, 
Luchini C1, Frulloni L1, Salvia R1, Crinò SF1
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Aims  Main pancreatic duct (MPD) dilatation in patients with intraductal pap-
illary mucinous neoplasms (IPMN) is a known risk factor for malignancy, yet its 
predictive value remains debated, especially in non-resected patients. We 
aimed to evaluate whether endoscopic ultrasound (EUS) features of the MPD 
can predict malignancy in patients with cyst-associated MPD dilatation.
Methods  We retrospectively analyzed 231 patients who underwent EUS for 
pancreatic cysts with MPD dilatation ( ≥ 5 mm). Malignancy was defined as 
high-grade dysplasia (HGD) or invasive carcinoma (IC) in resected patients, or 
progression to cancer/metastases during ≥ 12 months of follow-up. EUS fea-
tures (diameter, wall thickening, content, course, nodules) were reviewed by 
two blinded endosonographers. Statistical analysis included logistic regression, 
ROC curves, and Kaplan–Meier survival estimates (▶Table 1).
Results  Among 231 patients, 88 underwent surgical resection and 141 were 
managed with surveillance. Malignancy was diagnosed in 70 patients (67 sur-
gical, 3 during follow-up). Malignant patients were younger than non-malig-
nant ones (65.2 ± 10 vs 68.7 ± 9.6 years, p = 0.023). On univariate analysis, 
several EUS features were significantly associated with malignancy: thickened 
MPD walls (30 % vs 16 %, p = 0.034), inhomogeneous ductal content (54 % vs 
31 %, p = 0.002), tortuous ductal course (56 % vs 37 %, p = 0.014), and presence 
of nodules (23 % vs 7 %, p = 0.003). MPD diameter was higher in malignant cas-
es (8.2 ± 3.3 mm vs 7.5 ± 4.4 mm), but not statistically significant (p = 0.242). 
In multivariate analysis, inhomogeneous content (OR = 2.10, p = 0.054) and 
nodules (OR = 2.53, p = 0.086) showed trends toward independent association 
with malignancy. The logistic regression model incorporating EUS features 
yielded an area under the ROC curve (AUC) of 0.783 (95 % CI: 0.556–1.00; 
p = 0.014), indicating good discriminative ability. In the surveillance subgroup, 
3 patients progressed to advanced PDAC during follow-up. Kaplan–Meier anal-
ysis showed a gradual decline in progression-free survival, with approximately 
30 % of patients experiencing progression at 36 months.
Conclusions  EUS features such as inhomogeneous MPD content and nodules 
were associated with malignancy in IPMN patients with ductal dilatation. These 
findings suggest that detailed ductal morphology may enhance risk stratifica-
tion beyond duct diameter alone, supporting its integration into clinical deci-
sion-making.
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▶Table 1	 

Variables Malignant
N = 70

Non-malignant
N = 98

Univariate 
Analysis P 
value

Multivariate Analysis

P OR (95 % CI)

MPD size 8.2 ± 3.3 7.5 ± 4.4 0.242 -

MPD walls

Regular 49 (70 %) 82 (83.7 %)

Thickened 21 (30 %) 16 (16.3 %) 0.034 0.678 0.814 (0.308-2.153)

MPD content

Anechoic 32 (45.7 %) 68 (69.4 %) 0.002

Inhomogeneous 38 (54.3 %) 30 (30.6 %) 0.054 2.100 (0.986-4.472)

MPD course

Regular 31 (44.3 %) 62 (63.2 %)

Tortuous 39 (55.7 %) 36 (36.8 %) 0.014 0.090 1.822 (0.910-3.649)

Nodules 16 (22.8 %) 7 (7.1 %) 0.003 0.086 2.531(0.877-7.305)

Cyst size 27.6 ± 15.6 27.1 ± 15.6 0.844 –

Atrophy

Yes 18 (25.7 %) 20 (20.4 %)

No 52 (74.3 %) 78 (79.6 %) 0.417 –

Calcifications

Yes 8 (11.4 %) 5 (5.1 %)

No 62 (88.6 %) 93 (94.9 %) 0.151 –

Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP062  Branch-duct IPMNs measuring less than 10 
mm exhibit a significantly lower risk of “worrisome 
features”: implications for endosonographic surveil-
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Aims  Pancreatic carcinoma is among the malignant tumours with the highest 
mortality and remains associated with an extremely poor prognosis. Early iden-
tification and surveillance of premalignant lesions, such as intraductal papillary 
mucinous neoplasms (IPMNs), are therefore of central importance for prevent-
ing malignant transformation. According to the current Kyoto Guidelines, for 
small branch-duct IPMNs (BD-IPMNs) measuring less than 20 mm and lacking 
high-risk factors (“worrisome features”), endoscopic ultrasonography (EUS) 
surveillance every 18 months is recommended. However, it remains unclear 
whether BD-IPMNs smaller than 10 mm carry a comparable risk of progression 
and therefore require monitoring at the same interval. The aim of this study is 
to evaluate whether BD-IPMNs smaller than 10 mm exhibit a similar risk for the 
development of “worrisome features” as BD-IPMNs measuring between 10 and 
20 mm.
Methods  In this retrospective analysis, all patients who had undergone at least 
two endoscopic ultrasound (EUS) examinations at St. Josef-Hospital Bochum 

between January 1, 2006, and September 30, 2025, were identified based on 
the coded ICD diagnoses K86.2 (“pancreatic cyst”) or D37.70 (“neoplasm of 
uncertain or unknown behaviour: pancreas”). Data were collected from the 
clinical information system, and a total of 843 patients were identified.
Results  As part of an ongoing project, 131 of the 843 identified patients have 
been fully evaluated to date. Among them, 47 patients (35.9 %) presented with 
a BD-IPMN measuring < 10 mm at the time of initial diagnosis. The mean fol-
low-up period was 7.6 ± 3.3 years, with an average of 12.9 EUS examinations 
per patient. For comparison, 39 patients (29.8 %) with BD-IPMNs measuring 
10–20 mm were identified (mean follow-up period 7.0 ± 3.4 years; average of 
13.4 EUS examinations). Lesions measuring 10–20 mm showed a 7.6-fold high-
er risk of developing “worrisome features” compared to lesions < 10 mm (6.4 % 
vs. 48.7 %, p = 0.0005). The most common worrisome features in patients with 
lesions < 10 mm were elevated CA19-9 levels (n = 3), followed by cyst 
growth ≥ 2.5 mm per year (n = 2). In contrast, the most common worrisome 
features in patients with BD-IPMNs measuring 10–20 mm were cyst 
growth ≥ 2.5 mm per year (n = 14), followed by a main pancreatic duct diame-
ter of 5–10 mm (n = 6) and elevated CA19-9 levels (n = 5).
Conclusions  The preliminary data indicate a significantly lower risk for the 
development of “worrisome features” in BD-IPMNs smaller than 10 mm com-
pared to larger lesions (10–20 mm). In the extended analysis of the larger co-
hort, it will be assessed whether it is safe for this subgroup of patients to extend 
the surveillance interval or to omit further EUS follow-up.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP063  Through-the-needle biopsy revisited: How 
Patient Selection and Standardization Reduce 
Adverse Events in Pancreatic Cyst Evaluation
Authors  Conti Bellocchi MC1, Teso MV1, Spagnolo S1, Manfrin E1, Sina S1, 
Pea A1, De Pretis N1, Salvia R1, Frulloni L1, Crinò SF1

Institute  1  University of Verona, Verona, Italy
DOI  10.1055/s-0046-1821003
Aims  Pancreatic cystic lesions (PCLs) are increasingly detected due to the 
widespread use of cross-sectional imaging. Endoscopic ultrasound (EUS) is the 
preferred modality for evaluating their nature and malignancy risk, yet fluid 
analysis and cytology offer limited sensitivity. Through-the-needle biopsy 
(TTNB) has emerged as a more accurate diagnostic tool, though associated 
with higher adverse event (AE) rates. In 2021, our center implemented a selec-
tive TTNB protocol excluding frail or elderly patients and suspected IPMNs, and 
standardizing the procedure to two passes, complete cyst aspiration, and se-
lective antibiotic prophylaxis. This study aimed to compare AE rates before and 
after protocol implementation, evaluate safety factors including antibiotic use, 
and assess TTNB adequacy and diagnostic accuracy (▶Table 1).
Methods  We retrospectively analyzed consecutive patients referred for TTNB 
at AOUI Verona between March 2016 and March 2025, dividing them into two 
groups: before (Group A) and after (Group B) protocol adoption. Patients not 
punctured due to technical issues, lack of indication, or presumed pseudo-cyst-
ic nature were excluded.
Results  Of 970 patients evaluated by EUS, 190 underwent TTNB (100 in Group 
A, 90 in Group B). Lesions were mainly located in the pancreatic body or tail, 
with significantly larger size in Group B. Overall AE rate was 6.3 %, significantly 
higher in Group A (11 %) than in Group B (1 %). Antibiotic prophylaxis was not 
associated with AE occurrence. TTNB adequacy was 88.9 %, and diagnostic ac-
curacy 75.3 %. Among 68 surgical cases, TTNB was accurate in 79.4 %.

▶Table 1	 

Variables Univariate analysis Multivariate analysis

AEs Yes/no p value P value OR (95 % CI)

Group

A 11/89

B 1/89 0.004 0.023 11.5 (1.40-94.07)

Complete Aspiration

Yes 5/127

No 3/55 0.833 –

Antibiotic administration

Yes 6/143

No 2/39 0.646 –

Final diagnosis

Mucinous 8/75

Non-mucinous 2/96 0.062 0.025 (1.2 – 32.10)

Unknown 2/17

Conclusions  A selective and standardized TTNB approach significantly reduc-
es AEs while maintaining high adequacy and diagnostic accuracy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP064  Longitudinal Analysis of DNA From Pancre-
atic Cysts Across Serial EUS With FNA
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Boustani C1, Chalhoub W1, Jha R1, Haddad N1
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Aims  The ubiquity of imaging has increased pancreatic cysts detection. The 
Kyoto pancreatic cyst guidelines include concerning characteristics such size > 3 
cm, mural nodule, and dilated main pancreatic duct. Mucinous pancreatic cysts 
are potentially malignant neoplasms. GNAS and K-ras mutations have demon-
strated good specificity for pancreatic lesions but sensitivity remains limited. 
Repetitive FNAs (fine needle aspiration) could increase this specificity by ana-
lyzing cysts’ DNA fluid longitudinally. We retrospectively analyzed patients who 
underwent pancreatic resections to assess their precursor cysts for their CEA 
and DNA.
Methods  We performed a retrospective review of patients with pancreatic 
cysts who underwent multiple EUS with FNA from 2012-2024 at a single tertiary 
care center. Aspirated cyst fluid was analyzed using the molecular pathology 
test PancraGen. DNA transformation was defined as presence of GNAS and 
KRAS from previous negative DNA analysis. Odds ratio was used for statistical 
analysis. Patients that ultimately underwent pancreatic resections were also 
specifically analyzed.
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Results  185 patients with pancreatic cysts underwent multiple EUS with FNA 
with a median of 4 (range 2 to 8). We observed GNAS and K-ras mutations at 
initial FNA in 22 patients (11.9 %) with DNA transformation following serial EUS 
with FNA in 35 patients (18.9 %). Among 82 patients with CEA > 192 ng/ml, 11 
patients (13.4 %) had GNAS and K-ras mutations at initial FNA with DNA trans-
formation in 24 patients (29.3 %). In contrast, among 103 patients with 
CEA < 192 ng/ml, only 11 patients (10.7 %) had GNAS and K-ras mutations at 
initial FNA with DNA transformation in 24 patients (23.3 %; OR: 3.46, p < 0.05). 
33 patients (40.2 %) underwent pancreatic resections. Surgical pathology re-
vealed IPMN (intraductal papillary mucinous neoplasm) or MCN (mucinous 
cystic neoplasm) in 26 samples (78.8 %) while 7 revealed serous pathology. 12 
IPMN patients (46.2 %) had KRAS mutations, but specificity of IPMN with pos-
itive KRAS mutations was 100 %. None of the IPMN patients had GNAS muta-
tions.
Conclusions  GNAS and K-ras mutations can transform across repetitive EUS 
with FNA particularly when CEA is greater than 192 ng/ml. These findings can 
validate serial cyst surveillance by EUS with FNA in selected patients. The spec-
ificity of K-ras was 100 % in IPMN surgical pathologies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP065  A promising diagnostic role of immunohis-
tochemical expression of insulin-like growth factor II 
mRNA binding protein 3 (IMP3) in pancreatic lesions 
using endoscopic ultrasound -Guided –Fine Needle 
Aspiration (EUS-FNA) Cytology
Author  Moaz M1

Institute  1  zagazig university, Zagazig, Egypt
DOI  10.1055/s-0046-1821005
Aims  This prospective work is to assess the diagnostic role of EUS-FNA com-
bined with the immunohistochemical expression of IMP3 on different benign 
and malignant pancreatic lesions.
Methods  The included pancreatic lesions (n  =  140) were obtained by EUS-FNA 
technique and stained for IMP3 immunohistochemically. Paraffin blocks from 
patients who underwent excision (n  =  92) or core biopsies (n  =  48) were per-
formed for confirming diagnosis [1, 2].
Results  The combined method for diagnosis showed that IMP3 was positive 
in 78.7 %, 91.7 %, 100 % PAC, mucinous neoplasm with high grade dysplasia, 
and IPMN with high grade dysplasia, respectively, while almost all benign lesions 
showed negative IMP3. Also, this method showed sensitivity (78.26 %), speci-
ficity (95.83 %), and accuracy (84.3 %).
Conclusions  EUS-FNA cytology with IMP3 could be a reliable diagnostic tool 
especially for assessment of malignant pancreatic lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Howlader N, Noone AM, Krapcho M et al(eds). SEER Cancer Statistics Re-
view, 1975-2017, National Cancer Institute, Bethesda, MD https://seer.can-
cer.gov/csr/1975_2017/ based on November 2018 SEER data submission, 
posted to the SEER website, April 2019
[2]  American Cancer Society. Facts & Figures 2021. American Cancer Socie-
ty. Atlanta, Ga. 2021

PYP066  Can we predict biopsy accuracy in iPMNs? 
Preoperative prediction of cytology-histology 
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Aims  Intraductal papillary mucinous neoplasms (IPMNs) are increasingly di-
agnosed due to rising life expectancy and widespread use of abdominal imag-
ing. Despite the publication of several guidelines to drive the management of 
IPMNs, a significant proportion of patients still undergo surgical resection for 
lesions ultimately classified as low-grade dysplasia (LGD), while others managed 
conservatively may progress to invasive carcinoma (IC). Pancreatic surgery 
could have high perioperative morbidity and mortality, highlighting the need 
for improved preoperative stratification. Among the available tools, endoscop-
ic ultrasound with fine-needle aspiration (EUS-FNA) represents a key diagnos-
tic method for assessing the risk of malignancy in IPMN. This study aimed to 
evaluate the diagnostic accuracy of EUS-FNA in predicting histological dyspla-
sia grade in surgically resected IPMNs.
Methods  We retrospectively included patients who underwent both EUS-FNA 
and surgery at San Raffaele Hospital. Surgical diagnoses were classified into 
LGD, high-grade dysplasia (HGD), or IC, while cytological diagnoses also includ-
ed “Negative for malignant cells” (NMC). We defined STRICT criteria (SC) as 
exact cytological-histological concordance (considering NMC as non-concord-
ant), while LARGE (LC) considered NMC equal to LGD. Concordance was as-
sessed using Fleiss’ kappa (κ) and linear weighted κ. Uni- and multivariate 
logistic regressions were conducted to identify predictors of concordance. 
Diagnostic performance of EUS cytology in distinguishing LGD and HGD/IC was 
evaluated through sensitivity, specificity, PPV, NPV, and accuracy. A Random 
Forest classifier was developed to predict concordance before FNA utilizing 
three variables: patient age, main pancreatic duct (MPD) dilation, and IPMN 
subtype. The model was trained on the entire dataset with 100 decision trees 
and a fixed random state to ensure reproducibility (▶Table 1).

▶Table 1	 

Sensitivity 0.750

Specificity 0.892

PPV 0.931

NPV 0.647

Accuracy 0.798

Results  Ninety-four patients were included (36 % branch duct-, 41 % main duct-
, 23 % mixed type-IPMN). The concordance using SC and LC criteria was mod-
erate (Fleiss’ κ respectively 0.41 and 0.36). The weighted κ was 0.55. When 
stratified, concordance was κ = 0.52 for LGD 0.437 for IC, and 0.109 for HGD. 
Univariate analysis identified diffuse MPD dilation (p = 0.0016 SC, p = 0.0002 
LC), cyst wall enhancement (p = 0.0955 SC), grade of dysplasia (p = 0.0809 
SC, < 0.00001 LC), and IPMN subtype (p = 0.0433 LC) as significant. Multivariate 
analysis confirmed cyst wall enhancement (OR = 0.128, p = 0.0334) and grade 
of dysplasia (OR = 0.239, p = 0.0094) as independent predictors using SC, while 
the latter one alone (OR = 0.354, p = 0.0027) when LC were considered. Diag-
nostic performance of EUS cytology in distinguishing LGD vs HGD/IC showed 
sensitivity 75 %, specificity 89.2 %, PPV 93.1 %, NPV 64.7 %, accuracy 79.8 %. 
The Random Forest model demonstrated high predictive performance, achiev-
ing an accuracy of 94.7 % and an area under the receiver operating character-
istic curve (AUC) of 0.99. It correctly classified 89 out of 94 cases, with 4 false 
negatives and 1 false positive. Precision and recall were 97.9 % and 92.3 % for 
the concordant class.
Conclusions  EUS-FNA shows moderate concordance with final pathology, 
especially for LGD and IC, while HGD remains challenging. Pre-FNA imaging 
features are predictive of concordance. A machine learning model demonstrat-
ed high accuracy using preprocedural variables only, supporting its clinical 
value in biopsy guidance. Strengths include the high-volume pancreatic center 
setting. Limitations include selection bias from a surgical cohort, which is in-
herent to histology-based studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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dysplasia grading in endoscopic ultrasound: a 
multicenter study
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Aims  Pancreatic cystic lesions are increasingly detected as incidental findings, 
with intraductal papillary mucinous neoplasms representing the most prevalent 
and clinically significant subtype. Their management hinges on the ability to 
differentiate low grade dysplasia from high grade dysplasia or carcinoma, a 
distinction that carries direct implications for surveillance strategies and sur-
gical selection. However, accurate preoperative stratification remains challeng-
ing, and current diagnostic tools offer only limited precision. In this context, 
this study aimed to develop and validate a deep learning model capable of 
distinguishing high-grade dysplasia or carcinoma from low grade dysplasia 
using endoscopic ultrasound images, with the objective of enhancing diagnos-
tic accuracy and informing evidence based clinical decision making.
Methods  An artificial intelligence (AI) based on a convolutional neural network 
was developed, including both detection and classification components. Le-
sions identified by the AI algorithm were identified using a bounding box, and 
further classified into LGD or HGD/C (Figure 1A). The ground truth classification 
was based on cytological analysis of the pancreatic cyst fluid, EUS-guided 
through-the-needle biopsy, or surgical specimens. Model performance was 
assessed based on mean average precision with an intersection-over-unit 
threshold of 50 % (mAP50), sensitivity, precision, accuracy, and area under the 
precision-recall curve (AUPRC).
Results  A total of 22,515 EUS images were extracted from 40 exams performed 
at 5 centers in Portugal, Spain, Brazil and the United States. The model detect-
ed IPMNs with a mAP50 of 0.885. Regarding the characterization module, the 
AI system distinguished IPMNs with HGD/C from those with LGD with an over-
all sensitivity of 88.2 %, a precision of 89.4 %, and an accuracy of 89.1 %. The 
AUPRC was 0.874 (Figure 1B).
Conclusions  This study constitutes one of the earliest investigations into an 
AI system capable of concurrently detecting IPMN and classifying the degree 
of dysplasia. Precise differentiation between HGD/C and LGD remains essential 
for guiding clinical decisions, ensuring timely identification of high-risk lesions 
while avoiding unnecessary surgical intervention in patients with lower malig-
nant potential. These findings underscore the need for continued development 
and validation of such tools to strengthen risk stratification in routine practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Managing branch-duct intraductal papillary mucinous neoplasms (BD-IP-
MNs) remains challenging, as guideline criteria (worrisome features/high-risk 
stigmata) and nomograms often leave uncertainty. Next-generation sequenc-
ing (NGS) on Endoscopic Ultrasound guided fine needle aspiration (EUS-FNA) 
of cyst fluid may provide actionable molecular information to refine decisions.
Methods  We conducted a national, vignette-based decision-impact study 
involving 132 clinicians (gastroenterologists and surgeons). Four complex 
BD-IPMN vignettes (each with 2–4 worrisome features) were evaluated twice: 
pre-NGS and post-NGS after disclosure of either a high-risk mutation (positive) 
or its absence (negative). The primary endpoint was the within-physician 
change in management in the NGS-concordant direction (NGS + surveillance 
to surgery; NGS − surgery to surveillance) assessed McNemar’s test and 
mixed-effects logistic regression. Secondary endpoints included change in 
decision confidence, inter-physician agreement (Fleiss’κappa), practitioner 
factors.
Results  NGS on EUS-FNA cyst fluid significantly changed management in all 
vignettes (all p < 0.001): with NGS − , surgical plans shifted to surveillance (43 % 
in distal pancreatectomy; 61 % in pancreatoduodenectomy scenarios); with 
NGS + , surveillance shifted to surgery (90 % and 72 %, respectively; both 
p < 0.001). In mixed-model, post-NGS reduced surgery in NGS − cases (OR 0.30, 
95 %CI[0.16–0.57]) and the post-NGS effect was strongly amplified in NGS + cas-
es (interaction OR 76.51, 95 %CI[26.47–221.13]). Population-averaged prob-
abilities of choosing surgery shifted from 20 % to 7 % (NGS − ) and 42 % to 94 % 
(NGS + ). Decision confidence increased (proportional-odds OR 4.66, 
95 %CI[3.62–6.02], p < 0.0001). Inter-physician agreement rose from κ = 0.044 
(95 %CI[0.033–0.055]) pre-NGS to κ = 0.590 (95 %CI[0.580–0.601]) post-NGS 
(p < 2 × 10−¹⁶). After NGS, practitioner characteristics no longer explained de-
cision patterns.
Conclusions  In complex BD-IPMN scenarios, NGS refines management, pro-
motes surgical decisions when high-risk mutations are present, reinforces 
surveillance when absent, and homogenizes clinician choices.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The majority of studies on Intraductal Papillary Mucinous Neoplasms 
(IPMNs) are retrospective with inherited selection bias. We report long-term, 
real-life data from prospective PANcreatic CYsts (PANCY) registry to analyze 
outcomes of patients with IPMNs, focusing on low-risk branch duct (BD) IPMN.
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Methods  patients with pancreatic cystic neoplasms were enrolled in a pro-
spective observational multicentric registry between 2015 and 2017 ; surveil-
lance was proposed to enrolled patients until December 31st, 2021. Primary 
endpoint was identification of factors associated with development of relevant 
changes in BD-IPMNs undergoing surveillance including development of wor-
risome features/high risk stigmata/pancreatic cancer, pancreatectomy, death 
due to IPMN/pancreatic cancer.
Results  A total of 647 patients had an IPMN at diagnosis, of which 547 (60 %) 
were BD-IPMNs, 87 mixed type IPMN (9 %) and 13 (1 %) main duct IPMN. 57 
(8.8 %) patients underwent immediate surgery and 590 (91.2 %) active surveil-
lance. During surveillance 34 patients (5.7 %) underwent surgery with evidence 
of malignant IPMNs in 2/3 while 30 % had only low-grade dysplasia. Overall 
pancreatic malignancy rate was 2.7 % for low-risk BD-IPMNs and 12.5 % for 
mixed-IPMN undergoing initial surveillance. At multivariate analysis, being 
active smoker (OR 2.2) and a cyst size > 15mm (OR 7.1) at diagnosis were in-
dependent risk factors for relevant changes. The combination of cyst 
size ≤ 15mm & age > 65 was a significant protective factor only at univariate 
analysis (OR 0.1)
Conclusions  in BD-IPMN the risk of progression is very low in lesions < 15 mm 
found in non-smokers, > 65 years patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The QNI (Quadrant–Necrosis–Infection) classification system has 
emerged as a structured framework for characterizing walled-off necrosis 
(WON). However, its performance in predicting clinical severity, procedural 
complexity, and Endoscopic Retrograde Cholangiopancreatography (ERCP)- 
related pancreatic duct pathology during endoscopic management of pancre-
atic pseudocysts and WON in real-world settings remains underexplored. This 
study evaluates outcomes among low and high-risk QNI groups undergoing 
endoscopic drainage.
Methods  In this retrospective analysis of 300 patients who underwent endo-
scopic drainage for pancreatic pseudocysts/WON, subjects were stratified into 
low-risk (n = 232) and high-risk (n = 68) categories based on QNI criteria. Clini-
cal characteristics, procedural interventions, ERCP requirement and findings, 
and outcomes were compared using standard statistical methods, with signif-
icance set at P < 0.05.
Results  Baseline age and sex distribution were comparable between groups. 
High-risk QNI patients demonstrated significantly greater disease severity, with 
higher rates of sepsis (41.2 % vs 18.5 %, P < 0.001) and complications (55.9 % vs 
28.0 %, P < 0.001). High-risk group was characterised by increased need for 
necrosectomy (98.5 % vs 37.5 %, P < 0.001), more necrosectomy sessions (me-
dian 3 vs 1, P < 0.001), and higher rates of nasocystic drainage (67.6 % vs 22.8 %, 
P < 0.001). Irrigation—especially with saline or betadine–hydrogen peroxide—
was also significantly more frequent in the high-risk cohort. Metal stent use 
predominated in both groups but was more common in high-risk patients 
(98.5 % vs 90.5 %, P = 0.04). Among high-risk subjects, additional radiologic or 
surgical interventions were required in 10 patients(14.7 %)- 7 patients(10.4 %) 
required percutaneous drainage, 3 patients(4.4 %) required percutaneous en-
doscopic drainage. In high risk subjects, The median length of hospital stay did 
not differ based on requirement of irrigation (P > 0.05) and it was highest among 
those irrigated with betadine and hydrogen peroxide (21.0 days) and least 
among those who did not require any irrigation (13.0 days). ERCP requirement 
was similar between low- and high-risk groups (61.6 % vs 51.5 %, P > 0.05), as 

were pancreatic duct stenting rates (58.7 % vs 60.0 %, P > 0.05). Across both 
groups, pancreatic duct leak was the most common ERCP finding (47.6 % low 
risk; 57.1 % high risk), followed by duct disconnection (30.1 % vs 28.6 %). Stric-
tures were infrequent, and normal ducts were observed in a minority. Among 
high-risk subjects, most did not require additional radiologic or surgical inter-
ventions (85.3 %). Hospital stay duration did not significantly differ by irrigation 
modality (P > 0.05).
Conclusions  The high-risk QNI phenotype was associated with greater clinical 
severity, higher rates of sepsis, and markedly increased hospital stay. ERCP 
findings—dominated by ductal leaks and disconnections—were comparable 
between risk groups, suggesting ductal pathology may be independent of QNI 
stratification. These findings support the utility of QNI scoring in predicting 
severity and resource utilization and reinforce QNI as a meaningful classification 
tool for guiding endoscopic management strategies and future comparative 
effectiveness studies in pancreatic pseudocyst and WON therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Diagnostic misses remain a major challenge in endoscopy, 
with European studies reporting that up to 20–25 % of clinically significant le-
sions may be overlooked, particularly under suboptimal visualization or varia-
ble inspection quality. Literature on diagnostic error, cognitive load, and human 
factors shows that a substantial proportion of mistakes arise from cognitive 
mechanisms—perceptual failures, attentional lapses, misinterpretation, or 
flawed decision-making.
Despite ESGE emphasizing human factors, endoscopy lacks a unified concep-
tual model describing cognitive errors, their manifestations, and mitigation 
strategies. This represents a clear unmet need.
Innovation  We introduce the ESGE Cognitive Error Map (ECEM)- the first com-
prehensive framework integrating cognitive errors, diagnostic blind spots, and 
targeted interventions aimed at reducing missed lesions. A structured review 
(PubMed, Embase, Scopus; 2010–2025) included publications on human fac-
tors, diagnostic error in visual specialties, missed lesions (colon, Barrett’s, gas-
troscopy), cognitive load, situational awareness, and error taxonomies from 
aviation, CRM, and OR safety.
Based on this synthesis, ECEM was constructed as a cognitive-process map with 
corresponding countermeasures.
The framework also includes a Cognitive Competence Module (CCM) for ESGE 
training, incorporating:

▪▪ video-based error annotation,
▪▪ situational awareness training,
▪▪ modeling of perceptual pitfalls,
▪▪ assessment across four cognitive domains.

The module requires no special hardware and fits existing ESGE pathways.
Results  1. ECEM Taxonomy: Four Domains of Cognitive Errors.

▪▪ Perceptual errors – incorrect processing of visual information (satisfaction 
of search, failure to detect flat/depressed lesions, dynamic view errors).- 
Attention errors – impaired focus allocation/maintenance due to 
procedure duration, fatigue, workload, distractions; manifestations 
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include skip zones, insufficient exposure, accelerated withdrawal.
▪▪ Decision-making errors – premature closure and narrow hypotheses 
leading to misclassification of polyps or underestimation of suspicious 
areas.

▪▪ Situational awareness errors – loss of context or misinterpretation of the 
scenario, resulting in omission of second-look inspection, incorrect 
strategy in difficult anatomy, or pathway deviations.

2. ECEM Framework: Three-Level Intervention Model.
Level 1 — Predictive markers of cognitive load: examination time, withdrawal 
speed, micro-pauses of concentration, corrective motor adjustments.
Level 2 — Structured map of blind spots: anatomical and dynamic blind zones, 
cognitive blind spots, and error-prone morphologies (flat adenomas, LST, sub-
tle lesions).
Level 3 — Cognitive countermeasures: two-phase inspection (review phase), 
micro-pausing attention-anchoring technique, “hypothesis switching” for de-
cision-making, and the ECEM cognitive checklist for blind-spot assessment.
Conclusions  The ESGE Cognitive Error Map (ECEM) represents the first com-
prehensive attempt to unify cognitive mechanisms underlying diagnostic miss-
es and to identify clear intervention points.The framework and training module 
provide a structured pathway for integrating human factors into European 
endoscopy, aligning with ESGE strategy priorities. ECEM may serve as a basis 
for future ESGE recommendations aimed at reducing diagnostic variability and 
improving lesion detection quality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Development of a tool to describe case difficulty and educational value 
of an individual GI bleeding case to aid setting Certification Standards for GI 
bleed competence.
Methods  Tool development was in 3 phases. Phase 1 -EMS Reporting tool 
(Medtronic) identified 57 patients referred for upper GI bleed [codes ‘malaena’, 
‘haematemesis’]. An iterative approach developed a standardised case difficul-
ty scoring system based on domains of case context, endoscopic findings, 
treatment and outcomes graded against global assessment of case difficulty 
(easy, moderate, difficult) and educational value (0 = no added value above 
diagnostic case, 1 = assessment and management advice, no therapy, 2 = as-
sessment, treatment and management). Phase 2 – Putative score applied to a 
second cohort of 63 patients with adjustment to score weighting across scoring 
domains to improve alignment with global assessments. Phase 3 – S2T2 tool 
applied to cases in UK GI bleed database [1] and examined associations with 
difficulty, EV, clinical outcomes, and existing severity scores.
Results  The final S2T2 tool included four domains – SET (Endoscopy outside 
of Unit); SITE (Bleeding site not visible or difficult to access); TYPE (variceal or 
non-variceal bleed, with sub-types defined); TREAT (endoscopic treatment 
required/not required) – matched to global assessment of case difficulty (easy/
moderate/difficult) and weighting of educational value for an endoscopic train-
ee. Total S2T2 score showed a strong correlation between a global rating of 
difficulty (r = 0.9) and educational level (r = 0.8). 25 % of GI bleed cases provided 
Level 2 Educational Value. In phase 3, the S2T2 tool was applied to 3,979 cases 
from the UK GI bleed database: this defined 64 % as technically easy, 24 % of 
moderate difficulty, and 12 % as difficult. Increasing S2T2 difficulty was associ-
ated with higher rates of endoscopic therapy, rebleeding, need for interven-
tional radiology or surgery, longer length of stay and bleed-related mortality.

EV increased progressively with higher S2T2 scores: median (IQR) 0 (0–1) for 
Level 0, 1 (1–2) for Level 1, and 6 (5–8) for Level 2 cases (Kruskal–Wallis 
p < 0.001). In univariable analyses, S2T2 (OR 4.81), GBS (OR 1.08), Pre-Rockall 
(OR 1.15), and Full Rockall (OR 1.28) were associated with EV. However, in 
multivariable modelling, only S2T2 remained independently predictive (OR 
4.78, 95 % CI 4.37–5.23), while GBS and Pre-Rockall lost significance (▶Table 
1). Correlations between S2T2 and clinical severity scores were weak (p ≤ 0.35), 
indicating S2T2 captures a distinct dimension of procedural complexity.

▶Table 1	 

Score Univaria-
ble OR 
(95 % CI)

p-value Multivar-
iable OR 
(95 % CI)

p-value

S2T2 4.81 
(4.42–
5.23)

 < 0.001 4.78 
(4.37–
5.23)

 < 0.001

GBS 1.08 
(1.06–
1.09)

 < 0.001 0.98 
(0.96–
1.00)

0.104

Pre-Rockall 1.15 
(1.12–
1.19)

 < 0.001 0.96 
(0.91–
1.02)

0.169

Full Rockall 1.28 
(1.25–
1.32)

 < 0.001 - -

Conclusions  The S2T2 tool is simple, rapid to apply, and correlates strongly 
with both case difficulty and EV. It captures aspects of procedural complexity 
not reflected by existing clinical severity scores and may be valuable for defin-
ing training requirements and certification criteria in GI bleeding.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS) is a technically demanding procedure re-
quiring the development of advanced endoscopic and ultrasound interpretation 
skills usually requiring dedicated fellowships to attain procedural competence. 
Trainees enter fellowships with varying prior experience presenting a challenge 
to trainers in determining their skill level as they embark on training on patients. 
Simulation-based training has the potential to accelerate the learning curve. 
However, to date there is no published evidence on the predictive ability of 
virtual reality (VR) simulators in determining real-world skillsets. An objective 
measure of a trainee’s technical skill at the start of fellowship would benefit 
trainers and potentially reduce the risk to patients. We report an evaluation of 
the predictive validity of endoscopist technical skills on the GI Mentor II EUS 
simulator (Surgical Science, Sweden) by comparing trainee performance on 
simulated and real patients.
Methods  A prospective observational study was conducted at a tertiary refer-
ral centre. Trainee endoscopists attending a nationally accredited basic skills 
in EUS course underwent a standardised induction on the EUS simulator before 
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performing supervised EUS examinations on the simulator and then in two real 
patients. Performance was assessed using a previously validated direct obser-
vation of procedural skills (DOPS) form; the TEESAT. Trainees were rated by two 
trainers on a 1 – 4 Likert from 1 (“achieved without instruction”) to 4 (“unable 
to complete”) on 13 anatomical landmarks mandatory for a complete EUS ex-
amination. A 1–10 global performance score was also rated. Mean TEESAT 
scores were compared to evaluate predictive and construct validity and in-
ter-rater reliability.
Results  Seven trainees were enrolled (six male; age 30–50 years), most of 
whom had performed at least 50 EUS procedures. The mean TEESAT score for 
the 13 landmarks demonstrated excellent predictive validity, with simulator 
scores strongly correlating with real-patient performance (ρ = 0.96, p = 0.0003). 
The simulator demonstrated strong construct validity, with both simulator and 
patient landmark scores correlating closely with lifetime EUS experience 
(ρ − 0.90 to − 0.96). Inter-rater reliability ranged from good to excellent (ICC 
0.62 overall; improving to 0.91 after exclusion of two outliers). Objective ana-
tomical landmark components of TEESAT showed outstanding validity and 
acceptable-to-excellent reliability. The global 1–10 assessment showed no 
predictive validity for real-patient performance (Spearman ρ = 0.18, p = 0.70).
Conclusions  Trainee performance on the GI Mentor II EUS simulator utilising 
the TEESAT DOPS demonstrates excellent predictive and construct validity. It 
reliably discriminates skill levels and we would advocate its role in stratifying 
trainee competence at the outset of fellowships or as a surrogate marker of 
progress in early EUS training. The global score lacks utility and should be avoid-
ed as an assessment measure in this context.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Quality assurance in small-bowel endoscopy is essential to ensure diag-
nostic accuracy, therapeutic efficacy and patient safety. In this study we aimed 
to evaluate concordance of data from real-life practice in small bowel endos-
copy across Gastroenterology Units in Emilia-Romagna, Italy, with the updated 
ESGE key performance indicators (KPIs) for device-assisted enteroscopy (DAE) 
and video capsule endoscopy (VCE). Secondary aims were to describe diagnos-
tic yield, efficacy, safety and organizational factors influencing quality.

Methods  This prospective multicenter observational study included ten re-
gional referral centres performing small bowel endoscopy with VCE and/or DAE. 
Consecutive procedures performed between 10 April and 20 August 2025 were 
collected. Demographic, clinical, and procedural data were recorded, including 
diagnostic yield, therapeutic success, complications and adherence to 2025 
ESGE key performance indicators (KPIs).
Results  A total of 258 VCE procedures were analysed. Indications included 
iron-deficiency anemia (29.5 %), occult bleeding from small-bowel (25.2 %), 
overt bleeding from small-bowel (19.3 %) and Crohn disease (17 %). Adequate 
bowel preparation was achieved in 89.8 % of examinations with a completion 
rate of 96.5 %. The overall detection rate was 52.7 %, and the clinically significant 
detection rate was 41.1 %. Capsule retention occurred in three patients (1.16 %) 
and only required endoscopic retrieval due to an underlying jejunal adenocar-
cinoma. A total of 65 DAE procedures were analysed. Procedures were antero-
grade in 77 % and retrograde in 23 %. Repeat procedures accounted for 32.3 %, 
mainly due to failure to visualize previously detected target lesions. Mean du-
ration was 64 minutes and mean small bowel length explored was 147.7 cm. 
Technical success was 95.3 %, therapeutic success 72.3 %, and diagnostic yield 
69.2 %. Only one complication occurred (1.6 %), consisting of intraprocedural 
bleeding resolved endoscopically. Indications included VCE-detected lesions 
(61.5 %), abnormalities on other imaging (15.4 %), polyposis surveillance 
(6.1 %), suspected Crohn disease (6.1 %), and overt or occult bleeding evaluat-
ed directly with DAE (7.7 %). These data were compared to the most recent 
ESGE quality performance measures. Most key performance indicators were 
met. Specifically, for VCE, appropriate indication (97.3 %), adequate preparation 
(95.6 %), completeness (96.5 %), overall and clinically significant detection rates 
(52.7 % and 41.1 %), and low retention rate (1.16 %) all fulfilled ESGE minimum 
requirements. For DAE, appropriate indication (96.9 %), adequate preparation 
(95.2 %), procedural completeness (83.3 %), diagnostic yield (69.2 %), and low 
complication rate (1.54 %) met ESGE standards. Some KPIs did not achieved the 
minimum standard, particularly patency capsule use in high-risk patients 
(90.1 % vs minimum 95 %), timing of VCE for overt bleeding (50 % within 48 
hours vs minimum 75 %), and performance of DAE after positive VCE when 
indicated (41 % vs minimum 75 %). Particularly, even though the minimum ESGE 
standard was not fulfilled, we performed a subgroup analysis in patients un-
dergoing VCE examination for suspected small bowel overt bleeding. Diagnos-
tic yield in patients undergoing VCE within 48 hours from the last bleeding 
episode was 76 % while it decreased to 47 % in patients with VCE performed 
between 48 hours and 14 days and 40 % in the group where VCE was performed 
after 14 days after the bleeding episode. Although the overall comparison 
among the three groups showed only a trend toward significance (p = 0.06), 
early VCE performed within 48 hours was significantly superior to delayed ex-
aminations ( > 48 hours), with a diagnostic yield of 76 % versus 44 % (p = 0.04).
Conclusions  To our knowledge this is the first prospective study comparing 
real world-data of small bowel enteroscopy and the latest ESGE quality perfor-
mance measure. In Emilia-Romagna the endoscopic approach to small bowel 
pathology demonstrates high diagnostic yield, excellent safety, and strong 
adherence to ESGE performance standards for both DAE and VCE. Strengths 
include appropriate indications, high completeness rates, adequate bowel 
preparation, and very low complication rates. The findings support the clinical 
value of early VCE in overt bleeding and emphasize the importance of optimized 
diagnostic pathways and closer coordination between VCE and DAE to strength-
en consistency and quality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study aimed to assess the current practice in our institution in terms 
of polypectomy technique across all polyp sizes and histological subtypes in 
comparison to the ESGE standards.
Methods  A single centre, retrospective analysis of 100 consecutive patients 
who have had polypectomies done for polyps of any size from April 2024 at a 
hospital in North London was undertaken. The data was collected using the 
Medilogic endoscopy reporting tool, and the electronic patients record. The 
technique used for polypectomy, along with the type of polyp at histology 
retrieved, was scrutinized and compared with compliance of ESGE guidance on 
polypectomy technique.
Results  A total of 177 polypectomies from 100 patients were analysed. 101 
polypectomies (57 %) followed ESGE recommendations and 76 polypectomies 
(43 %) did not. The 76 non-compliant polypectomies used methods including 
cold biopsy, hot snare for polyps under 10mm, hot EMR for polyps under 20mm 
and hot EMR for SSLs (▶Table 1).

▶Table 1	 

Polypectomy 
method 
compliant with 
ESGE

Polypectomy 
method non-com-
pliant with ESGE

Cold snare or cold 
EMR for all SSL

13 Hot EMR for SSL 4

Cold snare or cold 
EMR < 10mm

79 Cold snare or cold 
EMR > 10mm

12

Hot EMR > 20mm 26 Hot EMR < 20mm 12

ESD 3 Hot snare < 10mm 3

Cold biopsy 25

Total in line with 
ESGE:

121 
(68 %)

Total not in line 
with ESGE:

56 
(32 %)

Conclusions  The polypectomy technique used by endoscopists depends on 
multiple factors including anticipated histological subtype (eg Paris and Kudo 
pitt pattern), estimated polyp size and location within the colon. The latest 
European Society of Gastrointestinal Endoscopy (ESGE) guidelines recommend 
the most suitable methods which minimise risk of post-procedural bleeding 
and perforation, whilst ensuring cost-effectiveness. ESGE recommends avoid-
ing cold biopsy due to its high rate of incomplete resection. ESGE also recom-
mends cold snare polypectomy for removal of nonpedunculated adenomatous 
polyps under 10mm and hot snare with or without endoscopic mucosal resec-
tion (EMR) for polyps over 10mm. In addition, ESGE recommends cold snare or 
cold EMR for sessile serrated lesions (SSL) of all sizes, as well as consideration 
of endoscopic submucosal dissection (ESD) for certain polyps over 20mm.
This study shows poor adherence to the ESGE guidelines in our department 
with regards to colorectal polypectomies, with only two-thirds of polypecto-
mies adhering to the recommended techniques. A third of polypectomies 
undertaken were not in line with ESGE recommendations (56/177 – 32 %), of 
these 16/56 (34 %) polypectomies involved inappropriate diathermy use which 
could have led to increased risk of complications such as post-polypectomy 
bleeding and perforation. A significant number of polyps are removed by the 
cold biopsy technique (25/177 – 14 %) which is not advocated due to a higher 
risk of local recurrence. We recommend better dissemination and implemen-
tation of the ESGE guidelines to enhance clinical practice with regards to pol-
ypectomy techniques.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The acquisition of endoscopic skills is still a significant challenge for many 
institutions. Even within a single institution, the training often relies on the 
subjective judgments of individual trainers. In Japan, physicians complete a 
two-year junior residency followed by a three-year senior residency before 
specializing in gastroenterology, and they enter endoscopy programs with 
heterogeneous backgrounds and varying levels of experience. This highlights 
the need for an objective, competency-based framework that enables stepwise 
and individualized instruction. To address these issues, we developed and im-
plemented the “Endoscopy Step-Up Protocol,” which incorporates both quan-
titative and qualitative performance metrics to facilitate structured skill acqui-
sition.
Methods  The protocol consists of six upper gastrointestinal (UGI) and five 
lower gastrointestinal (LGI) stepwise levels, toward independently performing 
general examinations, integrating both quantitative and qualitative assess-
ments. Certain steps may be waived depending on the trainee’s demonstrated 
competency. For the quantitative assessment, predefined target numbers were 
set for each step, including total endoscopy volume as well as the numbers of 
biopsies and Cold Snare Polypectomies. For the qualitative assessment, six UGI 
metrics (pharyngeal intubation, mucosal cleansing, scope manipulation, en-
doscopic imaging quality, patient discomfort, and examination time) and five 
LGI metrics (cecal intubation rate, mean insertion time, mean examination 
time, adenoma detection rate, and success rate of using shaft retention and 
shortening method) are evaluated. Trainers score each item using a three-point 
scale (0 = Poor, 1 = Average, 2 = Excellent), and feedback is recorded via Google 
Forms.
The study included eight trainees who participated in the protocol between 
April 2024 and September 2025 (one junior resident, three senior residents, 
and four post-residency doctors). A prospective observational evaluation was 
conducted to assess their training performance in UGI and LGI endoscopy. In 
addition, structured questionnaire surveys were administered to all eight train-
ees and six trainers.
Results  For UGI endoscopy, the junior resident (n = 1) progressed from Step 1 
(observation/lectures/model-based practice) to Step 2 (sedated examinations 
from intubation to full observation) within one month. Senior residents (n = 3) 
advanced from Step 1 to Step 6 (independent routine examinations) in a mean 
of 5.3 months. All post-residency doctors (n = 4), who had prior experience of 
endoscopy, skipped Steps 1-2 and started from Step 3 (sedated examinations), 
reaching Step 6 in a mean of 3.1 months. For LGI endoscopy, senior residents 
(n = 3) progressed from Step 1 (observation/lectures/model training) to Step 
3 (sedated examinations) in a mean of 6.0 months. Post-residency doctors 
(n = 4) also advanced directly to Step 3 and reached Step 5 (independent routine 
colonoscopy) in an average of 7.3 months.
Survey results indicated full satisfaction among all trainees (100 %, 8/8). Train-
ees reported that the structured stepwise system clarified training goals, im-
proved self-assessment of technical weaknesses, and enhanced motivation. All 
trainers (6/6, 100 %) observed improvement in trainee skills. Trainer workload 
was rated as “increased” by 1/6 (17 %) and “unchanged” by 5/6 (83 %), suggest-
ing that standardized scoring and feedback did not substantially increase su-
pervisory burden.
Conclusions  The “Endoscopy Step-Up Protocol” provides a clear, objective, 
and competency-based framework for endoscopy training. By integrating both 
quantitative and qualitative assessments, the system enables personalized and 
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level-appropriate instruction, and helps maintain well-defined learning goals. 
The use of Google Forms enables rapid feedback, consistent documentation, 
and efficient communication between trainees and trainers. This protocol 
demonstrated feasibility, improved competency acquisition, and was well re-
ceived by both groups. It may represent a practical and scalable approach for 
standardizing endoscopy training across institutions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopy-related musculoskeletal injuries are often recognized in di-
agnostic and interventional endocopists, due to repetitive work, prolonged pos-
tures and the application of localised high forces. To reduce risk for injuries mus-
cular overuse should be consequently avoided. No data exist on changes in mus-
cular strength throughout the working day. Aim of the study was to determine the 
effect of muscular fatigue in endoscopist working at high volume centers.
Methods  Muscular strength was measured in endoscopists (n = 9; m/f), work-
ing in different high volume centers (n = 3), by repetitive force measurement 
using a medical dynamometer, over 7 working days. Individual strength of both 
arms (r;l) was documented before and after examinations throughout working 
day (lb). Difference in muscular strength was analysed. Muscular complaints, 
affected bodyparts, perceived exertion were recorded
Results  Muscular force decreased significantly in all subjects, regardless sex, 
type of performed examinations ( mean 113.1 ± 7.8 vs. 98.4 ± 9.9). Longer and 
complex examinations decreased the muscular strength more significantly than 
shorter ones. ERCP revealed highest decrease in muscular force among partic-
ipants. Muscular complaints of participants revealed worsening within the 
working day.
Conclusions  Data from this study reveal that repetitive endoscopic perfor-
mance is associated with relevant decrease of muscular strength. This impli-
cates that regular breaks are mandatory for muscular recovery to avoid injuries 
in endoscopists.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Endoscopic retrograde cholangiopancreatography (ERCP) 
is a highly specialized and technically demanding endoscopic procedure requir-
ing advanced cognitive and manual skills. Due to its complexity, limited pro-
cedural exposure and concentration of expertise within tertiary centers, struc-
tured and safe training opportunities are essential. Simulation-based education 
has been increasingly recognized as an effective strategy to bridge the training 
gap, allowing skill acquisition without compromising safety. While several me-
chanical, animal and computer-based simulators have been validated for lumi-
nal endoscopy, ERCP-specific simulators remain few. Recently, the Mikoto 
simulator series, a line of high-fidelity silicone-based models featuring integrat-
ed automated performance assessment, has been introduced. This explorato-
ry study aimed to evaluate the construct validity of the novel Mikoto ERCP 
Simulator by comparing the performance of expert and non-experts.
Innovation  The study was conducted during the 8th Educational Meeting of 
the Lombardy Section of the Italian Society of Digestive Endoscopy (SIED). 
Twenty-two endoscopists (11 experts and 11 non-experts) performed simu-
lated ERCP procedures using the Mikoto ERCP Simulator (R Zero Inc., Japan, 
distributed by Fujifilm, Tokyo, Japan). The model provides realistic anatomical 
representation of the upper gastrointestinal tract, including interchangeable 
papilla of Vater modules and automatically records multiple performance met-
rics such pharyngeal pressure, the time to reach the subsequent anatomical 
segment, biliary cannulation time and procedural scores. Each endoscopist had 
10 minutes to achieve deep biliary cannulation. Experts were defined as operators 
with > 250 ERCPs performed, whereas non-experts were trainees competent in 
reaching the second duodenal portion (D2) and attempting cannulation. Primary 
outcomes were the simulator’s ability to differentiate experts from non-experts in 
biliary cannulation rate, cannulation time, total score (0–100) and total procedure 
time. Secondary outcomes included subgroup comparisons of pharyngeal passage 
time and pressure, time and score to reach D2 and changes in repeated perfor-
mance attempts. Perceived realism was rated on a 5-point Likert scale.
Results  Experts (mean age 46 ± 6.7 yrs, 11 M) and non-experts (median age 
32 ± 3.8 years, 6 M, 4 residents) demonstrated distinct performance profiles. 
Biliary cannulation was achieved by 91 % of experts versus 64 % of non-experts 
(p = 0.15). Among successful cannulations, the median cannulation time was 
shorter for experts compared with non-experts (76s, IQR 53–172 vs 89s, IQR 
79–231,p = 0.07), even if not statistically significant. Experts completed the 
overall procedure faster (142s, IQR 102–257 vs 492s, IQR 158–600; p = 0.04) 
and achieved higher total scores (96/100, IQR 88.5–98.5 vs 82/100, IQR 61.5–
91.5; p = 0.02). During the pharyngeal phase, no significant differences were 
noted in time or pressure; however, experts achieved significantly higher phar-
yngeal pressure control scores (median 10/10 vs 7/10; p = 0.02). Time to reach 
D2 and corresponding score both favoured experts (median 35 vs 85s,p = 0.014; 
mean D2 score 19.9 ± 7.07 vs 16.5 ± 10.6, p = 0.01). Table 1 synthetise differ-
ences between experts and non-experts. Among the five participants (four 
experts) who repeated simulations, sequential improvements in total time and 
total score were observed and confirmed by Wilcoxon signed-rank tests 
(p = 0.002;p = 0.003,respectively),suggesting a measurable learning effect. 
Overall, participants rated the simulator’s realism highly, with a mean fidelity 
score of 4/5 (“very good”), particularly commending the accuracy of the phar-
yngeal passage simulation.
Conclusions  This study shows that the Mikoto ERCP Simulator reliably distin-
guishes between expert and non-expert operators, reinforcing its construct 
validity as a training modality. Its automated scoring and detailed performance 
analytics offer clear advantages by supporting objective self-assessment and 
promoting individualized, self-directed learning. The simulator also highlights 
procedural steps with the largest performance gaps, helping educators target 
training more effectively. These results justify future, larger studies to confirm 
validity across additional performance domains and to clarify the simulator’s 
place within structured ERCP curricula. Overall, the Mikoto platform appears 
to be a high-fidelity, data-driven supplement to traditional ERCP education, 
providing a safe, reproducible and efficient setting for training
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  ERCP is an advanced interventional technique requiring structured train-
ing. Moreover, the delicacy of the procedure with ensuing high risk of compli-
cations makes continuous quality control a necessity. Validated assessment 
and performance measures guide competency, with the ESGE Quality Improve-
ment Initiative explicitly recommending implementation of these measures to 
identify services and individual endoscopists with lower performance levels. 
Additionally, trainees are recommended to keep a contemporaneous logbook 
of their procedures. Performance targets are published both for learners and 
practicing interventionists. Yet at present, there is no easily accessible tool for 
real-time data tracking and analysis. The objective was to design an open, dig-
ital tool for procedural logging, performance tracking, and competency assess-
ment in line with published ERCP performance indicators. Special focus was put 
on providing real-time visualizations and analytics at the point-of-care to pro-
vide interventionists with immediate feedback.
Methods  An online platform for point-of-care input and visualization of ERCP 
training data was created. Fields were adapted from performance measures 
published by ESGE. Anonymized patient characteristics, indications, success 
measures, and complications were included to calculate key performance in-
dicators (bile duct cannulation rate, appropriate stent placement in patients 
with biliary obstruction below the hilum, bile duct stone extraction, post-ERCP 
pancreatitis). For complexity assessment, the modified Schutz score as well as 
the SASE and H.O.U.S.E. grading systems were used. A mobile client and a 
dashboard were implemented for rapid onsite data collection and accessible 
statistics visualization. Functionality was provided to build teams of interven-
tionists for evaluation at endoscopy unit level. Online access was protected and 
server communication was encrypted. Rolling personal performance as well as 
minimum and target standards were visualized in a graphical dashboard with 
graphs that were generated in real-time to provide actionable insights on learn-
ing progress and quality assessment. Team performance was displayed to gauge 
relative performance. Excel export functionality was added to allow for data 
sharing of a personal logbook [1–7].
Results  As proof-of-concept, the individual learning experience of a first-time 
ERCP trainee at a tertiary care facility was tracked. All 127 procedures per-
formed over the course of 14 months were entered into the tool. Most ERCPs 
were done for ASA 2 patients (91/127; 71.7 %); SASE success probability grad-
ing was “high” for the majority of interventions (90/127; 70.9 %). Virgin papil-
la (48 % of procedures) rolling intubation rate showed a clear upward trend for 
later cases (first to last quarter: 41.7 %, 56.5 %, 65.9 %, 72.0 %), as did rolling 
stone clearance rate (85.7 %, 94.7 %, 97.1 %, 100.0 %). Stenting was successful 
in all cases with subhilar obstruction (100.0 %). Overall (0.8 %) and virgin papil-
la post-ERCP pancreatitis rates (1.6 %) at the end of the logging period were in 
line with quality recommendations. The tool was effective in enabling real-time, 
granular tracking of technical skills and identifying learning gaps (e.g., lower 
stone extraction scores in early cases).
Conclusions  The proof-of-concept tool enhanced training by combining struc-
tured assessment with real-time outcome tracking and visualized feedback. It 
shows potential to improve competency evaluation and reduce learning curve 
variability for complex endoscopic procedures. Additionally, it allows for up-
to-date transparency about interventionists' performance and development 
regarding quality targets. This feedback is vital for both the individual inter-
ventionist as well as endoscopy units, as transparency about performance is an 
indispensable prerequisite for accountability. A future opportunity is to evolve 
the self-assessment platform into an open, ESGE-approved quality manage-

ment instrument with trend analysis and learning curve visualization for ERCP 
trainees as well as experienced interventionists. A summative report by the tool 
could form the basis for commencing independent practice for trainees by 
providing robust and standardized evidence of procedure volume and compe-
tence. Likewise, yearly quality report cards produced by the tool could provide 
certification of skill levels for experienced endoscopists and service unit teams.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the role of the Sheffield Teaching Hospital Haemostasis 
course in improving delegates’ confidence, knowledge and resilience when 
performing Upper Gastrointestinal Endoscopy.
Methods  Participants who enrolled on the one-day Haemostasis Course at 
Sheffield Teaching Hospital between November 2021 and September 2024 
were invited to fill pre-course and post-course questionnaires. Consent was 
obtained for the anonymous use of data in this research. This was a simulated 
clinical environment combining case-based lectures with practical training 
using synthetic and porcine models facilitated by experienced consultants and 
representatives from the Endoscopy industry. Five point Likert Scale question-
naires were used to assess domains covering practical skills (adrenaline injec-
tions, clip placement, variceal, non-variceal haemostasis and Bentonite hae-
mostatic agent use), operator confidence (mental preparedness, satisfaction, 
frustration) and psychomotor skills. Participant responses were manually 
matched and Paired-Sample T-Tests were conducted in SPSS version 20 to de-
termine the presence of any statistically significant improvement across the 
domains.
Results  After matching the data, 78 participants, comprising gastroenterol-
ogy trainees (73.1 %), consultant gastroenterologists (12.8 %), surgical consult-
ants (3.8 %) endoscopy nurses (3.8 %), nurse endoscopists (2.6 %) and non-train-
ing grades (3.8 %) were identified. Of these, 64 % were currently or imminently 
participating in an on-call “Bleeds Rota”. Significant improvements were ob-
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served across most technical and confidence domains after the Haemostasis 
course. Mean scores for overall endoscopic technical skill increased from 3.08 
to 4.06 (p < 0.001: 95 % CI -1.19, -0.79), confidence in clip application rose from 
2.41 to 3.83 (p < 0.001: CI -1.61, -1.23); variceal and non-variceal haemostasis 
skills improved from 2.47 and 2.45 to 3.83 and 3.87 (p < 0.001) respectively. 
Bentonite haemostatic agent handling improved markedly from 2.49 to 4.08 
(p < 0.001: CI -1.79, -1.39). Participants’ perceived frustration reduced signifi-
cantly (mean 4.92 to 3.22, p < 0.001), while satisfaction increased (5.26 to 7.65, 
p < 0.001). Mental and physical strain scores also decreased post-course (7.36 
to 5.90 and 6.82 to 5.40 respectively, p < 0.001). “Slickness of performance” 
demonstrated a non-significant change (5.49 to 4.92 post course; p = 0.156), 
signifying the potential need for extended practical sessions to refine fluency. 
Experience profiles of the delegates showed that most had a limited lifetime 
exposure to therapeutic procedures — 43.6 % had performed 1–9 adrenaline 
infiltrations, 53.8 % had placed 1–10 clips, and 55.1 % had used thermal thera-
py fewer than 10 times.
Conclusions  The Sheffield Haemostasis Endoscopy course significantly en-
hanced participants’ confidence, resilience, technical skills and satisfaction 
while simultaneously reducing frustration and perceived workload. These find-
ings support the course’s effectiveness and highlight the value of structured, 
simulation-based learning for safe and competent management of Upper Gas-
trointestinal Bleeding.
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Abstract Text
A 70-year-old woman with autoimmune gastritis was referred for an 8-mm 
subepithelial lesion. Staging EUS identified a potential T1 type 1 gastric neu-
roendocrine tumor (NET) without nodal metastases. During endoscopic resec-
tion with multipoint elastic traction, a muscle-retracting sign (MRS) with the 
lesion adherent to the oblique muscularis propria was observed. Gastric endo-
scopic intermuscular dissection (EID) was performed en bloc. Histopathology 
showed R0 resection of a pT2, well-differentiated NET G2, without lymphovas-
cular invasion. Another G1 NET was identified in a lateral margin. The multidis-
ciplinary team and the patient opted for endoscopic and imaging follow-up 
due to comorbidities and surgical risk. To our knowledge, this is the first report 
of a gastric muscle-retracting sign and the second report of gastric EID.
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/b5ae922b-b235-410c-ac42-30485b3bfd2c/Up-
loads/19978_ESGE_days %20gastric %20EID %20- %20HD %201080p.mov
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PYP082  External Validation and Comparison of the 
W-eCura and eCura Scoring Systems for Predicting 
Lymph Node Metastasis After Non-Curative Endo-
scopic Submucosal Dissection in Early Gastric Can-
cer: A Retrospective Cohort Study in Korea
Authors  Huynh B1, Lee S2, Chang J2
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Aims  This study aimed to externally validate both the eCura and W-eCura 
systems in an independent tertiary hospital cohort in South Korea and to com-
pare their discriminatory performances [1–8]
Methods  We conducted a retrospective validation study using prospectively 
collected data from 740 patients who underwent non-curative ESD for EGC 
followed by gastrectomy at Severance Hospital, South Korea, between 2013 
and 2024. LNM confirmed by postoperative pathology was used as the reference 
outcome. Predictive performance was evaluated using calibration (calibration-
in-the-large [CITL], calibration slope, and observed-to-expected [O:E] ratio), 
discrimination (C-statistic), and overall model fit (Nagelkerke R² and Brier 
score). The C-statistics of both models were compared using DeLong’s test for 
correlated ROC curves.
Results  Among 740 eligible patients, 40 were found to have LNM. The W-eCu-
ra model demonstrated good calibration, with a CITL of –0.005 (95 % confidence 
interval [CI], –0.349 to 0.306), an O:E ratio of 1.00 (95 % CI, 0.73 to 1.36), and 
a calibration slope of 0.991 (95 % CI, 0.596 to 1.499). Overall model fit was 
acceptable (Nagelkerke R² = 0.294; 95 % CI, 0.127–0.544), and prediction error 
was low (Brier score = 0.056; 95 % CI, 0.042 to 0.072). The discrimination abil-
ity was good, with a C-statistic of 0.764 (95 % CI, 0.696 to 0.833). When com-
pared using DeLong’s test, the AUCs of the eCura and W-eCura systems (0.751 
vs. 0.764) showed no significant difference (P = 0.28).
Conclusions  The W-eCura score maintained good discrimination and calibra-
tion in this external validation cohort of 740 Korean patients, with predictive 
performance comparable to the original eCura model. These results support 
the generalizability of the W-eCura system for assessing LNM risk after non-cu-
rative ESD in real-world practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP083V  “Double clip and rubber band” traction 
technique for endoscopic resection of gastric Gastro-
intestinal Stromal Tumors: A case series
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Problem to solve  Gastrointestinal stromal tumours (GISTs) are the most com-
mon mesenchymal neoplasms of the gastrointestinal tract. In recent years, 
endoscopic therapy has emerged as a key complement to surgery, particularly 
for gastric GISTs confined to the superficial layers of the gastric wall and exhib-
iting predominantly endoluminal growth. Endoscopic resection offers signifi-
cant advantages, including organ preservation, reduced length of hospital stay, 
and improved cost-effectiveness. However, adequate exposure of the submu-
cosal space remains challenging. Unlike surgical interventions, where inde-
pendent traction and counter-traction facilitate dissection, conventional en-
doscopy is largely limited to axial force transmission. Gravity often works 
against the operator; once the incision is made, the lesion may collapse into 
the field of view and obscure the dissection line. Several strategies have been 
proposed to overcome these limitations. Among them, the double-clip-and-
rubber-band technique has been developed as an internal traction system that 
provides stable, directional traction on the lesion, but it has been applied main-
ly in colorectal endoscopic submucosal dissection series [1–3].
Innovation  We describe a novel application of the double-clip-and-rubber-
band traction technique to facilitate endoscopic resection of gastric GISTs. The 
tumour insertion on its layer of origin is approached through circumferential 
submucosal dissection. A first clip grasping a rubber band is anchored to the 
tumour edge. The rubber band is then grasped with a second clip, which is 
deployed on the opposite gastric wall. With this method, the traction force can 
be modulated by adjusting the distance between the two clips, which directly 
determines the elastic tension applied. This technique allows optimal and con-
stant exposure of the submucosal layer for GISTs confined to the submucosa, 
and of the muscular insertion site for GISTs arising from the muscularis propria. 
At the end of the procedure, the clip attached to the contralateral gastric wall 
is removed using biopsy forceps.
Results  This technique was successfully applied in three consecutive patients 
with gastric GISTs arising from the submucosa or muscularis propria, with a 
mean lesion size of 26 mm. En bloc resection was achieved in 100 % of cases. 
The elastic traction created by the rubber band provided optimal visualisation 
of the serosal layer, helping to prevent inadvertent injury to surrounding ex-
tra-gastric structures. All procedures were performed with a GIF-EZ1500 gas-
troscope (Olympus, Tokyo, Japan) and a monopolar endoscopic knife (Gold 
Knife 4-mm T-type, Micro-Tech, Nanjing, China). Mean procedure time was 88 
minutes (from the initial mucosal incision to placement of the final clip). No 
intraoperative complications occurred. Gastric wall defects were successfully 
closed with through-the-scope clips when the defect was limited to the mus-
cularis propria and with over-the-scope clips when full-thickness resection was 
performed. Patients resumed oral intake on postoperative day 2 and were dis-
charged after a mean of 5 days. Histopathological examination confirmed GIST 
in all cases, with negative resection margins (R0). No recurrence was observed 
at 6-month follow-up.
Conclusions  The application of the double-clip-and-rubber-band traction 
technique to the endoscopic treatment of gastric GISTs proved to be a safe and 
effective adjunct, facilitating exposure of the dissection plane and enabling 

reliable en bloc resection. In our experience, this traction strategy optimised 
procedural control without increasing adverse events, supporting its role as a 
valuable tool in the endoscopic management of appropriately selected gastric 
GISTs.
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Abstract Text
Closing mucosal defects after endoscopic submucosal dissection (ESD) reduc-
es delayed bleeding, but large gastric defects are difficult close with conven-
tional clips that lack sufficient opening width and traction. The Dual-Action 
Tissue (DAT) clip, with two independently controlled arms, enables sequential 
edge capture and controlled approximation before reinforcement with stand-
ard clips. We report two gastric ESD cases in which the DAT clips achieved ef-
fective closure. In Case 1 (32 × 31 mm specimen) a single 15-mm DAT clip plus 
three conventional clips secured the defect. In Case 2 (31 × 30 mm specimen, 
fibrotic) one DAT clip plus four standard clips achieved full closure. Deployment 
was easy, with no device-related adverse events. Both patients recovered un-
eventfully. The DAT clip appears valuable for closure of large ESD defects.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/13cb1805-b548-4876-abb8-bd5b39ddf52a/Uploads/19978_
DAT_ESGE %202026.mp4
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Aims  Capnoperitoneum may occur during gastric endoscopic submucosal 
dissection (ESD) due to type IV deep mural injury when resecting mucosal le-
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sions, or during exposing endoscopic full-thickness resection (e-EFTR) for sub-
epithelial lesions (SELs). In some cases, it may progress to tension capnoperi-
toneum, resulting in gastric lumen collapse, respiratory compromise, or 
haemodynamic instability. Prompt recognition and effective decompression 
are essential for safe endoscopic practice. We report outcomes of a standard-
ised protocol for the management of significant capnoperitoneum.
Methods  We performed a retrospective analysis of a prospectively maintained 
database of consecutive gastric endoscopic resections undertaken at a tertiary 
referral centre between November 2016 and November 2025. All procedures 
were performed under general anaesthesia with endotracheal intubation, and 
with continuous monitoring of end-tidal CO₂, ventilation pressures, and ab-
dominal distension. Significant capnoperitoneum was managed using a stand-
ardised protocol involving left upper quadrant percutaneous needle decom-
pression, endoscopic clip closure of the muscle defect, and reinflation of the 
stomach to perform a leak test. Bubbling through an attached water-filled 
syringe catheter indicated residual leakage, and prompted careful re-assess-
ment to identify and close full thickness muscular injury. After a negative leak 
test, a 14-French nasogastric tube was placed on free drainage.
Results  Among 354 gastric endoscopic resections, 14 patients (4.0 %) required 
needle decompression for significant capnoperitoneum (9/252 mucosal lesions, 
5/102 SELs). Median age was 72 years (IQR 63–77), 57 % were female, and 
median lesion size was 32.5 mm (IQR 20–50). R0 resection was achieved in 
12/14 (86 %). Median full-thickness defect size was 10 mm (IQR 8–12.5) with 
e-EFTR and 3 mm (IQR 2–7) with ESD. Complete endoscopic closure was 
achieved in all cases using a median of 5 clips (IQR: 4-6) in the ESD group and 
10 clips (IQR: 8-11.5) in the e-EFTR group, with negative leak testing confirmed 
in every case. Post-procedure CT imaging was performed in 3/14 patients 
(21.4 %) for abdominal pain, demonstrating expected capnoperitoneum with-
out contrast leak. One patient (7 %) developed transient fevers managed with 
antibiotics alone, and one (7 %) required patient-controlled analgesia.
Clear fluids and solid diet were resumed at a median of 1 days (IQR 1–2) and 3 
days (IQR 2.5–3.5), respectively. The NG tube was removed after a median of 
2 days (IQR: 1-3). Median length of stay was 3 days (IQR 2.5–3.5). No surgical 
intervention was required, and there were no long-term sequelae or mortality. 
Readmission rate was zero.
Conclusions  Full-thickness defects with tension capnoperitoneum during 
gastric ESD or e-EFTR can be safely managed using a standardised protocol 
incorporating needle decompression, endoscopic closure and confirmatory 
leak testing. This approach achieved 100 % technical success with no surgical 
rescue, rapid diet advancement, and short inpatient stay. Our findings support 
routine integration of this protocol into advanced gastric endoscopic resection 
practice.
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Aims  Gastric neoplasms (GNs) occur in approximately 10–30 % of patients with 
familial adenomatous polyposis (FAP). While several recent studies have 
demonstrated the benefits of intensive endoscopic interventions for colorectal 
and duodenal lesions in FAP [1, 2], evidence regarding such strategies for GNs 
remains scarce. Moreover, there are no established guidelines for endoscopic 
management of FAP-associated GNs, and the most appropriate resection meth-
od has yet to be defined. Recently, gel immersion endoscopic mucosal resection 
(GI-EMR) using Viscoclear (Otsuka Pharmaceutical Factory, Tokushima, Japan), 

an endoscopic field-of-view securing gel, has been reported [3]. This method 
provides a clear field of view even in the presence of residue or mucus, allowing 
for accurate resection under direct visualization while maintaining the simplic-
ity of underwater EMR (UEMR). A previous report demonstrated that GI-EMR 
in the duodenum reduced procedure time and increased R0 resection rates 
compared with UEMR [4], suggesting potential advantages for gastric lesions 
as well. A previous report suggested the effectiveness of GI-EMR for GNs in 
patients with FAP [5], indicating its potential as an endoscopic therapeutic 
intervention for such lesions. However, no previous studies have evaluated 
treatment outcomes of GI-EMR for GNs in patients with FAP. This study aimed 
to evaluate the effectiveness of GI-EMR for GNs in patients with FAP compared 
with conventional resection methods.
Methods  This was a multicenter, retrospective, observational study of patients 
with FAP who underwent endoscopic resection for GNs between April 2011 
and November 2024. Currently, there is no established consensus on the opti-
mal resection method for FAP-associated GNs. In this study, ESD, which has 
been mainly performed for sporadic GNs (even those measuring ≤ 20 mm), was 
tentatively adopted as the standard treatment for FAP-associated GNs. Using 
this provisional standard as a basis, we conducted a comparative analysis with 
the newly developed GI-EMR technique. To compare treatment outcomes be-
tween GI-EMR and ESD, we identified cases of GNs measuring ≤ 20 mm in di-
ameter, with protruding or flat elevated morphologies, which were indications 
for GI-EMR at our institutions, from patients who underwent endoscopic re-
section during the study period. In the GI-EMR procedure, the gel was injected 
into the stomach through the accessory channel using a syringe and the Bi-
oShield irrigator (U.S. Endoscopy). The lesion was then carefully captured with 
a snare and resected using a blended cut current setting (Endocut Q; effect 3, 
time interval 2, time duration 2).
Results  A total of 27 GNs (seven patients) ≤ 20 mm in size with flat elevated or 
protruding morphology, in which ESD or GI-EMR was performed, were analyz-
ed, consisting of 15 ESD and 12 GI-EMR cases. The median lesion size did not 
differ significantly between groups (10 mm vs. 11.5 mm, respectively, P = 0.30). 
En bloc resection rates were 100 % in both groups, while R0 resection rates were 
100 % for ESD and 83.3 % for GI-EMR (P = 0.19). The median procedure time was 
significantly shorter in the GI-EMR group compared with the ESD group (2 min 
vs. 47 min, P < 0.001). Intraoperative perforation occurred in one ESD case 
(6.7 %), but was not observed in the GI-EMR group. No delayed bleeding or 
perforation was reported in either group. During a median follow-up of 22.3 
months, no local recurrence was observed in either group.
Conclusions  GI-EMR appears to be a safe and effective treatment option for 
GNs in patients with FAP. Although GI-EMR may be less invasive compared to 
ESD, the limited number of cases warrants additional studies to substantiate 
its safety and effectiveness.
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Aims  Recently, the proportion of H. pylori-positive patients has gradually de-
creased due to the widespread use of H. pylori eradication therapy; consequent-
ly, the incidence of H.pylori-uninfected gastric epithelial neoplasms (HpUGENs) 
has been gradually increasing in East Asia. Among these HpUGENs, gastric fo-
veolar-type adenoma with a raspberry-like appearance (GFA-R), which presents 
as a strongly reddish, nodular or granular elevated lesion, represents one of the 
lesions most frequently encountered in routine clinical practice and has gar-
nered increasing attention. In the latest WHO classification, it has been newly 
defined as a foveolar-type adenoma. Although its current prevalence in West-
ern countries appears to be relatively low, it is expected to become a clinically 
significant entity in these regions in the foreseeable future. However, endo-
scopic treatment strategy for GFA-R has not yet been established. We aimed 
to clarify the efficacy and safety of endoscopic procedures (cold forceps pol-
ypectomy (CFP), cold snare polypectomy (CSP), and endoscopic mucosal re-
section (EMR)) for GFA-R.
Methods  We retrospectively analyzed 88 raspberry-like lesions in 74 patients 
that were endoscopically treated at our institution between January 2009 and 
December 2023 and were pathologically diagnosed as foveolar-type adenoma 
in accordance with the WHO classification. The clinicopathological character-
istics , endoscopic characteristics, and treatment outcomes of GFA-R were 
evaluated retrospectively.
Results  The median age was 56 years (range, 29–85 years), and the male to 
female ratio was 49:25. Proton pump inhibitor or potassium-competitive acid 
blocker use was observed in 16 of 74 patients (21.6 %), smoking history in 32/74 
(43.2 %), and alcohol history in 30/74 (40.5 %). Regarding the lesion location, 
GFA-Rs occurred mostly in the greater curvature of the upper and middle third 
of the stomach. The median tumor size was 4.0 mm (range, 1–10 mm). Endo-
scopic procedures consisted of biopsy alone (n = 6), CFP; n = 42, outpatient/
inpatient: 38/4, CSP; n = 4, 1/3, and EMR; n = 36, 0/36. The overall en bloc re-
section rate was 94.3 % (83/88): 90.4 % in CFP (38/42), 75.0 % in CSP (3/4), and 
97.2 % in EMR (35/36). Lesions smaller than 5 mm were mainly treated with CFP 
(34/58), whereas lesions ≥ 5 mm were mainly treated with EMR (20/30). Histo-
logically, all lesions were intramucosal neoplasms without lymphovascular 
invasion. The curative resection rate was 97.7 % (86/88). In two lesions, the 
horizontal and vertical margins were histologically indeterminate; however, no 
residual tumor was detected endoscopically. No intraoperative or delayed com-
plications, such as bleeding or perforation, occurred with any procedure. The 
mean follow-up period after treatment was 28.7 months (range, 2–165 
months), and no local recurrences were observed endoscopically at 1 year 
(n = 62), 2 years (n = 40), or 3 years (n = 24) after endoscopic treatment, includ-
ing in cases with piecemeal resection or indeterminate margins.
Conclusions  In this series of 88 GFA-R lesions, the efficacy and safety of endo-
scopic procedures for GFA-R may be confirmed regardless of procedure meth-
od. Moreover, outpatient CFP might have proven to be a simple, useful, and 
economical endoscopic procedure for GFA-R of smaller than 5 mm.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Delayed bleeding (DB) is the common adverse event after gastric endo-
scopic submucosal dissection (ESD), and post-ESD electrocoagulation (PEC) is 
widely performed as a prophylactic hemostasis to prevent DB. On the other 
hand, we occasionally encounter post-ESD electrocoagulation syndrome 
(PECS), characterized by abdominal pain, fever without perforation. PECS is 
expected to be caused by thermal tissue damage and known as a general ad-
verse event in esophagus and colorectal ESD. However, it is also recently re-
ported in gastric ESD cases. To reduce thermal damage, we underwent a 
non-coagulation clipping (NCC) as a prophylactic hemostasis that is only me-
chanical clipping to all exposed vessels without electrocoagulation. This study 
aimed to evaluate the safety and efficacy of NCC compared with conventional 
PEC, focusing on DB, postoperative inflammatory response, and incidence of 
PECS.
Methods  This retrospective observational study was conducted consecutive 
patients who underwent gastric ESD at Kyoto Prefectural University of Medicine 
between January 2023 and March 2025. PEC was performed from January 2023 
to March 2024, and NCC from April 2024 to March 2025. Patients with aspira-
tion pneumonia, definitive causes of inflammatory elevation without PECS, 
complete ulcer closure, or combined use of coagulation and clipping were ex-
cluded. Outcomes were the incidence of adverse events including DB and PECS 
after gastric ESD with PEC or NCC. PECS was defined as abdominal pain and 
fever with WBC ≥ 10,000/µL or CRP ≥ 0.5 mg/dL, without perforation. Statistical 
analyses were performed using chi-squared test, Fisher’s exact test, Mann–
Whitney U test, and Firth’s bias-reduced estimation, with significance defined 
as p < 0.05.
Results  Of the 294 patients initially enrolled, 36 were excluded and 126 in the 
PEC group and 132 in the NCC group were analyzed. Patient backgrounds, 
comorbidities, lesion characteristics, and use of antithrombotic agents were 
generally comparable. Endoscopic lesion size (median [IQR]: 10 [6-19] mm vs. 
13 [8-21] mm; p = 0.015) and resection size (median [IQR]: 28 [23-36] mm vs. 
32 [25-40] mm; p = 0.022) were significantly larger in the NCC group. The me-
dian time required for prophylactic hemostasis did not differ significantly be-
tween groups (median [IQR]: 11 [9-14] min vs. 12 [9-16] min; p = 0.106). In the 
NCC group, a median of 15 clips (IQR 12–20) was used. About the postoperative 
course, abdominal pain occurred significantly less frequently in the NCC group 
compared with the PEC group (6.1 % vs. 13.5 %; p = 0.044), and fever incidence 
was also lower in the NCC group (5.3 % vs. 14.3 %; p = 0.015). On POD1, WBC 
was significantly lower in the NCC group (median [IQR]: 8.0 [6.7–9.3] × 10⁶/µL 
vs. 8.8 [7.1–10.0] × 10⁶/µL; p = 0.007), whereas CRP and hemoglobin levels 
showed no significant differences. PECS occurred in 4.8 % of PEC patients but 
in none of the NCC patients (p = 0.013). DB and delayed perforation occurred 
at similar rates in the PEC and NCC groups (4.0 % vs. 3.8 %; p = 1.000), (0.8 % vs. 
0.8 %; p = 1.000). In univariate analysis, NCC was significantly associated with 
reduced PECS incidence (odds ratio [OR] 0.264, 95 %CI: 0.023-0.776, p = 0.005). 
These findings suggest that mechanical clipping alone is sufficient for effective 
prophylactic hemostasis after gastric ESD in many cases and avoiding electro-
coagulation on the post ESD ulcer may reduce the occurrence of PECS.
Conclusions  The NCC method significantly reduced incidence of postoperative 
abdominal pain, fever, inflammatory response, and PECS compared with PEC, 
without increasing DB. NCC has a potential of a safe, less invasive alternative 
procedure to PEC. Further studies are required to establish its efficacy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Traction-assisted endoscopic submucosal dissection (T-ESD) is designed 
to improve tissue exposure and facilitate safer, more efficient resections. How-
ever, comparative evidence across traction modalities remains heterogeneous. 
We conducted a meta-analysis evaluating the effectiveness and safety of T-ESD 
versus conventional ESD (C-ESD) for gastric neoplasia, including predefined 
subgroup analyses.
Methods  Five comparative studies (4 RCTs and 1 prospective cohort) compris-
ing 1,514 gastric lesions were included. Effect sizes were pooled using ran-
dom-effects models. Continuous outcomes were summarized as mean differ-
ences (MD), and binary outcomes as risk ratios (RR). Subgroup analyses 
assessed outcomes by traction modality, operator experience, and lesion loca-
tion.
Results  A total of 758 lesions were resected with traction and 756 with stand-
ard ESD. Procedure time was significantly shorter with T-ESD (MD − 9.7 minutes, 
95 % CI − 16.6 to − 2.8; 4 RCTs). R0 resection rates were comparable between 
groups (RR 1.01, 95 % CI approximately 0.98–1.05). En-bloc resection was uni-
formly high in all studies ( > 95 %) with no significant difference (RR ~1.00). 
Perforation occurred less frequently with traction (RR approximately 0.30). 
Delayed bleeding rates were nearly identical (RR: approximately 1.00).
Subgroup analyses  Traction method: All four modalities favored T-ESD, with 
the greatest reductions in procedure time observed for GTS-partner and CSM-
PLT. Operator experience: Both experts (MD ~ − 9 min) and trainees (MD ~ − 9 
min) demonstrated faster dissection with traction, with a consistent magnitude 
of benefit. Lesion location: T-ESD reduced procedure time in both the upper/
middle and lower stomach (DFC pilot: MD − 8 to − 10 minutes). No subgroup 
showed loss of effectiveness or increased risk with traction.
Conclusions  Traction-assisted gastric ESD significantly reduces procedure time 
without compromising safety or curative resection outcomes. Benefits are 
consistent across different traction devices, operator experience levels, and 
lesion locations. T-ESD appears advantageous and may enhance efficiency even 
for less-experienced operators.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is increasingly performed by 
trainees under expert supervision, and appropriate case selection is crucial for 
safe procedure. Unlike in Western countries, gastric ESD is widely adopted in 
Japan and serves as the main training model. However, the number of gastric 
ESD cases is expected to decline owing to the widespread implementation of 
Helicobacter pylori eradication. This study aimed to identify factors associated 
with difficult cases in gastric ESD performed by trainees and to explore impli-
cations for ESD training.
Methods  We retrospectively analyzed consecutive gastric ESD procedures 
performed by trainees (fewer than 60 prior ESD cases) at a single center be-
tween September 2020 and September 2025. A difficult case was defined as 

any procedure having at least one of the following: (1) procedure time ≥ 120 
minutes; (2) change of operator; or (3) occurrence of intraoperative perfora-
tion. Patient characteristics, lesion location, tumor size, and procedure-related 
factors were compared between difficult and non-difficult cases. Univariable 
analysis followed by multivariable logistic regression was performed to identi-
fy factors associated with difficult cases.
Results  A total of 299 patients with 330 lesions performed by trainees were 
included. 30 patients had multiple lesions. The median age was 76 (range: 
46–91) years, and 203 (68 %) were men. Median tumor size was 9 (IQR: 6–15) 
mm. 38 lesions located in the upper part, 145 in the middle part, 147 in the 
lower part, respectively. Median procedure time was 62 (IQR: 34–110) minutes. 
Tumor invasion depth was M/SM1/SM2: 295/15/4 lesions, respectively. Overall, 
difficult cases were 101 cases (34 %). 71 cases had a procedure time ≥ 120 min-
utes, 63 required an operator change, and 7 developed intraoperative perfo-
ration. Compared with non-difficult cases, difficult cases more frequently in-
volved lesions in the upper part (24 % vs 6 %) and had significantly larger tumor 
size (10 mm vs 8 mm). In univariable analysis, location of the upper part and 
tumor size were associated with difficult cases, whereas there were no signifi-
cant differences in age, number of cases with multiple lesions, depth of invasion, 
and lesion location in the cross-sectional circumference. In multivariable anal-
ysis, location of the upper part (odds ratio 4.4; 95 % confidence interval 2.85–
6.8; p < 0.001) and tumor size (odds ratio 1.03; 95 % confidence interval 1.00–
1.05; p = 0.047) remained independent predictors of difficult cases.
Conclusions  In gastric ESD performed by trainees, location of the upper part 
and larger tumor size were significantly associated with difficult cases. These 
difficult factors likely reflect technically demanding conditions, such as poor 
scope stability, the need for retroflexion, and extensive submucosal dissection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  High-quality bowel preparation is crucial for a successful colonoscopy, 
as well as for effective colorectal cancer prevention [1]. Simethicone, an an-
ti-foaming agent, reduces intraluminal bubbles and improves mucosal assess-
ment [2]. Its potential benefits when added to very–low-volume polyethylene 
glycol + ascorbic acid (PEG-AC) preparations have not been evaluated in re-
al-world practice. The aim of the study is to assess whether adding simethicone 
to very–low-volume 1 litre PEG-AC bowel preparation reduces bubble forma-
tion, improves bowel cleanliness, and affects patient experience compared to 
PEG-AC alone.
Methods  This ongoing multicenter project, involving seven endoscopy units 
across Sweden, started in September 2024. Consecutive outpatients undergo-
ing a complete colonoscopy were assigned to standard PEG-AC (control) or 
PEG-AC plus simethicone (3 × 200 mg capsules per dose). Bowel cleanliness was 
assessed using the Boston Bowel Preparation Scale (BBPS) [3], and the presence 
of bubbles was assessed during intubation using the Colon Endoscopic Bubble 
Scale (CEBuS) [4]. Patient experience of bowel preparation and procedural data 
were collected. Data were analyzed using descriptive statistics, t-tests or Mann–
Whitney U tests for continuous variables, and χ² tests for categorical variables.
Results  A total of 637 patients were included (PEG-AC: n = 407; PEG-AC + sim-
ethicone: n = 230). Mean age was similar (59.8 vs. 60.2 years), but with more 
females in the simethicone group (p = 0.010). CEBuS scores were significantly 
lower in the simethicone arm in all bowel segments (p < 0.0001), and associat-
ed with a tenfold increased use of simethicone in the PEG-AC group – 31.1 % 
compared to only 3,9 % in the simethicone group (p < 0.001).However, there 
were no significant differences between the groups in total or segmental BBPS, 
including high-quality cleansing (total BBPS 8–9 or right-sided score 3) after 
adjusting for age, sex, preparation volume, water use during intubation, and 
extra intraprocedural simethicone use. Procedure and withdrawal time, polyp 
detection rates and patient-reported symptoms (bloating, nausea, vomiting) 
were also similar after adjusting as before mentioned. The descriptive statistics 
are depicted in ▶Table 1.

▶Table 1	 

Parameter PEG-AC arm PEG-AC + simethicone arm χ ² and p value

Age in years (mean (range)) 59.81 (19-91) 60.29 (20-88) ns

Sex ( % women) 45.8 % 57.8 % χ² = 6.616 p = 0.010

CEBuS (mean (SD)) CEBuS Left colon 0.50 (0.68) 0.14 (0.39) p < 0.0001

CEBuS Transverse colon 0.50 (0.72) 0.12 (0.37) p < 0.0001

CEBuS Right colon 0.60 (0.74) 0.09 (0.32) p < 0.0001

CEBuS Total 1.59 (1.72) 0.34 (0.94) p < 0.0001

BBPS (mean (SD)) BBPS Right colon 2.56 (0.54) 2.62 (0.50) ns

BBPS Transverse colon 2.83 (0.38) 2.78 (0.45) ns

BBPS Left colon 2.63 (0.50) 2.67 (0.50) ns

BBPS Total 8.0 (1.22) 8.07 (1.27) ns

BBPS Right High ( %) 58.1 % 63.0 % ns

BBPS Total High ( %) 65.9 % 70.0 % ns

Intra-procedural simethicone 
( % used)

31.1 % 3.9 % χ² = 64.816 p < 0.001

Procedure time in min (mean 
(SD))

34.40 (14.55) 31.07 (15.75) ns

Withdrawal time in min 
(mean (SD))

19.12 (11.01) 16.96 (11.41) ns

PEG-AC, BBPS, CEBuS – see text; BBPS Right High BBPS in the right colon = 3; BBPS Total High BBPS total score > 7; min minutes; SD standard 
deviation; ns non-significant

Conclusions  The addition of simethicone to very–low-volume PEG + ascorbic 
acid effectively reduced bubbles in the large bowel, though no improvements 
were observed in cleanliness, polyp detection, procedure times or patient ex-
perience in this interim analysis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Bubbles are frequently encountered during esophagogastroduodenos-
copy (EGD) and may impair adequate mucosal visualization (MV). The primary 
objective of this study was to evaluate the effect of pre-endoscopic simethicone 
administration on mucosal visibility using the GRACE (Gastroscopy Rate of 
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Cleanliness Evaluation) scale. Secondary objectives included assessment of 
procedure duration, endoscopist satisfaction, and the detection rate of endo-
scopic findings.
Methods  This was a prospective, single-center, randomized, blinded study 
including patients undergoing elective EGD between December 2024 and No-
vember 2025. Patients were randomized into three groups: A (100 mg sime-
thicone ≤ 10 minutes before EGD), B (100 mg simethicone > 10 minutes before 
EGD), and C (50 mL water, placebo). All received a total volume of 50 mL. Pa-
tients with gastroparesis, achalasia, or prior gastrointestinal surgery were ex-
cluded. MV was assessed using the GRACE scale (validated in 2024), which 
scores each segment (esophagus, stomach, duodenum) from 0 to 3 based on 
bubble quantity, resulting in a total score from 0 (inadequate) to 9 (excellent). 
Endoscopist satisfaction was subjectively assessed on a scale from 0 (not sat-
isfied) to 10 (highly satisfied).
Results  A total of 142 patients were included (33 in group A, 54 in group B, 
and 55 in group C). Overall, 87 patients received 100 mg of simethicone and 
55 received placebo. Median administration times were 9 minutes in group A 
and 20 minutes in group B. Simethicone significantly improved MV compared 
with placebo (mean GRACE score: 5.71 ± 1.70 vs 7.70 ± 1.50; p < 0.001), with 
significant improvements in all segments (esophagus: 2.00 (1-3) vs 3.00 (2-3), 
p < 0.001; stomach: 1.00 (1–2) vs 2.00 (2–3), p < 0.001; duodenum: 2.00 (2–3) 
vs 3.00 (2–3), p < 0.001). No correlation was observed between timing of sim-
ethicone administration and total GRACE score (Pearson r = –0.079; p = 0.469). 
Endoscopist satisfaction was higher in the simethicone group (6.25 ± 1.82 vs 
8.01 ± 1.76; p < 0.001). No significant differences were found in median proce-
dure duration (7.00 min (5-9) vs 7.00 min (5-9); p = 0.948) or diagnostic yield 
(χ²(1) = 1.114; p = 0.291). Among patients receiving simethicone, early admin-
istration showed no significant advantages over late administration: median 
EGD duration was 7.00 min (6–8) vs 8.00 min (6–10), and diagnostic findings 
75.8 % vs 83.3 %, respectively (χ²(1) = 0.748; p = 0.387).
Conclusions  Pre-endoscopic simethicone significantly improved mucosal vis-
ibility across all upper GI segments, independent of administration timing. No 
statistically significant differences were observed between early and late ad-
ministration with respect to mucosal visualization, procedure duration, or di-
agnostic yield. High endoscopist satisfaction and consistent improvements in 
visibility support the routine use of simethicone prior to EGD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Potential renal transplant candidates with end-stage renal disease (Pt-
ESRD) often experience inadequate bowel preparation due to restrictions on 
bowel cleansing agents, limited fluid intake, comorbidities, and the pharma-
cologic effects of their medications.
We aimed to evaluate the safety and effectiveness of a revised, personalized 
bowel preparation protocol in improving colonoscopy outcomes among PtESRD 
patients undergoing pre-transplant evaluation.
Methods  All patients referred for screening/surveillance colonoscopy by the 
nephrologist were included unless canceled for non-preparation-related med-
ical reasons. A personalized preparation protocol was implemented between 
06/2024-02/2025, including a 5-days low-fiber diet, daily bisacodyl, tailored 
fluid intake, and reduced-volume PEG 3350 with ascorbic acid (PtESRD group). 
The control group (historical cohort, 01/2022–05/2024) received standard 

preparation: 2-days low-fiber followed by clear liquid diet and 3 liter PEG 3350 
solution. The groups were compared by clinical and demographic characteris-
tics. The primary outcome was inadequate bowel preparation, defined as a 
Boston Bowel Preparation Scale (BBPS) score < 6. Risk factors were evaluated 
using logistic regression analysis.
Results  A total of 156 inpatients were included (mean age 65.2 ± 0.7 years, 
range 39.1–84.5 years; 116 [74.4 %] male). Of these, 62 patients (39.7 %) re-
ceived bowel preparation with the modified PtESRD protocol, while 94 patients 
(60.3 %) followed the standard protocol. Clinical and demographic character-
istics, including age, sex, BMI, diabetes mellitus, and use of motility-affecting 
medications or disorders, were similar between the groups (p = NS for all). 
Active smoking was more prevalent in the control group (23.4 % vs. PtESRD 
8.1 %, p = 0.017). The proportion of patients with a BBPS < 6 was significantly 
lower in the PtESRD group compared to control (40.3 % vs. 66 %; P = 0.002). This 
effect was consistent across all three colonic segments: right (33.9 % vs. 62.8 %, 
p < 0.001), transverse (25.8 % vs. 45.7 %, p = 0.012) and left (23.0 % vs. 53.8 %, 
p < 0.001). The proportion of complete preparation failures (BBPS = 0) was sig-
nificantly lower among ptESRD (3.2 %) compared to 27.7 % among controls 
(p < 0.001). Complete colonoscopy, defined as cecal or ileal intubation, was 
achieved in 98.4 % of PtESRD patients compared to 81.9 % of controls 
(p < 0.001). In multivariate regression analysis, the PtESRD protocol was an 
independent protective factor, reducing the rate of inadequate bowel prepa-
ration by 65 % (OR 0.365, 95 % CI 0.180–0.741, p = 0.005), adjusted for sex, age, 
BMI, active smoking, and diabetes mellitus.
Conclusions  This proof-of-concept study shows that the PtESRD protocol im-
proves bowel preparation and colonoscopy completion rates in hospitalized 
ESRD transplant candidates. Its independent predictive value supports its use 
and highlights the potential of tailored protocols in high-risk patients. Further 
prospective studies are needed to confirm these findings and guide broader 
implementation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The newly developed 1L polyethylene glycol with ascorbate (PEG-ASC) 
solution (CleanviewAl; Taejoon, Seoul, South Korea) offers the advantage of 
reduced volume for colonoscopy bowel preparation. However, the high content 
of sodium ascorbate and sodium sulfate in the solution raises concerns about 
potential hypernatremia. This study aimed to compare the efficacy and safety 
of the 1L PEG-ASC preparation when administered with 1L versus 2L of addi-
tional water in patients undergoing screening or diagnostic colonoscopy
Methods  This study was a prospective, consecutive enrollment of patients 
undergoing screening or diagnostic colonoscopy across three Korean academ-
ic hospitals. Patients were randomly assigned to one of two groups: the 1L 
group (n = 87) ingested 1L of PEG-ASC solution and 1L of water, and the 2L 
group (n = 83) ingested 1L of PEG-ASC solution and 2L of water. The primary 
endpoints were the assessment of overall bowel cleansing success and right 
colon cleansing using the Boston Bowel Preparation Scale (BBPS). The second-
ary endpoints were the evaluation of tolerability and safety (including treat-
ment-related adverse events and changes in serum electrolytes/renal function).
Results  A total of 170 patients were enrolled. The two groups were compara-
ble in terms of gender ($p = 0.233$) and age ($p = 0.917$). There were no 
significant differences in the mean overall BBPS score or the right colon BBPS 
score between the 1L and 2L groups, indicating comparable cleansing efficacy. 
Interestingly, the polyp detection rate (PDR), and specifically the detection of 
polyps larger than 1cm, was higher in the 1L group compared to the 2L group. 
However, there was no difference in the number of polyps detected in the right 
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colon. The difficulty of ingestion (tolerability) was reported as easier in the 1L 
group. Subgroup analysis revealed no significant changes in serum BUN, cre-
atinine, sodium, potassium, and chloride levels between the two groups. In 
terms of treatment-related adverse events, thirst was more frequent in the 1L 
group, while vomiting was more frequent in the 2L group. All reported adverse 
events were self-limited and recovered without intervention.
Conclusions  The study found no significant difference in bowel preparation 
efficacy or overall safety between ingesting 1L or 2L of water in conjunction 
with the 1L PEG-ASC solution. The 1L water intake regimen was associated with 
better tolerability (easier ingestion) and an unexpectedly higher polyp detec-
tion rate. Therefore, the lower-volume water intake regimen (1L water) may be 
preferable, but the choice of bowel preparation method should ultimately be 
tailored to the specific needs and preferences of each patient.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate bowel preparation is critical for lesion detection during colo-
noscopy. This study compared the efficacy and tolerance of sodium picosulfate 
with magnesium citrate (SP + MC) versus 1 L polyethylene glucol and ascorbate 
(1 L PEG + Asc) in water-assisted colonoscopy.
Methods  In this prospective study, we scored bowel preparation quality dur-
ing colonoscopies in adults for all indications from June 2023 to April 2024. In 
this time period we converted from SP + MC to 1 L PEG + Asc as the standard 
purgative at our department. We intubated by water-assisted technique and 
withdrew with gas insufflation. Bowel preparation quality was scored using a 
modified Boston Bowel Preparation Scale (m-BBPS), scored 0–3 in three colon 
segments during intubation with water-assisted technique. Scores > 2 indicat-
ed adequate preparation, and 3 indicated excellent preparation. Additionally, 
tolerance to the purgative and cecum intubation time was recorded. A sub-
group was scored for BBPS (during withdrawal phase in gas insufflation), polyp 
detection rate (PDR), adenoma detection rate (ADR), sessile serrated lesion 
detection rate (SSLDR), patient-reported strong pain during colonoscopy and 
use of sedoanalgesia. Withdrawal time was measured in diagnostic procedures 
without biopsy. In the multivariate analysis, we corrected for gender and age 
above 50 years, and in subgroup analysis additionally for indication.
Results  We scored 1988 colonoscopies, mean age 54.9 years (SD 16.7), 52.3 % 
women, 48.2 % used 1 L PEG + Asc. The OR for adequate m-BBPS in all segments 
with 1 L PEG + Asc compared to SP + MC was 2.46 (CI [1.98, 3.07], p < 0.001). 
OR for excellent m-BBPS right colon segment was 3.49 (CI [2.86, 4.26], 
p < 0.001). 1 L PEG + Asc was less tolerated (OR 0.76, CI [0,61, 0,95], p = 0.014). 
Cecum intubation times were similar between groups (15.4 (SD 10.5) vs. 16.0 
minutes (SD 12.9), p = 0.29).
A subgroup of 1120 patients, mean age 55.0 years (SD 15.9), 52.9 % women, 
56.6 % used 1 L PEG + Asc. The OR for adequate BBPS in all segments with 1 L 
PEG + Asc trended towards significance (OR 1.88, p = 0.052). OR for excellent 
BBPS right colon segment was 1.56, p < 0.001. Patients reported less strong 
pain during colonoscopy with 1 L PEG + Asc (OR 0.57, p = 0.021), but use of 
sedoanalgesia did not differ (OR 1.02, p = 0.88). Mean withdrawal times for 
diagnostic procedures without biopsy were 9.20 (SD 4.7) and 8.8 (SD 3.2) min-
utes, respectively (p = 0.81). OR for PDR was 1.23, p = 0.13. OR for ADR was 
1.15, p = 0.34. OR for SSLDR was 1.63, p = 0,068.
Conclusions  The newly developed m-BBPS (scored during intubation in wa-
ter-assisted colonoscopy) revealed large and significant differences in rates of 
adequate bowel preparation in favor of 1 L PEG + Asc, but differences in BBPS 
(scored in the withdrawal phase in gas insufflation) did not reach significance 

in the subgroup analysis. The difference in favor of 1 L PEG + Asc was especially 
large for excellent right colon m-BBPS, also showing significance for BBPS in 
the subgroup analysis. While 1 L PEG + Asc was less tolerated, it was associated 
with significantly less strong pain during colonoscopy. These findings suggest 
that 1 L PEG + Asc may enhance both procedural quality and patient comfort, 
supporting its adoption as a standard purgative for water-assisted colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Effective bowel cleansing is essential for a high-quality colonoscopy. 
However, strict pre-procedure dietary restrictions may burden patients and 
reduce compliance. This study assessed whether permitting a true low-fiber 
dinner on the day before colonoscopy affects bowel preparation quality or pa-
tient experience.
Methods  In this single center, prospective, investigator-blinded randomized 
controlled trial, 494 patients scheduled for colonoscopy received a split-dose 
polyethylene glycol (PEG) regimen (NER1006, Norgine) administered the 
evening (6 or 8 p.m.) and at least 6 hours before the procedure. Participants 
were randomized (1:1) to either a standard regime without proper dinner the 
day before (last low-fiber meal at 15h) or a more lenient regime allowing a 
low-fiber dinner, up to 2 hours before initiating bowel preparation. The prima-
ry outcome was adequate bowel cleansing, defined as a Boston Bowel Prepa-
ration Scale (BBPS) score ≥ 6 with no segmental score < 2, assessed by the en-
doscopists and an independent central reading. Secondary endpoints included 
other quality indicators, polyp (PDR), adenoma (ADR), advanced adenoma 
(aADR), and sessile serrated lesion (SDR) detection rates, and patient satisfac-
tion.
Results  Endoscopists’ BBPS scoring achieved an adequate bowel cleansing in 
94.4 % of the controls and 99.2 % of the interventional group (p = 0.061). Con-
trol and interventional groups demonstrated an optimal BPPS in 88.0 % vs 
84.9 % (p = 0.060), respectively. After central reading, adequate bowel cleans-
ing was achieved in 99.1 % of the controls and in 96.7 % of patients with a more 
lenient dinner (p > 0.999). Optimal cleansing was observed in only 68.7 % vs 
60.4 %, respectively (p = 0.0601).
Quality indicators PDR (73.5 % vs 71.8 %), ADR (49.4 % vs 55.1 %), aADR (17.7 % 
vs 18.8 %), and SDR (12.0 % vs 11.0 %) did not differ significantly between both 
groups. Patient satisfaction was not significantly different between groups, 
with 74.3 % vs 73.1 % reporting ≤ 1 negative feeling during bowel preparation 
(p = 0.7604).
Conclusions  Permitting a low-fiber dinner up to 2 hours before starting bow-
el cleansing does not compromise the adequacy of colon cleansing with a split-
dose PEG NER1006 regimen administered the evening and 6 hours before co-
lonoscopy. Quality metrics and patient satisfaction remain high, indicating that 
a less restrictive dietary approach can be safely adopted. Central reading high-
lights the operator dependency of the BBPS scale prompting the need for ob-
jective tools like AI scoring systems.
Conflicts of Interest  Consultancy fee Norgine NV
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Aims  Adequate mucosal visualization is essential for high-quality esophago-
gastroduodenoscopy (EGD), as suboptimal inspection has been associated with 
missed upper gastrointestinal neoplasia. Recent meta-analyses report that up 
to 10 % of upper gastrointestinal cancers and 23.9 % of esophageal adenocar-
cinomas in Barrett’s esophagus are diagnosed within a short interval after a 
negative EGD, underscoring the importance of optimal mucosal visibility [1]. 
The presence of salivary residues and gastric foam frequently impairs visibility, 
requiring intraprocedural instillation of water and antifoaming agents, like 
simethicone, through the endoscope channel using a syringe. Oral administra-
tion of Simethicone prior to EGD has been proposed as a simple alternative to 
improve mucosal visibility while reducing syringe use and overall simethicone 
consumption [2]. Furthermore, Simethicone is not–water soluble and difficult 
to remove from endoscope channels, despite high level disinfection. It is fre-
quently detected during borescope inspection of patient ready endoscope, 
where residues have been associated with retained moisture, biofilm formation, 
and infection risk [3]. The American Gastroenterological Association therefore 
recommend minimizing its use and concentration and avoiding administration 
through the irrigation channel [1]. Unlike the American guidelines, the Euro-
pean Society of Gastrointestinal Endoscopy (ESGE) does not impose such re-
strictions on its intraprocedural use. Instead, ESGE recommends intraproce-
dural Simethicone administration only when persistent bubbles or biliary fluids 
remain after oral premedication, impairing adequate mucosal visualization [2].
Methods  We conducted a non-inferiority case–control study comparing two 
simethicone administration strategies. We included only elective outpatient 
EGDs, excluding inpatient and emergency procedures. Standard endoscopic 
instillation via syringe, used only when considered necessary to improve mu-
cosal visualization, was adopted in February, April, and June 2023, whereas oral 
premedication with 20 drops (0.6 mL) of simethicone diluted in 50 mL of water, 
administered 5 minutes before the procedure, was adopted in March, May and 
July 2023. A monthly alternation of the two strategies was adopted to limit 
selection bias linked to consecutive EGDs. Outcomes included the proportion 
of procedures requiring additional syringe use instillation, total simethicone 
consumption, and overall procedural costs.
Results  A total of 1368 EGDs were performed during the study period (710 in 
the intervention group and 658 in the control group). Additional syringe use 
was required in 5 % of cases in the intervention group compared with 51 % in 
the control group. The number of syringe use decreased from 337 to 22 in the 
intervention group, representing a 94 % reduction. Simethicone consumption 
decreased from 0.95 mL to 0.64 mL/per exam (-32 %). Costs decreased from € 
0.270 to €0.097/per gastroscopy (–64 %), corresponding to an estimated an-
nual saving of €173/1000 exams.
Conclusions  This study support that the application of current ESGE recom-
mendations is safe, effective, and cost-saving strategy. It maintains diagnostic 
quality reducing procedural costs, representing an improvement for routine 
endoscopy practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the efficacy of a modified Transurethral Resection (TUR) set 
attached to the biopsy channel in enhancing suction and lavage efficiency dur-
ing gastroscopy in patients presenting with fluid-filled or food-filled esophagus 
and stomach, conditions frequently associated with procedural delay and in-
creased aspiration risk
Methods  A six-month prospective comparative assessment was conducted 
on upper gastrointestinal endoscopy cases performed under propofol–fentanyl 
sedation. Despite an 8-hour fasting protocol with clear liquids allowed up to 
3–4 hours before the procedure, selected patients had retained residue in the 
esophagus or stomach. Sixty such cases were randomized into two equal 
groups: Arm A (standard biopsy-channel suction) and Arm B (modified TUR-set 
suction). Residue volume per case ranged from 200 mL to 700 mL. Time re-
quired to achieve clearance of 300 mL of residue was recorded for several res-
idue categories including clear fluid, thick liquids, soft food, solid fibrous ma-
terial, fresh blood clots, and organized blood clots. Percentage improvement 
in clearance time was derived to quantify effect size.
Results  The modified TUR-set system consistently reduced clearance time 
across all residue types. The observed improvements were as follows:For clear 
fluid and bile, the average clearance time improved from 1 minute 15 seconds 
to 50.4 seconds, representing a 32 % reduction. In patients with achalasia and 
a fully distended esophagus, clearance time improved from 8 minutes 22 sec-
onds to 5 minutes 16 seconds, corresponding to a 37 % reduction. Thick sem-
isolid residue such as altered milk or curd showed a reduction from 4 minutes 
21 seconds to 2 minutes 53 seconds, translating to a 34 % improvement. Sim-
ilarly, soft food materials such as rice, digested egg, and other easily fragmenta-
ble substances demonstrated a strong benefit; clearance time declined from 5 
minutes 11 seconds to 3 minutes 19 seconds, indicating a 36 % improvement. 
Solid food with fibrous texture showed only modest enhancement—14 minutes 
52 seconds versus 12 minutes 34 seconds—amounting to a 15 % reduction. 
Fresh blood clots showed one of the highest benefits: clearance time decreased 
from 12 minutes 29 seconds to 7 minutes 31 seconds, a 40 % improvement. 
Organized clots, being more cohesive and resistant to fragmentation, showed 
limited improvement of 13 %, decreasing from 14 minutes 37 seconds to 12 
minutes 42 seconds. Aspiration events occurred in 23.3 % of patients in the 
standard-suction arm compared with 10 % in the TUR-set arm, corresponding 
to a 57 % relative risk reduction.
Discussion:Effect-size analysis based on percentage reduction in clearance 
time demonstrates clinically meaningful and consistent superiority of the mod-
ified TUR set over standard suction. The ability to rapidly declog the system 
using intermittent air flushing from an assistant-controlled syringe proved 
especially valuable for viscous fluids, semisolids, and fresh clots. This prevent-
ed the repeated need to remove the suction valve or use a cleaning brush—steps 
that otherwise prolong the procedure and increase aspiration risk. The strong-
est benefits were observed in fresh blood, fluid blood, and soft food residue, 
where high-flow suction combined with rapid channel clearance significantly 
shortened the time needed to restore adequate visualization. For fibrous solids 
or organized clots, both systems performed poorly, highlighting the intrinsic 
physical limitations of endoscopic suction in these materials.The reduction in 
aspiration events reinforces the safety benefit of the modified TUR system. 
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Faster clearance in a stomach or esophagus loaded with retained residue inher-
ently reduces the duration during which regurgitation and aspiration can occur. 
Additionally, uninterrupted suction flow improves procedural efficiency, de-
creases operator fatigue, and allows earlier progression to therapeutic inter-
ventions when required.
Conclusions  The modified TUR set provides a practical, low-cost, and highly 
effective enhancement to biopsy-channel suction during gastroscopy in pa-
tients with retained fluid, food residue, or blood. Percentage improvement 
analysis shows substantial reductions in clearance time—particularly for soft 
food materials, altered blood, and fresh clots. The device also reduces aspiration 
events, suggesting an important safety advantage.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colonoscopy is used in people with chronic kidney disease receiving 
hemodialysis for renal replacement therapy and forms part of routine pre-trans-
plant assessment. Concerns exist about use of oral bowel-cleansing agents for 
colonoscopy in people receiving haemodialysis, despite guidelines recommen-
dations. It is plausible that intravascular depletion and consequent hypotension 
may cause thrombosis of the vascular access use for hemodialyisis. We evalu-
ated the comparative efficacy, safety and tolerability a low-volume versus a 
high-volume polyethylene glycol based bowel preparation for colonoscopy in 
people on hemodialysis.
Methods  This was a multicentre, PROBE design, parallel-arm, centrally rand-
omized, non-inferiority phase IV trial.Eligible subjects were allocated 1:1 to 
either low-volume (2 liters) or high-volume (4 liters) bowel preparation. The 
primary outcome was the proportion of participants with adequate bowel 
cleansing, evaluated using the Boston Bowel Preparation Scale (BBPS). Second-
ary outcomes were adenoma detection rate (ADR), caecal intubation rate, 
patient tolerability/compliance, and adverse events (both related to colonos-
copy and to dialysis/renal function). Differences were tested via t-test or Mann–
Whitney U test for continuous normal variables or through chi-square or Fisher 
exact test for categorical ones.
Results  Sixty-nine patients were randomized in four centres, 35 to low volume 
and 34 to high volume groups.Mean age was 62.5 ± 10.7 years; 54 were men 
and 15 were women. A total of 33 in the low-volume and 27 in high-volume 
completed colonoscopy; the main reasons for exclusion was stopping to take 
preparation (n = 5).15.No difference in caecal intubation rate was observed 
(100 % vs 96.6 %, p = 1). Adequate bowel preparation was achieved in 69.7 % 
and 63.0 % of low and high-volume groups, respectively (p = 0.58). Mean BBPS 
was similar in the two groups (5.6 ± 2.4vs 5.4 ± 2.4, p = 0.51). When sub-ana-
lyzing according to each bowel segment, we did not observe any difference for 
right, transverse nor left colon.
The ADR was 35.0 % in low-volume and 37.0 % in high volume (p = 0.10).Medi-
an number of polyps per patient was 1.5 in low and 2 in high-volume group 
(p = 0.45).

Mild abdominal swelling was the most common adverse event (27.3 % vs 25.9 % 
for high and low volume respectively, p = 0.29), followed by mild nauseas 
(27.3 % vs18.5 %, p = 0.29). A similar rate of willingness to repeat the same 
preparation was observed (87.9 % vs 85.2 %, p = 0.76).No emergency dialysis 
sessions were required and no deaths were recorded. Levels of serum creatinine 
remained stable before and after preparation in both groups.
Conclusions  This small scale study based on an opportunistic sample confirms 
the difficulties in adequate preparation for colonoscopy in people on hemodi-
alysis. It shows that both a low and a high-volume preparation were equally 
effective and safe.We did not observea better tolerability for low-volume prepa-
rations, which may be a key findings but also due to suboptimal small sample 
size. Further large scale studies may be required to confirm our findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Artificial intelligence has accelerated major advances in gastroenterolo-
gy and endoscopy, yet adequate bowel preparation remains fundamental to 
high-quality examinations. Existing preparation scales for colonoscopy and 
capsule endoscopy are limited by subjective interpretation and by their con-
finement to individual gastrointestinal segments. Quality-assessment systems 
(CADq) offer a consistent and objective framework for evaluating preparation 
quality and optimizing procedural performance. This study aimed to develop 
CADq algorithms capable of automatically classifying preparation quality across 
multiple gastrointestinal regions, including the small bowel and colon, and 
across multiple endoscopic modalities including colonoscopy, enteroscopy, 
and capsule endoscopy.
Methods  We retrospectively analyzed 144 colonoscopies from three devices, 
28 enteroscopy procedures from three devices, and 5,793 capsule endoscopy 
exams from two devices. Bowel preparation was graded with the Boston Bow-
el Preparation Scale for colonoscopy, and as excellent (visible mucosa at least 
90 percent), satisfactory (50 to 90 percent), or unsatisfactory (less than 50 
percent) for enteroscopy and capsule endoscopy. The dataset included 181,910 
colonoscopy images, 88,623 enteroscopy images, and 12,950 capsule endos-
copy images, divided into training (90 percent) and testing (10 percent) sub-
sets, with overlap between procedures from the same patient. Convolutional 
neural network performance was compared with expert consensus.
Results  For colonoscopy, the model achieved sensitivity and specificity of 87 
percent, a negative predictive value of 95 percent, and an overall accuracy of 
96 percent. Because poor-quality cases were limited, a binary model distin-
guishing good from excellent preparation was implemented. In enteroscopy, 
classification across preparation categories achieved sensitivity ranges of 69 
to 98 percent, specificity of 80 to 100 percent, and accuracy of 91 to 97 percent. 
In capsule endoscopy, sensitivity reached 92 percent, specificity 94 percent, 
and accuracy 92 percent.
Conclusions  This study advances the field by introducing CADq algorithms 
able to classify bowel preparation in a multi-region, multi-technique, and mul-
ti-device framework. CADq systems are critical for supporting procedural qual-
ity and operational efficiency in endoscopic practice. To our knowledge, this 

S240



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

represents the first deep learning CADq strategy developed to evaluate prepa-
ration quality across distinct gastrointestinal regions. Future developments are 
expected to evolve toward real-time detection of blind spots and assessment 
of mucosal exposure. Combined with CADe and CADx, such systems are central 
to achieving full-spectrum integration of artificial intelligence into routine clin-
ical care.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Speedboat is a novel multimodal endosurgical device. It utilizes the use 
of advanced bipolar energy for cutting/dissection and super-high frequency 
microwave energy for coagulation. This study aims to evaluate the efficacy of 
two versions (‘Inject’ with needle and ‘Ultraslim’ which is needless) of Speed-
boat assisted Endoscopic Submucosal Dissection (S-ESD) in the management 
of complex colorectal polyps.
Methods  Data, from a prospectively collected clinical audit (2018-2025) was 
analyzed. Up to 02/2023 Speedboat “Inject” device was used for S-ESD cases 
whereas since 03/2023 the new iterative version, Speedboat “Ultraslim” device, 
was introduced. Cases were divided into two groups, the Inject group (01/2018-
02/2023), and Ultraslim group (03/2023-11/2025). Lesions’ characteristics, 
location, long and short axis length, lesion surface (cm2), time and speed of 
dissection (cm2/h) were compared between the groups.
Results  Over the study period, a total of 411 consecutive patients had an S-ESD 
attempt. 30 cases (7.3 %) were abandoned, 25 converted to pEMR (6.1 %). 356 
en-bloc resections achieved [en-bloc rate 93.4 %, 56.2 % male, mean age 72] 
with a mean surface of 19.11cm2, and dissection speed 12.2 cm2/hr.
In the Inject group 200 cases were attempted in total. 21 were abandoned 
(10.5 %) and 14 converted to pEMR (7 %). 165 en-bloc resections were achieved 
[en-bloc rate 92.2 %, 56.6 % male, age 72 years with mean surface of 18.3 cm2, 
and speed 9.98 cm2/h. 102 patients had their procedure under GA (62 %) to 
remove 142 distal (86 %) and 24 proximal (14.5 %) lesions which after histo-
pathological examination revealed 38 polyps with HGD (23 %) and 22 with 
cancer (13.3 %).
In the Ultraslim group 211 cases were attempted in total. 9 cases were aban-
doned (4.3 %) and 11 converted to pEMR (5.6 %). 191 en-bloc resections were 
achieved [en-bloc rate 94.6 %, 55.7 % male, age 71 years, mean surface 21.78 
cm2 and speed 15.54 cm2/h. 175 patients were done under GA (91.6 %), 149 
distal (78 %) and 34 proximal colon lesions (18 %) were excised. 51 cases showed 
HGD (27 %) and 25 were malignant (13.1 %).

There was a significant difference between the two groups in dissection speed 
(p =  < 0.001), and GA procedures (p < 0.001). Borderline statistical significance 
was seen in the mean surface (p = 0.07) in addition to percentage of abandoned 
cases (p = 0.015). No statistically significant difference in regards with age, 
gender and location was found between the groups.
Conclusions  The use of Ultraslim needless device assisted S-ESD and GA ap-
pears to facilitate faster excision of large, complex colonic lesions and reduced 
number of abandoned cases. Data from an international registry will aid in 
further understanding of confounding factors for dissection speed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Intestinal barrier healing is an emerging therapeutic target in Inflamma-
tory Bowel Disease (IBD), associated with deep mucosal healing and improved 
long-term outcomes [1]. Ultra-magnification Endocytoscopy (ECS) enables 
real-time, in vivo cellular-level assessment of the intestinal barrier, with strong 
histological correlation. However, its clinical application remains limited to 
expert centers due to the complexity of image interpretation [2]. We aimed to 
develop an artificial intelligence (AI)- driven system to standardise ECS-based 
evaluation of barrier integrity and predict adverse outcomes.
Methods  Thirty-five high-quality ECS videos (2636 frames for crypt architec-
ture, 2596 for goblet cells, 1009 for vascular pattern, and 702 for villi architec-
ture) from Ulcerative colitis (UC) and Crohn’s disease (CD) patients were con-
sidered. Using five-fold cross validation, the frames from 28 videos were used 
for training the model, while the remaining were used for testing. Expert en-
doscopists scored barrier impairment according to a previously validated ECS 
[1], providing a reference standard for AI training. Separate convolutional 
neural networks (ResNet50, pretrained GastroNet data) were trained to iden-
tify abnormalities in villi/crypt architecture, vascular structure, and goblet cells 
density. The scores from the model training at frame level were aggregated to 
obtain a score at video level for each feature [3, 4]. A logistic regression model 
predicted overall barrier impairment, as well as major clinical outcomes (Fig 1). 
Diagnostic performance metrics were expressed as sensitivity, specificity, ac-
curacy, positive and negative predictive values, and area under the curve (AUC).
Results  Thirty-five patients (19 UC and 16 CD) were included. Our novel AI 
algorithm achieved high diagnostic accuracy in detecting overall and fea-
tures-specific barrier impairment (Tab 1). For overall barrier impairment, the 
model yielded a sensitivity of 83 %, specificity of 100 %, accuracy of 97 %, and 
an AUC of 98 %. Feature-specific assessment at the video level also demonstrat-
ed strong metrics performance across epithelial and vascular features. The 
model accurately identified abnormalities in crypt architecture (91 % AUC), 
goblet cells (90 % AUC), villi architecture (94 % AUC), and vascular pattern (96 % 
AUC). Notably, clinical outcome prediction at 6 months achieved an accuracy 
of 89 % for UC, whereas it was only 44 % for CD.
Conclusions  Our AI-driven ECS model provided the first automated and stand-
ardised assessment of intestinal barrier integrity in IBD. By overcoming the 
subjectivity and complexity of current evaluation methods, it enables barrier 
healing to emerge as a measurable and therapeutic endpoint in clinical practice 
and clinical trials.
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Problem to solve  Effective traction for endoscopic submucosal dissection 
(ESD) should be applicable to diverse lesion morphologies and locations, adapt-
ing as dissection progresses, allow repositioning, and be cost-effective. Current 
traction methods are constrained by limitations such as single-point applica-
tion, high cost (up to €120 per procedure), restricted adaptability, proprietary 
components, or procedural complexity. Multipoint traction techniques offer 
consistent directional tension, but wider adoption is limited by these practical 
barriers.
Innovation  We developed REACT (Repositionable Elastic Adaptive Customiz-
able Traction), a novel multipoint traction system constructed from medi-
cal-grade latex orthodontic elastic bands (Fox 1/4" 3.5Oz, Ormco). The system 
consists of multiple traction bands connected to a central linking band through 
cow hitch knots, with a dedicated fixation band to anchor the device to the 
opposite bowel wall. REACT configurations (REACT-3 with 3 traction bands to 
REACT-6 with 6 traction bands) are tailored to lesion size and anatomy. The 
device provides adjustable, multidirectional traction using standard endoscop-
ic clips to attach traction bands to the lesion margin and fixation band to the 
opposite wall. Its elastic properties provide dynamic tension that automatical-
ly compensates for changes in luminal configuration during insufflation or lesion 
movement. Intra-procedural customisation allows real-time repositioning of 
traction points or addition of bands as needed. The system costs €0.05-€0.08 
per procedure (excluding cost of clips), requires no proprietary components, 
and can be assembled rapidly after minimal training. Colour-coding (purple 
fixation band, green central linking band, alternating pink/orange traction 
bands) simplifies identification and manipulation during procedures.
Results  Between February 2024 and July 2025, 59 consecutive colorectal le-
sions were resected using REACT-assisted ESD at a tertiary referral centre. Mean 
patient age was 66.8 years (SD 12.6), and 52.5 % were male. Median lesion di-
ameter was 30mm (IQR 25mm), with most lesions located in the rectum 
(55.9 %) or sigmoid (16.9 %). Histopathology revealed low-grade dysplasia in 
32.2 %, high-grade dysplasia/intramucosal cancer in 52.5 %, and submucosally 
invasive cancer in 15.3 %.

Intra-procedural perforation occurred in 3/59 cases (5.1 %, 95 % CI 1.1-14.1 %), 
all managed endoscopically without surgery. Delayed bleeding occurred in 5/59 
cases (8.5 %, 95 % CI 2.8-18.7 %). No delayed perforations (0 %, 95 % CI 0-6.1 %) 
or surgery for adverse events (0 %, 95 % CI 0-6.1 %).
En-bloc resection was achieved in 58/59 cases (98.3 %, 95 % CI 90.9-100 %). R0 
resection rate was 93.2 % (95 % CI 83.5-98.1 %). Median dissection speed was 
20.0 mm²/min (IQR 14.6 mm²/min). REACT subjectively improved submucosal 
access in 94.9 %. Median REACT deployment time was 6 minutes 7 seconds (IQR 
4:00). Median 6 clips used (IQR 3). Most common configurations were REACT-3 
(50.8 %) and REACT-5 (25.4 %).
Conclusions  REACT-assisted colorectal ESD demonstrated safety comparable 
to contemporary traction-assisted ESD series, with perforation (5.1 %) and de-
layed bleeding (8.5 %) rates within acceptable ranges, and no delayed perfora-
tions or surgical interventions. All perforations were managed endoscopically. 
Feasibility metrics including dissection speed (20.0 mm²/min), en-bloc resec-
tion (98.3 %), and R0 resection (93.2 %) were comparable to other multipoint 
traction systems while offering substantial cost advantages. Device failure was 
rare (0.9 % band detachment rate) and salvageable in all cases. The system's 
modular design allows real-time adaptability—traction points can be reposi-
tioned and additional bands attached as needed—particularly advantageous 
in lesions of varying size and anatomical complexity. Future implications include 
potential applications in upper gastrointestinal and other anatomical sites. 
Multicentre prospective randomized trials are warranted to validate these sin-
gle-centre findings and establish comparative efficacy versus other traction 
methods across diverse clinical settings and procedural contexts.
V i deo   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/85bae746-b48d-4391-ae70-e81ab2d002d4/Uploads/19990_
Video_REACT %20for %20ESGE %20Days %202026.mov
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Aims  Post-operative recurrence (POR) of Crohn’s disease (CD) remains a ma-
jor challenge, affecting up to 80 % of patients within 10 years after surgery. 
Conventional endoscopy struggles to distinguish early inflammatory recurrence 
from post-surgical ischemic changes, delaying effective treatment. Virtual 
chromoendoscopy (VCE) offers precise visualisation of mucosal and vascular 
changes. The PROSPER study aims to develop and validate a novel endoscopic 
score integrating advanced imaging features to predict early POR in CD.
Methods  This analysis is part of the international, multicentre, prospective 
PROSPER study (NCT06505304). Adult CD patients undergoing ileocolic resec-
tion were enrolled pre-operatively or within 3 months post-operatively and 
underwent endoscopic assessment at 3 or 6 months after surgery, guided by 
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faecal calprotectin levels (cutoff 150 µg/g). Endoscopic videos were obtained 
using white-light and VCE modalities —TXI, RDI, and NBI with the Olympus 
(EVIS-X1) platform, and i-scan1 and OE mode 1–2 with the Pentax (INSPIRA) 
platform— following a standardised protocol. A three-round modified Delphi 
process defined the PROSPER domains: two in-person consensus meetings and 
an online survey (Qualtrics platform) where experts rated each feature. Con-
sensus required > 75 % agreement. Seven core experts participated in both the 
first (10 videos) and second (15 videos) rounds, scoring the colon proximal to 
the anastomosis, the anastomotic region (including anastomotic line, ileal inlet, 
ileal body, and, when present, blind loops), and the neo-terminal ileum. All 
anastomotic configurations -end-to-end, end-to-side, side-to-end, side-to-side, 
and Kono-S- were assessed. Inter-rater agreement was evaluated using Fleiss’ 
κ, Gwet’s AC1/AC2, and ICC(2,k).
Results  Mucosal and vascular domains were selected, including erosions, su-
perficial and deep ulcers, villi morphology, vessel dilatation, and bleeding (▶Ta-
ble 1). Agreement across both in-person rounds was moderate to substantial 
for features in the neo-terminal ileum and colon proximal to the anastomosis 
(AC1/AC2 = 0.61–0.78) and lower for the anastomotic region (fair to moderate), 
particularly for villi and erosions (AC2 ≈ 0.40–0.50). Ulcers and vascular patterns 
showed higher reproducibility (AC1 ≈ 0.70–0.80). Moderate agreement was 
observed for the anastomosis type (κ 0.51). The Delphi survey confirmed se-
lected domains, with over 80 % expert agreement on inclusion and weighting.

▶Table 1	 

Mucosal Domains Vascular Domains

Erosions ( < 5 
mm)

▪ Presence/absence Dilated 
vessels

▪ No dilatation

▪ Number ▪ �Dilated 
roundish

▪ �Surface affected 
( < 25 %, 25-50 %, 
50-75 %, > 75 %)

▪ �Dilated 
crowded or 
tortuous

Superficial 
ulcers 
( > 5mm)

▪ Presence/absence Bleeding ▪ No bleeding

▪ Number ▪ �Intramucosal 
bleeding

▪ �Surface affected 
( < 25 %, 25-50 %, 
50-75 %, > 75 %)

▪ �Luminal 
bleeding 

Deep ulcers 
( > 5mm)

▪ Presence/absence

▪ Number

▪ �Surface affected 
( < 25 %, 25-50 %, 
50-75 %, > 75 %)

Villi ▪ Normal

▪ �Ballooning of the 
villi

Stricture (if 
present)

▪ Inflamed/Fibrotic

▪ �Passable/Not 
passable

Conclusions  The novel PROSPER score is a multimodal tool integrating ad-
vanced imaging for comprehensive assessment of the anastomosis, showing 
good inter-expert agreement across most domains. These results support its 
feasibility for detecting early POR. The next phase will involve real-life valida-
tion.
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Aims  A new LED endoscopy system, the EP-8000 (Fujifilm, Tokyo, Japan), was 
launched in 2024, featuring Triple Noise Reduction (TNR) and Extended Dy-
namic Range Image Processing (EDRIP). We previously demonstrated that this 
system provides low-noise, bright images with minimal halation compared with 
the previous system (VP-7000) [1]. In addition, the EP-8000 includes a novel 
observational mode, amber-red color imaging (ACI), which enhances the visi-
bility of blood vessels and active bleeding points in the mucosa and submuco-
sa. Several case reports have shown that ACI improves visualization of vessels, 
the submucosal layer, and the muscle layer during endoscopic submucosal 
dissection (ESD), suggesting that safer dissection under ACI may be possible 
[2]. However, no studies have evaluated the efficacy of ACI specifically in 
colorectal ESD. This study assessed the visibility of vessels and the submucosal 
layer using ACI during colorectal ESD.
Methods  This international, multicenter study retrospectively reviewed con-
secutive patients who underwent colorectal ESD at a single institution between 
January 2021 and June 2025. Therapeutic outcomes of 72 cases performed 
using ACI were compared with those of 505 cases performed using white-light 
imaging (WLI). The primary outcome was the mean number of intraoperative 
bleeding (IB) events during ESD in the ACI and WLI groups. Secondary outcomes 
included additional therapeutic outcomes of ESD. Furthermore, fifteen endos-
copists (seven experts and eight non-experts) from four countries (Japan, Ma-
laysia, Singapore, and Chile) evaluated the visibility of vessels, submucosa, and 
muscle layer under ACI and WLI using a four-point scale (1 = poor, 4 = excellent).
Results  Among 72 cases (mean age: 67.3 ± 11.9 years, male proportion: 
48.6 %), the en bloc resection rate was 98.6 %. The ACI group showed fewer IB 
events than the WLI group (2.1 ± 2.5 vs 2.8 ± 3.4, p = 0.040), significant only 
among non-experts (1.3 ± 1.2 vs 2.7 ± 3.2, p = 0.032). Regarding image evalu-
ations, ACI achieved higher visibility scores for vessels (3.54 ± 0.67 vs 
2.81 ± 0.77, p < 0.001), submucosa (3.60 ± 0.60 vs 2.96 ± 0.75, p < 0.001), and 
muscle layer (2.99 ± 0.78 vs 2.45 ± 0.85, p < 0.001). Significant differences in 
ACI scoring between Japanese and other international endoscopists were ob-
served for vessels and submucosa among experts, and muscle layer visibility 
among both groups.
Conclusions  ACI facilitated safer colorectal ESD by reducing perioperative 
bleeding and improving visualization of vessels, subkmucosa, and the muscle 
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layer. Further randomized controlled trials are warranted to confirm these find-
ings.
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References
[1]  Yoshida N, Inoue K, Dohi O et al. Enhanced Submucosal Visualization us-
ing Amber-Red Color Imaging during Gel-Immersion Colorectal Endoscopic 
Submucosal Dissection. Endoscopy. 2025; Accepted
[2]  Yoshida N, Okada M, Hayashi Y et al. Improvement of Colonoscopic Im-
age Quality Using a New LED Endoscopic System with Specialized Noise Re-
duction. Diagnostics. Diagnostics (Basel) 2025; 15: 1569

PYP106  Polyp size measurement during real-time 
colonoscopy using a novel laser-based system
Authors  Gerritsen D1, van Riswijk M2, Rex DK3, Gross SA4, Ben Ami Shor D5, 
Cohen NA5, Goldstein O6, Odeh S6, Spaander M1, Koch AD1, Rijckborst V1, 
Siersema PD1

Institutes  1  Erasmus MC Cancer Institute, University Medical Center, 
Rotterdam, Netherlands; 2  Radboud University Medical Center, Nijmegen, 
Netherlands; 3  Indiana University School of Medicine, Indianapolis, United 
States of America; 4  NYU Langone Medical Center, New York, United States 
of America; 5  Tel Aviv Sourasky Medical Center – Ichilov, Tel Aviv-Yafo, 
Israel; 6  Bnai Zion Medical Center, Haifa, Israel
DOI  10.1055/s-0046-1821046
Problem to solve  Colorectal polyp size is important for determining surveil-
lance intervals, how to resect the polyp and whether to resect-and-discard the 
polyp. However, currently used polyp size measurement techniques are inac-
curate and difficult to perform, highlighting the need for novel techniques. This 
international multicenter study evaluated the precision of visual assessment 
(VA) and biopsy forceps (BF)-assisted measurement compared to a novel la-
ser-based measurement system during real-time colonoscopy.
Innovation  AccuMeasure (VTM Technologies, Haifa, Israel) is a novel la-
ser-based measurement system to sub-mm–accurately perform 3D measure-
ments during real-time colonoscopy. A previous ex vivo animal study showed 
this system to be more precise compared to VA with and without use of a BF. 
The system consists of a reusable through-the-scope (TTS) probe and a medi-
cal grade personal computer. The TTS probe inserted through the endoscope 
working channel projects a laser line across the polyp, enabling size measure-
ment.
Results  A total of 137 polyps was successfully measured in 110 patients (56.4 % 
male; median age 68 years (interquartile range (IQR): 18)). Colonoscopy indi-
cations were screening in 47 patients (42.7 %), surveillance in 34 (30.9 %), and 
diagnostic in 29 patients (26.4 %). Most polyps were adenomas (n = 91) or hy-
perplastic (n = 23) and were equally distributed through the colon. The polyps 
were measured with the laser measurement system, VA, and BF in randomized 
order. The laser-based system achieved successful measurements in 68.8 % of 
polyps, with a mean measurement time of 120 seconds (standard deviation 
(SD): 109.9). As shown in ▶Table 1, failed measurements were due to techni-
cal malfunctions or difficulty aligning the laser with the polyp surface. Moder-
ate agreement (Cohen kappa (k) = 0.514) was observed between the la-
ser-based system and VA, with VA wrongly assigning a polyp size to > 5 mm 
(instead of ≤ 5 mm) in 10 polyps (7.3 %) and ≥ 10 mm (instead of < 10 mm) in 2 
polyps (1.5 %). Moderate agreement (k = 0.534) was also observed between 
the laser system and BF, with BF wrongly assigning a polyp size to > 5 mm (in-
stead of ≤ 5 mm) in 11 polyps (8.0 %) and ≥ 10 mm (instead of < 10 mm) in 1 
polyp (0.7 %). Based on VA, two patients were assigned a 3- and 5-year surveil-
lance interval, respectively, whereas based on the laser-based measurements 
these patients should have returned to screening at 10 years, in accordance 
with ESGE recommendations. Bland-Altman plots indicated that VA resulted 
on average in an underestimation compared to laser measurement, specifical-
ly in polyps of around 5 mm (-0.11 mm, 95 % confidence interval (CI) [-0.39 to 

0.17]). In contrast, for polyps over 6 mm, VA showed an average overestimation 
of 0.29 mm (P = 0.012). BF also resulted in an average underestimation com-
pared to laser measurement (-0.16 mm, 95 % CI [-0.38 to 0.06]) but showed 
no significant overestimation for polyps over 6 mm (P = 0.118). During the 
study, no adverse events related to the laser measurement system were report-
ed.

▶Table 1	  Laser-based measurement system summary statistics on 
performance

Polyps, n

Polyps identified 276 

Polyps attempted for measurement 199 

Polyps successfully measured 137 

Failed laser-based measurement reasons, n ( %)

Software malfunction 14 (22.6) 

Technical difficulties 17 (27.4) 

Anatomical interference 25 (40.3) 

Unknown 6 (9.7) 

Conclusions  Although mechanical difficulties during colonoscopy limited 
successful measurement to only two-thirds of cases, the novel laser-based sys-
tem demonstrated greater precision than VA and BF reducing size misclassifi-
cation. Our findings indicate that laser-based measurement may offer a more 
reliable approach for determining polyp size, ensuring more appropriate sur-
veillance intervals.
Conflicts of Interest  The study was sponsored by VTM Technologies. Data 
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Problem to solve  Closing large endoscopic resection defects is often chal-
lenging. Helical tack systems can facilitate closure but are costly. Each device 
kit contains four tacks. When additional tacks are needed, opening a new kit 
substantially increases expense, particularly if only one or two extra tacks are 
required instead of all four tacks.
Innovation  To address this, we developed ClipTack, a cost-saving technique 
that uses threaded hemostatic clips to complete the closure without the need 
to open additional helical tack kits.
Results  A 76-year-old patient underwent endoscopic mucosa resection (EMR) 
for a polyp at the hepatic flexure many years ago. A JNET 2a lateral spreading 
tumour (LST) had regrown at the same location, in keeping with post-EMR 
recurrence. Underwater piecemeal EMR was performed for this LST. The result-
ing defect after pEMR was large, with extensive fibrosis seen at the resection 
base, and its position over a fold made it challenging to securely close the defect 
with standard hemostatic clips. Hence a helical tack system was used to initiate 
closure.
The resection base was still inadequately closed after all four tacks in the helical 
tack kit were deployed. The remaining suture line was threaded through an 
opening in the phalange of a standard hemostatic clip. The clip was well lubri-
cated and then advanced along the suture line, which was held under constant 
gentle tension. Once positioned just lateral to the resection edge, the clip was 
closed and deployed in the usual fashion. A second hemostatic clip was simi-
larly threaded and advanced, allowing approximation of most of the resection 
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base. The amount of clinical expertise needed in closing the clip is lesser than 
the deployment of the helical tack. The suture line was then gently pulled so 
as to draw the tacks and clips closer and then cinched in the standard manner. 
We named this hybrid, cost-efficient method as ClipTack.
Conclusions  ClipTack is a simple reproducible, and cost-effective approach for 
managing large endoscopic resection defects. By using threaded hemostatic 
clips in place of additional helical tacks, it significantly reduces procedural costs 
while still achieving secure and reliable closure. This technique underscores 
practical innovation, ease of adoption, and resourcefulness in the closure of 
challenging endoscopic defects.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/fc49eda2-e566-421a-8d8e-5a9c75e85ca6/Uploads/19990_ESGE.
mov
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Aims  As endoscopic resection (ER) is routinely offered to patients with large 
non pedunculated colorectal polyps (LNPCP), diagnosing submucosal invasive 
cancer (SMIC) and differentiating resectable (adenomas and T1 SMIC) from 
unresectable LNPCP ( ≥ T2 cancer) can be crucial. Crystal violet (CV) staining 
and magnifying endoscopy to delineate Kudo type V pit patterns may be useful 
for distinguishing such lesions but is almost never used in western practice and 
most endoscopists remain sceptical of its efficacy. We aimed to determine the 
value of magnifying endoscopy with CV staining compared to indigo carmine 
in diagnosing SMIC and determining resectability in patients with LNPCP re-
ferred to a tertiary centre.
Methods  All patients referred with LNPCP deemed suitable for ER but without 
confirmed invasive cancer from January 2018 to September 2025 were includ-
ed. Patients with biopsy proven adenocarcinoma prior to referral were exclud-
ed. Patients were divided into a CV staining cohort after the introduction of 
this technique between September 2021 and September 2025 and compared 
to a cohort of patients referred between January 2018 and August 2021 when 
lesions were assessed with indigo carmine alone. Lesions were stained with 
crystal violet 0.05 % for one minute or indigo carmine 0.2 % and then examined 
in detail with magnifying endoscopy at 80-100x magnification. Sensitivity and 
specificity of CV staining and indigo carmine with magnifying endoscopy in 
diagnosing HGD or SMI on subsequent biopsy or examination of a resected 
specimen were calculated.
Results  1448 lesions were referred for consideration of ER and assessed with 
magnifying endoscopy, 898 in the crystal violet staining cohort and 550 in the 
indigo carmine alone cohort. Patients in both cohorts were similar in terms of 
age, mean lesion size, sex, location, and incidence of SMIC. 82 % of diagnoses 
of type Vi high grade (HG) pit pattern were made using CV and diagnosing any 
type V pit was more common in the CV cohort (p = 0.02). Using CV, type Vn 
had a positive predictive value (PPV) for SMIC of 89 % and type Vi HG pit had a 
PPV of 58 % for SMIC. Vi HG had a PPV 83 % for determining resectability ( ≤ T1 
cancer). Vn pit had a PPV of 57 % for ≥ T2 cancer. Vi HG was rarely diagnosed in 
the indigo carmine cohort where Vn pit had a PPV of 91 % and Vi undifferenti-
ated pit had a PPV of 27 % for SMIC. JNET 2b had a PPV of only 23 % for SMIC.
Conclusions  This study suggests that the use of CV increases the likelihood of 
identifying any form of type V pit pattern and particularly type Vi pit pattern. 
Differentiating type Vi HG pit pattern is useful for diagnosing invasive cancer 
compared to JNET 2b vascular pattern and is highly predictive of lesions being 

resectable regardless of potential SMIC with a high NPV for ≥ T2 cancer. Vn pit 
pattern is reasonably predictive of ≥ T2 cancer. These findings support long-
standing Japanese recommendations to use CV to further delineate surface 
characteristics when JNET 2b is identified.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Third-space endoscopy is the standard of care for neoplastic and motil-
ity disorders; however, it is technically challenging because of the high risk of 
intraprocedural bleeding. Such a risk may be reduced by prophylactic coagu-
lation of the submucosal vessels, but it requires instrument exchange. A new 
approach involves pre-sealing the submucosal vessels using standard electro-
cautery settings under brief saline immersion using the same knife. The aim of 
this randomized trial was to further assess the efficacy of underwater pre-seal-
ing in the prevention of intraprocedural bleeding and the overall efficiency of 
third-space endoscopy.
Methods  Patients undergoing third space procedures (ESD or POEM) were 
randomized to receive either targeted saline-immersion pre-sealing (study 
group) or conventional coagulation (CO2 insufflation, control group) for prophy-
lactic management of vessels ≥ 1.2 mm. Dissection settings were identical 
(HybridKnife, SWIFT COAG mode). Rate of intraprocedural bleeding requiring 
retreatment for vessels ≥ 1.2 mm was the main outcome. Both per-patient and 
per-vessel analyses were also performed. The use of an adjunctive device and 
coagulation time were also assessed.
Results  Seventy patients (37 immersion, 33 control) with 864 ≥ 1.2 mm vessels 
were included. Saline-immersion pre-sealing significantly reduced bleeding 
rates both at per patient (32.4 % vs 75.8 %, RR 0.43, 95 % CI 0.26-0.71; NNT 2.3; 
p = 0.01) and at per vessel analysis (6.3 % vs 29.9 %, RR 0.21; 95 % CI 0.14-0.31; 
NNT 4.2; p < 0.01). The use of coagulation forceps for bleeding treatment also 
decreased (0 % vs 24.2 % and 0 % vs 8.3 %; p < 0.01). A significant reduction in 
coagulation time was reported in the saline-immersion group (22.7 ± 26.4 sec-
onds vs 29.6 ± 49.8 seconds; p < 0.01).
Conclusions  A substantial reduction in the risk of intraprocedural bleeding 
was achieved by saline-immersion pre-sealing in per-patient and per-vessel 
analyses, prompting its implementation in clinical practice.
Conflicts of Interest  Antonio Capogreco is a consultant for ERBE. Cesare Has-
san is a consultant for Fujifilm, Medtronic and Olympus. Roberta Maselli is a 
consultant for ERBE, Fujifilm, 3DMatrix and Boston Scientific. Marco Spadacci-
ni is a consultant for Boston Scientific and Olympus. Alessandro Repici is a 
consultant for Medtronic, ERBE, Fujifilm and Olympus. Jeremie Jacques has 
received honoraria from Erbe for medical ESD training; has conducted training 
for Olympus (ESD), Fujifilm (ESD), and Pentax Medical (ESD), Boston Scientific 
(therapeutic EUS). Markus Enderle and Nermin Salkic are full-time employees 
at Erbe Elektromedizin GmbH. All other authors have nothing to declare.
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Aims  Initial reports have described rectal endoscopic knife-assisted full-thick-
ness resection (kFTR) as a novel technique for achieving R0 resection in deeply 
invasive rectal cancer or technically challenging rectal lesions, offering a po-
tential alternative to surgery and reducing associated morbidity and mortality. 
[1, 2] This study aimed to evaluate the feasibility, safety, and technical out-
comes of rectal kFTR in an international, multicenter cohort.
Methods  We conducted an observational cohort study of consecutive patients 
undergoing rectal kFTR at 16 centers across 5 continents between April 2017 
and April 2025. Eligible patients had rectal lesions with suspected deep sub-
mucosal invasion, severe submucosal fibrosis, or subepithelial pathology. Pri-
mary outcomes were technical success, en-bloc and R0 resection rates, and 
adverse events (AEs). Secondary outcomes included length of hospital stay, 
rectal preservation, and recurrence. Risk factors for AEs were assessed using 
univariate and multivariate logistic regression.
Results  97 patients (mean age 66 years [IQR 58-74]; 57.7 % male; 79.1 % ASA 
I/II) were included. The median lesion size was 35 mm [IQR 25-50].
kFTR was performed for suspected deep invasion (59; 60.8 %), severe fibrosis 
(30; 30.9 %), and subepithelial lesions (8; 8.2 %).
The technical success rate was 97.9 % (95/97), while en-bloc and R0 resection 
rates were 96.9 % and 79.4 %, respectively. 31 (32.0 %) lesions were T2 adeno-
carcinomas, 27 (27.8 %) non invasive/T1 adenocarcinomas, 28 (28.9 %) T1 sm2-
3 adenocarcinomas, 8 subepithelial lesions (8.2 %), 3 (3.1 %) T3 adenocarcino-
mas (▶Table 1).

▶Table 1	  Technical outcomes of endoscopic knife-assisted full-thick-
ness resection across different histopathological groups.

Histology Non 
invasive/T1 
sm1 n = 27

T1 sm2-3 
n = 28

T2 n = 31 Subepi-
thelial 
lesions 
n = 8

Technical 
success

96.3 % (26) 100 %(28) 100 % 
(31) 

100 % (8)

En bloc 92.6 % (25) 100 %(28) 96.8 % 
(30) 

100 % (8)

R0 88.9 % (24) 85.7 % (24) 67.7 % 
(21)

100 % (8)

Overall, 19 adverse events occurred in 15/97 (15.5 %) patients: 12 grade I, 2 
grade II, and 5 grade III per AGREE classification. Delayed bleeding occurred in 
4 (4.1 %) patients, and post-procedural pain in 7 patients (7.2 %). One patient 
required surgery for a recto-vaginal fistula. Increasing lesion size was the only 
risk factor independently associated with a higher risk of adverse events (OR 
1.05, 95 % CI 1.02–1.09, p = 0.003).
Median procedural time was 135 minutes (IQR 100–180), and median hospital 
stay was 1 day (IQR 0.5–3). Rectal preservation was achieved in 75.9 % (22/29) 
of patients with T1 adenocarcinoma and 45.2 % of T2 (14/31) adenocarcinomas.
Among 59 patients with adenocarcinoma and available follow-up (median 12 
months (IQR 6 – 23.5)), 3 (5.1 %) experienced loco-regional recurrences, and 
1 (1.7 %) had distant metastasis. There were no cancer-related deaths.
Conclusions  kFTR appeared to be a feasible and safe technique for excising 
deeply invasive adenocarcinomas and complex fibrotic or subepithelial rectal 
lesions in expert centres. Rectal kFTR may serve as an alternative to device-as-
sisted endoscopic full-thickness resection and local surgical excision, poten-
tially avoiding radical surgery in highly selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Argenziano ME, Sorge A, Poortmans PJ, Montori M, Balducci D, Hoorens 
A, Maroni L, Tate DJ. Knife-assisted full-thickness resection guided by pocket de-
tection method for detection and complete excision of deeply invasive rectal 
cancer. VideoGIE. 2024; 10 (3): 191–193. doi:10.1016/j.vgie.2024.11.004 
PMID: 40093296  PMID: PMC11910320
[2]  Argenziano ME, Sorge A, Hoorens A, Montori M, Poortmans PJ, Smeets S, 
Tornai T, Debels LK, Desomer L, Tate DJ. Knife-assisted full-thickness resection 
guided by the pocket-detection method for posterior deeply invasive rectal can-
cer: A novel endoscopic approach (with video). DEN Open. 2025; 5 (1): e70116. 
doi:10.1002/deo2.70116 PMID: 40271449  PMID: PMC12014851

S246



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

POEM – All you need to know… but were 
afraid to ask!

14/05/2026, 15:30–16:30� Emerald 5

PYP111  Clinical utility of EndoFLIP in POEM: 
experience from a tertiary UK centre
Authors  Lim A1, 2, Ayubi H1, 2, George R1, Tanne M1, Patel M1, 
Thrumurthy SG1, Gulati S1, Haji A1, Hayee B1

Institutes  1  King's College Hospital NHS Foundation Trust, London, United 
Kingdom; 2  AL and HA as joint first authors
DOI  10.1055/s-0046-1821051
Aims  Although peroral endoscopic myotomy (POEM) is performed worldwide 
for achalasia, the use of intraoperative endoluminal functional luminal imaging 
probe (EndoFLIP) is debated. Given the lack of consensus, we sought to com-
pare our local outcomes following intraoperative EndoFLIP in guiding myotomy 
to standard myotomy in our centre.
Methods  A retrospective, single-centre, case-control study was conducted, 
comparing consecutive patients undergoing POEM without or with EndoFLIP 
guidance (FLIP- or FLIP + ). Outcome measures included clinical remission (Eck-
ardt score of ≤ 3), presence of reflux (GERD-HRQL questionnaire), complications 
and the requirement for further treatment. FLIP readings were obtained before 
and after myotomy, standardised to 40ml balloon inflation.
Results  100 FLIP + (F: 50; median age: 47.5) were compared to 145 FLIP- (F:65; 
median age: 49). Intraoperative measurements resulted in extension of myot-
omy in 9 % of procedures. There was no difference in clinical remission at > 6 
months (84 % vs 75 %; p = 0.09).
The length of myotomy (cm) was shorter in FLIP + (7 (5-10) vs 11 (9-13); 
p =  < 0.001). Procedural time (minutes) was also shorter (median 60 (60-79) vs 
75 (60-100); p < 0.001), with fewer adverse events recorded in the FLIP + group 
(1 vs 5, p = 0.041). Neither post-myotomy FLIP measurements, nor change in 
readings, correlated with clinical outcome. Long-term PPI use was not signifi-
cantly different in the two groups (30 % vs 43 %; p = 1.61).
Conclusions  Intra-procedural use of EndoFLIP during POEM is associated with 
shorter procedure time, shorter myotomy and fewer adverse events, without 
negatively impacting clinical success or PPI use long-term. FLIP-guided exten-
sion of myotomy is a possible marker of clinical utility, preventing early recur-
rence and re-do procedures. FLIP + POEM has been adopted as standard of 
practice in our institution.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Atrial fibrillation (AF) is considered one of the major health problems in 
Western societies, with a prevalence of more than 10 % of the population older 
than 65 years in Europe and North America. Approximately 100,000 catheter 
ablations are performed annually in German hospitals, according to data pro-
vided by the German Cardiac Society. Until 2021, standard methods for cardi-
ac ablation included radiofrequency ablation and cryoballoon ablation. Despite 
their effectiveness, these methods are associated in a small number of cases 

with major and potentially life-threatening complications such as esophageal 
injury and atrio-esophageal fistulas. Since its first certification in 2021, pulsed 
field ablation (PFA) has demonstrated an improved safety profile in this regard. 
To date, no esophageal injuries or atrio-esophageal fistulas have been reported, 
likely due to the highly tissue-selective, non-thermal mechanism of irreversible 
electroporation by which PFA achieves myocardial ablation. However, animal 
models have demonstrated potential injury to the esophageal muscular layers 
after PFA, presumably due to the close anatomical proximity of the esophagus 
to the left atrium. To date, no clinical studies investigating a potential associa-
tion between PFA and esophageal motility disorders have been conducted. 
Therefore, we performed a prospective study using high-resolution manome-
try (HRM) to address this unanswered question.
Methods  We conducted a prospective observational cohort study including 
patients with AF referred to the electrophysiology outpatient clinic of the Al-
fried Krupp Hospital in Essen, Germany, who were scheduled for PFA from March 
2024 until the time of submission. Each participant underwent HRM in our 
Gastroenterology Department one day before and one day after PFA. HRM was 
performed according to the Chicago Classification v4.0 for esophageal motili-
ty disorders, including ten swallows in the semi-recumbent and five swallows 
in the sitting position. Participants were also evaluated for dysphagia, and the 
Eckardt Score was calculated for each individual before and after PFA. The pri-
mary endpoint was the change in HRM parameters based on the Chicago Clas-
sification v4.0, specifically the mean integrated relaxation pressure (IRP), mean 
distal contractile integral (DCI), mean distal latency (DL), and mean intrabolus 
pressure (IBP) before and after PFA. Patients who showed significantly altered 
manometric parameters after PFA underwent repeat HRM three months later. 
Secondary endpoints included the persistence or resolution of altered HRM 
findings at the three-month follow-up, patient-reported dysphagia and chang-
es in the Eckardt Score before PFA, directly after and at the three-month fol-
low-up [1–4]
Results  From March 2024 until submission, 40 of the planned 50 patients were 
enrolled in the study, and 11 patients had completed the three-month fol-
low-up. Eight patients were lost to follow-up. In the remaining patients, no 
significant long-term differences in manometric parameters were observed 
after PFA. The mean age of the participants was 68.4 years, and 70 % were male. 
A significant reduction in DCI was observed one day after PFA in both the supine 
(p = 0.01) and sitting positions (p < 0.0005). The mean DCI decreased by ap-
proximately 25.4 % in the supine and 38.4 % in the sitting position, with a max-
imal DCI-reduction of 87.5 % in one individual. Approximately 55 % (22/40) of 
the patients developed focal areas of reduced pressure in the distal third of the 
tubular esophagus. Among the patients who completed the three-month fol-
low-up, DCI values had returned to baseline, despite the transient reduction 
observed at day one. However, five participants still exhibited focal areas of 
reduced esophageal pressure in isolated swallows at three months. No chang-
es in patient-reported symptoms or Eckardt Scores were detected at any time 
point.
Conclusions  Patients undergoing PFA may develop transient reductions in 
esophageal motility one day after the procedure. These alterations largely re-
solve within three months and appear to have no clinical impact on symptoms. 
However, the presence of persistent focal pressure abnormalities in a subset of 
patients suggests subtle long-term motility effects of PFA, highlighting the 
need for additional research.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Same-day discharge (SDD) after oesophageal per-oral endoscopic my-
otomy (POEM) for achalasia is variably applied in clinical practice. Many centres 
still adopt at least overnight admission (ONA) and patient discharge is depend-
ent on investigations such as oesophago-gastro-duodenoscopy (OGD) or con-
trast swallow (CS). Many series describing SDD (achieving 41-70 % rates) still 
advocate same-day CS, a highly resource-intensive strategy. In our institution, 
we introduced a step-wise protocol change to SDD from ONA, phasing out both 
OGD and CS [1].
Methods  A retrospective, single-centre, case-control study was conducted, com-
paring consecutive patients undergoing SDD protocol to a consecutive age- and 
sex-matched group following the original ONA protocol. For SDD, patients were 
observed for 4 hours post-procedure and admitted if they met any of the following 
criteria: 1) unstable vital signs 2) persistent chest pain or dyspnoea requiring more 
than one dose of opioid analgesia 3) severe complications or endoscopic concerns 
4) unable to swallow secretions or 5) social reasons.
Results  The ONA group (n = 123; F = 57; mean age 48) were compared to SDD 
(n = 124 F: 55; mean age: 47; median duration of admission: 2; IQR 1-2 days). 
N = 102 (83 %) had successful SDD. Median procedural time (minutes) was short-
er for SDD (60 (60-84) vs 75 (60-100); p = 0.01) and median myotomy length 
(cm) was also shorter (7 (5-10) versus 12 (9-14), p < 0.001). There was no dif-
ference in 30-day readmission rate (4.2 % vs. 5.4 %; p = 0.648).
There was no correlation between 30-day readmission and age (p = 0.456), ASA 
score (p = 0.453), opioid analgesia in recovery (p = 0.523), fellow performing 
procedure (p = 0.763), baseline Eckardt score (p = 0.816), or long term outcome 
( > 12 month Eckardt score).
Of those SDD patients admitted overnight, we identified n = 8 where a pro-
longed period of same-day observation may have safely prevented admission 
(total 89.4 %).
Conclusions  The protocol for SDD following oesophageal POEM can be feasi-
bly and safely refined to increase rates of SDD (83 %) without the need for rou-
tine imaging or endoscopy. Prospective studies should assess whether patients 
with minor complications managed endoscopically may also be safely dis-
charged on the same day.
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Aims  To compare anterior versus posterior myotomy during POEM across all 
major clinical, safety, physiologic, and procedural outcomes using the latest 
available time points from randomized trials and high-quality comparative 
studies.
Methods  A systematic review and meta-analysis of RCTs and cohort studies 
was performed. Outcomes included clinical success (Eckardt score ≤ 3), adverse 
events (overall and mucosotomy-specific), GERD (pH, endoscopy, symptoms), 
manometric response, and procedural metrics (total procedure time, closure 
time, hospital stay). For binary outcomes, pooled odds ratios (OR) were calcu-
lated; for continuous outcomes, mean differences (MD) were synthesized using 
random-effects models. Long-term data from RCT extensions were incorpo-
rated when available.
Results  A total of four RCTs and multiple cohort studies ( ≈ 1,200 patients) 
were included.
Clinical success: No significant difference between anterior and posterior POEM 
at 12 months (OR ≈ 1.02; RR ≈ 0.98). Long-term RCT follow-up ( ≥ 2 years) also 
showed similar results (85 % vs 79 %, p > 0.40).
GERD: Incidence of GERD by pH, endoscopy, and symptom scores was similar 
across orientations (pooled OR ~1.0 across modalities).
Adverse events: Posterior POEM demonstrated significantly fewer overall ad-
verse events (RR ≈ 0.63) and markedly reduced mucosotomy risk (RR ≈ 0.42).
Procedural outcomes: Posterior POEM was associated with shorter incision-clo-
sure time (MD − 2.28 minutes) and, in observational datasets, shorter overall 
procedure duration. Anterior POEM demonstrated a statistically shorter but 
clinically negligible hospital stay (MD + 0.31 days).
Manometry: LES pressure and IRP reduction were equivalent between ap-
proaches (MD ≈ 0), with similar normalization rates.
Conclusions  Anterior and posterior POEM achieve equivalent clinical success, 
similar GERD rates, and comparable physiologic improvement. Posterior my-
otomy offers procedural advantages: reduced adverse events and faster closure 
time without compromising clinical efficacy. These findings support the routine 
use of posterior orientation, particularly in centers prioritizing efficiency and 
mucosal safety, while affirming that either approach yields excellent therapeu-
tic results.
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Aims  Peroral endoscopic myotomy (POEM) is a safe and effective treatment 
for achalasia; however, a notable proportion of patients experience therapeu-
tic failure. Urakami et al. and Abe et al. developed pre-procedure scores to 
predict POEM failure at 12 and 6 months, respectively. The aim of this study 
was to evaluate the applicability of these scores in our patient population.
Methods  We conducted a retrospective cohort study with prospectively col-
lected data, including patients who underwent POEM for achalasia between 
January 2017 and February 2023, with at least 12 months of follow-up. Thera-
peutic failure was defined as an Eckardt score > 3 or the need for additional 
intervention. After calculating and stratifying the scores, their discriminative 
ability, sensitivity, and specificity were assessed [1, 2].
Results  Eighty-three patients (mean age 55 years, range 17–79; 56 % female) 
underwent POEM, predominantly with type 2 achalasia (n = 50). Thirty-seven 
percent had undergone prior treatment. Initial clinical response was achieved 
in 98 % of patients (n = 81). During long-term follow-up (median 49 months), 
11 patients developed symptomatic recurrence, occurring at a median of 24 
months after the procedure (range: 6–48 months). Aside from the pre-proce-
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dure Eckardt score (p = 0.04), no statistically significant association was ob-
served between age, sex, manometric diagnosis, esophageal transit charac-
teristics or prior treatment and therapeutic failure. The Urakami score 
demonstrated an AUC of 0.725, stratifying patients into low (n = 41), interme-
diate (n = 35), and high-risk (n = 8) groups, with a sensitivity of 7.7 % and spec-
ificity of 90 %. The Abe score showed an AUC of 0.737, stratifying patients into 
low (n = 70) and high-risk (n = 13) groups, with a sensitivity of 30.8 % and spec-
ificity of 87 %.
Conclusions  Both scores demonstrated acceptable discriminative ability 
(AUC > 0.7), indicating they can statistically distinguish patients at higher ver-
sus lower risk of POEM failure. The Urakami score had very low sensitivity but 
high specificity (90 %), meaning it reliably identifies patients who are unlikely 
to fail POEM and may help avoid unnecessary interventions in low-risk individ-
uals. In contrast, the Abe score showed higher sensitivity (30.8 %) but lower 
specificity (87 %), reflecting a trade-off between detecting at-risk patients and 
overestimating risk. These findings highlight that while pre-procedure scores 
can aid risk stratification, their clinical application should be complemented by 
careful patient evaluation and follow-up, and further refinement of predictive 
tools is needed.
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Aims  Achalasia is a primary esophageal motility disorder characterized by 
impaired lower esophageal sphincter relaxation and absent peristalsis. Al-
though no treatment is curative, interventions aim to reduce esophagogastric 
junction obstruction and improve symptoms. Pneumatic dilation, laparoscop-
ic Heller myotomy and per-oral endoscopic myotomy (POEM) have comparable 
efficacy in type I and II achalasia, whereas POEM is preferred for type III. Long-
term outcomes of both POEM and Heller myotomy demonstrate symptom 
control rates between 80–90 %. Post-POEM gastroesophageal reflux (GERD) is 
common, with esophagitis reported in up to 65 % of patients, though severe 
disease is less frequent and often improves over time. Regular surveillance is 
recommended to detect silent esophagitis and guide management. Our aim 
was to evaluate long-term clinical efficacy of POEM and GERD-related outcomes 
in a real-world cohort.
Methods  This retrospective single-center study included all patients under-
going POEM for achalasia at a tertiary Portuguese referral center between 
January 2017 and November 2023, with ≥ 24 months of follow-up. All proce-
dures were performed by a single experienced endoscopist. The primary out-
come was clinical success, defined as a post-POEM Eckardt score ≤ 3 without 
additional intervention. Secondary outcomes included perioperative adverse 
events (AEs), post-POEM GERD assessed through patient-reported symptoms, 
long-term proton pump inhibitor (PPI) therapy and endoscopic findings. AEs 
were classified according to the AGREE system [1–4].

Results  A total of 143 patients underwent technically successful POEM. Of 
these, 113 patients had ≥ 24 months of follow-up. Median age was 55 years 
(range 17–81), and 57 patients were female (50.4 %). Achalasia types were: 72 
type II, 28 type I and 13 type III. Only one significant post-procedure AE oc-
curred (aspiration pneumonia requiring ICU admission, Grade IV). Clinical re-
sponse at 1 year was 97.3 % (n = 110), with long-term clinical success in 88.5 % 
(n = 100) with a median follow-up of 44 months (range 21–96). Thirteen pa-
tients experienced symptomatic recurrence at a median of 24 months (range 
0–48), four underwent re-POEM and two underwent endoscopic dilation with 
sustained success, while two are awaiting endoscopic retreatment. Higher 
pre-POEM Eckardt scores were significantly associated with recurrence 
(p = 0.027), with a median of 9 points in the recurrence group versus 6 points 
in responders. No significant association was observed between clinical success 
and achalasia type, age, gender, previous treatment or myotomy approach.
Regarding GERD, 29 patients reported frequent or daily reflux symptoms at 
some point during follow-up, but only 15 (13 %) remained symptomatic at last 
evaluation, all responding to PPI therapy. Long-term PPI therapy ( > 6 months) 
was required in 95 patients (84 %), and 79 (70 %) remained on daily PPI at last 
follow-up. First post-procedure endoscopy (median 7 months) was available 
for 85 patients: esophagitis was found in 42 (49 %), including severe reflux es-
ophagitis in 13 % (10 LA-C, 1 LA-D) and ischemic ulcers in five patients. Last 
endoscopy (median 32 months, n = 70) revealed esophagitis in 31, severe in 
only 1 patient (1.4 %, LA-C). Eleven patients were on PPI at the time of last 
endoscopy, one twice daily. At least one patient had documented refractory 
reflux esophagitis (LA-B despite twice-daily PPI). No patient required addition-
al endoscopic or surgical intervention for GERD. Reported symptomatic reflux 
was significantly associated with clinical failure (p = 0.017), with 62 % of patients 
with long-term failure reporting symptoms (without severe esophagitis in en-
doscopy) versus 21 % of responders. No associations were found between 
symptoms or severe esophagitis and age, gender, achalasia type, diabetes, 
alcohol use, smoking, BMI or myotomy approach.
Conclusions  POEM is a safe and highly effective treatment for achalasia, 
achieving excellent long-term clinical success. Post-POEM GERD is common 
but usually manageable with long-term PPI therapy, and no patient in our co-
hort required additional interventions. Higher reported reflux symptoms 
among patients with clinical failure may reflect overlapping symptomatology 
between uncontrolled achalasia and GERD, highlighting the importance of 
monitoring and managing reflux symptoms during follow-up.
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Aims  Peroral endoscopic myotomy (POEM) has become a first-line therapeu-
tic option for achalasia and other esophageal motility disorders, offering high 
effectiveness and a favorable safety profile. Most adverse events are identified 
and managed intraprocedurally, while severe post-procedural complications 
such as leak, perforation or bleeding are uncommon, occur in ≤ 1 % of cases. 
Despite this, post-POEM care lacks standardization. Current ESGE guidelines 
advise against routine esophagram in asymptomatic patients and recommend 
gradual diet advancement – fluids on day 1, soft diet on day 3, and normal diet 
on day 7 – along with single-dose prophylactic antibiotics and empiric acid 
suppression. AGA acknowleges that same-day discharge may be feasible and 
supports early initiation of oral fluids in clinically stable patients without intrap-
rocedural complications, hours after the procedure, although no uniform 
post-procedure diet protocol exists. Growing clinical experience suggests that 
early oral intake is safe in appropriately selected patients, as most complications 
are detected during POEM and early feeding does not appear to increase ad-
verse events.
Our aim was to describe our post-procedural management protocol and 
demonstrate the safety of introducing a soft diet as early as 48 hours after 
POEM.
Methods  This retrospective single-center study included all patients under-
going POEM at a tertiary Portuguese referral center between January 2017 and 
October 2025. All procedures were performed by a single experienced endos-
copist. The primary outcome was perioperative adverse events (AEs). AEs were 
classified according to the AGREE system [1, 2].
Results  A total of 204 patients underwent 211 POEM procedures, 51 % were 
male (n = 104) with a median age of 55 years. Most patients had achalasia 
(n = 195), including 101 with type II, 52 with type I, 24 with type III and 18 
unclassified. Six patients had other esophageal motility disorders, most com-
monly esophageal spasm (n = 4).
Technical success was achieved in 209 of the 211 procedures. Intra-procedural 
adverse events occurred in seven cases (some with more than one event): six 
minor bleedings and two perforations, all endoscopically managed, three pneu-
moperitoneums drained during the procedure, and two anesthetic complica-
tions (aspiration and pneumonia). One aspiration pneumonia required ICU 
admission, constituting a grade IV adverse event according to the AGREE clas-
sification.
Most patients were admitted for 48-hour surveillance, during which prophy-
lactic ceftriaxone was administered. Thirty-eight patients reported post-pro-
cedural pain controlled with analgesics (grade I), and two experienced fever 
requiring one additional day of hospitalization (grade II).
A barium swallow was performed on day one in 146 patients, with no clinically 
significant findings. Since September 2024, this examination is no longer per-
formed routinely and is now reserved for technically complex procedures with 
higher perceived risk.
A liquid diet was initiated on day 1 (24 hours after POEM) in 200 patients, fol-
lowed by a soft diet on day 2 in 198 patients, with no diet-related complications 
observed. Patients maintained a soft diet for six days, progressing to a light gener-
al diet from day 7 onward. All patients received double-dose PPI therapy during 
admission, continued until at least the first outpatient follow-up. Aside from GERD 
and symptomatic failure, no other late complications were recorded.
Conclusions  POEM remains a highly safe therapeutic modality, with most 
adverse events occurring intraprocedurally and effectively managed endoscop-
ically. Post-procedural clinical surveillance is sufficient to guide patient man-
agement, without the need for routine contrast studies in asymptomatic indi-
viduals. Our data indicate that early diet advancement is feasible and safe, 
supporting the initiation of a soft diet on day 2 after POEM.
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Aims  Per Oral Endoscopic Myotomy(POEM) is the treatment of choice for achala-
sia.Beyond clinical efficacy, evaluating quality of life and symptom progression is 
a crucial indicator of the real benefit to patients.This study aims to analyze the ef-
fectiveness of POEM using symptom scores(GerdQ,achalasia-specific question-
naire)and different dimensions of the SF-36,three months after the procedure.
Methods  A prospective, descriptive, and analytical study was conducted on 
28patients,evaluated before and three months after POEM. Participants com-
pleted three questionnaires:
1-GerdQ,
2-Achalasia-specific questionnaire,
3-SF-36,  covering its main dimensions: physical functioning, physical and 
emotional role limitations, vitality,mental health,social functioning,bodily 
pain,general health,and health change.Statistical analyses were based on paired 
t-tests to compare pre- and post-procedure scores. Correlations between score 
changes (Δ) were studied using Pearson’s r. The significance threshold was 
set at p < 0.05.
Results Twenty-eight  patients were evaluated before and three months after 
POEM. Analysis of symptom scores and quality of life revealed a significant 
improvement in all parameters studied.The GerdQ score significantly de-
creased from 10.89 ± 2.1 to 5.46 ± 1.8 at 3 months post-POEM (p < 0.001).The 
achalasia-specific questionnaire also showed a marked reduction in symp-
toms, from 26.3 ± 5.2 to 15.7 ± 4.9 (p < 0.001).Regarding quality of life (SF-
36), all dimensions improved significantly:

▪▪ Physical functioning: 46.1 → 80.0; p < 0.001
▪▪ Physical role limitations: 16.1 → 75.9; p < 0.001
▪▪ Emotional role limitations: 19.0 → 73.8; p < 0.001
▪▪ Vitality: 32.0 → 64.1; p < 0.001
▪▪ Mental health: 41.4 → 72.7; p < 0.001
▪▪ Social functioning: 39.5 → 69.7; p < 0.001
▪▪ Bodily pain: 27.3 → 71.3; p < 0.001
▪▪ General health: 31.3 → 68.5; p < 0.001
▪▪ Health change: 18.6 → 64.3; p < 0.001

The overall SF-36 components showed significant improvement: the physical 
component summary (PCS) increased from 30.2 ± 9.4 to 50.2 ± 9.0 (p < 0.001), 
and the mental component summary (MCS) from 27.1 ± 11.6 to 46.0 ± 12,6 
p < 0.001).Correlation analysis between score changes (Δ) at 3 months showed:

▪▪ A moderate and significant correlation between the decrease in reflux 
symptoms (ΔGerdQ) and the reduction of achalasia-specific symptoms 
(ΔAchalasia): r = 0.497; p = 0.008.

▪▪ The change in the achalasia-specific score was strongly negatively 
correlated with the improvement in the physical component (ΔPCS): 
r =  − 0.595; p = 0.001, indicating that a substantial reduction in achalasia 
symptoms is associated with significant physical quality-of-life gains.
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▪▪ No significant correlation  was observed between the mental compo-
nent (ΔMCS) and other scores (ΔGerdQ, ΔAchalasia, ΔPCS), suggesting 
that short-term mental improvement is independent of symptom 
changes.

Conclusions  Our study confirms the effectiveness of POEM in improving reflux 
symptoms, achalasia manifestations, and all dimensions of quality of life, both 
physical and psychosocial. The mental component at three months, however, 
may require more time to show improvement.
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Aims  Peroral endoscopic esophageal myotomy (POEM) has become a prima-
ry therapeutic modality for Achalasia. Precisect is a newly developed electro-
surgical current mode with proposed advantages over standard modes in POEM 
procedure. The aim of this study was to evaluate the performance of precisect 
mode vs spray coag mode in submucosal tunneling during POEM.
Methods  52 patients diagnosed with Achalasia were randomized to have POEM 
procedure performed with either Precisect mode or Spray coag mode for sub-
mucosal tunneling using an ERBE VIO3 generator and Hybrid knife.
Results  Technical success occurred in all patients. Submucosal tunneling du-
ration (17 minutes (8-41) vs 15.5 (7-76), p:0.5 ), submucosal tunneling speed 
( 0.64 cm/minute (0.21-1.5) vs 0.73 (0.2-1.43), p:0.34) and whole procedure 
duration ( 44 minutes (27-77) vs 38.5 (21-130), p:0.19 ) were similar in Preci-
sect and Spray coag groups respectively. Bleeding requiring change to a co-
agrasper ( 1 (0-3) vs 0 (0-1), p:0.01 ) and need to change electrosurgical mode 
to coagulate non-bleeding vessels ( 3 (0-9) vs 1 (0-5), p:0.002 ) were higher in 
the Precisect group. However, the occurrence of mucosal injury was higher in 
the Spray coag group ( 7.7 % vs 34.6 %, p: 0.05 ).
Conclusions  Using a hybrid knife, Precisect mode is associated with more fre-
quent switching to coagrasper to coagulate bleeding vessels as well as a more 
frequent need to shift to another mode to coagulate non-bleeding vessels in 
comparison to Spray coag mode. On the other hand, Spray coag mode is asso-
ciated with a higher incidence of mucosal injury. Both modes seem to have the 
similar speed of submucosal dissection.
(clinicaltrials.gov registration NCT06189859)
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Aims  To compare technical, clinical success, adverse events rate and incidence 
of post-procedural pain of conventional PerOral Endoscopic Myotomy (POEM) 

versus underwater POEM (u-POEM) in consecutive patients treated for achala-
sia at a tertiary referral centre.
Methods  We retrospectively analysed POEM and u-POEM performed in our 
centre between February 2024 and July 2025 with at least 3 months of fol-
low-up. In u-POEM, CO₂ insufflation was suspended during tunnelling and my-
otomy and the submucosal space was filled with room-temperature saline. 
Pre-procedural (demographics, achalasia subtype, previous treatments, Eckardt 
score, laboratory exams), procedural (tunnel and myotomy length, tunnelling 
and myotomy speed, procedure time, anterior or posterior approach) and 
post-procedural (pain, laboratory exams, analgesics administration, adverse 
events evaluation) data were recorded. Statistical analysis was made using 
Student’s t-test or Wilcoxon rank-sum for continuous variables and Fisher’s 
exact test for categorical variables; two-sided p < 0.05 was considered signifi-
cant (▶Table 1).

▶Table 1	 

Characteristic POEM Group 
(n = 13)

u-POEM Group 
(n = 12)

p-value

Age (mean ± SD) 62.6 ± 11.8 
years

61.8 ± 15.2 
years

0.887

BMI (mean ± SD) 24.1 ± 3.4 kg/m² 22.1 ± 3.4 kg/
m²

0.154

Pre-op Haemoglobin 
(g/dL, mean ± SD)

14.5 ± 0.9 13.4 ± 1.3 0.019

Procedure Duration 
(min, mean ± SD)

56.2 ± 12.5 68.8 ± 16.0 0.038

Myotomy Speed (cm/
min, mean ± SD)

1.44 ± 0.54 0.85 ± 0.28 0.003

Technical success, n 
( %)

13 (100 %) 12 (100 %) N/A

Pain Score (NRS, 
median [IQR])

3 [3, 4] 1 [0, 2.25] 0.004

Patient-Reported 
Pain, n ( %)

13 (100.0 %) 8 (66.7 %) 0.039

Δ Haemoglobin (g/dL, 
mean ± SD)

-0.48 ± 0.91 -0.45 ± 1.25 0.937

Minor Adverse Events, 
n ( %)

4 (30.8 %) 1 (8.3 %) 0.322

Post-operative Fever, 
n ( %)

2 (15.4 %) 0 (0.0 %) 0.480

Pre-op Eckardt Score 
(mean ± SD)

7.7 ± 2.5 6.7 ± 2.1 0.272

Post-op Eckardt Score 
(mean ± SD)

0.92 ± 0.95 0.83 ± 0.72 0.794

Clinical success 
(Eckardt score ≤ 3 at 3 
months), n ( %)

13/13 (100 %) 12/12 (100 %) N/A

Hospital Stay (days, 
median [IQR])

3 [3, 4] 3 [3, 3.75] 0.723

Results  Twenty-five consecutive patients were included (POEM n = 13; u-POEM 
n = 12). Baseline demographics, BMI, ASA and Eckardt score were comparable. 
Technical success was reached in all patients. Clinical success (Eckardt score ≤ 3 
at 3 months) was 100 % in both groups. Mean total procedure time was signif-
icantly longer for u-POEM (68.8 ± 16.0 vs 56.2 ± 12.5 min; p = 0.038), driven by 
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a slower myotomy speed (0.85 ± 0.28 vs 1.44 ± 0.54 cm/min; p = 0.003), while 
tunnelling speed and tunnel/myotomy lengths were similar between the two 
groups. Postoperative pain, measured 24 hours after the procedure using an 
NRS scale, was less intense in the group of patients who underwent u-POEM 
(median NRS 1.0 [IQR 0.0–2.25] vs 3.0 [IQR 3.0–4.0]; p = 0.004) and 4/12 pa-
tients in u-POEM group reported no pain versus 0/13 in POEM (p = 0.039). No 
major adverse events occurred; minor adverse events rate was lower with u-PO-
EM (1/12, 8.3 % vs 4/13, 30.8 %; p = 0.322) but without statistical significance 
[1, 2].
Conclusions  u-POEM is feasible and achieved the same outcomes of POEM. 
This new technique is associated to a reduction of postoperative pain. This 
result is probably due to the less intense thermal effect on tissues. On the 
other hand, u-POEM is associated with reduced myotomy speed. These findings 
support u-POEM as a safe, effective and less painful alternative to convention-
al POEM.
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Aims  Individuals with Lynch syndrome (LS) are at increased risk for gastric 
cancer (GC) and duodenal cancer (DC), particularly those with specific mis-
match repair (MMR) gene mutations or a family history of GC. However, the 
benefit of upper gastrointestinal surveillance with esophagogastroduodenos-
copy (EGD) remains unclear, with heterogeneous recommendations among 
international guidelines. This study aimed to estimate the incidence of GC and 
DC in LS patients, assess the risk in high-risk subgroups, and evaluate the effect 
of EGD surveillance.
Methods  We conducted a systematic review and meta-analysis of cohort stud-
ies and clinical trials identified in PubMed and EMBASE (inception to April 2025). 
Cancer incidence rates per 1,000 person-years (p-y) were calculated overall 
and stratified by gene mutation and family history. When applicable, relative 
risks (RRs) and 95 % confidence intervals (CIs) were computed to compare pa-
tients undergoing EGD surveillance with those without surveillance. Ran-
dom-effects meta-analyses were performed, and heterogeneity was assessed 
using the I² statistic.
Results  Thirty-four studies were included, comprising 36,402 LS patients. 
Among studies with calculable person-years, the pooled incidence rate of GC 
was 1.13 per 1,000 p-y (95 % CI, 0.62–1.63) and 1.92 per 1,000 p-y (0.78–3.05) 

for DC. By MMR gene, GC incidence rates were 0.62 (MLH1), 1.25 (MSH2), and 
0.12 (MSH6) per 1,000 p-y. In supplementary proportion-based analyses, over-
all GC and DC incidences were 2.71 % (95 % CI, 2.21–3.21) and 1.71 % (95 % CI, 
1.30–2.12), respectively; GC incidences were 2.66 % for MLH1, 4.05 % for MSH2, 
0.40 % for MSH6, and 10.38 % (95 % CI, 3.25–17.51) in patients with a family 
history of GC. DC incidences by gene were 1.65 % for MLH1, 1.75 % for MSH2, 
and 0.64 % for MSH6. In analyses by mode of diagnosis, incidence rates were 
higher in screen-detected than in symptom-detected cohorts (GC 1.35 vs 0.74 
per 1,000 p-y; DC 2.70 vs 0.67 per 1,000 p-y). In sensitivity analyses, the pooled 
GC incidence was 0.76 per 1,000 p-y when restricting to studies with ≥ 250 
participants and 0.73 per 1,000 p-y in prospective-only cohorts. In two com-
parative studies of surveillance, EGD was associated with a lower risk of both 
GC (RR 0.31; 95 % CI, 0.14–0.69) and DC (RR 0.29; 95 % CI, 0.16–0.52).
Conclusions  Patients with LS, particularly MSH2 carriers and those with a fam-
ily history of GC, have an increased incidence of upper gastrointestinal cancers. 
EGD surveillance was associated with a lower incidence of both GC and DC in 
selected patients, although evidence is based on a limited number of compar-
ative cohorts. Further prospective studies are needed to define optimal sur-
veillance strategies [1–12].
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Aims  Occult blood detected by fecal immunochemical testing (FIT) could orig-
inate from upper gastrointestinal (GI) lesions. We aimed to assess whether 
individuals with a positive FIT in a colorectal cancer (CRC) screening program 
– even without colorectal advanced neoplasia (AN) – have increased risk of 
esophagogastroduodenoscopy-detectable upper GI cancers (EUGIC) within 
three years after screening.
Methods  Subjects aged 50–69 who underwent FIT-based CRC screening from 
2005 to 2018 in Romagna were included. FIT positivity was defined as ≥ 20 µg 
hemoglobin/g feces. According to the last screening round result, subjects were 
classified as: FIT-positive with advanced neoplasia (FIT + /AN + ; colorectal can-
cer or advanced adenoma), FIT-positive without AN (FIT + /AN − ), or FIT-nega-
tive (FIT − ). All esophageal, gastric, or duodenal cancers diagnosed within three 
years of the FIT were identified via linkage with the regional cancer registry. 
Incidence of EGD-detectable upper GI cancers was compared across FIT + /AN + , 
FIT + /AN − , and FIT − groups. In a sub-analysis, we evaluated a lower fecal he-
moglobin cutoff ( ≥ 10 µg/g) for association with upper GI cancer. Multivariable 
logistic regression (adjusting for age, sex, and screening round) estimated odds 
ratios (OR) for EUGIC, and ROC analysis assessed the predictive performance 
of FIT. The number of screenees needed to scope (NNS) to find one EUGIC was 
computed [1, 2].
Results  A total of 281,370 individuals were included (FIT-positive: 7.8 % [2.4 % 
with AN]; FIT-negative: 92.2 %). EUGIC were identified in 0.20 % of FIT − partic-
ipants, compared to 0.34 % of FIT + /AN − and 0.38 % of FIT + /AN + participants 
(p < 0.001). Lowering the FIT positivity threshold to ≥ 10 µg/g increased sensi-
tivity with decrease in specificity. At multivariable analysis, FIT ≥ 10 µg/g (OR 
1.67, 95 %CI 1.34-2.08), increasing age (OR 1.05, 95 %CI 1.04-1.07), male sex 
(OR 1.74, 95 %CI 1.46-2.08) and first-round screening (OR 1.46, 95 %CI 1.20-
1.77) were associated with EUGIC, with fair predictive performance (ROC 0.64). 
The predicted three-year EUGIC risk ranged from 0.09 % (lowest-risk category) 
to 0.6 % (highest-risk category). Corresponding NNS was 1111 for lowest-risk 
category and 167 for highest-risk category.
Conclusions  FIT-positive screening participants showed a 1.7-fold higher in-
cidence of esophageal, gastric and duodenal GI cancers than FIT-negatives 

within three years from last screening round – although the absolute risk was 
low. The risk stratification based on a simple model including FIT, age, sex and 
screening round may represent a first step toward identifying subjects in whom 
targeted upper GI endoscopy could be clinically justified.
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Aims  With the increasing number of pancreaticoduodenectomies performed 
for benign or low-grade indications, the population of long-term survivors 
continues to grow, making this clinical situation increasingly common. Pancre-
aticoduodenectomy (PD) leads to chronic biliary reflux into the stomach. We 
hypothesised that this chronic exposure may induce sustained gastric inflam-
mation and, over time, promote gastric carcinogenesis.
Aim:  To determine whether pancreaticoduodenectomy is a risk factor for gas-
tric adenocarcinoma.
Methods  This study had two complementary components:
-Multicenter ambispective endoscopic cohort:  All adults who had under-
gone PD more than 10 years earlier systematically underwent upper gastro-
intestinal endoscopy. In the prospective cohort, endoscopy was performed as 
part of the study and included bile reflux, chromoendoscopy, and standardized, 
staged gastric biopsies with centralized pathological review.In the retrospective 
cohort, we extracted data from any upper endoscopy performed > 10 years 
after PD, including detailed endoscopic findings and corresponding histopa-
thology.
-Nationwide population-based analysis:  using the French nationwide claims 
database, to estimate the incidence of gastric adenocarcinoma in patients ≥ 5 
years after PD.
The primary endpoint was the diagnosis of gastric adenocarcinoma > 10 years 
after PD. Secondary endpoints were the presence of preneoplastic gastric le-
sions and the identification of associated risk factors.
Results  A total of 143 patients were included: 50 % were male; age at PD was 
53 ± 13.3 years; mean follow-up was 16.1 ± 5.4 years. Endoscopic evaluation 
was prospective in 68 patients (48 %) and retrospective in 75 (52 %). Indications 
for PD were malignant tumors in 50 % (including 17 % neuroendocrine tumors) 
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and benign/low-grade lesions with malignant potential in 40 % (including 30 % 
IPMN).
Among them, 10 developed gastric adenocarcinoma (7 %), with a median 
time to diagnosis of 13.5 years. Tumors were located on or adjacent to the 
gastrojejunal anastomosis and were predominantly poorly differentiated. 
Symptoms associated with cancer were persistent nausea (p = 0.008) and gas-
trointestinal bleeding (p = 0.018), including iron-deficiency anemia.
Preneoplastic lesions were identified in 16 % of patients with gastric biopsies 
(n = 126): high-grade dysplasia 1 %, low-grade dysplasia 8 %, and intestinal 
metaplasia 7 %. These patients were significantly more likely to have hereditary 
cancer predispositions (Lynch, FAP, MEN, or other; p = 0.002) and to report 
persistent nausea (p = 0.01). No significant associations were observed with 
smoking status, Helicobacter pylori infection, type of pancreatic anastomosis, 
biliary reflux or pylorus preservation.
In the population-based national analysis, among 9,957 patients who had un-
dergone PD more than 5 years earlier (2009–2018), 0.7 % developed gastric 
cancer (71 patients). All cancers occurred more than 8 years after PD. Two-
thirds of the cohort were between 5 and 10 years post-surgery at the time of 
analysis.
Conclusions  Gastric adenocarcinoma after PD is not a rare event. While the 
risk appears negligible within the first 10 years, our large cohort shows that 
beyond 10 years the risk rises sufficiently to justify endoscopic surveillance with 
systematic staged biopsies. Patients should be informed of key alarm symptoms 
(persistent nausea, anemia, or gastrointestinal bleeding) which warrant urgent 
upper endoscopy.
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Aims  In recent years, as the prevalence of Helicobacter pylori (H. pylori) infection 
has declined, the incidence of H. pylori–uninfected gastric epithelial neoplasms 
(HpUGENs) has been gradually increasing in East Asia, now accounting for ap-
proximately 0.4–5.4 % of all gastric dysplasia and carcinoma cases in Japan. The 
previous reports indicate that HpUGENs are often detected as low-grade dys-
plasia; however, some lesions exhibit lymphovascular invasion, or advanced 
stage gastric cancer. Since HpUGENs differ biologically and endoscopically from 
conventional H. pylori–associated gastric cancer, standardized diagnostic cri-
teria have not yet been established, and endoscopic diagnosis remains chal-
lenging. Therefore, we aim to establish a new endoscopic diagnostic system 
for HpUGENs and to elucidate their clinicopathological and endoscopic char-
acteristics.
Methods  A total of 308 lesions with HpUGENs treated by endoscopic treat-
ment (ESD / EMR / polypectomy) at our hospital between August 2009 and 
October 2025 were enrolled and classified histologically, and their endoscopic 
and clinicopathological features were analyzed retrospectively.
Results  All HpUGENs were histologically classified into seven types. 1. gastric 
adenocarcinoma of fundic-gland type (GA-FG: n = 90, U/M/L = 67/20/3, whitish, 
subepithelial tumor–like appearance, intramucosal lesion(M)/submucosal in-
vasion(SM) = 39/21), 2. gastric adenocarcinoma of the fundic-gland mucosa 
type (GA-FGM: n = 16, U/M/L = 10/6/0, reddish elevated lesion or subepithelial 
tumor–like appearance, M/SM = 3/13), 3. raspberry-type gastric epithelial ne-

oplasm (GEN) (foveolar-type adenoma: n = 155, U/M/L = 83/67/5, reddish pro-
truded lesion, M/SM = 155/0), 4. whitish flat elevated–type GEN (n = 4, 
U/M/L = 4/0/0, whitish flatly elevated lesion, M/SM = 4/0), 5. other GEN with a 
gastric phenotype (complex type of GEN with gastric phenotype: n = 12, 
U/M/L = 4/4/4, M/SM = 12/0), 6. GEN with an intestinal or gastrointestinal mixed 
phenotype arising in the pyloric gland region (n = 7, U/M/L = 0/0/7, reddish 
depressed lesion, M/SM = 7/0), 7. signet-ring cell carcinoma (SRCC: n = 24, 
U/M/L = 0/10/14, whitish or faded color and flat or depressed lesion, M/
SM = 22/2). Magnifying endoscopy with narrow band imaging (M-NBI) was 
performed in 219 lesions (71 %). In 219 lesions, 130 lesions (59 %) were diag-
nosed as non-cancer by M-NBI. Especially, GAFG (90/90, 100 %), GAFGM (12/16, 
75 %), and SRCC (16/24, 67 %) were difficult to diagnose as cancer by M-NBI 
because of the coverage and/or mixture with a non-neoplastic mucosa or gas-
tric epithelial neoplasia with low-grade atypia.
Conclusions  This study demonstrated that HpUGENs can be classified into 
seven histological types, and further characterized by specific lesion location, 
color, and macroscopic appearance. For accurate diagnosis of HpUGENs, it may 
be necessary to fully understand histological classification and endoscopic 
features of these lesions using white light imaging and M-NBI based on these 
histological characteristics and to take a precise biopsy.
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Aims  Patients with gastric adenocarcinoma have a poor prognosis. One factor 
contributing is advanced disease at diagnosis. Chronic atrophic gastritis (CAG) 
progresses in a stepwise fashion from chronic gastritis, gastric atrophy (GA), 
gastric intestinal metaplasia (GIM) to gastric dysplasia and ultimately gastric 
adenocarcinoma.
The British Society of Gastroenterology (BSG) and European Society of Gastro-
intestinal Endoscopy (ESGE) both have guidelines aiming to improve the diag-
nosis and management of patients at high risk of gastric adenocarcinoma [1, 2].
They advise gastroscopy with high quality mucosal visualisation and biopsies 
for histopathology to detect GA/GIM and allow appropriate risk stratification. 
GIM is endoscopically visualised by whitish, patchy, and irregular mucosal are-
as with a potentially velvety or slightly nodular surface. When identified, Sydney 
protocol biopsies should be completed (biopsies from the antrum, incisura, the 
lesser and greater curvatures).
High risk individuals with extensive or advanced histological stages of CAG/GIM 
should undergo 3-yearly endoscopic surveillance as per guidelines(1,2). This also 
includes people with a family history of gastric cancer or persistent Helicobac-
ter pylori (H. pylori) infection.
The aims of this audit were to analyse:
1. How well GIM is visualised endoscopically, and if Sydney protocol biopsies 
are followed?
2. When GIM is confirmed histologically, is surveillance organised and is this at 
the correct frequency?
Methods  We carried out a retrospective audit of endoscopy data at Barnet 
General, Chase Farm and Royal Free Hospitals, London, U.K., from June to Oc-
tober 2025. Patients were identified from a histology database of specimens 
with GIM and then data scrutinized using endoscopy reporting software and 
electronic patient records.
Results  Between June and October 2025, 4394 gastroscopies were performed. 
145 patients were confirmed to have GIM. 47/145 records were excluded, com-
ing under either neuroendocrine tumour or Barrett’s oesophagus surveillance 
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or records with incomplete data. This left 98 endoscopies that were fully ana-
lysed. 58.2 % were female with a mean age of 67. 11 of the patients were H. 
pylori positive.
GIM was visualised endoscopically in 19/98 (19.4 %) cases, being confirmed 
histologically in 100 % of them. In 79/98 (80.6 %) cases GIM was histologically 
confirmed, however, not macroscopically visualised during gastroscopy. Of the 
19 records where GIM was visualised, only 13/19 (68.4 %) had Sydney protocol 
biopsies taken. Sydney protocol biopsies were also performed in 15.3 % of cas-
es where GIM/CAG were not visualised.
Extensive/corpus GIM accounted for 42/98 (42.9 %), antrum/incisura 32/98 
(32.7 %), not specified biopsies 24/98 (24.5 %). For those with extensive/corpus 
GIM, surveillance was correctly organised in 19/42 (45.2 %) of the cohort. How-
ever, this was not always 3-yearly and ranged between 6 months to 3 years. For 
those with antrum/incisura GIM, 25/32 (78.1 %) correctly had no surveillance 
organised, however, for the remainder it was still being organised.
In 1/98 patient, gastric biopsy showed GIM with ulceration. Repeat gastrosco-
py with biopsies and histology confirmed a poorly differentiated gastric ade-
nocarcinoma.
Conclusions
1.	 Our results indicate that GIM was endoscopically visualised in only 20 % 

of cases.
2.	 Even when identified correctly, Sydney protocol biopsies are not always 

completed.
3.	 Large variation exists in whether surveillance is being organised for 

patients with extensive/corpus GIM and the frequency of this surveil-
lance.

4.	  > 20 % of patients with limited GIM are having surveillance organised 
unnecessarily.

We recommend better training in the endoscopic detection of GIM and raising 
awareness of the surveillance guidelines. By ensuring the correct biopsies are 
taken, patients may benefit from earlier detection and management of pre-can-
cerous lesions and avoid unnecessary procedures. This would also help improve 
efficiency and costs within our endoscopy services.
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Aims  Gastric precancerous conditions (GPC), including chronic atrophic gas-
tritis and intestinal metaplasia, are associated with increased risk of gastric 
adenocarcinoma, necessitating early detection and risk stratification for ap-
propriate surveillance. Contemporary data on GPC prevalence in Germany, a 
low-to-intermediate gastric cancer incidence country, are lacking. This study 
aimed to determine the prevalence and severity of GPC in H. pylori-positive 
individuals undergoing screening endoscopy in Germany.

Methods  This single-center prospective study was conducted at the LMU Uni-
versity Hospital in Munich from June 2021 to November 2025. 5,069 unselect-
ed individuals underwent H. pylori serology screening (ELISA), identifying 1,056 
seropositive cases (20.8 %). Subjects with positive serology were offered con-
firmatory urea breath testing (UBT), with 400 confirming active infection. A 
total of 279 patients (mean age 48.9 ± 15.3 years; males:females 110:160) 
underwent esophagogastroduodenoscopy, during which gastric biopsies were 
obtained according to the standardized Sydney protocol (two from the antrum, 
two from the corpus, one from the incisura angularis). Histopathological eval-
uation was performed according to the updated Sydney classification with 
OLGA/OLGIM staging for gastric precancerous conditions.
Results  Overall GPC prevalence was 38.7 % (108/279). OLGA/OLGIM stage I 
conditions were found in 75 patients (26.9 %), stage II in 27 (9.7 %), and high-risk 
stages III-IV in 6 (2.2 %). All patients with advanced-stage lesions (OLGA/OLGIM 
III-IV) were > 50 years of age. There was a strong association between higher 
age and GPC prevalence, with patients > 50 years having approximately 2.7-fold 
higher odds of GPC compared to those ≤ 50 years (OR 2.70, 95 % CI 1.64-4.35; 
p < 0.001). In the age-stratified subgroup analysis among patients > 50 years 
(n = 136), GPC prevalence increased to 50.7 % (69/136): stage I in 43 patients 
(31.6 %), stage II in 20 (14.7 %), and stages III-IV in 6 (4.4 %).
Conclusions  The age-dependent increase in GPC prevalence supports the 
national guidelines’ recommendation for targeted risk stratification rather than 
population-based screening in low-to-intermediate gastric cancer incidence 
countries. The low proportion of patients requiring endoscopic surveillance 
highlights the need for more efficient, non-invasive patient selection strategies 
to optimize resource utilization in low-prevalence settings. Comprehensive 
cost-effectiveness analyses are also needed to validate screening and surveil-
lance strategies in Germany’s healthcare context.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Autoimmune gastritis (AIG) is considered to be a premalignant condition 
and associated with an increased risk of gastric neoplasia. Endoscopic diagno-
sis is usually difficult, and most cases are overlooked and therefore the identi-
fication of specific endoscopic markers is important for the accurate diagnosis 
of AIG. During magnifying image-enhanced endoscopy (M-IEE) of the gastric 
corpus mucosa in patients with AIG, we noted the presence of multiple minute 
round-shaped pale*“glomus-like” lesions (GLLs) with branched microvessels. 
It had not been described in the literature before. In the present study, we in-
vestigated the nature and the diagnostic utility of GLLs for the AIG diagnosis
Methods  57 patients with AIG (including 22 patients with gastric neuroendo-
crine neoplasia (NEN) type 1) and 54 age- and sex-matched patients with H.
pylori-induced multifocal atrophic gastritis (MAG) were enrolled in this study. 
After white light imaging (WLI) observation M-IEE (NBI, BLI, Iscan-OE) of the 
gastric corpus mucosa was performed. Biopsy was taken from a gastric muco-
sa with and without GLLs for histological evaluation.
Results  GLLs were found in 44 out of 57 (77 %) patients with AIG, (in22 out of 
22 (100 %) patients with NEN) and in 0 out of 54 (0 %) patients with MAG 
(P = 0.0001). For AIG diagnosis by GLLs sensitivity, specificity, accuracy, positive 
predictive value (PPV), negative predictive value (NPV) were 0.77, 1.00, 0.88, 
1.00, 0.81, respectively. All biopsy specimens taken from GLLs revealed mucosal 
atrophy, enterochromaffin-like (ECL) cell hyperplasia, cysts of foveolar epithe-
lium
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Conclusions  The presence of GLLs was associated with histological features of 
atrophy in patients with AIG and were found in every case of NEN. GLLs could 
be considered as an endoscopic marker of advanced atrophy in patient with 
AIG who has an increased risk of NEN development. This novel indicator was 
found to be a highly specific feature of AIG and could be used in clinical practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Magnifying Endoscopy Simple Diagnostic Algorithm for Early Gastric 
Cancer (MESDA-G) has been proposed as a standardized diagnostic system 
using magnifying endoscopy with narrow-band imaging (M-NBI) for early gas-
tric cancer (EGC), and its usefulness has been reported. However, we sometimes 
encountered false-negative cases with M-NBI diagnosis (M-NBI diagnostic lim-
itation EGC: MDL-EGC) (Endosc Int Open, 2020). On the other hand, we previ-
ously developed automatic analysis software for gastric mucosal blood flow 
rate and demonstrated that EGCs exhibit significantly slower flow rates com-
pared with reddish non-neoplastic mucosa, supporting its diagnostic utility (J 
Gastroenterol Hepatol, 2021). Nevertheless, blood flow rate analysis for MDL-
EGCs has not yet been investigated. Therefore, the aim of this study was to 
evaluate blood flow rate in MDL-EGC and clarify the usefulness of the gastric 
mucosal blood flow rate analysis software.
Methods  Among 286 patients (314 lesions) who underwent endoscopic sub-
mucosal dissection for EGC at our institution between February 2021 and Jan-
uary 2024, 38 lesions (12.1 %) that were diagnosed as “non-cancer” according 
to MESDA-G were defined as MDL-EGCs and analyzed. Blood flow rate was 
measured using the automatic analysis software. The diagnostic performance 
for cancer was assessed using a previously established cutoff value (1.189 
mm/s) derived from other test data sets. In addition, lesions were histopatho-
logically classified, and blood flow rates were compared among the groups.
Results  The 38 MDL-EGCs consisted of H. pylori status (current/past/never 
infection = 1/23/14), location (U/M/L = 15/10/13), macroscopic type (elevated/
flat/depressed = 15/10/13), and invasion depth (M/SM = 24/14). Histologically, 
the lesions were classified into four groups: low-grade differentiated adenocar-
cinoma (n = 12), signet-ring cell carcinoma (sig, n = 5), gastric adenocarcinoma 
of fundic gland mucosa type (GA-FGM, n = 5), and gastric adenocarcinoma of 
fundic gland type (GA-FG, n = 16). The mean blood flow rate of all lesions was 
1.169 mm/s, and 60.5 % of lesions were diagnosed as cancer ( < 1.189 mm/s) 
by blood flow analysis (differentiated/sig/GA-FGM/GA-FG = (11/12, 91.7 %)/
(3/5, 60 %)/(3/5, 60 %)/(6/16, 37.5 %)). Mean blood flow rates by group were 
1.06, 1.13, 1.17, and 1.26 mm/s, respectively. GA-FG, in which the surface 
epithelium is covered by non-neoplastic mucosa, showed the highest blood 
flow rate, whereas low-grade differentiated adenocarcinoma, in which the tu-
mor is exposed to the surface, showed the lowest blood flow rate. In signet-ring 
cell carcinoma, 60 % (3/5) were correctly diagnosed as cancer by blood flow 
rate analysis, possibly due to tumor proliferation immediately beneath the 
non-neoplastic surface epithelium affecting surface blood flow [1, 2].
Conclusions  This study is the first report to evaluate the usefulness of the 
analysis system for MDL-EGCs. In MDL-EGCs, blood flow rate analysis was sug-
gested to be useful not only for low-grade differentiated adenocarcinoma and 
GA-FGM with surface tumor exposure but also for signet-ring cell carcinoma 

covered by non-neoplastic mucosa. Therefore, this analysis system has the 
potential to be useful in clinical practice. We hope for further investigation of 
various types of lesions and the development of a next-generation microvas-
cular blood flow analysis system, which can be applied to clinical endoscopic 
practice.
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Aims  The aim of the study was to determine differences in the detection of 
precancerous conditions (PC) and neoplastic lesions between asymptomatic 
and symptomatic patients who referred to esophagogastroduodenoscopy 
(EGD).
Methods  It was a single center, retrospective study conducted from January 
to September 2024. During this period patients who underwent diagnostic and 
screening EGD were analyzed.
Results  Among 2357 patients who underwent EGD and the data collection 
418 were excluded from study, and 1939 were included (mean age 51.7 ± 14.3; 
1150 (59.2 %) female), among which 1683 were symptomatic and 256 asymp-
tomatic.
The incidence of dysplasia was 0.4 % (n = 1/256) in asymptomatic vs 2.14 % 
symptomatic (p = 0.07) and cancers 0 % (n = 0/256) in asymptomatic vs 0.3 % 
(n = 5/1683, p = 0.99) symptomatic patients, which revealed no significant dif-
ferences in both groups. The incidence of BE (Barrett’s esophagus) was similar 
in both groups; 0.4 % (n = 1/256) asymptomatic vs 1.18 % symptomatic 
(n = 20/1683) (p = 0.53). Subsequently, we observed similar occurrence of AG/
GIM (atrophic gastritis, gastric intestinal metaplasia) in both groups, asympto-
matic 11.7 % (n = 30/256) vs 10.5 % (n = 177/1683) symptomatic (p = 0.79). 
Severity of AG/GIM assessed with OLGA/OLGIM staging revealed no difference 
between both groups in occurrence of advanced stages of atrophic gastritis 
(OLGA/OLGIM III-IV): asymptomatic 1.1 % (n = 3/256) vs 1.1 % (n = 20/1683) 
symptomatic (p = 0.82).
In the multivariable regression analysis risk factors such as male sex (OR = 0.557, 
95 % CI = 0.285 – 1.089), presence of alarm symptoms (OR = 0.355, 95 % 
CI = 0.048 – 2.646). presence of any symptoms (OR = 6.284, 95 % CI = 0.849 – 
46.519) and sedation (OR = 0.793, 95 % CI = 0.374 – 1.685), were not related 
to the detection of upper gastrointestinal neoplasia with the only risk factor 
being age (OR = 1.047, 95 % CI = 1.022-1.072). None of assessed factors were 
associated with higher risk of PC ( – age (OR = 1.001, 95 % CI = 0.992-1.010), 
male sex (OR = 1.072, 95 % CI = 0.824-1.394), alarm symptoms (OR = 0.824, 
95 % CI = 0.497-1.367) presence of any symptoms (OR = 1.191, 95 % CI = 0.827-
1.715), sedation (OR = 0.822, 95 % CI = 0.584-1.157), adequate cleanliness 
(OR = 1.136, 95 % CI = 0.653-1.977).
Conclusions  Presence of symptoms was not related to PC nor neoplasia de-
tection. These findings underscore the need for identification additional risk 
factors and developing effective screening programs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Although magnifying endoscopy with narrow-band imaging (ME-NBI) 
has been widely used for qualitative diagnosis, such as differentiating cancerous 
lesions from non-cancerous lesions and predicting histology, its usefulness for 
assessing invasion depth remains unclear. Previous studies have mainly focused 
on the demarcation line and microvascular or microsurface patterns for qual-
itative diagnosis, whereas evidence regarding ME-NBI findings associated with 
submucosal invasion is still limited. The purpose of this study is to investigate 
which ME-NBI findings could be useful for diagnosing the invasion depth of 
gastric cancer.
Methods  A total of 255 gastric cancer lesions resected by endoscopic submu-
cosal dissection (ESD) were retrospectively analyzed, including 174 mucosal 
(M) and 81 submucosal (SM) cancers. ME-NBI findings were reviewed to assess 
the following features:
1.	 Presence of RAC (Regular Arrangement of Collecting Venules)-like vessels
2.	 Cyan-colored and thick vessels
3.	 Disruption of the microvascular pattern (MVP)
4.	 Loss of the microsurface pattern (MSP)
The diagnostic performance of each finding for predicting SM invasion was 
evaluated by calculating sensitivity, specificity, positive predictive value (PPV), 
negative predictive value (NPV), positive likelihood ratio (PLR), and negative 
likelihood ratio (NLR).
Results  Diagnostic performance (sensitivity / specificity / PPV / NPV / PLR / 
NLR) was as follows:
1.	 Presence of RAC-like vessels: 90.0 % / 74.4 % / 62.0 % / 93.5 % / 3.6 / 0.13
2.	 Cyan-colored and thick vessels: 44.4 % / 95.3 % / 76.6 % / 78.4 % / 9.4 / 0.58
3.	 Disruption of MVP: 35.8 % / 96.0 % / 80.6 % / 76.3 % / 8.8 / 0.67
4.	 Loss of MSP: 39.5 % / 83.9 % / 53.3 % / 74.9 % / 3.3 / 0.71
The presence of cyan-colored vessels and disruption of MVP were strongly as-
sociated with SM invasion. The NLR of RAC-like vessels was low, suggesting that 
the absence of RAC-like vessels indicates a low probability of submucosal invasion.
Conclusions  Among ME-NBI findings, the presence of cyan-colored vessels 
and disrupted MVP are useful indicators suggesting submucosal invasion in 
gastric cancer. These findings may contribute to more accurate endoscopic 
assessment of invasion depth prior to ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP131  Endoscopic management of non-postoper-
ative pancreatic duct disruption: effectiveness across 
disruption types and collection morphologies
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Aims  Pancreatic duct disruption leading to pancreatic fistula (PF) or peripan-
creatic fluid collections (PFCs) presents a major clinical challenge. Optimal 
management strategies for incomplete (IPF) and complete pancreatic duct 
disruption (DPDS) remain controversial, and evidence regarding endoscopic 
treatment of non-encapsulated pancreatic leaks is limited. This study aimed to 

evaluate real-world outcomes of endoscopic management—including endo-
scopic transpapillary drainage (ETD) and EUS-guided transluminal drainage 
(EUS-TD)—across the spectrum of non-postoperative pancreatic duct disrup-
tion, and to compare treatment patterns and clinical outcomes between IPF 
and DPDS, as well as between encapsulated PFC and non-encapsulated PF.
Methods  This retrospective single-center study included consecutive 
non-postoperative patients with clinically significant PF or PFC secondary to 
pancreatic duct disruption. Only patients who underwent endoscopic treat-
ment (ETD and/or EUS-TD) were included; cases treated solely with surgery, 
percutaneous catheter drainage (PCD) alone, or observation were excluded. 
Pancreatic duct disruption was categorized as IPF or DPDS using ERCP, imaging, 
and clinical course, and collections were classified as encapsulated or non-en-
capsulated. The primary outcome was clinical success, defined as resolution of 
PF/PFC-related symptoms and termination of active external drainage. Second-
ary outcomes included recurrence, need for PCD or surgery, and subgroup 
comparisons of treatment patterns.
Results  A total of 45 patients were analyzed (IPF 37, DPDS 8; encapsulated 
collections 30, non-encapsulated leaks 15). Initial interventions were ETD in 
31 patients (69 %) and EUS-TD in 13 (29 %). The modality responsible for initial 
improvement was ETD in 23 patients (51 %) and EUS-TD in 20 (44 %). Clinical 
success was achieved in all patients (100 %). Compared with IPF, DPDS showed 
higher rates of recurrence (25 % vs 16 %), need for PCD (25 % vs 14 %), and 
surgery (13 % vs 5 %). Nevertheless, endoscopic treatment successfully con-
trolled PF/PFC in 7 of 8 DPDS cases, and ETD or EUS-TD served as the final 
treatment in six of these. In the comparison between encapsulated PFC and 
non-encapsulated pancreatic fistula, treatment patterns were similar (EUS-TD: 
33 % vs 40 %; ETD: 60 % vs 60 %). Recurrence (20 % vs 13 %), PCD requirement 
(13 % vs 20 %), and surgery (7 % vs 7 %) also showed no substantial differences, 
supporting the effectiveness of endoscopic treatment for non-encapsulated 
leaks. Overall, only 3 patients (7 %) required surgery and 7 patients (16 %) re-
quired PCD during the treatment course.
Conclusions  In this real-world cohort of non-postoperative pancreatic duct 
disruption, an endoscopic-first strategy achieved universal clinical success with 
low recurrence and limited surgical need. ETD and EUS-TD were effective across 
IPF, DPDS, encapsulated PFC, and non-encapsulated leaks. These findings sup-
port the broad applicability of endoscopic management across the full spec-
trum of pancreatic duct disruption.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We previously reported that lymphoplasmacytic infiltration around the 
pancreatic duct, a characteristic histological finding of autoimmune pancrea-
titis (AIP), can be visualized on endoscopic ultrasonography (EUS) as pancreat-
ic duct wall thickening [1]. This study evaluated the utility of EUS-detected 
pancreatic duct wall thickening in distinguishing AIP from pancreatic neo-
plasms.
Methods  We included 47 patients who underwent EUS and were diagnosed 
with AIP according to the International Consensus Diagnostic Criteria (ICDC), 
as well as 339 patients with histologically confirmed pancreatic neoplasms 
treated at our institution from March 2017 to September 2025. Detection rates 
of pancreatic duct wall thickening on EUS were compared between the two 
groups. Pancreatic duct wall thickening was defined as hypoechoic thickening 
of the duct wall with a thin hyperechoic surface layer. All EUS images and video 
recordings were retrospectively reviewed.
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Results  In the AIP group, patient characteristics were as follows: 37 males 
(78.7 %), median age 73 years (range 42–87), diffuse-type disease in 26 cases 
(55.3 %), elevated serum IgG4 levels in 36 cases (76.6 %), and extrapancreatic 
involvement in 13 cases (27.7 %). In the pancreatic neoplasm group, there were 
166 males (49.0 %) with a median age of 76 years (range 24–95). Histological 
diagnoses included pancreatic ductal adenocarcinoma (n = 271), neuroendo-
crine neoplasms (n = 47), and intraductal papillary mucinous neoplasm (IPMN) 
(n = 21). Pancreatic duct wall thickening was detected significantly more often 
in the AIP group (82.6 %, 38/46) than in the tumor group (1.5 %, 5/339) 
(p < 0.01). In patients with focal-type AIP, thickening was observed within or 
around the focal lesions. Among 12 AIP patients who underwent EUS after 
steroid therapy, improvement of duct wall thickening was observed in 10 cas-
es (83.3 %). All five pancreatic neoplasm cases showing duct wall thickening 
underwent surgical resection. Three cases corresponded to focal pancreatic 
atrophy associated with carcinoma in situ. The remaining two corresponded 
to intraductal extension of IPMN, where the thickened duct wall was continuous 
with intraductal papillary projections.
Conclusions  Pancreatic duct wall thickening on EUS is frequently observed in 
AIP and serves as a useful marker for differentiating it from pancreatic neo-
plasms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Post–endoscopic retrograde cholangiopancreatography (ERCP) pancre-
atitis (PEP) remains the most common ERCP-related adverse event, with an 
incidence of 3.5–9.7 %1. Multiple pre-, peri- and post-procedural strategies 
have been recommended to reduce this risk1. A core component of peri-pro-
cedural prophylaxis is the placement of a temporary pancreatic duct stent, if 
the pancreatic duct was accessed inadvertently [1]. Traditionally, short-term 
plastic pancreatic stents are used which require follow-up abdominal radiog-
raphy and endoscopic removal if retained. In recent years, biodegradable pan-
creatic stents have been introduced in clinical practice, offering the advantage 
of a “deploy-and-forget” approach. This study aims to 1) compare clinical out-
comes between plastic and biodegradable pancreatic stents and 2) identify 
extra costs related to plastic stents.
Methods  A retrospective review of the ERCP database of the Translational 
Gastroenterology and Liver Unit, Oxford University Hospitals, was conducted 
over a 5-year and 9-month period (January 2020–September 2025). In Sep-
tember 2023 the biodegradable pancreatic stents were introduced to our unit. 
All ERCP procedures involving placement of pancreatic stents (plastic or bio-
degradable) were included. Demographic data, procedural indication (benign 
vs. malignant), and post-procedural adverse events [PEP, post-ERCP cholangi-
tis (PEC), bleeding, perforation, and 30-day mortality] were recorded. Fisher’s 
exact test was used to compare categorical outcomes between stent types, 
while univariate and multivariate logistic regression models assessed predictors 
of outcomes, supplemented by subgroup analyses stratified by indication (be-
nign vs malignant). Statistical significance was defined as p < 0.05.
Results  During the study period, 2,995 ERCP procedures were performed, of 
which 142 (4.74 %) had pancreatic stent placement. The median age of patients 
with pancreatic stent was 71 years. Pancreatic stent cases included 88 (61.97 %) 

females and 54 (38.03 %) males. Plastic stents were placed in 73 (51.41 %) and 
biodegradable stents in 69 patients (48.59 %).
When outcomes were compared solely by stent type, plastic stents were asso-
ciated with slightly higher rates of 30-day mortality (5.48 % vs. 1.45 %) and 
perforation (5.48 % vs. 1.45 %) compared with biodegradable stents, while the 
incidence of PEP was comparable (plastic: 6.85 % vs. biodegradable: 5.80 %). 
There was a trend that plastic stents showed slightly higher rates of PEP [Odds 
Ratio, OR ≈ 1.13, (95 % Confidence Interval- CI 0.29 to 4.37; p = 0.86)] and 30-
day mortality [OR ≈ 1.94, (95 % CI 0.29 to 12.85; p = 0.49)]. However, these 
differences were not statistically significant (p > 0.05 for all outcomes).
Multivariable analysis incorporating age ( > 50 vs. ≤ 50 years), gender, stent 
type, and indication was performed, and demonstrated that malignant indica-
tion was the only independent predictor of 30-day mortality (OR ≈ 21.8, 
p = 0.0088). Stent type, age, and gender were not significantly associated with 
the outcomes. No significant differences were observed for perforation or PEP 
(all p > 0.05). Due to limited event numbers, PEC and bleeding were excluded 
from multivariable modelling.
Among the 73 patients who received a plastic pancreatic stent, 16 (22 %) re-
quired an additional endoscopic procedure for removal of a retained stent, 
confirmed on follow-up abdominal X-ray.
Conclusions  Pancreatic stent type, irrespective of procedural indication, 
showed similar results of PEP, 30-day mortalityandperforation compared to 
plastic stents. However, a substantial proportion of patients with plastic stents 
(22 % in our cohort) required subsequent endoscopic retrieval, thereby increas-
ing healthcare costs and exposing patients to additional ionising radiation 
(abdominal X-ray to confirm the presence of the retained stent) as well as en-
doscopic procedure-related risks. In addition, in an era with high pressure on 
the NHS and other health services and where ‘Greener Endoscopy’ is increas-
ingly recommended and welcomed, the biodegradable stent findings support 
potential clinical, operational, and environmental advantages.
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Aims  Pancreaticopleural and pancreaticomediastinal fistulas (PPMF), are rare 
complications of acute and chronic pancreatitis caused by a disrupted pancre-
atic duct (PD). It involves an abnormal passage through which enzyme-rich 
pancreatic fluid may leak into the pleural cavity or the mediastinum. Their op-
timal management remains unclear due to limited clinical data, as prior studies 
have included only a small number of patients. The aim of this study was to 
evaluate the outcomes of endoscopic stent therapy in a larger cohort of patients 
with PPMF secondary to acute or chronic pancreatitis.
Methods  A retrospective, single-center case series was performed involving 
59 patients with PPMF secondary to acute or chronic pancreatitis. Their treat-
ment was initiated endoscopically in Helsinki University Hospital between 
2011-2024. Eleven patients were excluded due to inadequate follow-up infor-
mation, resulting in a final cohort of 48 patients. All included patients had a 
PPMF, which was at minimum established through amylase-rich pleural fluid 
(greater than 200 U/L) or a radiologically identified fistula tract to the pleural 
cavity and/or to the mediastinum. The entire cohort had fluid in the pleural 
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cavity, mediastinum or both. All data was retrospectively collected from patient 
records.
Endoscopic retrograde cholangiopancreatography (ERCP) with transpapillary 
access to the PD and subsequent stent placement was the preferred method 
for endoscopic therapy (ET). In ERCP, the aim was to identify the fistula tract 
and place a plastic stent (5Fr-10Fr) beyond the site of ductal disruption. When 
indicated, PD dilatation was performed using a 4-6 mm dilatation balloon. 
Successful outcome was determined when pleural fluid cleared, and the fistula 
was no longer visible through imaging. If ERCP failed, an endoscopic ultrasound 
(EUS)-guided transmural route was considered for suitable fluid collections.
Results  Among the patients, 33 (69 %) had chronic pancreatitis and 15 (31 %) 
had acute pancreatitis. The etiology of acute or chronic pancreatitis was alcohol 
in 45 (94 %) cases. Of the remaining, one had biliary pancreatitis, one had in-
terferon-induced pancreatitis, and one had idiopathic pancreatitis. CT was 
performed for all patients and demonstrated the fistula tract in 46 (96 %) cases,
Among 30 patients with a fistula in the head or body of the pancreas, the stent 
was successfully positioned past the disrupted area in 22 cases. All of them had 
a successful treatment outcome. After the stent bypassed the fistula tract, the 
patients’ symptoms resolved in a median time of 60 (range 3-156; IQR 45) days. 
Of the remaining eight cases, ET failed in one case. When the fistula was in the 
tail of the pancreas, ET succeeded in 14 out of 18 patients (77.8 %) but when it 
was in the head or body of the pancreas ET succeeded in 29 out of 30 patients 
(96.7 %) (p = 0.059).
ET was ultimately successful in 90 % of patients. The median time from success-
ful stent placement to PPMF closure was 2.3 months (range 1-24; IQR 3). Pa-
tients underwent a median of three (range 1-8; IQR 2) ERCPs.The median fol-
low-up time was 54 months (range 1-209; IQR 56). There were no fistula 
recurrences among any of the 48 patients. Mortality was high (27 %) but none 
died due to PPMF. The patients deceased in a median time of 2.3 years (2.0 
months – 10.1 years; IQR 5.4 years) after their diagnosis of PPMF.
Conclusions  ET is an effective treatment method for PPMF. The primary goal 
of ET is to advance the PD stent beyond the fistula tract, as this is associated 
with treatment success. When the disruption is located in the pancreatic tail, 
the stent should be positioned as close as possible to the fistula tract. These 
findings support endoscopic therapy as the first-line treatment for PPMF sec-
ondary to acute and chronic pancreatitis. Future prospective studies with larg-
er cohorts are needed to confirm these results.
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Aims  Although endoscopic and medical therapies effectively address the mor-
phological and physiologic (exocrine and endocrine) sequelae of pancreatic 
disease [1], broader functional domains, such as nutrition, persistent pain, and 
psychosocial well-being are infrequently measured or integrated into routine 
care. This shortfall reflects procedure-centred clinical workflows that favour 
treatable structural targets, a lack of routinely collected, standardized metrics 
for functional domains, and fragmented or under-resourced multidisciplinary 
pathways worldwide. We aimed to characterize health-related quality of life 
(HRQoL) measures in a cohort undergoing endoscopic management for pan-
creatic disease.
Methods  We prospectively included patients from the St. Michael’s Hospital 
(Toronto) Pancreatic Disease Clinic undergoing endoscopic management of CP 
between April and November 2025. Eligible patients had one or more of the 
following: CP, severe recurrent pancreatic pain, obstructive pancreatic duct 

disease (stenosis or intraductal stones with ≥ 5 mm proximal dilation), a genet-
ic/familial or autoimmune predisposition, or a history of necrotizing or recur-
rent acute pancreatitis. HRQoL was measured using the SF-36 (eight domains 
plus a total score). Participants completed baseline (pre-procedure) assess-
ments and were reassessed at a median of 3 months after the endoscopic pro-
cedure. Within-subject changes from baseline to 3 months were evaluated by 
paired analyses, with paired mean differences reported alongside 95 % confi-
dence intervals. SF-36 domain scores were compared with established Cana-
dian population norms [2].
Results  Fifty-two patients were included (28 female, 24 male); aetiologies 
were idiopathic 76.9 %, genetic 7.7 %, alcohol 3.8 %, biliary 1.9 %, hypertriglyc-
eridemia 1.9 % and other 7.7 %. Twenty-nine patients underwent endoscopic 
management (diagnostic EUS 72.4 %, EUS guided drainage 3.5 %, FCSEMS 3.5 %, 
pancreatic stenting 3.45 %, ERCP stone clearance 13.8 %, EUS celiac plexus block 
10.3 %). Overall SF-36 total score was 61.4 ± 19.7 at baseline and 62.5 ± 20.0 at 
3 months (population 79.3 ± 22.3), an absolute mean change of + 1.0 [ − 4.5 to 
6.6] (baseline − 17.9 vs population; 3 months − 16.8 vs population). The three 
most prominent domain findings were: Social Functioning 51.5 ± 8.6 → 
52.8 ± 8.0 (population 86.2 ± 19.8), change + 1.3 [ − 2.9 to 5.4] (baseline − 34.7 
vs population; 3 months − 33.4 vs population); General Health 48.9 ± 18.8 → 
48.3 ± 19.2 (population 77.0 ± 17.7), change − 0.6 [ − 5.3 to 4.2] (baseline − 28.1 
vs population; 3 months − 28.7 vs population); and Physical Functioning 
69.3 ± 34.2 (n = 49) → 75.9 ± 28.8 (population 85.8 ± 20.0), change + 6.6 [ − 2.6 
to 15.7] (baseline − 16.5 vs population; 3 months − 9.9 vs population). Other 
domains showed small shifts: Role limitations due to Physical Health 74.5 ± 52.4 
(n = 50) → 79.6 ± 48.1, change + 5.1 [ − 7.9 to 18.2]; Role limitations due to 
Emotional Health 67.3 ± 43.9 (n = 50) → 66.7 ± 46.2, change − 0.7 [ − 14.0 to 
12.6]; Bodily Pain 65.9 ± 28.6 → 65.7 ± 32.7, change − 0.3 [ − 8.8 to 8.3]; Vital-
ity 49.4 ± 21.7 → 50.9 ± 18.8, change + 1.6 [ − 3.7 to 6.8]; and Mental Health 
64.7 ± 24.3 → 64.1 ± 23.8, change − 0.7 [ − 6.8 to 5.5].
Conclusions  Despite endoscopic management, patients entered care with 
substantially reduced HRQoL and—apart from a small, non-significant improve-
ment in physical functioning at 3 months—most domains (especially social 
functioning and general health) remained far below population norms. These 
results show that treating anatomical and physiological problems alone is in-
sufficient: routine HRQoL measurement and integrated, multidisciplinary care 
(nutrition, pain/rehabilitation, psychology/social work and allied-health sup-
port) are needed to restore patients toward population-level wellbeing.
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Aims  Biodegradable pancreatic duct (PD) stents offer a potential alternative 
to traditional polymer stents by eliminating the need for endoscopic retrieval 
and reducing X-ray exposure as well as procedure-related risks [1]. Their re-
al-world performance in routine Endoscopic retrograde cholangiopancreatog-
raphy (ERCP) practice, however, remains poorly characterised.
The aim of this study is to evaluate the safety and clinical outcomes of biode-
gradable PD stents in patients undergoing ERCP at a tertiary Hepatopancrea-
tobiliary (HPB) referral centre.
Methods  A retrospective review was conducted of all ERCP procedures per-
formed between September 2023 and September 2025 at Oxford University 
Hospitals from introduction of the biodegradable stents. Patients who received 
biodegradable PD stents were identified where demographics, procedural 
characteristics, indications, and post-ERCP outcomes were extracted from 
electronic records and endoscopy reports. Technical and clinical success, as 
well as adverse events, were analysed descriptively.
Results  Seventy-one patients received biodegradable PD stents (median age 
71 years; 56 % female). Most ERCPs (n = 57; 80.3 %) were undertaken for benign 
indications, predominantly choledocholithiasis. All PD stents deployed were 
fast-degrading models with minimal strength retention of 12 days. The prima-
ry indication for stenting was post-ERCP pancreatitis (PEP) prophylaxis (n = 69; 
97.2 %). The consultant gastroenterologist performed the majority of biode-
gradable stent placements (n = 46; 64.8 %) while trainees inserted the remain-
ing (n = 35; 35.2 %).Technical success was achieved in 100 % of cases, with a 
clinical success rate of 96.7 %. Adverse events included PEP in four patients 
(5.6 %), cholangitis in two (2.8 %), and single cases of 1 perforation (1.4 %) and 
1 procedure-related death (1.4 %).
Conclusions  Biodegradable PD stenting is a feasible and safe adjunct to exist-
ing PD stents. It demonstrated excellent technical success and favourable clin-
ical outcomes. Its use reduces radiation exposure and the need for stent re-
trieval which would otherwise imply further endoscopy with significant cost 
and environmental impact (scope cleaning, device to retrieve the stent and 
driving into the hospital by patients). Additionally, it showed acceptable PEP 
rates compared to other findings in literature.
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Aims  Pancreatic duct (PD) leaks and pancreatic fluid collections (pseudocyst/
walled-off pancreatic necrosis [WOPN]) are rare in children and adolescents, 
and the optimal minimally invasive approach is not well established. Transpap-
illary PD stenting (with or without sphincterotomy) is the principal endoscop-
ic treatment for partial duct disruptions and low-grade leaks. Pediatric series 
report high technical success with stent placement and good clinical resolution 
in a majority of cases; reported closure/success rates vary but are commonly 
in the ~70–90 % range in mixed-age cohorts, with procedure-specific compli-
cation rates (including post-ERCP pancreatitis) that require caution. Smaller-ca-
liber stents (5–7 Fr) and pediatric-appropriate accessories are used when avail-
able.EUS-guided drainage is safe and effective for symptomatic pseudocysts 
and select walled-off necrosis (WON), though data are smaller and largely 
single-center. Nasocystic irrigation, multiple plastic stents, or LAMS with step-
up necrosectomy are used based on collection content. We aimed to describe 

outcomes of ERCP-based transpapillary therapy and EUS-guided drainage for 
PD leaks and associated collections in a combined pediatric–adolescent cohort 
[1, 2].
Methods  We conducted a single-centre retrospective case series of 20 patients 
(age 4–19 years) treated between January 2021 and October 2025. Data in-
cluded pancreatitis aetiology (acute vs chronic), clinical presentation, PD leak 
location on imaging (CECT/MRCP/EUS/ERCP), endoscopic procedures per-
formed, need for adjunct percutaneous or pleural drainage, and outcomes. 
Primary endpoints were technical success and durable clinical/radiologic res-
olution without recurrence.
Results  Nine of 20 patients had acute pancreatitis (three trauma-related), and 
11 had chronic pancreatitis with an acute exacerbation. Presentations included 
symptomatic pseudocyst/WOPN (n = 10), pancreatic ascites (n = 7), left para-
colic gutter collection (n = 2), and pleural involvement (effusion or pancreati-
co-pleural fistula; n = 2). PD leaks were located in the body (n = 11), neck (n = 7), 
and tail (n = 2). All patients underwent endoscopic therapy, including ERCP 
(transpapillary PD stenting in 9, pancreatic sphincterotomy alone in 1) and 
EUS-guided cystogastrostomy with plastic stent(s) in 7, as well as EUS-guided 
single-time aspiration (EUS-STA) in 3. In the ERCP group, collections were man-
aged with percutaneous catheter drainage (n = 4), therapeutic paracentesis 
(n = 5), and thoracentesis (n = 1) before transpapillary intervention; only 1 
EUS-cystogastrostomy patient required an additional PCD drain. Technical 
success was 100 % for EUS-guided interventions (cystogastrostomy/EUS-STA, 
10/10) and 90 % for transpapillary PD stenting (9/10). Patients required 1–4 
ERCP sessions; stent dwell time ranged from 2 to 12 months. Over 2–24 months 
of follow-up, no recurrences were documented.
Conclusions  Endoscopic therapy (ERCP-based transpapillary PD stenting and 
EUS-guided cystogastrostomy) provided safe, organ-preserving, and durable 
control of PD leaks and peri-pancreatic fluid collections in children and adoles-
cents, with high technical success and absence of recurrence in this series. A 
tailored strategy—EUS-guided cystogastrostomy for symptomatic pseudocyst/
WOPN and ERCP-based stenting for demonstrable PD leaks—appears effective, 
while adjunct percutaneous or pleural drainage is only selectively required. 
Larger prospective multicentre studies are needed to refine procedural algo-
rithms, stent selection and dwell time, and to assess long-term pancreatic 
function, growth, quality of life, and recurrence risk in this population.
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Aims  Pancreaticojejunostomy anastomotic stricture (PJAS) is a clinically sig-
nificant adverse event following pancreaticoduodenectomy. Balloon endosco-
py–assisted ERCP (BA-ERCP) is generally considered the first-line approach for 
PJAS; however, its success is not universal. This study aimed to evaluate the 
feasibility of endoscopic ultrasonography–guided pancreaticogastrostomy 
(EUS-PGS) as a drainage method for PJAS.
Methods  We retrospectively reviewed 15 patients who underwent endoscop-
ic interventions for PJAS at our institution between February 2015 and July 
2025. Technical success was defined as successful drainage via stent placement 
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across the fistula tract or anastomosis, and clinical success as the resolution of 
pancreas-related symptoms. Adverse events were also assessed.
Results  Fifteen patients were included. The median age was 69 years (range, 
18–82 years). Prior surgical procedures consisted of nine pylorus-preserving 
pancreaticoduodenectomies with Child reconstruction, four subtotal stom-
ach-preserving pancreatoduodenectomies with Child reconstruction, one 
duodenum-preserving pancreatic head resection, and one middle pancreatec-
tomy with Letton and Wilson reconstruction. Surgical indications included four 
IPMA cases, three IPMC cases, two chronic pancreatitis cases, two pancreatic 
ductal adenocarcinoma cases, two bile duct cancer cases, one GIST case, and 
one traumatic pancreatic injury case. BA-ERCP was attempted in 14 cases, with 
technical success achieved in 8 (57.1 %). EUS-PGS was performed in 6 cases, 
with technical success in 5 (83.3 %). The initial EUS-PGS failure achieved tech-
nical success during the second session. All procedures with technical success 
also achieved clinical success. In total, 8 patients were successfully treated with 
BA-ERCP (BA-ERCP group) and 6 with EUS-PGS (EUS-PGS group), while 1 patient 
received conservative management after unsuccessful BA-ERCP. The median 
procedure time was 84 minutes for BA-ERCP and 59 minutes for EUS-PGS 
(P = 0.181). The main pancreatic duct diameter on CT was significantly larger 
in the EUS-PGS group than in the BA-ERCP group (5.0 mm vs 3.8 mm, P = 0.02). 
In the EUS-PGS group, transanastomotic stenting across the PJAS was achieved 
in 3 cases during the first session and in 2 cases during the second session; 1 
case failed both attempts. Adverse events occurred in 2 patients (25 %) in the 
BA-ERCP group, both mild pancreatitis, and in 2 patients (33.3 %) in the EUS-PGS 
group (1 mild pancreatic fistula that resolved conservatively and 1 severe pan-
creatic fistula requiring endoscopic intervention).
Conclusions  A dilated main pancreatic duct was associated with a lower suc-
cess rate for BA-ERCP. EUS-PGS appears to be a feasible and effective salvage 
drainage modality for patients with PJAS.
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Aims  Pancreatic extracorporeal shockwave lithotripsy (ESWL) is the first-line 
therapy for pancreatic stone larger than 5mm. Whether a preexisting pancre-
atic stent during ESWL have an impact on efficacy and complications of ESWL 
has not been investigated. We aimed to determine whether the stent should 
be removed before ESWL [1–7].
Methods  All consecutive patients who underwent ESWL from March 2011 to 
March 2020 with a history of pancreatic stent placement within two years be-
fore ESWL were included. According to whether the pancreatic stent was in 
place during ESWL, patients were further divided into the stent group and the 
non-stent group. The primary outcome was the rate of spontaneous stone 
clearance after ESWL. The secondary outcome included number of ESWL shock 
waves and post-ESWL complications.
Results  A total of 704 patients were initially included. After exclusions, 117 
patients in the non-stent group and 200 patients in the stent group were final-
ly studied. A significantly higher rate of spontaneous stone clearance was 
achieved in the non-stent group compared with the stent group (64.1 % vs. 
28.5 %; P < 0.001). No significant difference was found in number of shock waves 
to achieve successful stone fragmentation between the stent group and the 
non-stent group (7475.0 ± 3508.7 vs. 7777.8 ± 3908.7; P = 0.478). The overall 
post-ESWL complication rate did not significantly differ between two groups 
(5.5 % vs. 7.7 %; P = 0.439).

Conclusions  Pancreatic stent prevents the spontaneous clearance of stone 
and does not reduce complications of ESWL. Active stent removal is recom-
mended before ESWL.
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PYP140  EUS Guided Pancreato- gastrostomy in 
more than 100 patients: Comprehensive follow-up 
outcomes in Chronic pancreatitis, DPDS and Post 
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Aims  Pancreatic duct obstruction causing symptomatic pain and recurrent 
pancreatitis, and the disconnected pancreatic duct syndrome with associated 
pancreatic leakage, represent significant clinical challenges. While endoscopic 
retrograde pancreatography (ERP) is the standard first-line treatment, it fails 
in 5-20 % of cases due to difficulty in cannulation or surgically altered anatomy. 
In these patients, endoscopic ultrasound-guided pancreatic duct drainage 
(EUS-PDD) has emerged as a feasible minimally invasive alternative to surgical 
or percutaneous drainage. However, comprehensive long-term outcome data 
and factors predicting success remain limited.
Aim: To evaluate the technical and clinical outcomes, adverse events, long-term 
pain relief, and predictors of technical failure for EUS-PDD.
Methods  Retrospective analysis of consecutive patients who underwent EUS-
PDD at Institute of Gastroenterology, Hyderabad, India, from December 2019 
to July 2025. Primary outcome was technical success, defined as successful 
pancreatography, insertion of pancreatic duct wire and successful stent place-
ment. Secondary outcomes including (1) Clinical success, defined as residual 
pain ≤ 2 on the visual analog scale (VAS, 0-10) and no recurrence of obstructive 
pancreatitis after successful stent placement during the follow-up period; (2) 
Adverse events, classified according to the American Society for Gastrointes-
tinal Endoscopy (ASGE) lexicon; (3) Re-intervention rate, defined as the need 
for repeat EUS-PDD procedure in patients who achieved initial clinical success; 
and (4) Predictors of technical failure.
Results  105 patients were included: chronic pancreatitis (n = 56, 53.3 %), dis-
connected pancreatic duct syndrome (n = 34, 32.4 %), combined CP-DPDS 
(n = 7, 6.7 %), and surgically altered anatomy (n = 8, 7.6 %). Overall technical 
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success was 87.6 % (92/105) and clinical success was 89.1 % (82/92). Subgroup 
analysis demonstrated: chronic pancreatitis 85.7 % technical success, DPDS 
85.3 % , CP-DPDS 100 %, and surgically altered anatomy 100 %. Adverse events 
occurred in 13 patients (12.4 %), predominantly mild (92.3 %) and managed 
conservatively (90.9 %): bleeding 4.8 % (5/105), abdominal pain 2.9 % (3/105), 
mild pancreatic leak 4.8 % (5/105). No patients required surgery for adverse 
event management or procedure-related deaths. Long-term pain relief was 
achieved in 90.8 % of patients (59.2 % complete relief, 31.6 % partial relief), with 
mean VAS reduction of 6.27 points (83.7 % improvement). Stent-free status 
was achieved in 36.5 % of patients. Mean follow-up was 853 days (2.33 years; 
range 90-1956 days)
Conclusions  EUS-PDD demonstrated high technical and clinical success rates 
with low adverse event rates and durable long-term pain relief across diverse 
indications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP141  When the Path Isn’t Straight: Using a 
Single-Use Cholangioscope to Guide Duodenoscope 
Insertion in a Difficult Esophageal Anatomy; Case 
Report of a Novel Approach
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Problem to solve  Insertion of a duodenoscope can be challenging or even 
impossible in patients with altered anatomy, increasing the risk of complica-
tions. The side-viewing optics of the duodenoscope further complicate ad-
vancement through a distorted esophagus. However, this problem cannot al-
ways be resolved by advancing the duodenoscope over or alongside a 
guidewire, nor by attempting ERCP with a forward-viewing gastroscope. We 
present a case in which, after multiple unsuccessful attempts to introduce the 
duodenoscope in a patient with cholangitis, we used a single-use cholangio-
scope as a visual guide to facilitate safe passage of the duodenoscope into the 
esophagus, effectively converting the side-viewing optics into a forward-view-
ing approach. This technique enabled successful completion of ERCP and avoid-
ance of procedure-related complications.
Innovation  In cases of difficult duodenoscope insertion into the esophagus 
due to altered anatomy, the side-viewing optics of the duodenoscope can be 
temporarily converted into a forward-viewing orientation using a cholangio-
scope. After performing diagnostic esophagoscopy with a standard gastroscope 
and confirming that no fixed stenosis was present to prevent passage of the 
scope, either a dual-operator “mother–baby” technique or a single-operator 
fiberoptic cholangioscope may be used to facilitate safe insertion. In our case, 
we used the dual-operator “mother–baby” technique with a single-use chol-
angioscope.Under gastroscopic visualization, a standard 0.035-inch guidewire 
was first advanced into the stomach. The gastroscope was then withdrawn, 
leaving the guidewire in place. Next, a single-use dual-operator cholangioscope 
was introduced through the duodenoscope’s working channel. The distal ends 
of both scopes were aligned and jointly advanced over the guidewire into the 
esophagus, providing direct forward-viewing visualization. Once the duoden-
oscope was positioned correctly within the esophagus, both the cholangio-
scope and the guidewire were removed, and ERCP was subsequently complet-
ed without complications.

Results  A 95-year-old patient with a history of Bechterew’s disease presented 
in septic shock due to Grade III acute cholangitis and was referred for urgent 
ERCP. The procedure was performed under conscious sedation in a prone po-
sition.
Initial attempts to introduce a standard side-viewing duodenoscope through 
the upper esophageal sphincter were unsuccessful. Switching to a gastroscope 
also proved difficult, though insertion was achieved after repositioning the 
patient to the left lateral position. Endoscopic inspection revealed a normal-ap-
pearing upper esophageal sphincter, but withdrawal of the gastroscope showed 
a distorted pharyngeal–esophageal axis, likely related to long-standing Bech-
terew’s disease.
A 0.035-inch guidewire was advanced into the stomach and the gastroscope 
was withdrawn, leaving the guidewire in place. Attempts to advance the duo-
denoscope over the guidewire failed. To overcome this, a single-use dual-op-
erator cholangioscope was introduced through the duodenoscope’s working 
channel. The distal ends of both scopes were aligned and safely advanced over 
the guidewire into the esophagus, providing forward-viewing visualization. 
Once the duodenoscope was positioned in the esophagus, both the cholangi-
oscope and guidewire were removed, and ERCP was successfully completed.
Conclusions  In cases of altered anatomy of the pharynx or upper esophageal 
sphincter, standard duodenoscope insertion may be challenging. The main 
limitation lies in the side-viewing optics, which prevents direct visualization of 
the upper esophageal sphincter and increases the risk of injury during insertion. 
By temporarily converting the side-viewing duodenoscope into a forward-view-
ing system using a cholangioscope, safe and controlled entry into the esopha-
gus can be achieved. This simple modification expands both the feasibility of 
ERCP and the potential novel use of cholangioscope in anatomically challenging 
conditions. Future experience and broader application of this technique could 
improve procedural safety and accessibility in similar anatomically demanding 
cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  A novel 8-Fr and 11-Fr digital cholangioscope (Scivita Medical) has re-
cently become available in Europe, yet data on technical outcomes and safety 
are limited. With cholangioscopes from different brands entering the market, 
robust data are essential to guide device selection and clinical practice [1]. In 
this study we report on real-world technical success and complication rates of 
Scivita cholangioscopy (dSOC) and pancreatoscopy (dSOP).

S262



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Methods  This international, multicenter, retrospective cohort study included 
patients who underwent dSOC or dSOP between March and October 2025 at 
10 European centers. The primary outcome was technical success per proce-
dure, defined as achievement of the pre-specified procedural intent (for example, 
stone clearance, visual assessment with targeted biopsy, selective cannulation, or 
stent removal). Secondary outcomes included intra- and post-procedural compli-
cations, classified according to the AGREE classification [2].
Results  A total of 77 patients were included (42 female, 54.5 %), with a medi-
an age of 70 years (IQR: 60–76).
In 68 patients, 78 dSOC procedures were performed. Overall technical success 
was 71/78 (91.0 %). By indication, technical success rates were: stone clearance 
(33/38, 87 %), indeterminate biliary strictures (IBDS) (24/25, 96 %), selective 
cannulation (2/2, 100 %), evaluation of intraductal margins after radiofrequen-
cy ablation for adenoma (1/1, 100 %), assessment of intraductal papillary ne-
oplasm of the bile duct (0/1, 0 %), and migrated stent removal (1/1, 100 %). 
Among IBDS cases, visual assessment suggested malignancy in 9 and benign 
disease in 15; biopsy was performed in 19, yielding 6 malignancies. No intrap-
rocedural dSOC complications occurred. Post-procedural complications were 
reported in five procedures: cholangitis (n = 2, AGREE II), mild post-ERCP pan-
creatitis (n = 1, AGREE I), and abdominal pain without a clear substrate (n = 2, 
AGREE I).
In nine patients, 11 dSOP procedures were performed. Overall technical success 
was 7/11 (63.6 %). By indication, technical success rates included stone clear-
ance (4/6, 66.7 %), intraductal papillary mucinous neoplasm (1/2, 50 %), and 
pancreatic duct disruption bridging (0/1, 0 %). Two patients with incomplete 
stone clearance underwent a second dSOP, obtaining complete ductal clear-
ance in both cases. One patient developed mild post-ERCP pancreatitis follow-
ing failed cannulation for IPMN (AGREE II).
Conclusions  Scivita dSOC demonstrated high technical success rates and an 
excellent safety profile in a real-world, multicenter setting. In contrast, out-
comes with dSOP were more variable and showed lower technical success rates. 
With the expanding availability of multiple cholangioscope platforms, system-
atic data evaluation is increasingly important to inform clinical use, optimize 
device choice, and refine patient selection. Larger prospective studies and 
European registries assessing the performance and clinical impact of dSOC and 
pSOCP are warranted to validate these findings and support evidence-based 
implementation.
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Aims  Contrast-enhanced endoscopic ultrasound (CE-EUS) is increasingly used 
for characterizing pancreatic and gastrointestinal lesions, yet its qualitative 
interpretation remains highly operator-dependent. Standardized frameworks 
for reading CE-EUS are lacking, and the reproducibility of key enhancement 
features across centers and operator profiles is largely unknown. This study 
evaluated interobserver agreement (IOA) for qualitative CE-EUS parameters 
among European endosonographers with different levels of experience and 
explored operator- and video-level factors associated with agreement.
Methods  This multicenter retrospective study included 24 endosonographers 
from 16 European centers who independently evaluated 60 anonymized CE-EUS 
video clips representing solid, cystic, and mixed lesions. Participants assessed 
lesion type, arterial enhancement, wash-in and wash-out timing, contrast ho-
mogeneity, and overall video quality. Fleiss’ kappa (κ) quantified IOA. Univari-
ate and multivariate logistic regression analyses examined associations be-
tween IOA and operator expertise, annual EUS volume, confidence with CE-EUS, 
familiarity with Pentax equipment, lesion type, and video quality. Qualitative 
interpretations were also compared with quantitative time–intensity curve 
(TIC) analysis as the reference standard.
Results  IOA varied markedly across CE-EUS parameters. The highest agree-
ment was observed for lesion type (κ = 0.47; 95 % CI 0.44–0.50), while arterial 
enhancement (κ = 0.38; 95 % CI 0.35–0.41), wash-in time (κ = 0.27; 95 % CI 
0.24–0.30), wash-out time (κ = 0.21; 95 % CI 0.18–0.24), and contrast homo-
geneity (κ = 0.24; 95 % CI 0.21–0.27) all achieved only fair agreement. Video 
quality reached the lowest reproducibility (κ = 0.14; 95 % CI 0.11–0.17). At 
univariate analysis, higher agreement for wash-in and wash-out timing was 
associated with operator expertise (β = 0.149, p < 0.001; β = 0.111, p = 0.0026) 
and high-volume centers (β = 0.136, p < 0.001). At multivariate analysis, exper-
tise remained an independent predictor of agreement for wash-in (p = 0.040) 
and video quality (p = 0.011). Confidence with CE-EUS modestly improved 
agreement for wash-out time (p < 0.001). No operator- or video-level covariates 
significantly influenced agreement for arterial enhancement, contrast homo-
geneity, or lesion type. Compared with TIC-derived quantitative measures, 
accuracy of qualitative CE-EUS interpretation ranged widely: video quality 
79.6 %, wash-in 62.2 %, contrast homogeneity 54.8 %, wash-out 54.6 %, arteri-
al enhancement 42.9 %, and lesion type 35.6 %. Accuracy did not differ signifi-
cantly between experts and non-experts (all p > 0.05).
Conclusions  Across a broad European cohort, qualitative CE-EUS interpreta-
tion demonstrated only fair or slight agreement for dynamic enhancement 
parameters, regardless of operator experience. These findings indicate that the 
visual, qualitative nature of CE-EUS inherently limits reproducibility and that 
expertise alone does not sufficiently mitigate variability. The lack of strong 
predictors of agreement underscores the need for structured interpretive 
frameworks and objective quantification tools, such as real-time TIC analysis 
or AI-assisted vascular profiling, to support more consistent CE-EUS evaluation 
and facilitate its integration into standardized diagnostic algorithms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 25-year-old woman, gravida 4 para 2 at 18 weeks’ gestation, presented with 
hematemesis and severe anemia (hemoglobin 4 g/dL). Ultrasound revealed a 
live fetus and portal cavernoma, and endoscopy showed large gastric varices 
with grade II–III esophageal varices. EUS-guided embolization was planned 
after gynecologic clearance. Using a linear echoendoscope, a 34 × 20 mm clus-
ter of fundal varices with a feeder vessel was identified. The feeder was punc-
tured with a 19-G needle, a coil (0.035-14-18 Nester) was deployed, and 1 mL 
of N-butyl cyanoacrylate was injected, followed by a distilled water flush. EUS 
confirmed complete obliteration, and esophageal varices were ligated. EUS 
allows coil deployment, minimizing glue volume and embolization risk. This 
appears to be the first reported case of EUS-guided embolization in pregnancy.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/51406f54-0db0-464c-a994-1d69b2cdf015/Uploads/19978_
gastric_varices %20in %20preg %201-3.mov
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Abstract Text
Acute appendicitis management in the elderly is challenging due to increased 
surgical risks. Endoscopic retroverse appendicitis therapy (ERAT) offers a min-
imally invasive, organ-preserving alternative.An 85-year-old male with acute 
appendicitis underwent successful ERAT assisted by a digital single-operator 
cholangioscope (DSOC). The procedure involved DSOC-guided visualization, 
saline irrigation of the appendiceal cavity, and stent placement. Postoperative 
CT scan showed significant improvement, and his inflammatory markers nor-
malized within four days. No recurrence was observed during six-month fol-
low-up.As the oldest reported case utilizing this technique, it demonstrates 
that DSOC-assisted ERAT is a viable and effective treatment for acute appendi-
citis in elderly patients, promoting faster recovery and preserving appendiceal 
function [1–5].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/947bac1c-5c96-447f-8723-65d7624b6a5e/Uploads/19978_video.mp4
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Techniques for EUS-FNB: A Monocentric, Prospective, 
Randomized Controlled Trial
Authors  Aouroud H1, Aouroud M1, Nacir O1, Lairani FE1, Ait Errami A1, 
Oubaha S1, Samlani Z1, Krati K1

Institute  1  MOHAMMED VI UNIVERISTY HOSPITAL, Marrakech, Morocco
DOI  10.1055/s-0046-1821086
Aims  Endoscopic ultrasound-guided fine-needle biopsy (EUS-FNB) is the gold 
standard for tissue acquisition of solid and solid-cystic lesions of the pancreas 
and gastrointestinal tract. Several aspiration techniques have been proposed 
to optimise histological yield, including the standard suction technique (SST), 
slow-pull technique (SPT), and wet suction technique (WEST).This study aimed 
to compare specimen quality and diagnostic performance of these three ap-
proaches using a 22-gauge FNB needle.
Methods  This monocentric, prospective, randomised controlled trial was con-
ducted at the Mohammed VI University Hospital (Marrakech) from January 
2023 to October 2025.Patients with solid or solid-cystic pancreatic or subepi-
thelial lesions referred for EUS-FNB were consecutively enrolled.Each lesion was 
sampled using the three techniques (SST, SPT, WEST) in random order during 
the same procedure, with two passes per technique.Specimens were evaluated 
by two blinded pathologists for blood contamination, tissue integrity, cellular-
ity, core length, and diagnostic adequacy, each scored 0–2.Primary endpoint: 
overall specimen quality score (sum of individual items).Secondary endpoints: 
diagnostic yield, core tissue length, and adverse events. Statistical analysis used 
SPSS 26.0 with p < 0.05 considered significant.
Results  A total of 126 patients (mean age 59 ± 12 years; 54 % men) were in-
cluded.Lesion sites: pancreas (68 %), lymph nodes (19 %), subepithelial or me-
diastinal (13 %).Overall quality score: WEST = 8.7 ± 2.1, SPT = 8.1 ± 2.0, 
SST = 7.4 ± 2.3 (p = 0.012 WEST vs SST; p = 0.09 WEST vs SPT).

▪▪ Tissue integrity: WEST 1.78 ± 0.43 > SPT 1.61 ± 0.48 > SST 1.42 ± 0.52 
(p = 0.004).

▪▪ Cellularity: WEST 1.66 ± 0.51 vs SPT 1.52 ± 0.54 vs SST 1.39 ± 0.59 
(p = 0.02).

▪▪ Core length: longest with WEST (18.3 ± 6.7 mm) vs SPT 15.9 ± 5.9 mm and 
SST 13.8 ± 6.1 mm (p = 0.01).

▪▪ Blood contamination: lowest with SPT (1.31 ± 0.61) compared with WEST 
(1.46 ± 0.58) and SST (1.58 ± 0.63) (p = 0.03).Diagnostic adequacy: 95.2 % 
(WEST) vs 90.4 % (SPT) vs 86.5 % (SST);Diagnostic accuracy: 78.6 % (WEST) 
vs 70.6 % (SPT) vs 66.7 % (SST) (p = 0.02).No major adverse event was 
observed; two patients (1.6 %) developed mild self-limited bleeding.

Conclusions  In this two-year prospective trial, the wet suction technique 
(WEST) provided the best tissue integrity, cellularity, and core length, achieving 
the highest diagnostic yield without increasing complications.The slow-pull 
technique offered superior blood control, whereas the standard suction meth-
od yielded the poorest histologic quality.WEST should be considered the opti-
mal approach for EUS-FNB of solid and mixed lesions when high-quality core 
biopsy is required.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  A chart audit (pre-intervention, PRE) of endoscopic ultrasound (EUS)-fine 
needle biopsy (FNB) of solid masses identified a diagnostic yield of 75 %. Single 
needle passes accounted for 56 %. To improve diagnostic yield, a quality im-
provement intervention targeting tissue procurement and processing was 
developed and trialed (post-intervention, POST). The intervention was to in-
crease needle passes to 3 or more/mass, limit the personnel preparing cytolo-
gy slides, and replace saline with formalin as medium for cell block preparation. 
The aim was to optimize the process of tissue acquisition and specimen han-
dling to improve the diagnostic accuracy of EUS-FNB of solid masses by at least 
10 %.
Methods  Three endoscopists were provided results of the PRE, and the inter-
vention. A POST chart audit was undertaken for solid mass EUS-FNB from 
01/2024-12/2024, with quarterly reviews. Only a definite diagnosis on pathol-
ogy was used to calculate diagnostic yield.
Results  241 patients underwent 262 EUS-FNBs. Diagnostic yield was 81 % in 
POST vs. 75 % in PRE (p = ns). Single passes decreased to 14 % in POST vs. 20 % 
in PRE (p < 0.0001), with similar diagnostic yield (57 % vs. 56 %, respectively). 
Number of 3 or more passes increased significantly (47 % POST vs. 12 % PRE, 
p < 0.0001). In POST, 86 % of single passes were performed in the first half vs. 
14 % in the second (p < 0.0001). Only 25 % of 3 or more passes were performed 
in the first half vs. 75 % in the second (p < 0.0001). Diagnostic yield improved 
significantly between the first and second halves (72 % vs. 90 %, p < 0.0001). 
Replacing saline with formalin for cell block improved diagnostic yield (57 % vs. 
75 %, p = 0.03). Limiting the personnel making slides from 25 nurses (PRE) to 3 
endoscopists (POST) had no impact on diagnostic yield [1].
Conclusions  Critical practice assessment, regular audit, and continued rein-
forcement led to a significant improvement in EUS-FNB diagnostic yield from 
75 % to 90 % by increasing the number of needle passes to 3 or more/mass. This 
quality improvement model is easily adaptable in other centres, especially 
where rapid on-site evaluation is not routinely available, to enhance diagnostic 
efficiency without requiring additional resources.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS)-guided drainage of liver abscesses (EUS-
LAD) is gaining increasing importance as an alternative to percutaneous drain-

age, particularly for left-sided or anatomically challenging abscesses. The aim 
of this retrospective multicenter analysis was to evaluate EUS-guided drainage 
of liver abscesses with regard to technical feasibility, clinical success and safety.
Methods  Retrospective multicenter analysis of EUS-LAD cases from six centers 
in the DACH region since 2020. Primary endpoints were technical and clinical 
success rates as well as the occurrence of adverse events (AEs). Secondary end-
points included the access route, types of stents used, as well as required stent 
exchanges and duration of drainage.
Results  A total of 17 patients were included. The median age was 64 years 
(range 45–85 years); 11 patients (64.7 %) were male.The technical success rate 
was 94.1 % (16/17 patients). Clinical success with a marked decrease in CRP and 
a significant reduction in abscess size was observed in 16/16 patients (100 %). 
One mild AE (6.25 %) occurred in the form of post-interventional bacterial trans-
location, which was managed conservatively with antibiotic therapy. All drain-
ages were placed via a transgastric access route. In 2/16 cases, a percutaneous 
drainage had already been performed prior to EUS-guided drainage placement. 
In 7/16 cases, a lumen-apposing metal stent (LAMS) was used, in 7/16 plastic 
stents, and in 2/16 a combination of LAMS and plastic stents.The median du-
ration of drainage was 46 days (IQR 34–68; range 20–137). An endoscopic stent 
exchange was performed in 4/16 patients. In 5/16 patients with metastatic 
malignancy, stent removal was not performed due to the palliative situation.
Conclusions  EUS-LAD for left-sided liver abscesses demonstrated a high tech-
nical and clinical success rate and proved to be very safe. Thus, EUS-LAD may 
represent an effective and safe therapeutic option for left-sided liver abscesses 
and a good alternative to percutaneous drainage.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP149V  Pushed to the EDGE-EUS to the Rescue ; 
Endoscopic ultrasound-directed trans gastric ERCP 
(EDGE) in surgically altered anatomy
Authors  Sud S1, Koul S2, Khatana G3, Sud R2

Institutes  1  Medanta – The Medicity [Gurugram], Gurugram, Haryana, 
India; 2  Medanta – The Medicity [Gurugram], Gurugram, India; 3  Medanta 
– The Medicity, Gurugram, Gurugram, India
DOI  10.1055/s-0046-1821089
Problem to solve  To perform ERCP and CBD stone clearance in a patient with 
severe cholangitis in presence of surgically altered anatomy in the form of Roux-
en-Y gastric bypass who was deemed very high risk for any other surgical pro-
cedure and needed urgent biliary decompression with time as an important 
limiting factor
Innovation  The excluded stomach was located endosonographically with a 
linear echoendoscope from the remnant gastric pouch and then accessed with 
a 19G EUS needle. Diluted Contrast agent was injected through the 19G needle 
to insufflate the excluded stomach. A Hot LAMS (Axios; Boston Scientific) was 
then deployed with the distal end in the excluded stomach and the proximal 
flange into the remnant gastric pouch. Over a guidewire, the lumen of the stent 
was then dilated with a CRE balloon. This allowed for the antegrade passage of 
a duodenoscope through the LAMS into the stomach remnant and to the am-
pulla, where ERCP was performed successfully. Once ampullary access was no 
longer required, the LAMS was removed. On follow up visit, the fistula was 
closed using novel X-Tack Endoscopic Helix Tacking System in view of excess 
weight gain
Results  Both technical success & clinical success (defined as successful ERCP 
with completion of the intended intervention) was achieved with successful 
closure of fistulous defect with novel endoscopic closure technique [1–2]
Conclusions  The EDGE procedure is an entirely endoscopic, highly efficacious, 
single time procedure for performing ERCP in RYGB patients who require pan-
creaticobiliary interventions and is associated with high clinical success rates 
and safety profiles. Large residual defects could be successfully closed by nov-
el X-Tack Endoscopic Helix Tacking System
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Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/93150bac-5968-461a-9dea-da8c530b68de/Uploads/19990_es-
ge2026edge.mp4
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Aims  To validate EUS bubble echo against transthoracic bubble echo in the 
diagnosis of hepatopulmonary syndrome (▶Table 1).

▶Table 1	 

Transthorac-
ic Positive

Transthorac-
ic Negative

Total

EUS Positive 9 0 9

EUS Negative 0 16 16

Total 9 16 25

Methods  In this prospective, single-centre study conducted between August 
2024 and August 2025, patients with chronic liver disease and clinical suspicion 
of HPS underwent both transthoracic and EUS-based bubble echocardiography. 
EUS examinations were xqefcperformed using a linear echoendoscope with 
intravenous injection of agitated saline under Doppler guidance. Operators 
were blinded to TTCE results. Sensitivity, specificity, predictive values, and Co-
hen’s κ coefficient were calculated to assess diagnostic concordance [1–3].
Results  Among 31 screened patients, 25 were included in the final analysis 
(median age 57 years; 58 % male). Nine patients (36 %) were diagnosed with 
HPS on TTCE. EUS bubble echo identified the same nine cases, with no false 
positives or negatives, yielding 100 % sensitivity, 100 % specificity, PPV 100 %, 
NPV 100 %, and Cohen’s κ = 1.0 (p < 0.001). All procedures were well-tolerated 
without adverse events.
Conclusions  This is the first prospective validation of EUS bubble echo for di-
agnosing hepatopulmonary syndrome, demonstrating perfect concordance 
with the transthoracic gold standard. EUS bubble echo offers a feasible, accu-
rate, and potentially time-saving alternative that can be incorporated into 
routine endoscopic practice, especially during variceal surveillance or en-
do-hepatology procedures. Thus, it could be included within a comprehensive 
same-session endoscopic evaluation of patients with liver disease. Larger mul-
ticentre studies are warranted to confirm reproducibility, assess inter-operator 
variability, and explore integration into endoscopic diagnostic pathways.
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Aims  To assess the rates of CRC at EMR scar sites of HGD lesions during sur-
veillance colonoscopy (SC).
Methods  A multicentre cohort study analysing prospectively collected data 
from six tertiary referral centres was conducted. Patients with adenomatous 
LNPCPs resected by EMR, eligible for a minimum of 5 years of follow up, and 
demonstrating high-grade dysplasia (HGD) on histopathology were included. 
Exclusions were malignant lesions at index, serrated lesions, incomplete resec-
tions and ileocecal valve lesions due to fundamental differences in resection 
technique. SC was proposed at 6 months (SC1), 18 months (SC2), 3 years (SC3), 
and 5 years(SC4).
Results  Over a 12-year period to December 2020, 3381 LNPCPs underwent 
attempted EMR, of which 494 (14.6 %) with HGD met inclusion criteria. Mean 
age was 68, 272 were male, and median lesion size was 40mm (interquartile 
range [IQR] 30-50mm). A nodular component (Paris0-Is, 0-IIa + Is) was seen in 
322 (67.2 %). Piecemeal EMR was performed in 423 (86.6 %) and margin STSC 
in 208 (42.1 %). Six deep mural injury type IV occurred (five treated with clips, 
one surgery), and one (0.2 %) delayed perforation resulting in surgery. SC oc-
curred in 446/471 (95 %) eligible patients at SC1 (median 6 months; IQR 5–8), 
336/418 (80 %) at SC2 (19 months; IQR 16–24), 203/309 (66 %) at SC3 (41 
months; IQR 32–51), and 107/192 (56 %) at SC4 (70 months; IQR 58–83). One 
patient (0.2 %) developed adenocarcinoma at the EMR scar (caecal lesion) at 
24 months, managed with hemicolectomy (T2N0M0).
Conclusions  : EMR for HGD lesions is safe and effective, with extremely low 
long-term CRC risk when paired with timely surveillance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Computer-aided detection (CADe) and diagnosis (CADx) systems such 
as CAD EYE (EX-1, Fujifilm), launched in 2020, have been widely adopted world-
wide and demonstrated significant value in colorectal neoplasia detection and 
characterization 1,2). In 2024, a new endoscopy system, EP-8000 (Fujifilm), 
became available, providing brighter images with reduced halation and im-
proved contrast 3). In the same year, a new CAD EYE software version with a 
1.6-fold larger training dataset and improved performance was released. This 
study aimed to evaluate the detection and diagnostic performance of CAD EYE 
with the EP-8000 system and compare the results with those obtained using 
the previous system (VP-7000) and the earlier software version.
Methods  This single-center observational study included consecutive colorec-
tal lesions (2–10 mm) detected by expert endoscopists using EP-8000 from 
March to May 2025. After lesion recognition by the endoscopist, CAD EYE was 
activated. White-light imaging (WLI) and linked color imaging (LCI) with and 
without 1.5 × high-speed scanning (high-speed WLI/LCI), including approxi-
mately 3 cm of surrounding mucosa, were evaluated for CADe performance. 
Positive detection was defined as the accurate appearance of an annotation 
box on the lesion. CADx performance was evaluated using CAD EYE-assisted 
BLI-magnifying observation and compared with subsequent histopathology. 
Outcomes were compared with 100 previously evaluated lesions obtained un-
der VP-7000 using the same methodology [1–3].
Results  A total of 27 patients with 100 lesions were analyzed (mean age 
66.7 ± 10.9 years; males 66.7 %). Mean tumor size was 4.2 ± 2.7 mm; proximal 
colon 46.0 %; protruded type 41.0 %. Histology included sessile serrated lesions 
and low-grade adenomas: 57 and 43 lesions, respectively. Detection rates were: 
WLI 94.0 % vs. high-speed WLI 68.0 % (p < 0.001), LCI 94.0 % vs. high-speed LCI 
75.0 % (p < 0.001), WLI 94.0 % vs. LCI 94.0 % (p = 1.000), and high-speed WLI 
68.0 % vs. high-speed LCI 75.0 % (p = 0.273).CADx accuracy was 95.0 %, slight-
ly lower than expert BLI-magnifying diagnosis (100.0 %, p = 0.06). Comparisons 
with VP-7000 showed no differences in lesion characteristics, while CADe was 
significantly improved under EP-8000 in WLI: 94.0 % vs. 85.0 % (p = 0.038). Oth-
er detection modes showed comparable performance. CADx accuracy tended 
to improve: 95.0 % vs. 87.8 % (p = 0.080). Importantly, false-positive alarms per 
case were significantly reduced with EP-8000: 12.4 ± 7.9 vs. 19.5 ± 13.4 
(p = 0.020).
Conclusions  CAD EYE with the new EP-8000 system demonstrated improved 
detection and diagnostic performance compared to the previous system, along 
with fewer false alarms. Further data accumulation is ongoing to strengthen 
these findings.
Conflicts of Interest  Naohisa Yoshida, Osamu Dohi, and Tomohisa Takagi re-
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Aims  The Japan NBI Expert Team (JNET) classification is widely used to support 
optical diagnosis and guide treatment strategies for colorectal lesions [1]. How-
ever, most available evidence derives from Asian cohorts [2, 3], and real-world 
performance across the full JNET spectrum in Western populations remains 
unclear [4]. This study aimed to evaluate the diagnostic accuracy of JNET sub-
types in predicting histologic features and depth of invasion in a large multi-
center European cohort of colorectal lesions treated with ESD.
Methods  We conducted a retrospective multicenter study including consec-
utive patients who underwent colorectal ESD in 19 European referral centers 
between 2010 and 2025. Lesions were eligible if they had a pre-resection chro-
moendoscopic assessment with documented JNET classification and complete 
post-ESD histopathology. Lesions without JNET classification or complete his-
tologic data were excluded. Lesions were categorized as: JNET 1 (non-neoplas-
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tic/serrated), JNET 2A (low-grade intramucosal neoplasia), JNET 2B (high-grade 
intramucosal neoplasia or superficial submucosal invasion), and JNET 3 (deep 
submucosal invasion). Diagnostic performance metrics (sensitivity, specificity, 
PPV, NPV, accuracy) were calculated using histology as the reference standard.
Results  A total of 2193 lesions were analyzed (49 JNET 1, 1281 JNET 2A, 817 
JNET 2B, 46 JNET 3). For JNET type 1, the sensitivity, specificity, PPV, and NPV 
for predicting non-neoplastic lesions were 31 %, 98 %, 24 %, and 99 %, respec-
tively, with an overall accuracy of 97 %. Notably, among JNET 1 lesions, 26.5 % 
showed high-grade dysplasia and 10.2 % superficial submucosal adenocarcino-
ma (sm1).For JNET type 2A predicting low-grade dysplasia, the sensitivity and 
specificity were 77 % and 68 %, with a PPV of 58 %, NPV of 84 %, and accuracy of 
71 %. Importantly, 34.2 % of JNET 2A lesions harbored high-grade dysplasia or 
sm1 carcinoma, and 3.7 % showed deep submucosal invasion (sm2-sm3).For 
JNET type 2B predicting high-grade dysplasia or sm1 carcinoma, sensitivity was 
52 %, specificity 79 %, PPV 61 %, NPV 72 %, and accuracy 69 %. Among these 
lesions, 12.4 % showed deep submucosal adenocarcinoma. Histology was over-
estimated in 26.4 % of cases (final diagnoses included sessile serrated lesions 
with LGD, adenomas with LGD, or traditional serrated lesions).For JNET type 3 
predicting deep submucosal invasion, sensitivity was 18 %, specificity 99 %, PPV 
72 %, NPV 93 %, and accuracy 93 %.En-bloc resection was achieved in 90.1 %, 
ensuring high reliability of histopathologic assessment.
Conclusions  The JNET classification is widely used to classify colorectal lesions 
and guide therapeutic decisions. However, in this large real-world European 
cohort, diagnostic performance in the intermediate categories (JNET 2A and 
2B) was suboptimal, with a non-negligible risk of underestimating advanced 
neoplasia, including deep submucosal invasion. These findings suggest that 
treatment decisions should not rely solely on JNET assessment, but rather in-
tegrate complementary diagnostic tools and clinical judgment to avoid inap-
propriate management.
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Aims  Appendiceal polyps are challenging to resect endoscopically, and many 
deep lesions are traditionally referred to for surgery. The currently available 
endoscopic alternative, endoscopic full-thickness resection (eFTR), carries a 

relatively high risk of appendicitis and residual lesion. Underwater endoscopic 
mucosal resection (uEMR) enables larger en bloc resections compared with 
conventional EMR by exploiting the buoyancy effect. In the underwater envi-
ronment, buoyancy facilitates invagination of the appendiceal mucosa into the 
caecal lumen, providing safe access to polyps extending into or involve the 
appendiceal orifice. In combination with cap assistance and suction, uEMR al-
lows controlled removal of lesions in this anatomically challenging region, 
potentially avoiding unnecessary surgery. Sahlgrenska University Hospital/
Östra is the tertiary referral center for advanced colorectal polypectomy in 
Western Sweden.To evaluate whether uEMR is a safe and effective method for 
removing colorectal polyps involving the appendiceal orifice, and to describe 
procedural outcomes and technical insights.
Methods  Since 2019, all advanced polypectomy procedures at our center have 
been prospectively registered in a dedicated database. uEMR was introduced 
in January 2023, with its use for appendiceal-orifice lesions initiated in June 
2023. We conducted a retrospective review of all uEMR procedures involving 
the appendiceal orifice performed between June 2023 and December 2024.
Results  Twenty uEMR procedures involving the appendiceal orifice were iden-
tified. The mean patient age was 63 years (range 28–86), and 55 % were wom-
en. The median polyp size was 16.1 mm (IQR 10–30 mm). Based on recom-
mended classifications, 25 % of lesions reached the appendiceal orifice with 
identifiable borders, whereas 75 % completely covered the orifice and borders 
were not identifiable prior to uEMR. In 45 % of cases, 25–50 % of the orifice was 
involved, and in 55 % > 50 % was covered. Lesions were classified as Paris 0-IIa 
(80 %) or 0-Is (20 %), and JNET 1 (60 %), JNET 2a (35 %) or JNET 2b (5 %).
Intraoperative bleeding occurred in one case and was successfully managed 
endoscopically. No intraoperative perforations, delayed perforations, or de-
layed bleedings were observed. One patient developed appendicitis the day 
after the procedure; imaging revealed inguinal hernia-related entrapment of 
the appendix, and the patient recovered with conservative management and 
intravenous antibiotics.
Technical success was achieved in 90 % of cases, while two patients were re-
ferred for surgery due to incomplete or unsuccessful resection. En block resec-
tion was achieved in 84.2 % of cases, and R0 resection in 63.2 %. The most 
common histology was sessile serrated lesion (SSL, n = 11), followed by tubular 
adenoma (n = 4), tubulovillous adenoma (n = 2), hyperplastic polyp (n = 1), and 
inflammatory polyp (n = 1). Dysplasia was identified in one SSL, and high-grade 
dysplasia was found in one tubular adenoma and one tubulovillous adenoma. 
Seven patients underwent follow-up endoscopy within 12 months, with no 
recurrences detected.
Conclusions  uEMR is a safe and effective technique for resection of colorectal 
polyps involving the appendiceal orifice in a tertiary high-volume setting. High 
en bloc and R0 resection rates were achieved, with minimal adverse events and 
no local recurrence. These findings support uEMR as a preferred minimally in-
vasive approach for selected lesions in this anatomically challenging location.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Optical diagnosis of deep submucosal invasion in early rectal cancer (ERC) 
remains suboptimal, leading to both undertreatment (endoscopic submucosal 
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dissection for deeply invasive disease) and overtreatment (advanced techniques 
or surgery for superficial lesions). This study evaluated a diagnostic-therapeu-
tic algorithm (PRIME) using deep-margin optical diagnosis (DMOD) to guide 
selection of the endoscopic resection technique for ERC. [1–2]
Methods  We performed an interim analysis of prospective data from consec-
utive rectal lesions at risk of submucosal invasion at a tertiary centre (August 
2023-October 2025). An algorithm incorporating DMOD with muscle-retract-
ing sign (MRS) assessment followed by dissection plane selection: endoscopic 
submucosal dissection (ESD; MRS-negative), endoscopic intermuscular dissec-
tion/knife-assisted or device-assisted full-thickness resection (EID/kFTR/FTRD; 
MRS-positive) [3].
Results  47 lesions were included (44.7 % adenocarcinomas). DMOD was fea-
sible in all cases, with MRS detected in 34.0 % (16/47) of the lesions. The tech-
nical success rate of endoscopic resection was 97.9 % (46/47), with ESD per-
formed in 30 lesions (63.8 %), EID in 10 (21.3 %), kFTR in 5 (10.6 %), and FTRD 
in 1 (2.1 %). En bloc, R0 resection, and R0 vertical margin rates were 100 % 
(46/46), 93.5 % (43/46), and 97.8 % (45/46), respectively. Adverse events oc-
curred in 10.6 % (5/47) of patients (AGREE grade I-IIIa). Rectal preservation rate 
was 91.5 % (43/47). Primary outcomes did not differ significantly between 
MRS-positive and MRS-negative lesions (all p > 0.05) (▶Table 1).

▶Table 1	  Technical and histological outcomes of endoscopic reset-
ion.

Non-invasive 
and T1sm1 
n = 32

T1 sm2-3 
n = 11

T2 n = 4

Technical 
success, n ( %)

32 (100) 11 (100) 3 (75.0)

En-bloc*, n ( %) 30 (100) 11 (100) 3 (100)

R0*, n ( %) 30 (93.8) 11 (100) 2 (66.7)

R0 vertical 
margin*, n ( %)

32 (100) 11 (100) 2 (66.7)

Adverse events, 
n ( %)

3 (9.4) 1 (9.1) 1 (25.0)

Muscle-retract-
ing sign, n ( %)

4 (12.5) 8 (72.7) 4 (100)

Histological risk factors, n ( %)

-No risk factors 31 (96.9) 4 (36.4) 1 (33.3)

- Lymphovascu-
lar invasion

1 (3.1) 7 (63.6) 2 (66.7)

- Intermedi-
ate-high tumor 
budding

0 (0) 3 (27.3) 1 (33.3)

- Poor 
differentiation

0 (0) 1 (9.1) 1 (33.3)

Conclusions  Deep margin optical diagnosis reliably guided rectal endoscopic 
resection, achieving excellent oncologic radicality and safety in both MRS-pos-
itive and MRS-negative lesions. The PRIME algorithm prevented unnecessary 
escalation in superficial disease while avoiding undertreatment of deeply inva-
sive cancers.
Conflicts of Interest  DJT: Pentax Medical, Fujifilm, and Olympus research sup-
port and consulting. The other authors declare that they have no conflicts of 
interest.
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Aims  Cold snare polypectomy (CSP) has gained increasing relevance during 
the last years. Due to fewer observed adverse effects and reduced procedure 
time, the method is already recommended for polyps < 10 mm. There is emerg-
ing evidence supporting the use of CSP for adenomas and sessile serrated le-
sions (SSL) > 10 mm, but larger randomized controlled trials are still missing. 
Therefore, the aim of this randomized controlled non-inferiority trial is to com-
pare CSP with HSP for adenomas and SSLs measuring 10-15 mm in terms of 
complete histological resection rates (R0).
Methods  This ongoing randomized controlled non-inferiority trial started data 
collection in 2022 at a tertiary center in Germany. All consenting colonoscopy 
patients are screened for polyps according to the inclusion criteria. If a suitable 
polyp is detected, the polyp is randomized to hot or cold snare polypectomy. 
The polyp is then resected using a 15 mm hybrid snare (SnareMaster Plus, 
Olympus) according to the protocol of the assigned study group. Following 
resection, four mucosal biopsies are obtained at the resection margin. The 
primary outcome is the complete resection rate, determined by the absence 
of adenomatous or SSL tissue in the biopsies. Secondary outcomes include the 
en bloc resection rate, failure of CSP requiring conversion to HSP, duration of 
the procedure and the rate of adverse events. The preliminary data were ana-
lysed using R version 4.5.0 (R Core Team, 2025).
Results  81 Polyps in 55 patients were removed protocol compliant. The mean 
size was 11.89 mm, 69.14 % (56/81) were adenomas and 30.86 % (25/81) were 
SSL. The complete resection rate by CSP was 88.10 % (37/42) and 89.74 % 
(35/39) by HSP. En bloc resection was achieved in 88.10 % (37/42) by CSP and 
76.92 % (30/39) by HSP. In 10.64 % (5/47) of cases, CSP was not possible, but 
after conversion to HSP the resection was successful in all cases. Mean duration 
of CSP and HSP was 81.32 seconds and 126.64 seconds, respectively. Periproce-
dural bleeding was defined by persistence > 60 seconds that required an endo-
scopic intervention (e. g. hemoclip) for hemostasis. After CSP, bleeding oc-
curred in 28.57 % (12/42) of cases, after HSP in 2.94 % (1/34) of cases. None of 
the periprocedural bleedings were clinically relevant. No delayed bleeding 
within 30 days or other adverse events occurred.
Conclusions  CSP appears to be non-inferior to HSP in terms of complete re-
section rate and safety in the removal of adenomas and SSL (10–15 mm), while 
also being faster.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Japan NBI Expert Team (JNET) classification provides a structured 
approach to predicting histology based on narrow-band imaging features that 
can be utilised in combination with the Paris and laterally spreading tumour 
(LST) morphological classification for the assessment of advanced colorectal 
polyps. The accuracy and interobserver variability amongst United Kingdom 
(UK) clinicians for JNET and descriptors of morphology is uncertain. We aimed 
to 1) assess the diagnostic accuracy of the JNET classification among endosco-
pists, 2) evaluate interobserver variability for the JNET and morphology classi-
fication systems, 3) determine whether grouping the morphology categories 
improves agreement among endoscopists and 4) assess whether the level of 
endoscopic experience influences diagnostic accuracy and interobserver agree-
ment [1, 2].
Methods  An online image-based survey was distributed for 12 weeks in 2025 
to practising endoscopists. The survey contained a total of 15 polyps derived 
from a previously validated database of images with a JNET classification con-
sensus by JNET core members. Each polyp was displayed sequentially in white-
light, standard narrow-band, and magnified narrow-band imaging modes. 
Respondents were asked to assign a JNET classification and morphology (six 
predefined options) for each case. The JNET consensus diagnosis served as the 
gold standard for JNET classification. The survey was advertised through The 
Joint Advisory Group on Gastrointestinal Endoscopy (JAG) newsletter, person-
al communications, as well as through social media pages.
Responses were analysed for diagnostic accuracy and interobserver agreement 
using Fleiss’ Kappa (κ). Subgroup analyses were performed by endoscopic ex-
perience ( < 300, 300–3000, > 3000 lifetime procedures). Lastly, we assessed 
whether grouping the morphology into polypoid (Is, Is + IIa and LSTGM), flat 
(IIa, LSTNGFE and LSTGH) and those with a depressed component (IIc,IIc + IIa 
and LSTNG PD) would impact agreement.
Results  A total of 129 endoscopists from the UK completed the survey. Distri-
bution by experience was: < 300 procedures (n = 18), 300–3000 (n = 68) 
and > 3000 (n = 42).
JNET classification:  Overall diagnostic accuracy was 58 % when compared with 
the JNET consensus. Accuracy by experience group was: < 300 (56 %), 300–3000 
(56 %) and > 3000 (59 %).
Overall interobserver agreement for JNET classification was fair (κ = 0.34). 
Agreement generally improved with increasing experience: < 300 (k = 0.25), 
300–3000 (k = 0.32) and > 3000 (k = 0.42).
Morphology classification:  Initial interobserver agreement was poor (κ = 0.15 
overall). Agreement improved with experience, but this improvement was pri-
marily observed in the most experienced group: < 300 κ = 0.16; 300-3000 
κ = 0.14; and > 3000 κ = 0.21.
After grouping the morphology, overall agreement increased to κ = 0.27, with 
improvements seen across all experience levels. The most significant gains were 
observed at the highest experience level: < 300 cases, κ = 0.23; 300-3000 
κ = 0.24; and > 3000 κ = 0.37.

Conclusions  In this UK survey, the diagnostic accuracy of JNET classification 
among endoscopists was moderate (58 %), with fair interobserver agreement 
(κ = 0.34). Accuracy and agreement both tended to improve with greater en-
doscopic experience. Morphology assessment showed only slight agreement 
(κ = 0.16), though grouping of the classification improved reproducibility. This 
suggests that reducing the category complexity enhances consistency amongst 
endoscopists.
These findings highlight persistent variability in the optical diagnosis of colorec-
tal polyps with the use of JNET and morphological classification. This illustrates 
the need for standardized national training with focused image interpretation 
workshops and feedback. In addition, a grouping of morphological description 
may improve diagnostic consistency.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Mucosal Resection (EMR) and Endoscopic Submucosal Dis-
section (ESD) are widely used for resecting large, laterally spreading colorectal 
polyps. While ESD offers higher en bloc resection rates, its comparative efficacy 
and safety relative to EMR remain uncertain, particularly in Western practice. 
This systematic review and meta-analysis aimed to evaluate the recurrence and 
adverse event rates of EMR versus ESD in adult patients with colorectal pol-
yps ≥ 20 mm.
Methods  We conducted a systematic review and meta-analysis of randomized 
controlled trials (RCTs) comparing EMR and ESD for non-pedunculated colorec-
tal polyps ≥ 20 mm. MEDLINE, Embase and Cochrane CENTRAL were searched 
from inception to April 2025. The primary outcome was recurrence rate; sec-
ondary outcomes included total adverse events, bleeding, and perforation. 
Certainty of evidence was assessed using the GRADE framework (▶Table 1).
Results  In this meta-analysis of three randomized controlled trials including 
484 patients, ESD was associated with significantly lower recurrence rates com-
pared to EMR (OR 3.24, 95 % CI: 1.58–6.64), with high certainty of evidence. 
There were no significant differences between EMR and ESD in total adverse 
events (OR 1.14, 95 % CI: 0.78–1.66), bleeding (OR 0.97, 95 % CI: 0.53–1.76), 
or perforation rates (OR 1.01, 95 % CI: 0.14–7.22), though certainty for these 
outcomes was moderate due to heterogeneity and imprecision.
Conclusions  ESD is associated with significantly lower recurrence rates com-
pared to EMR in the treatment of large colorectal polyps. These findings support 
the use of ESD when recurrence risk is a primary concern, while EMR remains a 
feasible alternative with comparable safety.
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▶Table 1	 

Outcome Partici-
pants 
(Studies)

Risk of 
Bias

Incon-
sistency

Indirect-
ness

Impreci-
sion

Publication 
Bias

Relative 
Effect 
(OR, 95 % 
CI)

Absolute 
Effect 
(EMR vs. 
ESD)

Certainty 
(GRADE)

Comments

Recurrence 484 (3 
RCTs)

Not 
serious

No 
serious 
inconsist-
ency

Not 
serious

Not serious Not 
detected

OR 3.24 
(1.58–
6.64)

10.8 % vs 
4.9 %

⊕⊕⊕⊕ High Consist-
ent,⊕ 
precise, and 
robust effect

Total 
Adverse 
Events

525 (3 
RCTs)

Not 
serious

Serious Not 
serious

Serious Not 
detected

OR 1.14 
(0.78–
1.66)

31.5 % vs 
29.6 %

⊕⊕⊕○ 
Moderate

Downgrad-
ed for 
inconsisten-
cy and 
imprecision

Bleeding 525 (3 
RCTs)

Not 
serious

Serious Not 
serious

Serious Not 
detected

OR 0.97 
(0.53–
1.76)

11.3 % vs 
11.8 %

⊕⊕⊕○ 
Moderate

Downgrad-
ed for 
inconsisten-
cy and 
imprecision

Perforation 525 (3 
RCTs)

Not 
serious

No 
serious 
inconsist-
ency

Not 
serious

Serious 
(very low 
events)

Not 
detected

OR 0.96 
(0.14–
6.65)

~0.36 % 
vs 
~0.36 %

⊕⊕⊕○ 
Moderate

Downgrad-
ed for 
imprecision 
(few events, 
wide CI)
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Aims  Accurate endoscopic assessment of the depth of submucosal invasion 
in T1 colorectal cancer is critical for determining the optimal treatment strat-
egy. This assessment is currently performed with narrow-band imaging (NBI) 
and magnifying chromoendoscopy (MCE), yet the superiority of either modal-
ity in direct comparisons remains unclear. We therefore restricted our evalua-
tion to paired, within-study direct comparative diagnostic accuracy studies in 
which both NBI and MCE were applied to the same lesion and compared the 
diagnostic performance of NBI and MCE for identifying deep submucosal inva-
sion (T1b).
Methods  We systematically searched PubMed, Embase, and Cochrane CEN-
TRAL from inception to September 19, 2025 using MeSH/keywords for NBI, 
narrow-band imaging, JNET, magnifying chromoendoscopy, Kudo classification, 
pit pattern, deep submucosal invasion, T1 colorectal cancer, T1b. We included 

paired, within-study direct comparative diagnostic accuracy studies in adults 
in which both NBI and MCE were applied to the same lesion during the same 
session, 2 × 2 data for each test could be reconstructed and histology was the 
reference standard with T1b defined as ≥ 1,000 µm (SM2/3). Two reviewers 
independently screened and extracted data; risk of bias was assessed with QUA-
DAS-2 and QUADAS-C. The primary synthesis used a Bayesian bivariate HSROC 
model with test type as a covariate to estimate pooled sensitivity/specificity 
and relative effects (ratios and differences; NBI/MCE), reported as posterior 
medians with 95 % credible intervals. Small-study effects were examined with 
Deeks’ test (all p > 0.10).
Results  Eleven studies (7 prospective, 4 retrospective; 2928 lesions) were in-
cluded. Pooled performance: NBI sensitivity 0.746 (95 % CrI 0.629 to 0.834) 
and specificity 0.962 (0.930 to 0.981); MCE sensitivity 0.817 (0.728 to 0.890) 
and specificity 0.941 (0.892 to 0.967). Comparative effects (NBI vs MCE) 
showed no clear differences: sensitivity ratio 0.914 (95 % CrI 0.744 to 1.069; 
difference − 0.071, − 0.218 to 0.052) and specificity ratio 1.021 (0.982 to 1.077; 
difference 0.020, − 0.017 to 0.069). Heterogeneity was moderate–substantial; 
index-test risk of bias was common on QUADAS-C; small-study effects were 
not evident (Deeks p = 0.30).
Conclusions  In paired within-study comparative analyses, NBI and MCE 
showed comparable diagnostic accuracy for identifying T1b, with substantial 
overlap of their 95 % credible intervals. At present, an NBI-first strategy with 
selective MCE add-on is reasonable for the initial assessment of colorectal le-
sions.
Conflicts of Interest  Jeffrey D Mosko – Speaker: Boston Scientific, Pendop-
harm, Vantage, Medtronic. Medical Advisory Board: Pendopharm, Boston Sci-
entific, Janssen, Pentax, Fuji Christopher W Teshima – Speaker for Medtronic 
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Aims  Large non-pedunculated colorectal polyps (LNPCP) and laterally spread-
ing tumours (LST) > 10mm involving the appendix orifice (AO) are notoriously 
challenging to treat with endoscopic resection (ER). Few studies report out-
comes of conventional ER to treat these lesions. The optimal therapy and ex-
pected outcomes remain unclear. We report the outcome after EMR and ESD 
of lesions involving the AO from a large series of ER performed at a tertiary 
referral centre.
Methods  Patients undergoing ER at a tertiary referral centre between January 
2011 and September 2023 were included. Techniques and outcomes of ER of 
lesions involving the AO were compared with other colorectal locations. In-
volvement of the AO was defined as any LNPCP or LST encroaching within 5mm 
of the orifice. These were classified as encroaching the AO, involving part of the 
circumference of the AO and involving the full circumference of the AO.
Results  ER was performed for 1596 LNPCP and LSTs during the study period. 
40 lesions involved the AO: 10 encroached within 5mm of the AO, 14 involved 
part of the circumference and 16 involved the full circumference. 25 (63 %) were 
resected by EMR, 8 by ESD (20 %) and 7 by Hybrid ESD (18 %). Initial successful 
ER was similar for lesions involving the AO and other colonic LNPCP (95.0 % 
versus 97.6 %, p = 0.27). Clinically significant perforation occurred in 3 patients 
with lesions involving the AO (2 with partial circumference involvement and 1 
with complete circumference involvement) and was more frequent after ER of 
these lesions than others (7.5 % versus 1.2 %, p < 0.001). 2 of these patients 
required surgery. The incidence of post procedure bleeding was similar 
(p = 0.44). One patient developed appendicitis, more than 12 months after 
resection. Recurrent/residual adenoma at first surveillance was significantly 
more likely after ER of AO lesions than others (22.2 % versus 4.8 %, p < 0.001). 
Significantly more patients with lesions involving the AO ultimately required 
surgery for any reason than patient with other colorectal lesions (12.5 % versus 
3.9 %, p = 0.02). This was significantly more likely for AO lesions involving the 
complete or partial circumference (18.8 % versus 14.3 % partial circumference 
involvement versus 0 % encroaching AO versus 3.9 % other locations, p = 0.004).
Conclusions  These results demonstrate the challenging nature of ER for lesions 
involving the AO. Safe and effective ER without recurrence is achieved for many 
patients, including those with lesions involving the complete circumference, 
but significant complications, recurrence and surgery are more common with 
these lesions. Given there are relatively low risk minimal access surgical options 
to treat these lesions, these data will help inform detailed discussions with 
patients regarding the risks and benefits of ER (which differ from LNPCP else-
where in the colon).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Guidelines discourage pre-resection biopsy because of concerns about 
inducing submucosal fibrosis, impairing mucosal lifting, and increasing tech-
nical difficulty. However, biopsies remain common in routine practice, often 
performed before referral, creating a need to quantify their real-world impact. 
To date, no single cohort has comprehensively evaluated these outcomes strat-
ified by biopsy status.
Methods  Consecutive patients undergoing endoscopic resection (ER) for LN-
PCPs at St. Michael’s Hospital, Toronto, Canada between November 2024 and 
October 2025 were prospectively enrolled in an observational cohort. Lesions 
with a history of previously attempted endoscopic resection or prior tattooing 
were excluded. This study evaluates whether prior biopsy adversely affects the 
technical feasibility and safety of ER for advanced colorectal lesions, and exam-
ines how these effects vary according to biopsy timing. Time-to-event analysis 
was performed using a Cox proportional hazards model with the biopsy-to-pro-
cedure interval as the underlying time axis to identify variables associated with 
the hazard of intermediate/high technical difficulty, including lesion size, sub-
mucosal fibrosis, and lifting adequacy as covariates.
Results  A total of 150 lesions were included (69 naïve and 81 previously biop-
sied). The mean biopsy-to-procedure interval was 112 ± 81 days in biopsied 
lesions (p < 0.001). Biopsied lesions were larger (4.41 ± 3.19 cm vs. 3.57 ± 1.69 
cm; p = 0.04). Lesion location distribution was similar between groups across 
the colorectum (p = 0.4). Resection type differed (EMR: 81 % vs. 72 %; ESD: 19 % 
vs. 28 %; p = 0.2), respectively. Among EMR cases, biopsied lesions had lower 
en-bloc resection (4.9 % vs. 19 %; p = 0.007), higher hot piecemeal use (63 % vs. 
43 %; p = 0.02), and lower cold piecemeal use (4.9 % vs. 19 %; p = 0.007). Planned 
hybrid EMR occurred only in biopsied lesions (4.9 %, p = 0.12). Use of adjunctive 
techniques was similar between groups: hot avulsion was used in 2.9 % naïve 
vs 2.5 % biopsied lesions (p = 0.9), CAST in 5.8 % vs 7.4 % (p = 0.8), and submu-
cosal release in 2.9 % vs 6.2 % lesions (p = 0.5). Lifting adequacy was similar 
between groups (p = 0.9), good lifting was achieved in 93 % naïve vs 90 % biop-
sied lesions, partial lifting in 4.3 % vs 6.2 %, and no lifting in 2.9 % vs 3.7 %. 
Submucosal fibrosis was more common in biopsied lesions (F0: 65 % vs. 84 %; 
F1: 23 % vs. 12 %; F2: 11 % vs. 4 %; p = 0.03). Technical difficulty differed signifi-
cantly (p = 0.002), with high-difficulty resections more frequent in biopsied 
lesions (26 % vs. 4 %). Technical success rates were 97 % in naïve lesions and 91 % 
in biopsied lesions (p = 0.2). Total procedure time was longer in biopsied lesions 
(105 ± 125 min vs. 74 ± 67 min; p = 0.02). Adverse events were infrequent and 
similar between groups: major early bleeding (0 % vs. 0 %), major delayed bleed-
ing (0 % vs. 0 %), and deep mural injury without perforation (7.4 % vs. 4.3 %; 
p = 0.5), and perforation (3.7 % vs. 5.8 %; p = 0.7). Sydney DMI classification 
distributions were comparable (p = 0.2). Most lesions were Type 0 (69 % vs. 
83 %). Length of stay did not differ significantly between groups (p = 0.3); hos-
pitalizations of 3 or 7 days occurred only in biopsied lesions (3 days: 1/81 [1.2 %]; 
7 days: 1/81 [1.2 %]), whereas no naïve lesions required admission beyond 2 
days. Using the biopsy-to-procedure interval as a proxy for healing time, severe 
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submucosal fibrosis was associated with a higher hazard of intermediate/high 
technical difficulty (HR 2.41, 95 % CI 1.15–5.06; p = 0.020), supporting that 
biopsied lesions, especially with shorter intervals from biopsy to resection, are 
more fibrotic and technically more challenging to resect, while mild fibrosis 
showed a non-significant trend in the same direction (HR 1.62, 95 % CI 0.92–
2.87; p = 0.094). Kaplan–Meier curves indicated that higher technical difficulty 
was clustered among procedures performed shortly after biopsy, while lesions 
with longer biopsy-to-procedure intervals were less likely to reach intermediate 
or high technical difficulty (p < 0.001).
Conclusions  Biopsied lesions demonstrated significantly more fibrosis and 
higher technical difficulty, especially when the biopsy-to-resection interval was 
short. These findings reinforce current guidelines that large colorectal lesions 
should not be biopsied prior to referral, as biopsy adversely impacts resection 
feasibility without improving diagnostic or therapeutic outcomes.
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Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, 
Pentax, Fuji; CWT – Speaker for Medtronic and Boston Scientific, Consultant 
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Aims  Endoscopic mucosal resection (EMR) is the standard treatment for large 
( ≥ 20 mm) non-pedunculated colorectal polyps (LNPCPs). Current guidelines 
(BSG/ACPGBI/PHE 2020; ESGE 2020/2022; USMSTF 2020) recommend surveil-
lance at approximately 6, 18, and 36 months post-EMR, but these intervals are 
based on expert consensus rather than interval-specific recurrence evidence. 
The clinical value of a second surveillance colonoscopy (SC2) after a negative 
first surveillance colonoscopy (SC1) remains unclear. Clarifying this could in-
form risk-adapted surveillance strategies. We aimed to quantify recurrence 
rates at SC1 (3–6 months) and SC2 (12–18 months) following EMR of benign 
colorectal lesions ≥ 20 mm.
Methods  We systematically searched Ovid MEDLINE, Embase, and the 
Cochrane Library (1990–2025) for studies reporting recurrence at SC1 and/or 
SC2 after hot EMR of benign LNPCPs ≥ 20 mm. We excluded studies without 
interval-specific outcomes and those involving cold EMR, serrated-only cohorts, 
or invasive cancer. SC1 was defined as surveillance at 3–6 months and SC2 as 
12–18 months. Only lesions without recurrence at SC1 were eligible for SC2 
analysis. Due to limited interval-specific data (three studies for SC1; one for 
SC2), formal quantitative meta-analysis was not feasible, so recurrence esti-
mates are presented descriptively. The Sydney EMR Recurrence Tool (SERT) was 
synthesised narratively because only one study reported interval-specific SERT 
outcomes [1–5].
Results  Recurrence at SC1 following hot EMR for benign LNPCPs ≥ 20 mm was 
consistently reported within the 3–6-month window, typically 10–20 %, giving 
a descriptive estimate of approximately 15 %. Among lesions recurrence-free 
at SC1, the conditional risk of recurrence at SC2 was low at approximately 3 %. 
SC2 follow-up was incomplete (~25 % of eligible patients did not undergo sur-
veillance), but in the available multicentre dataset this low recurrence estimate 
appeared consistent. Most recurrences at both SC1 and SC2 ( > 90 %) were 
managed endoscopically, with surgery required in only a small minority of cas-
es (~5 %). Interval colorectal cancer following benign EMR was very rare ( < 1 %). 
Across studies reporting risk factors, recurrence was more likely after piecemeal 
resection (particularly where ≥ 3 fragments were required) and was also asso-

ciated with lesion size ≥ 40 mm, right-sided location, and tubulovillous or villous 
histology. High-grade dysplasia was associated with recurrence in several, but 
not all, multivariate analyses.
One study provided recurrence outcomes stratified by SERT. Recurrence at the 
first follow-up examination, typically performed at 12–18 months, was low 
among SERT = 0 lesions (11.6 %) and substantially higher among SERT ≥ 1 lesions 
(34.9–36.3 %). Late recurrence remained uncommon for SERT = 0 lesions at a 
median follow-up of 22 months. Approximately one-third of lesions were 
SERT = 0. Variability in follow-up timing and the absence of additional inter-
val-specific datasets prevented pooling of SERT-based results.
Conclusions  Most recurrence after EMR of benign ≥ 20 mm colorectal polyps 
is detected at the first surveillance colonoscopy. Conditional recurrence after 
a negative SC1 is low (~3 %) at 12–18 months, supporting further exploration 
of risk-adapted surveillance strategies. SERT may help identify a low-risk sub-
group suitable for reduced surveillance intensity, but interval-specific evidence 
is currently limited to a single dataset. Prospective multicentre studies incor-
porating predefined conditional surveillance pathways and strict follow-up are 
required before guideline-recommended surveillance intervals can be safely 
revised.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients with ≥ 10 adenomas are considered a high-risk group, yet evi-
dence guiding optimal surveillance intervals remains limited. This study eval-
uated the risk of metachronous advanced neoplasia (AN) according to the 
presence of advanced adenoma (AA) at index colonoscopy.
Methods  In this multicenter retrospective study, patients with ≥ 10 conven-
tional adenomas who underwent surveillance colonoscopy within 6 months to 
3 years were analyzed. Individuals with colorectal cancer, inflammatory bowel 
disease, hereditary polyposis syndromes, inadequate bowel preparation, or 
technically unresectable lesions requiring surgery were excluded. The primary 
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outcome was the incidence of metachronous AN, compared between baseline 
AA and non-AA groups. Kaplan–Meier and Cox proportional hazards analyses 
were performed.
Results  Among 447 patients, 313 (70.0 %) had baseline AA and 134 (30.0 %) 
did not. Metachronous AN occurred in 23.6 % of the AA group and 7.5 % of the 
non-AA group. The cumulative AN risk reached 7.5 % at 1 year and 44.9 % at 3 
years overall, with significantly higher risk in patients with baseline AA (1-year: 
9.7 % vs. 2.6 %; 3-year: 51.6 % vs. 30.2 %). In the multivariable model, baseline 
AA remained strongly associated with metachronous AN (HR, 3.83; 95 % CI, 
1.96–7.49). Across AA subtypes, 3-year AN risk exceeded 50 %.
Conclusions  This high-burden population demonstrates a substantial risk of 
early metachronous AN, particularly among those with baseline AA. These 
findings support a 1-year surveillance interval for the overall high-burden 
group, with even more intensive follow-up warranted for patients presenting 
with baseline AA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is a minimally invasive treat-
ment for early gastrointestinalcancers. However, pathological assessment of 
invasive carcinoma in ESD specimens lacksstandardization. Variability in the 
evaluation of submucosal invasion (SMI) depth, lateral extent,resection mar-
gins, tumor budding, and related prognostic features can alter staging, prog-
nostication,and management. In the absence of prior international standards, 
we convened a multinationalexpert panel to establish consensus on key patho-
logical and clinical parameters to improveconsistency, reliability, and clinical 
utility of post-ESD pathology reporting [1–9].

▶Table 1	 

Domain Key Statement Mean 
Score

Criteria for Submucosal 
Invasion Depth

Proper orientation and 
embedding of ESD 
specimens is essential 
to minimize measure-
ment bias (tangential 
cuts, fragmentation, 
distortion).

9.48

Submucosal Invasion Breadth Measuring and 
reporting invasion 
breadth supports 
standardized T1 cancer 
reporting and future 
research.

6.56

Margin Evaluation Techniques Immediate specimen 
pinning on a firm 
surface and detailed 
grossing diagram are 
essential for orientation 
and artifact prevention.

9.48

Staining Methods H&E remains the 
standard for assessing 
invasion depth.

9.52

Measurement Protocols Parallel sectioning 
throughout ESD 
specimens preserves 
orientation and margin 
mapping accuracy.

9.48

Risk Assessment of Lymph 
Node Metastasis & Tumor 
Budding

Lymph-node risk 
assessment should 
integrate histologic and 
clinical factors (PNI, 
margins, depth, site).

9.48

Clinical Evaluation ESD margins need 
distinct interpretation 
vs. surgery due to 
narrow margins and 
thermal artifacts; multi-
disciplinary review 
recommended.

9.36
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Methods  A modified Delphi process (five rounds) was used among 42 inter-
national experts (28 pathologists, 14endoscopists). Participants represented 
15 countries across five continents. In Round 1, statementswere generated; in 
Rounds 2–4, panelists rated statements on a five-point Likert scale withcon-
sensus predefined as ≥ 80 % agreement (score ≥ 4). In Round 5, consensus state-
ments wereprioritized on a 10-point scale (▶Table 1).
Results  Fifty-six statements reached consensus across seven domains: SMI 
depth, SMI breadth, marginevaluation techniques, staining methods, meas-
urement protocols, prognostic factors for lymph nodemetastasis (tumor bud-
ding [TB], lymphovascular invasion (LVI), and differentiation), and clinicaleval-
uation. Mean priority scores (10-point scale) ranged from 6.24 to 9.52; SMI 
breadth had thelowest mean (6.59), whereas measurement protocols had the 
highest (8.99).
Conclusions  This international consensus provides standardized, synop-
tic-ready criteria for post-ESD pathologicalassessment of invasive carcinoma, 
including SMI depth and breadth, margin interpretation, andselective ancillary 
staining. By specifying measurement landmarks, artifact handling, and repor-
tingterminology, it improves reproducibility and comparability across institu-
tions. Incorporation intosynoptic templates and institutional QA can facilitate 
immediate implementation, while the inclusion ofSMI breadth offers a stand-
ardized adjunct metric for future prognostic validation and multicenterres-
earch.
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Aims  Colorectal endoscopic submucosal dissection (ESD) is an established 
curative technique for large superficial colorectal neoplasia, with well-described 
local adverse events such as perforation and delayed bleeding. However, sys-
temic complications remain poorly characterized. In the institutional experi-
ence underlying the French ESD Colorectal Cohort (FECCO), several cases of 
acute kidney injury (AKI) were observed following colorectal ESD. This study 
aimed to determine the incidence, clinical and procedural predictors, and out-
comes of AKI after colorectal ESD.
Methods  All consecutive colorectal ESDs performed at Limoges University 
Hospital between January 2017 and December 2024 and included in the pro-
spective FECCO cohort were retrospectively analysed. Submucosal lesions, 
neuroendocrine tumors, and non-neoplastic lesions were excluded. Demo-
graphic variables, comorbidities, chronic medications, lesion characteristics, 
procedural parameters, and peri-procedural fluid management were collected. 
AKI was defined and staged according to KDIGO criteria. Creatinine values were 
retrieved pre-procedure, 48–72 hours post-ESD in patients with clinical suspi-
cion of complications, and at 6-month follow-up for those with AKI. Univariable 
testing and Firth’s penalized logistic regression were used to identify independ-
ent predictors of AKI [1–23].
Results  A total of 1,537 patients were included. Median age was 70 years (IQR 
63–75), 57.5 % were male, and hypertension was the most common comor-
bidity (44.7 %). ACE-inhibitors, ARBs, and diuretics were used by 13.9 %, 18.1 %, 
and 15.5 % of patients, respectively. Lesions measured a median of 55 mm (IQR 
45–70), with 43.1 % located in the right colon and granular-mixed LSTs repre-
senting the most common morphology (34.2 %). Median procedure time was 
56 minutes (IQR 45–70); en-bloc and R0 resection rates were 96.2 % and 89.1 %. 
Perforation occurred in 10.7 %, delayed bleeding in 5.7 %.
Within 72 hours after ESD, 20 patients (1.3 %) developed AKI. These patients 
were older (74 vs 70 years, p = 0.029) and more frequently receiving ACE inhib-
itors (40 % vs 13.6 %, p = 0.003; OR 4.25, 95 % CI 1.71–10.5). Lesions in AKI 
patients were significantly larger (median 100 mm vs 55 mm, p < 0.001) and 
associated with longer procedures (181 min vs 55 min, p < 0.001). Perforation 
(35 % vs 10.4 %, p = 0.003) and delayed bleeding (36.3 % vs 5.4 %, p = 0.003) 
were also more common in AKI cases. Although total infused volume was high-
er in AKI patients, their weight- and time-adjusted infusion rate was significant-
ly lower (0.11 vs 0.19 mL/kg/min, p < 0.001). Intra-procedural hypotension did 
not significantly differ between groups.
In the multivariable model, ACE-inhibitor therapy (OR 3.96, 95 % CI 1.40–9.36) 
and lesion diameter (OR 1.03 per mm, 95 % CI 1.02–1.04) remained inde-
pendently associated with AKI; procedure duration was excluded due to collin-
earity with lesion size.
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Among AKI cases, median creatinine rose from 79 µmol/L pre-ESD to 290 
µmol/L post-procedure. Oliguria occurred in all but two patients; one patient 
(5 %) required two haemodialysis sessions. Renal biopsy was performed in three 
cases, all showing acute tubular necrosis. Median hospital stay was 9 days (IQR 
5–15.3). All patients recovered their baseline renal function by 6 months.
Conclusions  AKI after colorectal ESD is uncommon (1.3 %), yet clinically rele-
vant due to prolonged hospitalization and occasional need for dialysis. Larger 
lesions and ACE-inhibitor therapy are the strongest predictors of renal injury. 
Preventive measures should include temporary discontinuation of ACE inhibi-
tors, optimization of peri-procedural hydration, attention to insufflation-relat-
ed abdominal pressures, and close monitoring during lengthy or complex 
dissections.
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Aims  Endoscopic submucosal dissection (ESD) allows for curative resections 
of complex colorectal lesions which have high risk of malignancy. Although 
preprocedural biopsies are routinely done, their role is limited due to sampling 
error and the associated risk of fibrosis which may hinder dissection and com-
promise technical outcomes. This study aims to evaluate the association be-
tween preprocedural biopsies of colorectal lesions and the associated risk of 
fibrosis and its impact on ESD technical outcomes.
Methods  This is a retrospective cohort study of all patients who underwent 
ESD for colorectal lesions at Kingston Health Sciences Center (KHSC) between 
October 2016-September 2025. We analyzed clinical, endoscopic, and histo-
pathologic characteristics of lesions as well as patient outcomes. Histological 
diagnoses were categorized using the WHO Classification criteria for GI lesions, 
5th edition. Rates of concordance and upstaging were calculated comparing 
the initial and final resected pathology. Univariate analysis between the pres-
ence of fibrosis and technical outcomes such as resection time, technical effi-
ciency, en-bloc, R0, curative resections, and adverse events were used to cal-
culate odds ratios with 95 % confidence intervals. P-value of < 0.05 was 
considered statistically significant.
Results  This cohort study included 197 patients with lower GI lesions (co-
lon = 102, rectal = 95) that underwent ESD at KHSC. 105/197 (53.2 %) of patients 
had preprocedural biopsies prior to their ESD at KHSC. The overall histologic 
concordance rate between tissue biopsy and ESD specimens was 34.0 % (30.9 % 
for colon and 37.8 % for rectal). 64.0 % (n = 64) of lesions were upstaged from 
initial biopsy with 45.3 % (n = 29) of those final resections being neoplastic le-
sions. Lesions with initial biopsies had significantly greater rates of fibrosis 
(41.0 % vs 19.6 %, p = 0.001). Patients with prior EMR/ESD at a different center 
also had higher rates of fibrosis (70.5 % vs 45.6 %, p < 0.001). Lesions with fibro-
sis were more likely to have less efficient procedures (mean 10.0 min/cm2 vs 
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6.2 min/cm2, p = 0.001). The presence of fibrosis was significantly associated 
with lower rates of en-bloc resections (91.8 % vs. 98.5 %, OR 0.18, p = 0.03), R0 
resections (78.7 % vs. 94.9 %, OR 0.20, p = 0.001), and curative resections 
(75.4 % vs. 93.4 %, OR 0.22, p = 0.001) but no increased risk of adverse events 
(8.2 % vs 2.2 % p = 0.11). Subgroup analyses revealed similar trends when ana-
lyzing colon and rectal lesions separately.
Conclusions  Preprocedural biopsies have poor concordance rate with post-ESD 
tissue histology. Biopsies may increase the risk of fibrosis which may decrease 
the rates of en-bloc and curative resections. Larger studies should evaluate the 
incremental benefit of biopsies and their potential associated risks.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The benefits of endoscopic submucosal dissection (ESD) for colorectal 
lesions regarding curative resection and recurrence rates are well known. How-
ever, colonic ESD remains technically challenging, thus restricting its possible 
applications. Underwater-ESD uses the buoyancy effect of submerging the 
lesion under saline and the power of the water jet to open the submucosal space 
and has been used successfully to facilitate ESD in several regions. Nevertheless, 
evidence regarding its application for colonic lesions is still low.
Aim of this study is to evaluate the outcomes of underwater-ESD for colonic 
lesions in a prospective, multicenter setting.
Methods  All consequent colonic lesions > 20mm qualifying for endoscopic 
resection referred to the participating centers (Charite Universitätsmedizin 
Berlin, Bochum University Hospital, Augsburg University Hospital) were 
screened for inclusion in the study. An informed consent was acquired by all 
participating patients. The ESD procedure was performed under saline and 
according to the standards of each participating center. Primary endpoints were 
en bloc resection and histologically complete (R0) resection rates. Secondary 
endpoints included duration of the procedure, adverse events and recurrence 
rates in the 6- and 12-months follow-up.
Results  53 consequent patients (36 male and 17 female) were included in our 
study. Average age was 66.8 years. 28 lesions were located in the right hemi-
colon, 10 in the left and 15 in the sigmoid colon. Median size of the lesions was 
35mm (range: 20-115mm). 6 lesions were recurrent after previous endoscop-
ic mucosal resection and 12 lesions were characterized as suspicious for ma-
lignancy. All lesions were successfully resected as ESD and all resections were 
en bloc and macroscopically complete. Internal traction was used in 18 cases. 
The flap technique was used in 40 cases, the pocket creation method in 12 and 
1 lesion was resected with a combination of both techniques. Median duration 
of the ESD was 99 min. In 43 cases the ESD procedure was performed complete-
ly under saline. In the remaining 10 cases a part of the procedure (ranging 
between 20-50 %) had to be performed under gas insufflation because of inad-
equate exposure or bleeding. Intraoperative adverse events included 7 bleed-
ings, 6 superficial injuries of the M. propria layer and 1 perforation, all of which 
were successfully treated endoscopically. There were no delayed bleedings or 
perforations. Histological examination showed an adenoma in 45 cases (25 
with low-grade and 20 with high-grade intraepithelial neoplasia) and a carci-
noma in 8 cases (6 pT1sm1, 1 pT1sm3 and 1 T2). A histologically complete 
resection was confirmed in 49 cases (92 %) and 51 resections were curative 
(96 %). At the time of submission of this abstract 20 patients had completed 
the 6-months follow-up and there were no cases of recurrence.

Conclusions  Underwater-ESD is a safe and effective therapeutic option for the 
resection of colonic lesions, combining high rates of complete and curative 
resection with an improved safety profile.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Current ESGE guidelines consider endoscopic resection of colorectal 
cancer “curative” when the estimated risk of lymph node metastasis is < 3 % 
(Endoscopy 2022;54:591). However, established histopathologic risk factors—
such as tumor grade, tumor budding, vascular invasion, resection margin sta-
tus, and submucosal invasion depth > 1000 µm—do not carry equal prognostic 
weight. A recent meta-analysis, for example, reported a lymph node metasta-
sis rate of only 2.6 % when submucosal invasion > 1000 µm was present as the 
sole risk factor (Gastroenterology 2022;163:174). In this study, we evaluated 
patients from a large institutional database who underwent ESD for colorectal 
cancer, focusing specifically on how submucosal invasion depth influenced 
subsequent clinical management [1, 2].
Methods  Patients who underwent en bloc ESD for colorectal cancer were 
identified from a prospective colorectal ESD registry containing more than 800 
procedures performed between 09/2012 and 09/2025. We assessed lymph 
node risk factors, post-ESD management decisions, and patient outcomes.
Results  A total of 104 patients (median age 70.6 years; 34 % female) with 104 
lesions (rectum n = 69 / colon n = 35; median size 36 mm) were included. Based 
on ESGE criteria, 33 lesions (32 %) were classified as very low- or low-risk for 
lymph node metastasis, while 71 lesions (68 %) were considered high-risk. Le-
sion size and location did not differ significantly between risk groups (p = 0,801 
/ p = 0,824). In 26 cases (38 % of high-risk lesions), submucosal invasion 
depth > 1000 µm was the only high-risk feature. Among these, nine patients 
underwent additional surgery, and none showed lymphatic metastasis. The 
remaining seventeen patients did not undergo surgery and remained dis-
ease-free during an average follow-up period of 25 months.
Conclusions  In our cohort of 104 early colorectal cancers, the proportion of 
resections considered curative would increase from 32 % to 54 % if submucosal 
invasion depth > 1000 µm as the sole risk factor were reclassified as low-risk. 
Our findings suggest that this criterion alone should no longer define a high-risk 
resection.
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Aims  Endoscopic submucosal dissection (ESD) is an established treatment for 
superficial colorectal tumors. However, its technical difficulty varies according 
to lesion location, and right-sided colonic lesions often present poor scope 
maneuverability, making the procedure more challenging. We previously re-
ported that balloon-assisted endoscopy (BAE) improves scope control in retro-
spective analyses. This randomized study aimed to compare balloon-assisted 
ESD (BAESD) with conventional ESD (CESD) for technically difficult right-sided 
colonic lesions.
Methods  This single-center prospective randomized controlled trial was con-
ducted at Jichi Medical University Hospital. Patients with superficial right-sided 
colonic tumors (20–50 mm) judged to have poor maneuverability during pre-
operative colonoscopy were randomly assigned (1:1) to BAESD or CESD. The 
primary endpoint was the ESD completion rate. Secondary endpoints included 
procedure time, dissection speed, specimen size, en bloc resection rate, R0 
resection rate, operator change, and complications. Analyses were performed 
on both an intention-to-treat (ITT) and per-protocol (PP) basis.
Results  Thirty patients were enrolled (14 in the BAESD group and 16 in the 
CESD group). In the ITT analysis, the ESD completion rate was 100 % (14/14) in 
the BAESD group and 75 % (12/16) in the CESD group, showing a higher trend 
in favor of BAESD, although without statistical significance (P = 0.103). All in-
complete CESD cases were successfully completed after conversion to BAESD. 
Procedure time (93 vs. 102 minutes), dissection speed (20.2 vs. 21.5 mm²/
min), en bloc resection rate (100 % in both groups), and R0 resection rate (93 % 
vs. 88 %) were comparable. One microperforation occurred in the BAESD group 
and was managed endoscopically; no delayed bleeding or severe complications 
were observed.
Conclusions  Although recent technical advancements such as traction devic-
es and injectable knives have expanded the indications for colorectal ESD, scope 
maneuverability based on lesion location remains a key determinant of tech-
nical difficulty. While statistical significance was not reached, the 100 % com-
pletion rate in the BAESD group and the successful completion of all CESD-in-
terrupted cases after switching to BAESD are clinically meaningful. BAESD may 
facilitate complete ESD in technically difficult right-sided colonic lesions and 
represents a practical rescue strategy.
Conflicts of Interest  M. Bronswijk received trial support from Boston Scien-
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Medical-Taewoong and acts as an Editorial Board member for Endoscopy. H. 
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Fujifilm and honoraria from Olympus. The remaining co-authors have no rele-
vant conflicts of interest to declare.
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Aims  Unlike rectal lesions, the reported prevalence of submucosal invasive 
cancer (SMIC) in large non-pedunculated colonic polyps (LNPcPs > 20 mm) is 
discordant. We conducted a systematic review and meta-analysis to estimate 
the pooled prevalence of SMIC in LNPcPs, including rates of superficial SMIC 
(sSMIC) and low-risk SMIC (lrSMIC), and to provide stratified prevalence esti-
mates by colonic location (right and left colon).
Methods  Multiple databases were searched through October 2025 for studies 
on the endoscopic resection of LNPcPs ( ≥ 20 mm) reporting SMIC, including 
cohorts from both Eastern and Western countries. Data were extracted for 
overall SMIC and, when available, for sSMIC (defined as submucosal inva-
sion < 1000 μm) and lrSMIC (superficial invasion without high-risk histologic 
features). Pooled prevalence estimates with 95 % confidence intervals (CI) were 
calculated using a random-effects model. Prevalence estimates were also gen-
erated stratified by colonic location. Between-study heterogeneity was as-
sessed using the I² statistic.
Results  A total of 80 studies including 17,927 lesions were analyzed. Across 
all LNPcPs, the pooled prevalence of SMIC was 6.2 % (95 % CI 5.2–7.5 %). Among 
the 38 studies (n = 8,977) reporting depth of invasion, the pooled prevalence 
of superficial SMIC (sSMIC) was 3.7 % (95 % CI 2.6–5.2 %), while low-risk SMIC 
(lrSMIC), reported in 25 studies (n = 7,009), had a pooled prevalence of 2.8 % 
(95 % CI 1.8–4.3 %). All analyses showed substantial heterogeneity (overall SMIC 
I² = 83 %; sSMIC I² = 80 %; lrSMIC I² = 74 %).
When stratified by colonic location, SMIC prevalence was 5.1 % (95 % CI 4.0–
6.5 %) in right-colon LNPcPs (12,926 lesions) and 13.5 % (95 % CI 11.7–15.6 %) 
in left-colon lesions (3,314 lesions). Superficial SMIC prevalence was 3.3 % (95 % 
CI 2.1–5.1 %) in the right colon and 6.0 % (95 % CI 4.4–8.3 %) in the left colon. 
The prevalence of lrSMIC was 2.3 % (95 % CI 1.3–4.1 %) in the right colon and 
4.5 % (95 % CI 3.3–6.2 %) in the left colon.
Conclusions  In this meta-analysis approximately 6 % of LNPcPs harbored SMIC, 
with variation by colonic location. The prevalence of lrSMIC was uncommon 
overall and approximately 2 % in the right colon. These estimates provide com-
prehensive benchmarks that may support the selection of appropriate resection 
strategies for LNPcPs, helping to balance risks and benefits and to determine 
the level of technical expertise required.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Up to 40 % of patients with gastro-esophageal reflux disease (GERD) do 
not respond to medical therapy. Laparoscopic fundoplication (LF) for GERD 
provides suboptimal outcomes and risk of long-lasting adverse events. Tran-
soral incisionless fundoplication (TIF) may be proposed as alternative treatment 
for GERD. TIF and LF long-term effects have not been compared so far, to assess 
the real efficacy of TIF in clinical practice. We aimed at comparing the long-term 
outcomes of TIF and 360 ° LF or partial (anterior 90 ° to 180 ° or posterior 270 °) 
LF in GERD patients [1–18].
Methods  A systematic search of major databases was performed up to Sep-
tember 2025. Studies reporting 5- to 10-year outcomes of TIF and LF in patients 
with confirmed GERD were included. Randomized controlled trials comparing 
360 ° and partial LF were considered. Pooled proportions and 95 % confidence 
interval (95 % CI) of patient satisfaction, GERD recurrence and proton pump 
inhibitor (PPI) discontinuation outcomes were calculated by random-effects 
meta-analysis, performed for each outcome and technique, and compared by 
N-1 Chi-squared test.
Results  Eight studies on TIF (involving 447 patients) and ten studies on LF 
(involving 954 and 948 patients undergone 360 ° LF and partial LF, respective-
ly), relevant to selection criteria, were included in the meta-analyses. Following 
TIF, the 5- to 10-year pooled proportions of patient satisfaction, GERD recur-
rence, and PPI discontinuation were 79.69 % (95 % CI: 72.64 to 85.62), 15.33 % 
(95 % CI: 9.66 to 22.63), and 67.47 % (95 % CI: 60.29 to 74.09), respectively. 
Following 360 ° LF, the 5- to 10-year pooled proportions of patient satisfaction, 
GERD recurrence, and PPI discontinuation were 81.27 % (95 % CI: 77.43 to 
84.71), 17.9 % (95 % CI: 12.71 to 24.12), and 68.55 % (95 % CI: 64.69 to 72.23), 
respectively. Following partial LF, the 5- to 10-year pooled proportions of pa-
tient satisfaction, GERD recurrence, and PPI discontinuation were 81.31 % (95 % 
CI: 77.3 to 84.89), 17.2 % (95 % CI: 12.08 to 23.28), and 51.25 % (95 % CI: 47.02 
to 55.46 %), respectively. The pooled proportions of patient satisfaction and 
GERD recurrence did not significantly differ between TIF, 360 ° LF and partial LF. 
The pooled proportion of patients off-PPI following TIF was like 360 ° LF and 
significantly higher than partial LF (p = 0.0001), mainly compared to posterior 
270 ° LF and anterior 180 ° LF (p < 0.0001).
Conclusions  This meta-analysis reports that the 5- to 10-year patient satis-
faction, GERD recurrence, and PPI discontinuation outcomes of TIF and LF are 
substantially comparable. Thus, TIF could offer a therapeutic option as clinical-
ly effective as LF in the long-term, without surgery-related side effects, for 
selected GERD patients, who refuse life-long medical therapy or surgery, are 
intolerant to PPI, or have some risk of persistent post-surgical side effects.
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Aims  Evaluation of the clinical efficacy and safety of Anti-Reflux Mucosal Ab-
lation (ARMA) therapy in patients with proton pump inhibitor (PPI)-refractory 
gastroesophageal reflux disease (GERD).
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Methods  This single-center prospective study, conducted at SR Kalla Memo-
rial Gastroenterology Hospital in Jaipur, India, included 45 patients with symp-
tomatic GERD who were receiving daily oral PPI for at least 12 weeks. Esoph-
agogastroduodenoscopy (EGD), pH studies, and high-resolution esophageal 
manometry (HREM) were performed on all screened patients. Quality of life 
was measured in these patients using the GERD Health-Related Quality of Life 
(GERD-HRQL) and the Frequency Scale for Symptoms of GERD (FSSG). ARMA 
was performed in a standardised fashion using Argon plasma coagulation (APC) 
ablation. Patients were followed up at 3 months after procedure with repeat 
EGD, HREM, GERD-HRQL, and FSSG assessment [1–3].
Results  A total of 45 patients (57.8 % males; median age, 52.5 years) under-
went ARMA. Significant improvements in patient-reported outcomes were 
observed at 3 months post-procedure. The mean GERD-HRQL score decreased 
significantly from 38.2 ± 6.8 to 12.4 ± 7.2 (p < 0.001). Similarly, FSSG scores 
dropped significantly from 22.3 ± 5.4 to 10.2 ± 6.1 (p < 0.001).Physiologic test-
ing demonstrated effective control of pathological acid exposure. The mean 
DeMeester score improved significantly from 35.8 ± 28.6 to 8.4 ± 6.2 (p < 0.001).
Mean AET also reduced significantly from 20.8 % to 2.8 % (p < 0.001). Endoscop-
ic assessment confirmed enhancement of the anti-reflux barrier.Anatomical 
improvement was further supported by 68.9 % patients showing an improve-
ment of ≥ 1 Hill's Grade.Regarding mucosal status, the proportion of no eso-
phagitis increased from 29 (64.4 %) to 36 (80 %). The prevalence of Grade A and 
Grade B decreased significantly post-procedure. The safety profile of ARMA was 
favourable, only minor and transient adverse events were recorded, no major 
complications such as perforation, stenosis, or bleeding occurred. At 3-month 
follow-up, 88.9 % of patients had either reduced or discontinued PPI use, 
demonstrating reduced pharmacological dependence.
Conclusions  ARMA demonstrated significant efficacy and safety for PPI-refrac-
tory GERD. The procedure substantially improved subjective scores (GERD-
HRQL, FSSG) and objective markers (DeMeester score, AET, Hill's grade). A high 
rate of PPI reduction/cessation affirms ARMA's role as a promising minimally 
invasive treatment for long-term GERD management.
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Aims  Interdisciplinary collaboration between foregut surgeons and interven-
tional endoscopists is paving the way for the future of benign GI disease. Con-
comitant hiatal hernia repair and transoral incisionless fundoplication (cTIF) is 
one such innovation that has emerged as a viable combination therapy for 
patients with gastroesophageal reflux disease (GERD). cTIF enables a consistent 
270–300º omega-shaped valve in patients with pathological reflux and hiatal 
hernias (HH) > 2 cm, who would otherwise be unsuitable for TIF2.0 alone. cTIF 
is hypothesised to offer effective reflux control with lower morbidity than tra-
ditional Nissen fundoplication. We report one of the largest datasets outside 
North American on the safety and efficacy of cTIF conducted within the Euro-
pean TIF registry (EURO-TIF).
Methods  A prospective, multi-centre registry conducted across seven Euro-
pean centres and registered at Cleveland Clinic London (CCL-2021-TIF). All 
prospectively collected data among patients undergoing cTIF for the manage-
ment of gastroesophageal reflux disease (GERD) since 2021 were eligible for 
inclusion. Patients underwent a laparoscopic hiatal hernia repair immediately 
followed by same-session TIF in theatre. The primary outcomes were change 
in reflux-specific quality of life questionnaires (GERD-HRQL and RSI) and acid 
suppression use from baseline to 12-months follow-up. Secondary outcomes 
included procedural outcomes and adverse events according to the AGREE 
classification. Within-patient changes from baseline to 6- and 12-months were 
assessed using paired t-tests, while insufficient paired observations were ana-
lysed descriptively.
Results  In total, 62 patients underwent cTIF with a mean age of 49.9 years (SD 
13.9), and 38.7 % (n = 24) were female. All patients were naïve to previous me-
chanical therapy, were using regular anti-acid medication, and had a median 
Charlson Comorbidity Index of 1 (IQR 0-1). The median HH size was 3 cm (IQR 
2-3; range 1-7), baseline acid exposure time (AET) was 9.1 % (IQR 7.1-14.2), 
and median total reflux episodes were 74.5 (IQR 56-107). Mean baseline GERD-
HRQL and RSI scores were 34.8 (SD 12.4) and 14.8 (SD 9.3), respectively, and 
98.3 % (n = 57) were dissatisfied with current treatment. The procedure was 
technically successful in all cases, with a mean procedure time of 84.3 minutes 
(SD 28.5; range 45-155), a median of 2 crural sutures (IQR 2), 14 plication pairs 
(IQR 10-14), and an inpatient stay of 2 days (IQR 1-2). Thirteen adverse events 
occurred; the majority AGREE grade I (n = 9). Two patients developed hospi-
tal-acquired pneumonia (AGREE II), one underwent pyloric botox injection for 
gastroparesis symptoms (AGREE IIIa), and one developed a suspected leak re-
quiring salvage Nissen fundoplication three days post-cTIF (AGREE IIIb). At 6- 
and 12-months, follow-up completion was 63 % (34/54) and 38 % (15/45), re-
spectively. The proportion of patients no longer requiring anti-acid therapy at 
6- and 12-months was 68.6 % and 70.6 %. Over the same period, mean GERD-
HRQL scores were 7.1 (SD 6.9; n = 34) and 6.8 (SD 5.1; n = 15), corresponding 
to mean within-patient reductions of -30.3 (SD 13.2; p < 0.001) and -32.8 (SD 
13.5; p < 0.001), respectively, and mean RSI scores of 3.1 (SD 4.0; n = 17) and 
4.7 (SD 4.5; n = 7). One patient required an additional procedure (anti-reflux 
mucosal ablation) for worsening symptoms without evidence of recurrent HH.
Conclusions  We present the first European outcomes on patients undergoing 
cTIF demonstrating the combined procedure appears safe, feasible, and enables 
sustained symptom improvement and acid-acid therapy discontinuation over 
12-months.
Conflicts of Interest  RH discloses receipt of research funding from Merit Med-
ical to support research infrastructure

S280



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

PYP174  Cryoballoon ablation following non-cura-
tive endoscopic therapy or a recurrence of Bar-
rett-related dysplasia or esophageal adenocarcinoma 
in the resection scar: a case series
Authors  Boer L1, 2, Van Munster S1, Pouw R1, Weusten B2, 1

Institutes  1  UMC Utrecht, Utrecht, Netherlands; 2  St. Antonius Hospital, 
Nieuwegein, Netherlands
DOI  10.1055/s-0046-1821114
Aims  Endoscopic resection (ER) is the recommended treatment for superficial 
visible lesions in patients with a Barrett esophagus (BE). Following non-curative 
endoscopic therapy for BE-related dysplasia or esophageal adenocarcinoma 
(EAC), or in case of a local recurrence at the ER scar for which additional ER is 
not deemed feasible, step-up treatment with esophagectomy and/or chemo/
radiotherapy is typically considered. However, step-up treatment may not al-
ways be possible due to comorbidities and/or age or may be declined based on 
patient preference. This case series evaluates the use of endoscopic focal cry-
oballoon ablation (CBA) as potential alternative therapy.
Methods  This retrospective case series was conducted at two Dutch tertiary 
referral centers. Patients with BE-related dysplasia or EAC were included if they 
underwent focal CBA between January 2018 and July 2025 for two indications: 
1) prophylactic therapy following non-curative endoscopic treatment defined 
as a macroscopically incomplete ER, or an ER with vertical tumor-positive re-
section margins (R1v), and 2) an endoscopically visible neoplastic lesion < 1 cm 
from the ER scar for which additional ER was not deemed feasible. Treatment 
was performed using either the first- or second-generation CBA device, with 
an ablation dose of 10 to 12 seconds. The number of ablations and freeze–thaw 
cycles was determined at the discretion of the endoscopist. Outcomes were 
technical success, safety, endoscopic remission — defined as the absence of any 
endoscopically visible lesions suspected of dysplasia or cancer during endo-
scopic follow-up — and survival.
Results  In total, 11 patients underwent focal CBA after a non-curative ER or 
an endoscopically visible lesion < 1cm from the resection scar. Patients had a 
median age of 77 years (p25-p75 68-81) at time of treatment, and the major-
ity was male (9/11; 82 %). Reasons for not undergoing additional treatment 
with esophagectomy and/or chemo/radiotherapy included severe comorbidi-
ty and/or advanced age (n = 5) and patient preference (n = 6).
Seven patients (7/11; 64 %) underwent prophylactic CBA following non-curative 
endoscopic treatment, and four patients (4/11; 36 %) had treatment for an 
endoscopically visible lesion < 1cm from the ER scar. CBA was technically feasi-
ble in all cases, and no (serious) adverse events occurred.
In patients who underwent prophylactic CBA after non-curative endoscopic 
therapy, endoscopic remission was retained in 71 % of patients (5/7) and this 
sustained during a median endoscopic follow-up of 14 months (range 3-51) 
with median 2 endoscopies (range 1-3). Among patients with a local recurrence 
at the resection scar, 50 % (2/4) achieved endoscopic remission and this sus-
tained during a median endoscopic follow-up of 7 months (range 6–8) with 
median 6 endoscopies (range 2-10).
Overall, 45 % of patients (5/11) died median 26 months (range 12-36) after 
CBA. Three of these deaths were attributable to esophageal cancer, and were 
all in patients who did not achieve endoscopic remission.
Conclusions  In expert hands, focal CBA is feasible and safe following non-curative 
endoscopic therapy for BE-related dysplasia or EAC and for local recurrences in the 
ER scar. However, efficacy is limited, and therefore CBA should not be regarded as 
reliable alternative to esophagectomy and/or chemo/radiotherapy.
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Aims  Wide-Area Transepithelial Sampling with 3D analysis (WATS3D) is wide-
ly used as an adjunct to random forceps biopsies (RFB) during Barrett’s esoph-
agus (BE) surveillance endoscopies. In a previous randomized trial (WATS-EU-
RO1) comparing WATS with RFB in 172 patients in 17 BE expert centers in 
Europe, we found that inadequate cellularity of WATS3D samples prohibited a 
reliable diagnosis in 13 % of cases, despite that procedures were performed by 
experienced BE endoscopists who were instructed on the brush technique and 
with in-room training on the sample preservation.
Methods  The WATS-EURO2 study was initiated after the WATS-EURO1 study 
to study the relevance of WATS3D-positive-RFB-negative findings during fol-
low-up and aimed to enroll 200 BE patients with low grade dysplasia, high-
grade dysplasia or early cancer and 200 non-dysplastic BE patients with a fol-
low-up of 3 years and without ablation for all WATS3D-positive-RFB-negative 
cases. Based on the sample inadequacy rates in the WATS-EURO1, the WATS-EU-
RO2 was separated into three chronologically distinct phases : (1) Convention-
al Preservation Phase: after brush collection, a portion of the sample was ap-
plied as a dry smear on a glass slide, followed by the addition of preservation 
fluid for transport and processing; (2) Improved Preservation Phase: no dry 
smear was obtained and the entire brush sample was preserved in a transpor-
tation medium before transportation and processing; and (3) Post-training 
Phase: the same preservation method was used, but endoscopists received 
additional training instructions, video tutorial, and individual feedback on their 
sample adequacy. Sample adequacy was evaluated across each phase, with 
subgroup analyses by endoscopist. Specimens were categorized and assessed 
at the CDx Diagnostics laboratory, blinded to case indications and RFB out-
comes. Samples were classified as inadequate if either the smear or cell block 
showed poor preservation or low cellularity.
Results  Seven BE expert endoscopists contributed to the study. Sample ade-
quacy did not improve in the Improved Preservation Phase compared to the 
Conventional Preservation Phase (126/218 cases (57.8 %) vs. 113/173 cases 
(65.3 %), p = 0.15). In the Post-Training Phase adequacy rates rose to 299/326 
(91.7 %; p < 0.001, compared to the preceding phases; Figure 1). All 7 endos-
copists significantly improved their adequacy rates with final adequacy rates 
between 73 % and 100 % (median: 92 %; Figure 2). Despite the overall improve-
ment post-training, inadequate samples persisted in 0 to 27 % (median 8 %) of 
cases.
Conclusions  Despite that all procedures were performed by BE expert endos-
copists, after standard instructions and training, samples were deemed inad-
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equate in a substantial number of cases. Sample adequacy improved to > 90 % 
after additional training instructions, video tutorial and individual feedback on 
sample adequacy. These findings underscore the critical role of a proper brush-
ing technique in WATS3D sampling and the necessity of reporting inadequacy 
rates in WATS3D studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Effective surveillance of Barrett’s esophagus (BE) requires 
representative sampling of the metaplastic epithelium to enable early detection 
of dysplasia or adenocarcinoma. However, the current gold standard of forceps 
biopsies is limited by sampling error, interobserver variability in histopatholog-
ical assessment, and poor integration with emerging molecular diagnostic 
strategies. Although novel widefield sampling devices have shown promise for 
more extensive coverage of the BE segment, their clinical adoption is often 
restricted by patient intolerance or inadequate sampling. As a result, obtaining 
truly representative tissue samples remains technically challenging.
Innovation  We use a transendoscopic sampling (TES) technique involving a 
dissolvable capsule sponge to enable comprehensive sampling during routine 
endoscopy. The capsule is introduced into the stomach alongside the endo-
scope using a biopsy forceps. Upon dissolution, it expands into a rough-tex-
tured sponge. While the endoscopist inspects and cleans the BE segment, the 
sponge is deployed and subsequently retrieved transorally, collecting cells from 
the entire BE without cross-contamination. The procedure results in visible 
abrasions across the entire BE segment, including targeted suspicious lesions.
Results  In a prospective series of 226 TES procedures, technical success was 
achieved in 224/226 cases (99.1 %). 2/226 procedures failed due to severe es-
ophageal stenosis that prevented passage of the capsule sponge. All 64 BE 
patients with histologically confirmed progression (high-grade dysplasia or 
esophageal adenocarcinoma) or endoscopically suspicious lesions underwent 
successful sampling. In 100 % of the successfully retrieved samples (224/224), 
sufficient material was collected for DNA isolation.
Conclusions  Transendoscopic sampling using the capsule sponge is a safe, 
well-tolerated, and technically feasible procedure for widefield sampling of BE. 
It offers a scalable platform for integrating molecular biomarkers into routine 
surveillance and has the potential to complement, or even revolutionize, en-
doscopic surveillance in Barrett’s esophagus.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/e2bec4c5-7d51-4547-b086-238def989bb6/Uploads/19990_ 
1764785095921926.mp4
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Aims  Endoscopic eradication therapy (EET) with radiofrequency ablation ± en-
doscopic resection, is recommended for treatment of Barrett’s esophagus (BE) 
with dysplasia/early cancer [1]. After successful EET, guidelines recommend 
endoscopic follow-up (FU) of 5 years for baseline low-grade dysplasia (LGD), 
and 10 years for baseline high-grade dysplasia (HGD)/T1 cancer [1]. We present 
the long-term outcomes of our previously published, nationwide cohort of BE 
patients, successfully treated with EET between 2008-2018 in a centralized 
setting in BE expert centers (BEC) in the Netherlands [2]. Care for patients was 
provided according to a uniform protocol and by expert endoscopists and pa-
thologists.
Methods  All patients who underwent successful EET for BE with dysplasia/T1 
cancer were included. Successful EET was defined as complete eradication of 
BE and of dysplasia/cancer. FU data was collected up to September 2025. En-
doscopic FU was defined as time from last treatment until last FU endoscopy. 
Vital FU was defined as time from last treatment until recurrence, data collec-
tion of vital status, or death. The primary outcome was recurrent dysplasia or 
cancer. Recurrences were classified as LGD in random biopsies from a normal 
appearing gastroesophageal junction (GEJ), dysplasia/cancer in recurrent BE 
eligible for endoscopic treatment, or advanced a/o metastasized cancer ineli-
gible for endoscopic treatment.
Results  We included 1269 patients (1038 male, median age 66 yrs, median 
BE of C2M4) with baseline LGD in 27 %, and HGD/cancer in 73 %. Median endo-
scopic FU was 65 months (IQR 42-93) with a median of 5 endoscopies (IQR 3-7). 
FU endoscopies were already discontinued in 58 % after median 101 months 
(IQR 74-138), due to: guideline recommendation to stop (20 %), limited life 
expectancy (18 %), or death (14 %).
Recurrent LGD/HGD/cancer was detected in 91/1269 (7 %; annual risk 1.3 %) 
after a median of 35 months (IQR 23-55) and 3 endoscopies (IQR 2-5). Recur-
rence of HGD/cancer was detected in 4.2 % (annual risk 0.8 %). The total number 
of endoscopies to find one recurrence was 73. In total, 9/91 recurrences were 
diagnosed after the guideline-recommended time point at which FU can be 
discontinued. Overall, 84 % of recurrences was amenable for curative endo-
scopic re-treatment, while 16 % (1 % of the overall cohort) was detected as 
advanced cancer. In total, 11/1269 patients (0.9 %) had cancer-related death. 
In contrast, during a median vital follow-up of 101 months (IQR 80-136), 318 
patients (25 %) had unrelated death.
In patients with baseline LGD, recurrent LGD/HGD/cancer was detected in 
19/347 patients (5 %; annual risk 0.7 %). The majority of recurrences was amena-
ble for curative endoscopic treatment (16/19; 84 %), consisting of recurrent 
LGD in a normal appearing GEJ in 5/347 (1.0 %, annual risk 0.2 %) or dysplasia/
cancer in recurrent BE in 11/347 (3 %, annual risk 0.4 %). The remaining 3/19 
patients developed advanced a/o metastasized cancer (1 %, annual risk 0.1 %), 
after a median 85 months (IQR n.a.) after treatment. The majority (17/19; 89 %) 
of recurrences were found during routine FU-endoscopy. The remaining 2/19 
(11 %) were detected in patients presenting with symptoms, including one 
after endoscopic FU had been stopped.
In patients with baseline HGD/cancer, recurrent LGD/HGD/cancer was found 
in 72/922 patients (8 %; annual risk 1.0 %). Overall, 60/72 (83 %) had recurrence 
amenable for curative endoscopic treatment, consisting of recurrent LGD in a 
normal appearing GEJ in 13/922 (1 %, annual risk 0.2 %) or dysplasia/cancer in 
recurrent BE in 47/922 (5 %, annual risk 0.6 %). The remaining 12/72 patients 
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(17 %) had recurrence of advanced a/o metastasized cancer (1 %, annual risk 
0.2 %) after a median FU of 34 months (IQR 17-90). Most (65/72; 90 %) recur-
rences were found during routine FU-endoscopy. In 7/72 (10 %) recurrence was 
detected in patients presenting with symptoms, including one after endoscop-
ic FU had been stopped.
Conclusions  Successful EET in an expert treatment setting, yields a long-term 
durable effect, demonstrating low recurrence risks in both baseline LGD and 
HGD/cancer patients, and < 1 % cancer related death after median vital FU of 
101 months. The risk of developing symptomatic cancer recurrence after guide-
line advised cessation of FU is extremely low.
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Aims  Low-grade dysplasia (LGD) in Barrett’s esophagus (BE) carries a signifi-
cant risk of progression to high-grade dysplasia (HGD) or adenocarcinoma, 
estimated at 9–13 %/patient/year when LGD is confirmed by expert pathology 
[1]. Although radiofrequency ablation (RFA) is recommended by ESGE guide-
lines, results remain imperfect and sometimes contradictory [2]. Endoscopic 
mucosal resection (EMR) may offer both diagnostic and therapeutic advantag-
es over ablative techniques. No prior study has specifically evaluated outcomes 
of EMR in confirmed LGD in BE. This study aimed to assess the efficacy and 
safety of EMR for confirmed LGD.
Methods  This retrospective multicenter study (2008–2023) included patients 
from three tertiary centers who underwent EMR for histologically confirmed 
LGD. Inclusion required LGD validated by two expert pathologists and con-
firmed on the resection specimen. The primary endpoint was absence of pro-
gression to HGD or adenocarcinoma. Secondary endpoints included eradication 
and recurrence rates of LGD and intestinal metaplasia, as well as procedural 
morbidity. Adjunctive therapies (RFA and/or APC) were allowed at the discretion 
of the endoscopist.
Results  Fifty-two patients (mean age 62.9 ± 10.3 years; 77 % male) were in-
cluded. Median Prague classification was C1M3, with visible nodules in two 
cases. EMR sessions per patient ranged from 1 to 5. Adjunctive treatment was 
applied in 46.2 % of patients (RFA: 10; APC: 10; both: 4). Initial LGD eradication 
was achieved in 100 % of patients. LGD recurred in 15.4 % of cases (8 patients) 
after a mean of 30.5 months; seven of these patients underwent endoscopic 
retreatment with successful eradication, resulting in a final overall eradication 

rate of 98.1 % after a mean follow-up of 54 ± 22.3 months. The last patient’s 
treatment began after the end of the study period. No progression to HGD or 
adenocarcinoma occurred. BE eradication was obtained in 65.4 % of patients, 
with recurrence in 11.8 %. Procedure-related morbidity was 1.9 % (one delayed 
bleeding episode), and delayed adverse events occurred in 15.4 % (9.6 % strictures, 
5.8 % dysphagia), all resolving spontaneously or after endoscopic therapy.
Conclusions  EMR appears to be a safe and effective treatment option for con-
firmed LGD in BE, achieving high initial and long-term eradication rates without 
malignant progression over a mean 4.5-year follow-up. These findings support 
EMR as a promising therapeutic and diagnostic strategy in selected patients, 
warranting further prospective validation.
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Aims  The radiofrequency ablation has been shown to be very effective for the 
treatment of flat neoplastic lesions in Barrett’s oesophagus irrespective of his-
tology. In particular, this has been shown to be associated with less disease 
progression (3.6 % vs. 16.3 %, P = 0.03) when compared with sham. [1] The aim 
of our study was to identify the frequency of patients with invisible or com-
pletely flat neoplasia, treatment modality used and ultimate outcome of these 
patients.
Methods  This is a retrospective analysis of a prospectively collected data of 
the last 250 consecutive Barrett’s neoplasia patients treated at a tertiary refer-
ral center for Barrett’s endotherapy in the UK. The endoscopy, histology and 
clinical records were analysed to identify all patients with invisible (biopsy 
proven neoplasia) or flat (IIb) lesions. Data was collected on lesion morphology, 
histology, treatment modality (ablation vs endoscopic resection) and overall 
outcome was collected. Patients were broadly divided into two group 1(Abla-
tion only) vs group 2 (endoscopic resection).
Results  We evaluated a total of 250 consecutive patients with Barrett’s neo-
plasia treated in our centre. 87/250 (35 %) were found to be either flat IIb or 
with invisible / indistinct margins.
47/87 (54.02 %) underwent ablation without resection (group 1). 40/87 
(45.97 %) underwent up-front resection (group 2). The median follow-up time 
was 1758 [1016; 2769] and 1185 [705;1899] days for group 1 and 2, respec-
tively.
Pre-intervention histology demonstrated High grade dysplasia (HGD) in 23/47 
(48.93 %) and 29/40 (72.50 %) patient in group 1 and group 2, respectively.
In group 2(EMR); comparison of post-resection histology with pre-resection 
histology revealed a disease upgrade in 29/40 (72.5 %) patients.
11/40 patients in group 2 had LGD pre-resection; 5/11(45.5 %) upgraded to 
HGD and 3/11(27.3 %) upgraded to carcinoma after resection.
Similarly, 29/40 patients had pre-resection histology of HGD. After resection, 
11/29 (38 %) were upgraded to cancer.
Metachronous lesions developed in 8/47 (10.81 %) and 2/40 (5.0 %) in group 1 
and group 2, respectively. The difference became more significant when strat-
ified by index histology as patients with HGD on index histology developed 
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more metachronous lesion (21.74 %) when treated by ablation as compared to 
resection (6.89 %).
Conclusions  RFA remains a valid treatment option of flat (IIb) lesions with 
indistinct margins and invisible but biopsy proven Barrett’s neoplasia but the 
risk of metachronous neoplasia is high in patients with index histology of HGD 
so they require very careful follow up if ablated.
The resection cohort revealed a significant upgrade in disease stage both in 
LGD and HGD cohort despite having flat lesions with no nodules.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Barrett’s esophagus (BE) has been recognized as a precursor to esopha-
geal adenocarcinoma (EAC). BE lesions are frequently treated by Endoscopic 
Submucosal Dissection (ESD) to allow for adequate staging and as a first step 
in the treatment of BE lesions. Lesions at the gastroesophageal junction (GEJ) 
present clinical challenges due to their diverse morphology and varying malig-
nant potential. Our objective was to distinguish the clinicopathologic features 
of GEJ lesions from non-GEJ lesions for effective risk stratification and treatment 
planning.
Methods  We retrospectively analyzed 108 patients with target lesions origi-
nating from Barrett’s esophagus (87 located in the GEJ region and 21 in the 
non-GEJ region) who underwent ESD. We assessed their clinicopathological 
features and clinical outcomes. Lesions were classified according to the Siewert 
classification, differentiating those with a maximal mucosal base ranging 
from − 5 cm to + 2 cm from those situated more than + 5 cm above the GEJ. 
Chi-square tests were employed to assess the associations between lesion lo-
cation and histology, submucosal invasion depth and morphology, as classified 
by the Paris classification.
Results  GEJ lesions displayed a significantly different distribution of histolog-
ical grades compared to non-GEJ lesions (p < 0.001), with high-grade dysplasia 
and adenocarcinoma more present at the GEJ. The depth of neoplastic submu-
cosal invasion also varied significantly by location, with GEJ lesions showing 
higher rates of both superficial and deep submucosal cancer infiltration (pT1a, 
pT1b) (p < 0.001). Also morphological patterns differed substantially between 
groups (p = 0.023), with pejorative morphologies, particularly IIb and IIc com-
ponents according to Paris classification, more commonly seen in GEJ lesions, 
while non-GEJ lesions exhibited a more varied distribution (Is-IIa according to 
Paris classification). Both groups showed no significant differences in ESD out-
comes regarding procedural complications.
Conclusions  Our analysis revealed that GEJ lesions have a distinctly more ag-
gressive profile than non-GEJ lesions. Our preliminary data showed that GEJ 
lesions have a greater prevalence of pejorative morphologies, higher histolog-
ical severity and deeper invasion. The significantly increased rates of high-grade 
dysplasia and adenocarcinoma at the GEJ strongly suggest that this region 
represents a biologically distinct and more vulnerable microenvironment, 
where neoplastic progression may accelerate or manifest at a more advanced 
stage. This heightened aggressiveness aligns with the unique exposure of the 

junctional zone to mixed gastric and esophageal refluxate, chronic inflamma-
tion, and aberrant metaplastic remodeling. Overall, these findings underscore 
the intrinsic worrisome nature of GEJ lesions and highlight the importance of 
rigorous, multimodal assessment in managing junctional lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Current ESGE guidelines recommend urgent colonoscopy only in select-
ed patients with acute lower gastrointestinal bleeding (LGIB), based mainly on 
bleeding severity and likelihood of finding stigmata of recent hemorrhage. 
However, they do not clearly differentiate recommendations according to the 
underlying clinical scenario. Since LGIB is a highly heterogeneous condition, we 
aimed to evaluate whether the diagnostic and therapeutic effectiveness of 
urgent colonoscopy differs among distinct patient populations.
Methods  We conducted a retrospective single-centre study in a tertiary refer-
ral hospital with 24/7 endoscopic availability. All urgent colonoscopies ( < 24 
hours from request) performed for acute LGIB between July 2018 and August 
2025 were analysed. Procedures were classified as diagnostic if the bleeding 
source or stigmata of recent haemorrhage were directly identified, and as thera-
peutic if endoscopic hemostasis was performed. Patients were stratified into three 
clinical cohorts: [1] colon-naïve patients, [2] post-polypectomy bleeding, and [3] 
post-surgical bleeding. The primary outcome was in-hospital mortality. Secondary 
outcomes included diagnostic yield, therapeutic yield, and rebleeding.
Results  Among 415 urgent colonoscopies, 224 patients undergoing colonos-
copy within 24 hours for LGIB were included: 129 colon-naïve, 52 post-polypec-
tomy, and 43 post-surgery. Overall diagnostic and therapeutic yields were 58 % 
and 44 %, respectively, but showed marked differences across cohorts. Diag-
nostic yield was significantly lower in colon-naïve patients (40 %) compared 
with post-polypectomy (88 %) and post-surgical patients (77 %)(p < 0.001). 
Similarly, therapeutic yield (endoscopic hemostasis) was 21 % in colon-naïve 
patients, versus 87 % in post-polypectomy and 63 % in post-surgical patients 
(p < 0.001).
On multivariable analysis, clinical scenario (population subgroup) was the 
strongest independent predictor of both diagnostic and therapeutic outcomes 
with odds ratio (OR) up to 24.5 for haemostasis in the post-polypectomy sub-
group, and up to 6.28 in the post-surgery subgroup (p < 0.001), while age, sex, 
and quality of bowel preparation were not.
In-hospital mortality was 9.8 %. A multivariable Cox proportional hazards sur-
vival analysis was performed, adjusting for age, sex, clinical scenario, and ASA 
class. In this model, neither diagnostic nor therapeutic endoscopic outcomes 
were significantly associated with mortality, whereas ASA class emerged as the 
only independent predictor of mortality with hazard ratio (HR) of 2.74 and 2.81 
respectively, (p = 0.01).
Notably, rebleeding rates were similar across the three clinical cohorts (p = 0.5) 
and between patients on or off antithrombotic therapy (p = 0.66), with only 
transfusion requirement (61 % vs 85 %, p = 0.001) and prolonged hospitalisation 
(9 vs 20 days, p = 0.01) showing significant associations.
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Conclusions  Compared with previously published data on urgent colonosco-
py in acute LGIB, our cohort showed markedly higher diagnostic and therapeu-
tic yields even in the colon-naïve subgroup, further supporting the high effec-
tiveness of urgent colonoscopy in our setting with 24/7 endoscopic availability. 
However, this effectiveness was not uniform across all patients and was strong-
ly influenced by the underlying clinical scenario. In particular, patients with 
post-surgical bleeding and post-polypectomy had substantially higher diag-
nostic and therapeutic yields than colon-naïve patients. These results highlight 
a critical gap in current guidelines, which do not adequately differentiate among 
patient subgroups, and support the need for a more tailored, scenario-based 
approach when selecting candidates for urgent colonoscopy in acute LGIB.
As for rebleeding events, no strong independent predictors were identified; 
the only observed associations — with transfusions and prolonged hospitalisa-
tion — likely reflect secondary consequences rather than causal factors [4].
Moreover, our findings indicate that short-term survival in acute LGIB is primar-
ily driven by baseline patient comorbidity rather than by endoscopic outcomes, 
reinforcing the concept that patient-related factors outweigh procedural fac-
tors in determining prognosis, not only in randomised controlled trials but also 
in real-life clinical practice.
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AimsPrimary: to describe the incidence of delayed complications after CR-ESD 
(bleeding, perforation, and post-electrocoagulation syndrome [PECS]). Sec-
ondary: to characterise their timing and clinical impact; to identify associated 
risk factors; and to evaluate the effect of prophylactic defect closure.
Methods  This retrospective cohort study used data from a prospective nation-
al registry of CR-ESDs performed in 28 Spanish centres (January 2013-Septem-
ber 2025) by 40 endoscopists. Eligible patients were aged > 18 years and un-
derwent CR-ESD or attempted ESD for colorectal neoplasia. Exclusion criteria 
were incomplete records, technical variants (hybrid ESD, endoscopic intermus-
cular dissection [EID] or per-anal endoscopic myotomy [PAEM]), aborted pro-
cedures, immediate surgery after ESD, failed ESDs, and low-volume centres.
Delayed complications were defined as clinically significant bleeding, PECS 
(pain/fever without intraprocedural perforation requiring > 1-day stay), or per-
foration confirmed radiologically occurring after completion of the procedure. 
Events not prolonging hospitalisation were not considered complications. Main 
data source was the Spanish National ESD Registry. Follow-up followed routine 
practice.
Univariable logistic regression assessed crude associations, and all clinically 
relevant variables entered multivariable model. The effect of prophylactic clo-
sure was evaluated using crude comparisons and propensity-score matching 
(PSM) to control for confounding. Analyses were two-sided with significance 
set at p < 0,05. Deterministic logical rules were used for imputation when values 
could be unequivocally deduced; otherwise, missing data were retained. No 
sample-size calculation was performed.
Results  A total of 2.618 CR-ESDs were performed in 2.556 patients. After ex-
clusions (179 hybrid ESDs, 28 EIDs, 38 PAEMs, 101 aborted procedures, 21 
immediate surgeries, 133 incomplete records, 6 failed ESDs), 2.112 procedures 
were analysed. Intraprocedural perforations (267; 12,6 %) were excluded from 
PECS and delayed perforation analyses.
The cohort had a mean age of 67,7 years; 59 % were male; 88 % were ASA II–III; 
14 % received antiplatelets and 10 % anticoagulation. Median lesion size was 39 
mm and fibrosis was present in 60 %. Technical success was 95,5 %, en-bloc 
resection 90,3 %, and R0 resection 78,7 %. Median hospital stay was 1 day.
Overall delayed complications occurred in 258 out of 2.112 cases (12,2 %; 
CI95 % 10,1-13,7). PECS occurred in 7,0 % (CI95 % 5,9-8,9) and delayed bleeding 
in 5,6 % (CI95 % 4,7-6,7), whereas delayed perforation was rare (1,4 %; CI95 % 
0,9-2,0). The median (IQR) length of hospital stay was 3 (2–4) days for any 
delayed complication, 3 (2–5) days for PECS, 3 (1–5) days for bleeding, and 7 
(6–11) days for perforation. Median time to bleeding was 3 days and was longer 
in anticoagulated patients (6 vs 2 days). All PECS and bleeding cases were man-
aged non-surgically; 48 % of delayed perforations required surgery.
Independent risk factors for overall delayed complications were anticoagula-
tion, larger dissected area, and poor manoeuvrability. PECS was associated with 
larger area while left-sided location showed a protective effect. Delayed bleed-
ing was strongly associated with anticoagulation and rectal location. Delayed 
perforation was linked to right-sided and flexural lesions.
Complete prophylactic closure was associated with a lower risk of overall de-
layed complications and bleeding in crude analyses (OR 0,6; CI95 % 0,4-0,8 vs 
0,4; CI95 % 0,2-0,6). After adjustment using PSM, complete closure reduced 
the absolute risk of any delayed complication by 8,6 % and of delayed bleeding 
by 5,7 %. In anticoagulated patients, complete closure markedly reduced bleed-
ing risk (absolute reduction ~17 %; NNT ≈ 6).
Conclusions  In this large multicentre cohort, delayed complications occurred 
in 12,2 % of CR-ESDs, with PECS and bleeding being the most frequent, assum-
ing a median increase of 2 days in the length of hospitalisation. Anticoagulation, 
lesion complexity (larger area or poor manoeuvrability), and specific anatom-
ical locations emerged as key risk factors. Complete prophylactic closure was 
associated with a reduction in overall delayed complications and delayed bleed-
ing, with a pronounced benefit in anticoagulated patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP183  Multimodal Endoscopic Management of a 
Refractory Rectovaginal Fistula After Neovagina 
Construction
Authors  Manara Martins J1, Bonilha D1, Giovinazzo Castanho Barros L1, 
Darcadia dos Reis T1, Kreve F1, Costa R1, Garcia Montes C1
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Abstract Text
A 47-year-old transgender woman developed a persistent rectovaginal fistula 
following neovagina construction. Colonoscopy identified a 5-mm fistulous 
tract near the dentate line. Initial management included argon plasma coagu-
lation (APC) for edge debridement followed by OTS clip closure (Padlock clip, 
Aponos Medical Corp, Kingstone, New Hampshire). Due to recurrence, a second 
session was performed with additional debridement and placement of TTS 
clips. Because the fistula persisted despite both OTS and TTS clip attempts, we 
transitioned to endoscopic vacuum therapy (EVT). A handmade negative-pres-
sure system was assembled using an adaptively crafted catheter wrapped in 
polyurethane material, enabling continuous suction within the fistulous cavity. 
EVT sessions were repeated with interval reassessment. After two cathe-
ter-based vacuum exchanges, the cavity demonstrated marked reduction, 
robust granulation tissue, progressive collapse of the fistulous tract, and ulti-
mately complete closure. This case highlights EVT as an option rescue therapy 
for complex rectovaginal fistulas unresponsive to conventional endoscopic 
closure. A tailored, multimodal endoscopic approach can achieve complete 
healing while avoiding the need for more invasive surgical interventions [1–3].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Refractory gastroenteric fistulas, whether post-surgical or post-inflammatory, 
remain a therapeutic challenge. Autologous activated adipose-derived cells 
(ADSCs) injection is emerging as a minimally invasive option to promote fistu-
la closure. The aim of this report is to describe two cases treated with ADSCs 
and evaluate safety and preliminary efficacy. Case 1 involved a 64-year-old 
female patient with a rectovaginal fistula following resection of the sigmoid 
and proximal rectum for perforated diverticulitis. Case 2 involved an 80-year-
old male patient with a rectourethral fistula in the context of post-radiothera-
py rectal ulceration for prostate adenocarcinoma. In both patients, autologous 
adipose tissue was harvested, processed, and injected endoscopically into the 
fistula tract. At 2.5-month follow-up, both patients showed complete clinical 
and endoscopic healing without adverse events.

Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/53854f9f-da28-47ee-b1a0-e475782da7ae/Uploads/19978_
Esge.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Extensive circumferential colorectal endoscopic submucosal dissection 
carries a high risk of stricture formation. While prophylactic closure reduces 
this risk, evidence in high circumferential resections ( > 75 %) remains limited. 
We evaluated the association between prophylactic closure and stricture for-
mation in high circumferential colorectal ESD.
Methods  Retrospective analysis 1,267 consecutive colorectal ESD from a sin-
gle tertiary center was conducted. High circumferential resection ( > 75 % or 
complete circumferential) cases were identified. Primary outcome was stricture 
formation requiring dilatation. Secondary outcomes included perforation, de-
layed bleeding, and composite adverse events. Multivariable Firth logistic re-
gression adjusted for lesion size, location (rectum vs colon), malignancy, and 
procedure duration.
Results  138 (10.9 %) of lesions required > 75 % circumferential resection. 
Prophylactic closure was performed in 40/138 (29.0 %) cases using predomi-
nantly suture-based methods: OverStitch (n = 29, 72.5 %), Hemoclips (n = 7, 
17.5 %), V-LOC (n = 4, 10.0 %). En bloc resection was achieved in 137/138 
(99.3 %). Mean resection duration was significantly shorter in the closure group 
(118 vs 179 min, p < 0.05). Stricture rates increased with circumferential extent: 
0/560 ( < 50 %), 0/569 (50-75 %), and 10/138 (7.2 %) in > 75 % resections 
(p < 0.001 for trend). Among high circumferential cases, stricture occurred in 
0/40 (0 %) with closure vs 10/98 (10.2 %) without closure (p = 0.036) After ad-
justment for lesion size (OR 1.019 per mm, 95 % CI 1.006-1.032, p = 0.004), 
rectal location (OR 7.38, 95 % CI 0.40-135), and malignancy (OR 0.62, 95 % CI 
0.15-2.48), closure showed a protective trend (adjusted OR 0.061, 95 % CI 
0.002-2.17, p = 0.125). Number needed to treat was 10 patients (95 % CI 5-20). 
Stricture risk increased significantly with lesion size quartiles: Q1 (smallest) 
2.6 %, Q2 0 %, Q3 6.1 %, Q4 (largest) 20.6 % (p = 0.007). The protective effect of 
closure was most pronounced in the largest quartile (0/7 vs 7/27, p = 0.165). 
Closure was associated with significantly shorter hospital stay (median 2 vs 3 
days, mean 2.7 ± 1.42 vs 3.47 ± 1.63 days, p = 0.007). No delayed bleeding oc-
curred in either group. Perforation occurred in 1/40 (2.5 %) with closure vs 0/98 
without (p = 0.29). Composite adverse events were numerically lower with 
closure: 1/40 (2.5 %) vs 10/98 (10.2 %), p = 0.176.
Conclusions  Prophylactic closure achieved zero strictures versus 10.2 % with-
out closure and significantly shorter hospital stay in high circumferential 
colorectal ESD with a number needed to treat of 10. Our findings support rou-
tine consideration of prophylactic closure for extensive circumferential colorec-
tal ESD, particularly for large lesions. Prospective multicenter studies with 
standardized protocols are warranted to validate our findings.
Conflicts of Interest  Fatih Aslan has received grants and honororia from Olym-
pus.
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Aims  Endoscopic submucosal dissection (ESD) poses considerable technical 
challenges and is frequently associated with lengthy procedure times. To im-
prove procedural efficiency, we developed a robotic gripper capable of per-
forming both tissue traction and defect closure. After demonstrating its utility 
in preclinical experiments, we carried out the first-in-human clinical trial to 
evaluate its feasibility and safety in colorectal ESD.
Methods  From April through June 2025, we performed colorectal ESD with 
the robotic gripper in 23 consecutive patients at our institution. The primary 
outcomes assessed were total procedure time, dissection speed, and success-
ful completion of defect closure. Secondary outcomes included the clip count 
needed for closure and any complications occurring after the procedure.
Results  23 patients with colorectal lesions (mean size, 43.6 ± 4.3 mm) under-
went ESD using the robotic gripper. The mean procedure time was 42.8 ± 4.3 
minutes, and the average dissection speed was 69.4 ± 18.1 mm²/min. Complete 
closure of the mucosal defect was achieved in all cases, requiring a mean of 
6.3 ± 2.8 clips per lesion. No delayed bleeding or perforation was observed.
Conclusions  This first-in-human evaluation of a robotic dual-function gripper 
for colorectal ESD showed the device to be feasible, safe, and effective, with 
clear benefits in traction and closure. These promising results warrant further 
assessment in larger, multicenter trials.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Management of Lateral Spreading Tumors (LSTs) involving 
the appendiceal orifice is technically challenging. While Endoscopic Full-Thick-
ness Resection (EFTR) is an option, deep appendiceal involvement sometimes 
necessitates appendectomy and is a technique with a significant rate of appen-
dicitis. We present the case of a 63-year-old male with a recurrent 18x10mm 
homogeneous LST-G completely covering the appendiceal orifice. The patient, 
presenting with multiple comorbidities and a "hostile abdomen" due to prior 
surgeries, refused further surgical intervention. This scenario compelled us to 
explore a purely endoscopic transcecal appendectomy as a salvage therapy [1].
Innovation  We describe a Transcecal Endoscopic Appendectomy adapting the 
technique recently described by Aslan et al. (2025). The primary innovation in 
this case is the strategic use of the Pathfinder (Neptune Medical) rigidizing 
overtube. Unlike previous reports, we utilized the Pathfinder to overcome 
marked cecal instability and to facilitate the repetitive insertion and removal 
of suturing needles. Additionally, we employed SutuArt (Olympus) for intralu-
minal traction of the appendix and planned muscular closure, combining stand-
ard ESD techniques with deep mesoappendix dissection to achieve a complete 
scarless appendectomy.
Results  The lesion was initially circumscribed using ESD (DualKnife J). SutuArt 
was anchored to the lesion to provide traction into the colonic lumen, and two 
contralateral sutures were pre-placed in the muscular layer to allow an easy 
closure in later stages. Following cecal wall perforation, we proceeded with 
mesoappendix dissection using DualKnife J and IT Nano. The procedure was 
technically demanding due to marked scope instability (despite the rigidizing 
overtube) and the unexpected appendix length (10 cm), which required ex-
tensive dissection. During this phase, appendicular artery bleeding occurred; 
hemostasis was challenging as the abundant mesoappendix fat hindered 
the precise application of the Coagrasper, though control was eventually 
achieved.
After complete inversion and resection of the specimen, the pre-placed mus-
cular sutures had been accidentally cut during the resection. Consequently, 
mechanical closure was achieved using an OTSC (Ovesco) clip, confirming no air 

leakage. The total procedure time was 6 hours. The patient was discharged on 
day 4 with oral antibiotics and no complications.
Conclusions  Endoscopic transcecal appendectomy is a feasible procedure for 
complex appendiceal lesions in patients who are unfit for or refuse surgery. The 
use of a rigidizing overtube (Pathfinder) is highly recommended to stabilize the 
cecum and manage accessories. However, this technique is extremely labor-in-
tensive and time-consuming (6h) compared to laparoscopic surgery. Therefore, 
while feasible, it should be reserved for highly selected cases, acknowledging 
that surgical appendectomy remains the faster and likely safer standard of care.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/75eb084b-1cf8-4af7-996c-12ec4e33150c/Uploads/19990_
final_video %20appendectomy %20sutuart %20and %20pathfinder.mp4
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Aims  Although colorectal polyps smaller than 10 mm are usually removed by 
cold snare polypectomy (CSP), small polyps sometimes include high-grade 
dysplasia or intramucosal carcinoma, which require endoscopic resection with 
electrocautery including hot snare polypectomy (HSP) and endoscopic mucosal 
resection (EMR), because they have the potential to invade the muscularis mu-
cosa. However, endoscopic resection with electrocautery carries a non-negli-
gible risk of adverse events, including bleeding and perforation, due to deep 
thermal injury. Thus, low-power pure-cut hot snare polypectomy (LPPC-HSP) 
has been developed as a minimally invasive technique with low power, low 
voltage, and no coagulation current [1, 2]. This method uses pure-cut current 
and reduces the power of electrocautery, expecting less deep thermal damage 
compared with conventional HSP with blend or coagulation current, resulting 
in a lower risk of perforation and bleeding. To determine whether LPPC-HSP is 
appropriate for lesions such as high-grade dysplasia and intramucosal carcino-
ma that can extend into the muscularis mucosa, it is necessary to examine the 
actual resection depth of LPPC-HSP; however, its actual resection depth has 
not been evaluated. This study aimed to investigate the resection ability of 
LPPC-HSP for small colorectal polyps.
Methods  This single-arm, prospective, observational study included patients 
who underwent LPPC-HSP for nonpedunculated colorectal polyps smaller than 
10 mm. For LPPC-HSP, a 10- or 15-mm oval snare with a wire diameter of 0.30 
mm (SnareMaster Plus S Olympus Medical Co.) was used without submucosal 
injection, and the polyps were resected with a low-power pure-cut current 
(Autocut; VIO300D: effect, 1 [10 W]; VIO3: effect, 0.4). The primary outcome 
was the rate of sufficient vertical R0 resection (SVR0) [3], defined as R0 resec-
tion that included a sufficient submucosal layer beneath the whole lesion. Based 
on previous studies of EMR for small colorectal polyps, which reported the R0 
resection rates of EMR ranging from 62 % to 87.3 % and the containing submu-
cosal tissue rate of 92 %, the expected rate of SVR0 was set at 70 %. With a 
non-inferiority margin of 10 %, the pre-defined threshold rate was set at 60 %. 
The secondary outcomes were the en bloc resection rate, the incidence of 
adverse events, and the pathological evaluation including the R0 resection rate, 
the proportion of specimens containing muscularis mucosae and the submu-
cosa, and the thickness of the submucosa.

S287

http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/75eb084b-1cf8-4af7-996c-12ec4e33150c/Uploads/19990_final_video%20appendectomy%20sutuart%20and%20pathfinder.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/75eb084b-1cf8-4af7-996c-12ec4e33150c/Uploads/19990_final_video%20appendectomy%20sutuart%20and%20pathfinder.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/75eb084b-1cf8-4af7-996c-12ec4e33150c/Uploads/19990_final_video%20appendectomy%20sutuart%20and%20pathfinder.mp4


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Results  Finally, this study included 95 patients with 150 lesions. En bloc resec-
tion was achieved in all cases. R0 resection was achieved in 124 lesions (83 %). 
All specimens contained the muscularis mucosa, and the submucosa tissue was 
included in 132 lesions (88 %). The median maximum submucosal layer thick-
ness was 1331 μm (IQR, 736-2044). The primary outcome, the SVR0 rate, was 
115 lesions (76.7 %; 90 % confidence interval [90 % CI], 70.3–82.2 %). The low-
er limit of the 90 % CI exceeded the pre-defined threshold of 60 %, thereby 
meeting the primary endpoint. No bleeding, perforation, or other serious ad-
verse events occurred.
Conclusions  The vertical resection ability of LPPC-HSP was acceptable. LP-
PC-HSP may be applicable to colorectal polyps smaller than 10 mm that have 
potential malignancy, similar to conventional resection methods with electro-
cautery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Hybrid dissection techniques combine elements of ESD with snare re-
section, thus improving safety and efficiency for large or technically challeng-
ing colorectal lesions. As literature data is limited, our aim is to show the clini-
cal outcomes of these hybrid techniques.
Methods  We retrospectively analyzed 48 consecutive colorectal lesions re-
sected using hybrid techniques. Lesion characteristics, technical outcomes, 
histology, procedure duration, and adverse events were recorded. Hybrid ESD 
was defined as circumferential incision with partial submucosal dissection fol-
lowed by en-bloc snare resection; hybrid EMR involved partial dissection with 
piecemeal snare resection.
Results  Resected lesions had a median size of 29 mm (7–70 mm). Hybrid ESD 
was performed in 27 cases (56.3 %), achieving en-bloc resection. Overall, com-
plete R0 resection was obtained in 44/48 lesions (91.7 %). Histology showed 
high-grade dysplasia in 22 lesions (45.8 %) and adenocarcinoma in 10 lesions 
(20.8 %). The procedures were mostly performed under conscious sedation, 
median time for resection was 45 ± 22 minutes. Adverse events were seen in 8 
cases (16.7 %) mainly bleedings, but also 3 cases of perforation – all managed 
endoscopically.
Conclusions  Hybrid dissection techniques achieved high en-bloc and R0 re-
section rates for large colorectal lesions. These procedures are relatively quick 

and show a low complication rate (fully manageable by endoscopy). These 
findings support hybrid ESD/EMR as effective and safe for selected colorectal 
neoplastic lesions in clinical practice
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Underwater endoscopic mucosal resection (UEMR) is an emerging tech-
nique for the management of large, benign colonic polyps, with higher en bloc 
and R0 resection rates and shorter procedure time compared to conventional 
EMR. Its role in the management of polyps suspicious for submucosal invasion 
is yet to be defined. Few studies have investigated the depth of resection with 
UEMR, with inconsistent results when compared to conventional EMR. No stud-
ies have compared UEMR with endoscopic submucosal dissection (ESD). We 
aimed to compare the resection depth of UEMR and ESD for large (20-30mm) 
non-pedunculated colonic polyps.
Methods  We performed a retrospective cohort study at a single UK tertiary 
referral centre from 2015 to 2024. All en bloc resections by UEMR or ESD of 
20-30mm colonic polyps were included. Pedunculated or semi-pedunculated 
polyps, recurrent polyps and patients with inflammatory bowel disease were 
excluded. Histopathological samples were retrospectively reviewed, with meas-
urement of maximum and minimum submucosal (SM) resection depths, meas-
ured from the muscularis mucosae. Primary outcome was the depth of SM in 
the resected specimen. Secondary outcomes included R0 resection rate, ver-
tical margin (VM) positivity (defined as < 0.1mm) in cases of adenocarcinoma, 
and rates of deep mural injury (DMI).
Results  29 UEMR and 27 ESD resections were identified. Median lesion diam-
eter was similar between the two groups (22 vs 25mm). Lesions resected by 
UEMR were more commonly protruding (69 % vs 26 %) and in the right colon 
(93 % vs 48 %), with ESD resections more commonly flat lesions in the left colon. 
Median maximum SM was significantly higher with UEMR (4.2 vs 1.75mm; 
p < 0.001). There was no significant difference in median minimum SM depth 
(0.4 vs 0.5mm). Median maximum SM depth was significantly higher with UEMR 
for both protruding (5.5 vs 2.25mm; p = 0.015) and flat lesions (2.3 vs 1.5mm; 
p = 0.009). 20/29 UEMR and 27/27 ESD specimens were pinned. Comparing 
pinned vs unpinned UEMR specimens, there was no significant difference in 
median maximum SM depth (3.5 vs 5.5mm; p = 0.22). There was no significant 
difference in R0 resection rates between UEMR and ESD (76 % vs 93 %; p = 0.15). 
One T1b adenocarcinoma was resected by UEMR, with positive VM. Three T1a 
adenocarcinomas were resected by ESD, all with negative VM. Three T1b ade-
nocarcinomas were resected by ESD, 1/3 with positive VM. DMI (type III) was 
observed in one UEMR resection. There were no perforations in either group.
Conclusions  In our study, en bloc UEMR achieves significantly greater maxi-
mum SM depth than ESD in both flat and protruding colonic polyps 20-30mm 
in diameter. R0 resection and complication rates were similar between tech-
niques. Prospective comparative studies are needed to define the role of UEMR 
in managing colonic lesions suspicious for superficial submucosal invasion.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Difficult extraction of common bile duct (CBD) stones remains a major 
determinant of ERCP safety, duration, and resource use. Although several fac-
tors have been proposed, robust real-life predictors applicable across centers 
are limited. This study aimed to identify simple, universally accessible radio-
logic and endoscopic parameters associated with difficult CBD stone extraction 
and to derive a practical predictive score.
Methods  All ERCPs performed for confirmed choledocholithiasis between 
2016 and 2024 were retrospectively reviewed. Difficult extraction was defined 
as incomplete duct clearance during index ERCP, the need for mechanical lith-
otripsy, or requirement for repeat ERCP. Predictors included pre-procedural 
imaging findings (CBD diameter and stone burden on US/CT/MRI) and endo-
scopic parameters (stone size and number at cholangiography, papillary mor-
phology including peri-/intradiverticular papilla, and early difficult-cannulation 
indicators such as pancreatic duct injection).
Results  Among 773 patients, 224 (29.0 %) experienced difficult extraction. 
Stone size ≥ 15 mm was the strongest predictor (OR 4.6), followed by stone 
burden ≥ 3 stones (OR 1.7) and CBD dilation ≥ 12 mm (OR 1.6). Papillary ana-
tomic difficulty (distorted or diverticular papilla) and early pancreatic duct in-
jection markedly increased risk (OR 3.0). The strength and consistency of these 
predictors aligned with international series. Based on the most robust variables, 
a simple D-ERCP Score (0–6 points) was developed:

▪▪ Stone ≥ 15 mm: + 2
▪▪  ≥ 3 stones: + 1
▪▪ CBD ≥ 12 mm: + 1
▪▪ Difficult-cannulation indicator: + 2

Risk of difficult extraction increased stepwise: 7 % (0–1 points), 28 % (2–3 
points), and 64 % ( ≥ 4 points).
Conclusions  Nearly one-third of CBD stone extractions were difficult. Four 
routinely obtainable parameters—stone size, stone burden, duct dilation, and 
early difficult-cannulation signs—consistently predicted technical complexity. 
The D-ERCP Score, derived from a large real-world cohort, provides a practical, 
universally applicable tool to anticipate difficult extractions, optimize procedural 
planning, and improve the safety and efficiency of ERCP in routine practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the necessity to placed CBD stents after stone extraction in 
patients with co existent gall stones.
Methods  Background:Whether CBD stents should be routinely placed follow-
ing ductal clearance in patients who also have gallstones remains controversial. 
Our unit follows a uniform protocol of placing a 7Fr plastic double-pigtail (DPT) 
stent in all such patients after stone extraction. Cholecystectomy is subse-
quently performed either the same day, after 24 hours (most common), with-
in one week, or later based on patient preference. Stents are removed four 
weeks after cholecystectomy with mandatory fluoroscopic assessment and 
CBD clearance. This retrospective analysis aimed to determine whether this 
routine stenting protocol is justified.
Methods:  All patients who underwent ERC for CBD stones between 2021 and 
2024 were included. Patients with CBD stones on any imaging modality and 
co-existent gallstones were analyzed. Standard ERC techniques—including 
sphincterotomy, large-balloon sphincteroplasty, and laser lithotripsy—were 
used for stone extraction. A 7Fr DPT stent was routinely placed post-extraction; 
in Type I Mirizzi’s syndrome, a 10Fr stent was used due to frequent cholangitis. 
Cholecystectomy timing varied per protocol. Stent removal four weeks 
post-surgery included fluoroscopy to assess migration, extraction of retained 
stents, and balloon or basket sweeps to document residual stones. The prima-
ry outcomes were spontaneous distal migration of stents and presence of 
stones at stent removal. Subgroup analysis examined single versus multiple 
CBD stones and Mirizzi’s syndrome.
Results  Of 1,363 ERCs for stone disease, 1,162 patients (85.3 %) had both CBD 
stones and gallstones. Stents were placed in all 1,162 cases. A total of 1,044 
patients (89.8 %) returned for stent removal; 118 (10.2 %) were lost to fol-
low-up. Spontaneous stent migration occurred in 209 patients (20.1 %), while 
835 (79.9 %) had retained stents. Among those with retained stents, 149 pa-
tients (17.8 %) had stones detected during removal.
Subgroup analysis (n = 835):

▪▪ Single stone at index ERC: 482 patients (57.7 %); stones at removal 39 
(8.1 %).

▪▪ Multiple stones at index ERC: 274 patients (32.8 %); stones at removal 67 
(24.5 %).

▪▪ Mirizzi’s syndrome: 79 patients (9.5 %); stones at removal 42 (53.1 %).
Discussion  This large retrospective series demonstrates a substantial risk of 
residual or recurrent CBD stones after cholecystectomy in patients who initial-
ly present with CBD stones and gallstones. The likelihood varies significantly 
with clinical scenario: patients with a single CBD stone had the lowest risk, while 
those with multiple stones had nearly a quarter incidence of residual stones. 
The highest risk occurred in Mirizzi’s syndrome, where over half had stones at 
stent removal. This may be explained by surgical difficulty and frequent failure 
to extract deeply impacted stones, particularly in centers without routine op-
erative cholangiography or fluoroscopic guidance.
The presence of a dilated CBD that initially allowed stone migration likely per-
sists until after surgery; manipulation of the gallbladder during cholecystecto-
my can precipitate additional stones into the CBD. Routine stenting ensures 
unobstructed drainage, facilitates safe interval surgery, and provides an op-
portunity for definitive duct clearance at the time of stent removal. Double-pig-
tail stents are preferred due to a tendency for distal rather than proximal mi-
gration, minimizing the need for complex retrieval.
Conclusions  Given the significant rate of stones detected during planned stent 
removal—ranging from 8 % in single-stone cases to over 50 % in Mirizzi’s syn-
drome—routine placement of a CBD stent following ERC appears justified in 
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patients with gallstones. DPT stents provide higher safety against proximal 
migration and high spontaneous distal migration, and systematic duct clear-
ance at stent removal is essential to prevent post-cholecystectomy cholangitis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To analyze a large series of CBD stones with emphasis on techniques that 
can be used in difficult stones effectively and how often do we need to resort 
to cholangioscopy and laser or EHL.
Methods Background:  Endoscopic retrograde cholangiopancreatography 
(ERCP) remains the cornerstone intervention for common bile duct (CBD) stone 
disease. With the advent of cholangioscopy-guided lithotripsy and laser frag-
mentation technologies, their increasing availability has prompted debate 
regarding their necessity in routine practice. This study analyses outcomes from 
a large series of 3000 biliary ERCPs, evaluating the true requirement for ad-
vanced modalities, with a focus on case distribution, anatomical challenges, 
and treatment success using standard versus advanced techniques.
Methods:  A retrospective evaluation was conducted on 3000 consecutive 
biliary ERCP procedures. Cases were classified into stone disease (n = 2410) and 
other biliary indications (n = 590). Difficult stones were those, that were not 
amenable to simple balloon or basket extraction and required additional pro-
cedures for removal. This included the standard defined criteria of stone size 
more than 15mm, stone duct ratio > 1, anatomical variations and varied shape 
of the stones. Procedural outcomes, modalities used, and factors influencing 
technique selection were analysed. Data are presented as descriptive statistics, 
with tables included in text format.
Results  Of 3000 ERCPs, 2410 (80.3 %) were performed for stone disease and 
590 (19.7 %) for other biliary conditions. Among stone cases, 1868 (77.5 %) 
were considered easy stones, successfully managed with traditional extraction 
techniques. A total of 532 cases (22.1 %) were classified as difficult stones.
Summary Of Cases: Category — Number — Percentage
Total ERCP procedures — 3000 (100 %), Stone disease — 2410 (80.3 %), Other 
biliary disease — 590 (19.7 %), Easy stone cases — 1868 (77.5 %), Difficult stone 
cases — 532 (22.1 %), Non-calcified stones retrieved with balloon/basket — 118 
(22.2 %), Anatomical abnormalities — 79 (14.8 %), Distal CBD narrowing — 29 
(5.5 %), Impacted stones requiring cholangioscopy/laser — 10 (1.9 %)
Of the 532 difficult stones, non-calcified stones were 118 (22.2 %), all success-
fully extracted using balloon or basket. Anatomical abnormalities- 79 cases 
(14.8 %), necessitating large balloon sphincteroplasty.
Breakdown of Anatomical Abnormalities (n = 79), Duodenal deformity — 50 
(63.3 %), Pouch formation above papilla — 20 (25.3 %), Papillary fibrosis — 9 
(11.4 %)
Distal CBD narrowing -29 cases (5.5 %). True narrowing – 9 (31 %), 20 (69 %) 
involved faceted or square-shaped stones with normal distal duct calibre.
Distal CBD Narrowing Details (n = 29), True distal CBD narrowing — 9 (31 %), 
Faceted/square stones with normal CBD — 20 (69 %)
Mechanical lithotripsy was required in 29 cases (5.5 %), predominantly in those 
with distal narrowing or large, faceted stones. Only 10 cases (1.9 % of difficult 
stones; < 0.5 % of all ERCPs) required cholangioscopy and laser lithotripsy due 
to severely impacted stones where no space was available for balloon or basket 
manipulation.
Treatment Modalities for Difficult Cases (n = 532), Traditional balloon/basket 
extraction — 118 (22.2 %), Large balloon sphincteroplasty — 79 (14.8 %), Me-
chanical lithotripsy — 29 (5.5 %), Cholangioscopy with laser lithotripsy — 10 
(1.9 %)

Conclusions  This analysis demonstrates that the majority of difficult CBD 
stones, can be effectively managed using conventional or standard advanced 
endoscopic techniques such as balloon/basket extraction, large balloon sphinc-
teroplasty, or mechanical lithotripsy. These findings support a stratified, anat-
omy- and stone-based approach rather than universal deployment of cholan-
gioscopic laser systems in all ERCP units.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Electrohydraulic lithotripsy (EHL) via cholangioscopy is a complex and 
prolonged endoscopic technique, compared with routine ERCP, carrying a high-
er risk of aspiration due to continuous water irrigation of the bile duct. It may 
be performed under general anesthesia with endotracheal intubation or under 
monitored anesthesia care (MAC). The aim of this study was to evaluate the 
safety and efficacy of EHL in relation to the afore-mentioned types of sedation.
Methods  We retrospectively reviewed all EHL sessions performed in a single 
tertiary center between 01/01/2023 and 24/06/2025 by an experienced en-
doscopist. Patients were classified into two groups, based upon on pre-proce-
dure anesthesiology assessment. The first group consisted of high risk patients 
(ASA > III, sleep apnea, BMI > 35, Mallampati IV/difficult airway) who underwent 
general anesthesia while the second group included patients without increased 
anesthetic risk who underwent MAC.
Results  Over a three years, period, 80 cholangioscopies were performed, in-
cluding 40 EHL sessions in 33 patients (73 %, female n = 24), with a mean age 
of 69 ± 21 years. General anesthesia was used in 22 % (n = 9) and MAC in 78 % 
(n = 31) of the cases. The mean procedure time was 66.6 min (range 40 to 129 
min) and the mean f fluoroscopy time was 5.22 min (range 0.18 -12.1 min). 
Procedure duration did not differ significantly between the two groups 
(70.1 ± 15.5 min general anesthesia vs. 65.8 ± 19.5 min MAC, p = 0.59). Suc-
cessful completion of ERCP was achieved in 97 % (32/33) patients, requiring a 
mean number of 1.3 sessions per patient (range 1 – 3). In 82 % of patients 
(n = 27) one EHL session was required, in 15 % (n = 5) two sessions and in 3 % 
(n = 1) > 3 sessions. No immediate complications (aspiration, cardiopulmonary 
event) occurred in patients that underwent MAC.
Conclusions  Electrohydraulic lithotripsy via cholangioscopy appears to be both 
safe and effective when performed under MAC in a well-organized center with 
expertise in ERCP and Cholangioscopy. MAC represents a feasible alternative 
to general anesthesia for appropriately selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Large bile duct stone removal in patients with surgically altered anatomy 
(SAA) is technically challenging. Although balloon-enteroscopy-assisted endo-
scopic retrograde cholangiopancreatography (BE-ERCP) has been widely adopt-
ed, endoscopic ultrasound-guided treatment (EUS-T) may achieve higher stone 
removal rates owing to improved device accessibility after anastomosis crea-
tion. This multicenter retrospective study aimed to compare the clinical out-
comes of EUS-T and BE-ERCP for large bile duct stones in patients with SAA.
Methods  Patients with SAA who underwent EUS-T or BE-ERCP for large bile 
duct stones ( ≥ 12 mm) between January 2016 and February 2025 were includ-
ed. The primary outcome was the complete stone removal rate. Secondary 
outcomes included the number of sessions, procedure time, and adverse 
events. Propensity score matching was applied to adjust for baseline differenc-
es between groups (▶Table 1).

▶Table 1	 

EUS-T (n = 21) BE-ERCP 
(n = 21)

P-value

Age, mean ( ± SD), years 78.6 ± 9.1 79.0 ± 8.1 .369

Female:Male, n ( %) 8:13 8:13 1.000

ASA-PS ≥ 3 1 (4.7) 2 (9.5) .604

Etiology of surgery, n 
( %)

.753

Malignant 8 (38.1) 9 (42.9)

Benign 13 (61.9) 12 (57.1)

Surgical reconstruction, 
n ( %)

.081

Billroth type 2 0 (0) 4 (19.0)

Roux-en-Y 16 (76.2) 11 (52.4)

Others 5 (23.8) 6 (28.6)

Hepaticojejunostomy, n 
( %)

8 (38.1) 7 (33.3) .747

Time from surgery to 
procedures, years, 
mean ( ± SD)

18.8 ± 13.5 19.4 ± 18.2 .232

Stone diameter, mean 
( ± SD)

14.7 ± 3.2 14.4 ± 2.8 .581

▶Table 1	 

EUS-T (n = 21) BE-ERCP 
(n = 21)

P-value

The number of stone, 
mean ( ± SD)

2.3 ± 2.1 2.0 ± 1.1 .172

Stone location, n ( %) .572

Common bile duct 15 (71.4) 15 (71.4)

Lest intrahepatic duct 5 (23.8) 5 (23.8)

Right intrahepatic duct 0 (0) 1 (4.8)

Left and right 
intrahepatic duct

1 (4.8) 0 (0)

Complete stone 
removal, n ( %)

19 (90.5) 13 (61.9) .030*

Complete stone 
removal at the first 
procedure time, n ( %)

6 (28.6) 10 (47.6) .204

Total number of 
sessions, mean ( ± SD)

2.1 ± 1.1 1.2 ± 0.4  < .001*

Total procedure time, 
mean ( ± SD) min

135.1 ± 94.7 92.4 ± 39.9  < .001*

Mean procedure time, 
mean ( ± SD) min

59.8 ± 27.1 78.9 ± 30.2 .593

AE, n ( %) 2 (9.5) 1 (4.8) .549

Results  In total, 22 EUS-T and 87 BE-ERCP procedures were analyzed. After 
matching, the complete stone removal rate was significantly higher in the EUS-T 
group than in the BE-ERCP group (90.5 % vs. 61.9 %, P = .030), despite a greater 
number of sessions (2.1 vs. 1.2, P < .001). Mean procedure times and adverse 
event rates were comparable. Cumulative success significantly improved up to 
the third session in EUS-T (first session, 27 %; third, 86) and the second in BE-
ERCP (first, 46 %; second, 69 %). Severe adverse events occurred only in the 
BE-ERCP group.
Conclusions  EUS-T achieved a higher complete stone removal rate than BE-
ERCP without increased risk, suggesting it may be a viable first-line treatment 
for large bile duct stones in patients with SAA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To compare the efficacy and safety of cap-fitted forward-viewing endos-
copy versus side-viewing duodenoscopy for ERCP in patients with prior Billroth 
II gastrectomy.
Methods  A systematic-review of PubMed, Scopus, Embase and Cochrane Li-
brary was performed to include randomized trials and observational studies 
evaluating ERCP in Billroth II anatomy comparing cap-fitted forward-viewing 
endoscopes with duodenoscopes. data extraction. The restricted estimation 
likelihood random-effects was applied to pool studies effects as risk ratios (RR). 
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Statistical significance was considered as p < 0.05. Outcomes were pooled using 
both patients and procedures as the units of analysis whenever data allowed 
[1–7].
Results  Seven studies met the inclusion criteria, comprising 433 patients and 
516 ERCP procedures. Across all efficacy outcomes, no statistically significant 
differences were identified between cap-fitted forward-viewing endoscopy and 
side-viewing duodenoscopy. Afferent limb intubation rates were virtually iden-
tical (RR 1.00; 95 % CI 0.97–1.04), and cannulation success likewise showed 
similar performance between techniques (RR 0.96; 95 % CI 0.80–1.10). Clinical 
success rates were also comparable (RR 1.02; 95 % CI 0.87–1.20).
Safety outcomes demonstrated comparable overall adverse event profiles be-
tween groups. However, relevant non-significant trends were consistently 
observed. Forward-viewing endoscopy with cap showed a trend toward higher 
post-ERCP pancreatitis (RR 2.23; 95 % CI 0.66–7.54). Conversely, a trend toward 
lower perforation rates was noted with cap use (RR 0.52; 95 % CI 0.09–3.08), 
in line with reports suggesting that cap-assisted techniques may provide im-
proved visualization and safer advancement in altered anatomy. All pooled 
analyses exhibited minimal heterogeneity (I² = 0 %), reinforcing the consisten-
cy of results across studies.
Conclusions  This is the first meta-analysis to directly compare cap-fitted for-
ward-viewing endoscopy and side-viewing duodenoscopy for ERCP in patients 
with Billroth II gastrectomy. Our findings demonstrate that both techniques 
offer comparable overall efficacy and safety. Although no statistically significant 
differences were identified, consistent trends were observed: the cap-fitted 
approach showed a tendency toward higher rates of post-ERCP pancreatitis, 
whereas perforation appeared to be less frequent. These results highlight a 
more nuanced risk–benefit profile that may support individualized technique 
selection based on patient anatomy, procedural objectives, and operator ex-
pertise. The consistent directionality of these trends reinforces the need for 
high-quality prospective studies to clarify true risk differences and refine en-
doscope selection algorithms in altered anatomy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In many healthcare systems, transabdominal ultrasound (US) is still the 
only morphologic evaluation performed before ERCP, despite its uncertain 
stand-alone diagnostic value. In settings where access to further imaging may 
delay care, determining when US alone is sufficient becomes clinically relevant. 
Whether US can independently justify ERCP in clinically and biochemically sug-
gestive choledocholithiasis remains unclear. We aimed to determine the re-
al-world accuracy of US as the sole pre-ERCP imaging tool and to identify ac-
tionable ultrasound criteria that can safely streamline the diagnostic pathway.
Methods  All ERCPs performed for suspected CBD stones between 2016–2024 
were retrospectively analyzed. Eligible patients had an evocative clinical pres-
entation, a cholestatic profile, and an interpretable pre-ERCP US. US was con-
sidered positive when stones were explicitly described; CBD diameter was re-
corded. The reference standard was cholangiographic stone visualization, stone 
retrieval, or confirmed complete duct clearance. Diagnostic accuracy parame-
ters were calculated, and CBD diameter cut-offs were evaluated.
Results  Among the 1,092 ERCPs performed for suspected CBD stones during 
the study period, 837 procedures in 515 patients fulfilled inclusion criteria. 
Choledocholithiasis was confirmed in 510 patients (99.0 %). US identified stones 
in 74.0 %. Direct stone visualization yielded a sensitivity of 73.7 % and a positive 
predictive value of 99.1 %. No true negative case was observed, resulting in a 
specificity and negative predictive value of 0 %. In the subgroup with measur-
able CBD diameter (n = 421), a threshold of 8 mm achieved a sensitivity of 
94.7 % and a positive predictive value of 98.7 %, clearly outperforming direct 
stone detection.
Conclusions  In clinically and biologically suggestive choledocholithiasis, US 
used as the sole imaging modality consistently confirmed—but never exclud-
ed—the diagnosis. A positive US—either via direct stone detection or a CBD ≥ 8 
mm—strongly supported proceeding directly to ERCP, enabling timely thera-
peutic management while avoiding delays linked to additional imaging. In 
contrast, a negative US remained unsafe and systematically required comple-
mentary imaging. These data refine the practical role of ultrasound in the di-
agnostic algorithm and provide robust real-life evidence relevant to everyday 
endoscopy practice, particularly in resource-limited settings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The main objective was to assess the rate of EUS choledocholithiasis 
confirmation in patients with clinical suspicion of CBD stones and to identify 
predictors for choledocholithiasis. The secondary objective was to develop and 
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internally validate a simplified clinical prediction score to refine risk stratifica-
tion in patients with high-risk of choledocholithiasis according to the ESGE 
criteria [1–3].
Methods  We performed a retrospective study including patients who under-
went EUS for suspected choledocholithiasis between January 2023 and Decem-
ber 2024 in a tertiary referral center. Multivariate logistic regression was per-
formed to identify independent predictors of retained CBD stones. A simplified 
score was constructed based of the final model. Internal validation of the score 
was performed through receiver operating characteristic (ROC) analysis. Sen-
sitivity and specificity for candidate thresholds were obtained from ROC coor-
dinates.
Results  Of the 438 patients were evaluated for eligibility, 186 patients were 
included. 86 patients were diagnosed on EUS with choledocholithiasis and ERCP 
was performed. After ESGE criteria risk stratification, 10 patients (5.4 %) were 
found to have a low risk for lithiasis, 92 (49.5 %) were classified as having inter-
mediate risk, and 84 (45.2 %) met high-risk criteria. In the latter subgroup, EUS 
confirmed choledocholithiasis in 45 patients (53.5 %), whereas 39 (46.4 %) had 
spontaneous clearance of the CBD. Multivariate analysis identified acute pan-
creatitis (aOR 0.075, p < 0.001), cholangitis (aOR 6.939, p = 0.015), and CBD 
diameter (aOR 1.220 per mm increase, p = 0.027) as independent predictors 
of retained stones. A three-component score (range − 2 to + 4 points) was de-
veloped incorporating these variables. Internal validation showed a good ac-
curacy of the score, with an AUROC of 0.788. A threshold of ≥ 2 points provided 
optimal performance, with a sensitivity of 85.7 % and specificity of 59.0 %. 
Higher thresholds increased specificity (e.g., ≥ 3 points: 89.7 %) at the cost of 
reduced sensitivity.
Conclusions  In nearly half of the patients that presented high risk for chole-
docholithiasis according to ESGE criteria EUS did not confirm CBD stones, sug-
gesting that routine ERCP in this subgroup should be carefully considered. 
Acute pancreatitis, cholangitis, and EUS-measured CBD diameter independent-
ly predicted retained stones and enabled the development of a simple predic-
tion score with good internal discriminative performance. Incorporating EUS 
into the evaluation of ESGE high-risk patients, and applying refined risk strati-
fication tools may improve diagnostic accuracy and help avoid performing ERCP 
without a clear benefit.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Cholangioscopy performed during endoscopic retrograde cholangio-
pancreatography (ERCP) can facilitate the management of complex biliary 
stones and improve the evaluation of biliary strictures. Treating biliary disease 
in patients with surgically-altered anatomy or an inaccessible ampulla, howev-
er, remains a particular challenge. Historically, antegrade cholangioscopy (AC) 
has been performed through the tract of a prior percutaneous transhepatic 
biliary drain (PTBD). More recently, options for AC have included cholangio-
scope insertion following EUS-guided hepatico-gastrostomy (HGS). The aim 
of this study was to review the approach and outcomes of AC in patients treat-
ed at a large specialist hepatopancreatobiliary (HPB) centre.
Methods  We performed a retrospective review of all patients who underwent 
AC at a large HPB centre between January 2020 and October 2025. Procedures 
were performed either via IR-PTBD or EUS-HGS using a Spyglass cholangioscope 
(Boston Scientific Inc) (with Spyglass Discover used for percutaneous cases 
since 2021). Patient demographics, surgical anatomy, procedural indications, 
techniques, and clinical outcomes were analysed.
Results  A total of 25 patients underwent AC (median age was 64 years, 52 % 
male), within an overall total of 3019 biliary endoscopic procedures/ERCPs 
( < 1 %). All patients were discussed in a multi-disciplinary team meeting (MDM) 
prior to their procedure. Indications for cholangioscopy included management 
of stone disease (19 patients (76 %)) and biliary stricture assessment (6 (24 %)). 
An antegrade approach was required in 23 patients (92 %) due to surgically-al-
tered anatomy which precluded transpapillary access. Of these 13 (52 %) had 
a Roux-en-Y hepaticojejunostomy, 5 (20 %) had a Roux-en-Y gastric bypass, 2 
(8 %) had a Roux-en-Y Whipple’s procedure, 2 (8 %) had a total gastrectomy with 
Roux-en-Y reconstruction and 1 (4 %) had a Billroth II gastrectomy. In the 2 
patients (8 %) without surgically-altered anatomy, one patient had had exten-
sive head and neck surgery which precluded oesophageal intubation, and in 
the other patient an uncovered metal stent through the right hepatic system 
prevented retrograde left-sided access via ERCP. AC was performed via PTBD 
in 22 (88 %) patients and EUS-HGS in 3 (12 %) patients. All procedures were 
performed with anaesthetic support (Propofol or general anaesthesia). In those 
undergoing percutaneous AC, prior PTBD was inserted between 4-365 days 
(median 59 days) prior to AC. Extended duration of PTBD related to intervention 
prior to referral for consideration of AC. Patients with HGS had their fully cov-
ered metal stents changed to plastic double pigtail stents to retain access. 23 
patients (92 %) had antibiotics at the time of AC, and these were continued for 
at least 3 days afterwards. Clinical success, defined as stone clearance or diag-
nosis clarification, was achieved in all patients. In 2 patients with intrahepatic 
stones above a previous biliary anastomosis, a biodegradable balloon-expand-
able stent (Unity BTM, Q3-Medical) was placed to facilitate biliary patency and 
stone fragment passage. One patient (4 %) developed post-procedure bleeding 
following PTBD catheter removal requiring IR-guided embolisation and a 6-day 
ICU admission. There was no mortality at 30 days from the procedure. In 3 of 
6 patients undergoing AC for stricture assessment, a diagnosis of malignancy 
was made on Spybite biopsy-directed histology.
Conclusions  In this single-centre experience, AC was required in < 1 % of cases 
but provided a valuable tool where conventional papillary access was preclud-
ed. Biliary access, intraductal visualisation, and therapy were successful via both 
PTBD and EUS-HGS, and insertion of the 3.5mm (10F) cholangioscope to the 
required site within the biliary tree was achieved in all cases. Stone therapy with 
EHL for stone disease was effective, but it was observed that clearing stone 
fragments from the biliary tree was more challenging with an antegrade ap-
proach than with a conventional ERCP. AC appears to be safe, with the only 
observed complication related to prior PTBD insertion. Further advances in 
cholangioscope development (e.g. smaller-calibre cholangioscopes) and the 
expanding use of EUS-guided antegrade biliary access may broaden the role 
and clinical applications of AC.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

S293



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

PYP200  Effectiveness and Safety of ERCP and 
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Aims  Biliary acute pancreatitis (AP) in pregnancy poses unique management 
challenges, and current guidelines in pancreatology, obstetrics, and surgery 
lack specific recommendations. This study evaluated the safety and effective-
ness of cholecystectomy and endoscopic retrograde cholangiopancreatogra-
phy (ERCP) performed during pregnancy.
Methods  This international retrospective multicenter cohort study collected 
data on demographics, clinical presentation, management strategies, timing 
and type of cholecystectomy, procedural approaches, complications, and out-
comes. Continuous variables were reported as medians with interquartile rang-
es, while categorical variables were presented as frequencies and percentages. 
Group comparisons were performed using Welch’s t-test, Pearson’s chi-squared 
test, or Fisher’s exact test.

Results  A total of 101 cases from 14 countries and 19 centers were included. 
Following mild AP during pregnancy, cholecystectomy was associated with a 
lower readmission rate due to recurrent AP or other gallstone-related compli-
cations compared with conservative management (0 % vs 24 %; n = 0/17 vs 
n = 12/49; p = 0.027). Cholecystectomy during pregnancy had a low complica-
tion rate, comparable to postpartum surgery (12 % vs 10 %; n = 2/17 vs n = 3/30; 
p > 0.999). Preterm birth occurred in 7.1 % (n = 1/14) of patients who underwent 
cholecystectomy versus 11 % (n = 5/45) without surgery. Fetal loss after surgery 
was observed only during the first trimester (n = 3/17 vs n = 1/49).Regarding 
ERCP, no significant differences were observed between the surgical and ERCP 
groups in rates of readmission (5 %, n = 1/21 vs 27 %, n = 4/15; p = 0.138), fetal 
loss (5 %, n = 1/21 vs 27 %, n = 4/15; p = 0.138), or preterm birth (6 %, n = 1/17 
vs 8 %, n = 1/12; p > 0.999). Likewise, among patients who underwent ERCP 
versus those who did not, fetal loss (9.1 %, n = 2/22 vs 5.4 %, n = 4/74; p = 0.618) 
and preterm birth rates (5.9 %, n = 1/17 vs 12 %, n = 8/65; p = 0.677) did not 
differ significantly.
Conclusions  Cholecystectomy is safe and effective in the second and third 
trimesters after a mild biliary pancreatitis during pregnancy, while ERCP can be 
safely performed in any trimester.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Nursing support plays a crucial role during colonoscopy, particularly 
when anatomical complexity impedes progression to the cecum (1). In our unit, 
four non-standardized maneuvers have proven effective in improving scope 
advancement during challenging cases. We aim to describe and propose these 
techniques as part of the nursing endoscopic toolbox.
Methods
1.“Jockey maneuver” for sigmoid reduction
When the scope tip stalls in the ascending colon and fails to reach the cecum, 
the nurse applies pressures from the left iliac fossa and flank area, directing the 
sigmoid and discendig colon toward the umbilicus. This maneuver mobilizes 
and straightens redundant sigmoid loops that may be stealing propulsion force 
or forming a hidden loop.
2. “Cyclist maneuver” – variant of the “Jockey maneuver”
When the scope tip stalls in front of the ileocecal valve and fails to reach the 
cecum, the nurse applies a single, pulsating pressure from the left iliac fossa 
and flank area toward the umbilicus. This maneuver can provide just enough 
additional propulsion force to reach the cecum.
3. “Jingle maneuver” – exploratory rhythmic pressure
When scope advancement is impaired and it is unclear where support is need-
ed, the nurse applies light, rhythmic, pulsating pressure over different areas of 
the abdomen. This technique helps identify hidden loops and the most effective 
location for abdominal pressure to assist progression.
4. Lever-based maneuver for the hepatic flexure
The nurse places their hand under the right costal margin and applies a down-
ward and medial pressure, mimicking the action of a crowbar. This creates a 
mechanical leverage effect, helping to straighten the hepatic flexure and facil-
itate forward scope movement through the ascending colon
Results  In our preliminary observational experience, these maneuvers im-
proved cecal intubation rates, enhanced patient comfort, and reduced the need 
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for scope withdrawal due to looping. They are simple, reproducible, and expand 
the active role of trained endoscopy nurses during procedures.
Conclusions  These hands-on techniques may be standardized in nursing pro-
tocols and deserve further clinical validation. Their inclusion could help optimize 
difficult colonoscopies and enhance the technical contribution of nursing staff 
in the endoscopic setting.
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Aims  This study aimed to assess the level of clinical competence of nurses in 
managing percutaneous endoscopic gastrostomy (PEG) within the AUSL of 
Piacenza [1–8].
The objectives were to explore differences between hospital and community 
nurses regarding theoretical knowledge, perceived competence, and training 
needs, in order to identify gaps and promote the development of standardized 
clinical protocols.
Methods  A prospective descriptive observational study was conducted in 
September 2025 among nurses working in hospitals, community services, and 
accredited private facilities of AUSL Piacenza.Data were collected using a struc-
tured questionnaire specifically developed and validated by a panel of experts.
The tool included three sections: (1) general information, (2) theoretical knowl-
edge and perceived competencies, and (3) training needs.
The survey was distributed through the REDCap platform to ensure anonymity 
and confidentiality. Descriptive statistics were used to analyze the data.
Results  A total of 112 complete responses were analyzed.
Most participants worked in hospital settings (96.4 %) and had over 10 years of 
professional experience.Although nearly all respondents had managed PEG 
patients (96.4 %), only 27.7 % did so more than three times per month.
Knowledge levels were heterogeneous, with only 10.7 % of participants answer-
ing all theoretical questions correctly.
Perceived competence was high in site hygiene and patient positioning, but 
lower in emergency management and caregiver education.
Overall, 79.5 % of nurses had never received specific training on PEG manage-
ment, yet 83 % expressed the need for a shared protocol and 65 % were willing 
to participate in future educational programs.Key findings indicate a gap be-
tween theoretical knowledge and clinical practice, particularly in emergency 
procedures and educational communication.
Conclusions  Nursing clinical competence in PEG management within AUSL 
Piacenza is generally adequate but uneven across care settings.
The findings emphasize the importance of continuous professional develop-
ment, interprofessional collaboration, and the adoption of standardized care 
pathways.
Structured and targeted training programs could enhance nurses’ theoretical 
and practical skills, strengthen their educational role with patients and caregiv-

ers, and ultimately improve the quality, safety, and continuity of PEG care in 
both hospital and community contexts.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This case report describes the successful use of a VacStent, a hybrid 
device that combines a fully covered self-expanding metal stent (SEMS) with 
an external polyurethane sponge cylinder connected to continuous nega-
tive-pressure therapy, in the management of an esophageal fistula that devel-
oped after surgical resection of an adenocarcinoma located in the distal eso-
phagus and cardia. The aim is also to highlight the essential role of the 
endoscopy nurse in ensuring safe and effective treatment.
Methods  Following surgery, the patient developed post-procedural compli-
cation, a stapler-related anastomotic esophageal stenosis, with a residual lu-
men of 2 mm. Subsequently, endoscopic dilatation was performed to sufficient-
ly widen the esophageal lumen, allowing safe placement of the VacStent.The 
stent was placed endoscopically in the endoscopy room, under X-ray fluoros-
copy. The stent was withdrawn 9 days later, following the same endoscopic 
protocol.The endoscopy nurse prepared all endoscopic acccesories – including 
the VacStent delivery system, suction catheter, and vacuum pump – ensured 
proper setup, and verified negative-pressure function before the procedure. 
During placement, the nurse assisted by handling the endoscopic accessories, 
adjusting suction in real time, and coordinating with the endoscopist to achieve 
precise positioning of the device. After deployment, the nurse continuously 
monitored the vacuum system, checked for signs of discomfort or complica-
tions, and collaborated with the multidisciplinary team to optimize timing 
based on healing progress.
Results  Literature supports the VacStent’s safety and efficacy: in a prospective 
multicenter study, 41 implants in 15 patients achieved a healing rate of 80 % 
with no severe device-related adverse events. [1] A systematic review of 65 
patients showed 100 % technical success and 77 % clinical success.Moreover, in 
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a pilot study, preemptive application of the VacStent after esophagectomy 
demonstrated feasibility and no major complications [2].
Conclusions  This report highlights the therapeutic potential of the VacStent 
in managing postoperative esophageal fistulas and underscores the indispen-
sable role of the endoscopy nurse in ensuring safe, efficient, and patient-cen-
tered care in the endoscopy suite.
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Aims  Standard endoscopic ultrasound-guided biopsy procedures (FNB) for 
sampling gastrointestinal tract solid tumors have become routine practice, but 
a histological diagnosis is not always possible, and multiple needle passes are 
often required to obtain an adequate sample for analysis.A new motorized 
EUS-guided biopsy device has recently become available. Our institution was 
among first four centers worldwide that had the opportunity to test it.
Methods  At Sestre milosrdnice University Hospital Centre, six patients have 
undergone biopsy with this method so far. Basic education on how to operate 
the device was done on-site by the manufacturer.Biopsies were obtained using 
a flexible, electrically powered, high-speed rotating device equipped with a 
17G needle that collects samples through controlled passes across targeted 
lesions.Nurses play a key role in ensuring the procedure is performed safely and 
efficiently. Responsibilities of nurses include preparing the endoscopy room, 
checking the functionality of the EUS equipment, preparing the biopsy system, 
and maintaining sterile conditions. Before the procedure, the nurse participates 
in informing the patient, verifies documentation, and ensures that informed 
consent has been signed.During the biopsy procedures the nurse assists the 
physician, monitors the patients’ vital signs, and ensures timely preparation 
and delivery of the required instruments. After the procedure, the nurse mon-
itors the patient during recovery, observes potential immediate complications, 
and documents all relevant information regarding the procedure and the pa-
tients’ condition.
Results  In all six patients, the first and only EUS-guided tissue acquisition pass 
was sufficient to obtain diagnostic tissue.The only adverse event was mild 
bleeding in one patient, which was successfully stopped endoscopically and 
did not require blood transfusion.All patients underwent the procedure under 
anesthesia.Investing in nurses education for EUS-guided biopsy procedures 
increases patient safety, improves sample quality, and contributes to a more 
efficient diagnostic process.
Conclusions  The nurse is a key link connecting the technical demands of the 
procedure with patient care and safety.Overall, initial experience with this new 
motorized EUS device was positive. Advantages include a higher likelihood of 
obtaining an adequate sample, which ultimately results in fewer repeated pro-
cedures, less discomfort for the patient, and lower overall diagnostic costs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Introduction: Green endoscopy refers to efforts and measures aimed at 
making endoscopic procedures more environmentally sustainable. ESGE-ES-

GENA recommends that endoscopy units assess, disclose, and audit their en-
vironmental impact. International Societies have developed practical measures 
including waste reduction, implementation of recycling programs, and reuse 
of equipment whenever possible. The goal is to create a more sustainable en-
doscopy unit by reducing waste and costs.
Methods  Methods: We conducted a descriptive, quantitative, cross-sectional 
study and subsequently implemented a continuous improvement project in 
the digestive endoscopy unit to address this issue. In phase 1, we weighed the 
waste produced in the unit during 10 random shifts in January and February 
2025. In phase 2, the multidisciplinary team received training on waste man-
agement, segregation, and recycling. In phase 3, waste was weighed again 
after the implementation of the new measures.
Results  Results: In phase 1, 125 endoscopic procedures (EGD and colonosco-
py) were performed in 74 patients. Group I/II waste totaled approximately 31 
kg, Group III waste amounted to 104.8 kg, and Group IV waste reached 10 L. In 
phase 3, we observed a significant reduction in waste production and, conse-
quently, in costs [1–6].
Conclusions  Green endoscopy has the potential to revolutionize healthcare 
by promoting sustainability and minimizing environmental impact. The key to 
the future lies in adopting innovative practices, fostering education, and en-
couraging collaboration among healthcare professionals, patients, and the 
community. Engaging unit managers and educating healthcare professionals 
are essential to promote ecological practices and reduce costs.Reflecting to 
evolve: reflection is a commitment to continuous improvement.
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Aims  An endoscopic emergency is defined as any procedure performed to 
diagnose and/or treat gastrointestinal conditions that require immediate at-
tention and/or pose a threat to the patient's life.
During routine care, urgent endoscopic procedures are performed by the unit's 
staff. However, emergencies outside working hours were handled by the hos-
pital's backup staff.
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Since April 2023, these procedures have been carried out by an on-call team 
consisting of an endoscopist, a registered nurse and a nursing assistant [1, 2].
Methods  Urgent endoscopies are arranged via a call from the hospital switch-
board to each member of the on-call team's corporate telephone.
The on-call duty hours are from 3 p.m. to 8 a.m. Monday to Friday, and 24 hours 
on Saturdays, Sundays and national holidays.
Depending on the patient's condition and haemodynamic stability, urgent 
digestive endoscopies can be performed in the Unit itself, the Emergency De-
partment's resuscitation room, the Intensive Care Unit or the Surgical Area.
During on-call shifts, urgent digestive endoscopies on children can be per-
formed at the Maternal and Child Hospital, which are always carried out in the 
Surgical Area.
Endoscopies performed at the Digestive Endoscopy Unit are carried out under 
deep sedation, guided by the endoscopist.
Upon arrival at the hospital, the nursing assistant is responsible for preparing 
the necessary equipment for the procedure, assisting the rest of the team dur-
ing the procedure and reprocessing the endoscope and cleaning all equipment 
used safely and correctly. The nursing assistant's work is complete once the 
endoscope has been properly dried and stored.
Registered nurses are responsible for caring for patients during endoscopic 
procedures and performing the necessary techniques to control or resolve any 
emergencies. Once the patient has been transferred back to their original unit, 
their work is complete.
Results  The presence of on-call nursing staff with the specific knowledge, 
training and skills required to perform urgent digestive endoscopies has signif-
icantly improved the safety, attention and quality of care provided to our pa-
tients (▶Table 1).

▶Table 1	 

YEAR 2022 2023 2024 2025 
(nov)

emergency 
procedures 
performed outside 
working hours

600 780 906 803

There has been a significant increase in the number of emergency procedures 
performed outside working hours since the introduction of the on-call team, 
rising from 600 in 2022 to 906 in 2024. By 1 November 2025, a total of 803 
emergency endoscopies had been performed.
Likewise, the complexity of therapeutic procedures performed during these 
urgent endoscopies has increased.
Conclusions  Effective and safe care depends on the training, coordination and 
communication of the multidisciplinary team.
A well-trained team improves patient experience and safety.
Keeping up to date is essential for maintaining service quality.
Success lies not only in the technique, but also in the knowledge, ethics and 
professionalism of the people performing it.
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Aims  Endoscopy technical platforms are facing an increase in interventional 
endoscopy procedures in emergency situations, particularly ERCP, which re-
quires the use of a duodenoscope. This specific device presents a high risk of 
microbiological contamination [1–7].
Operating units are encountering difficulties in managing the organization of 
these procedures in emergencies and are sometimes forced to refer patients 
to other facilities.
Indeed, the multi-skilled staff on-call are not sufficiently trained in digestive 
endoscopy—neither for providing technical assistance in the procedure room 
nor for the reprocessing of duodenoscopes.
In France, several cases of cross-contamination have been reported due to in-
adequate endoscope reprocessing, and our study aims to demonstrate that 
these emergencies should be handled by nurses specialized in endoscopy.
Their specific skills and knowledge will enable patients to access emergency 
techniques in complete safety.
Methods  As part of research proposed by the University of Limoges, a study 
was conducted at the “Clinique de l’Anjou” in Angers between 2021 and 2023
A review of the literature compiled the recommendations issued by learned 
societies and their requirements concerning the continuity of care in digestive 
endoscopy.
Data collected in several European countries revealed several cases of duoden-
oscope contamination, highlighting the importance of duodenoscope repro-
cessing, particularly in the context of on-call duty.
Quantitative and qualitative studies in France assessed respectively, the evolu-
tion of the number of emergency ERCP performed and the level of practice of 
nurses in relation to the use of duodenoscopes.
Results  These studies have shown an increase in the number of ERCP per-
formed in emergency situations.
Technical platform managers face significant difficulties in scheduling emer-
gency ERCP and managing duodenoscopes.
The data extracted and analyzed showed that the skill level of multi-skilled 
nurses was not sufficient for these on-call duties, either in terms of the techni-
cal procedures performed in the operating room or the handling of the duo-
denoscope.
Conclusions  Following the development of interventional activities and en-
doscopic techniques in technical platforms, it seems important to consider 
reorganizing on-call nursing duties by calling on specialized staff to ensure 
optimal and safe care. However, parameters such as human resources and fund-
ing will need to be considered to enable this to be put into practice.
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Aims  Gastrointestinal endoscopy is a major contributor to the large amount 
of medical waste generated by the hospital activities. Simple measures like 
implementation of waste segregation may impact substantially on sustaina-
bility without affecting the quality of gastrointestinal endoscopic procedures.
Methods  We conducted a prospective exploratory study on the amount of 
waste generated in the three rooms of our Endoscopy Unit from 1 September 
to 31 October 2025. At the end of each day of endoscopic activity, we weighed 
the amount of waste in each one of the segregated fractions.
Results  We segregated the waste produced in our Endoscopy Unit into regu-
lated medical waste and non-regulated medical waste, including paper, plastic 
and non-recyclable waste. Over the course of the study period (61 days), the 
Endoscopy Unit was fully active on 53 days. The overall amount of waste pro-
duced by our Endoscopy Unit was 1830 kg of regulated medical waste, 1142 
kg of paper, 954 kg of plastic, and 636 kg of non-recyclable waste. Over the 
course of one year, this would mean approximately 10980 kg of regulated med-
ical waste, 6852 kg of paper, 5724 kg of plastic, and 3816 kg of non-recyclable 
waste.
Conclusions  Our small exploratory study confirms that routine gastrointesti-
nal endoscopy activity produces very large amounts of waste. Simple measures 
like the implementation of a structured protocol for waste segregation lead to 
the efficient management of medical waste, and contribute substantially to 
improve the environmental sustainability of gastrointestinal endoscopy. Our 
preliminary data provide the basis for a larger analysis aiming to quantify the 
reduction in greenhouse gas emission after the adoption of the current waste 
segregation protocol in our Endoscopy Unit.
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Aims  To describe the activities of endoscopy clinic that follow the Patient Safe-
ty Strategy SERMAS.
Methods  Patient Safety is a global priority which requires an urgent action to 
reduce preventable harm, World Health Organization says in Global Patient 
Safety Action Plan 2021-2030 [1, 2].

The Consejería de Sanidad de la Comunidad de Madrid (Regional Office of 
Health in Madrid-SERMAS) has published the New Patient Safety Strategy 2027. 
It includes12 strategic lines to outline the actions that will be addressed by 
Health Care Centres and Hospital Units.
Every month around 400 endoscopies are performed in our endoscopy unit at 
Hospital Universitario del Henares (Madrid), both outpatients or inpatients. 
Concern for patient safety is growing with the aim of preventing or at least 
reducing adverse events related to medical procedures, therefore nursing staff 
have sought out the bibliography published by SERMAS to improve patient care.
The document was studied by the nursing staff and a critical review was carried 
out to choose the activities that could be applied in the daily practice of Endos-
copy unit. The document consisted of 12 strategic lines that are developed into 
92 strategic objectives.
Results  Of the 12 strategic lines (S.L.), 3 were selected for their relevance: S.L. 
7.9 “Nursing care and procedures”, S.L. 7.11 “Safe use of drugs” and S.L. 7.12 
“Healthcare-associated infection”.
S.L.7.9:
Strategic objective (S.O.) 7.9.1 “To enhance leadership in care”, Action 7.9.1.2: 
“To promote the implementation of nursing care safety protocols”: Protocols 
are drafted and updated.
S.O. 7.9.2 “To reduce variability in nursing practice through standardisation of 
care”: preventing falls, management of infection, placement of ostomies. The 
existing protocols at our centre are implemented, with special attention to 
frailty.
S.O. 7.9.3 “Promoting safety through specific nursing interventions”: the med-
ication used during endoscopic procedure is studied to ensure its proper ad-
ministration and the transfer of information.
S.O. 7.9.4: “Promoting training in care safety”: The welcome document for new 
staff members is prepared.
S.L. 7.11 “Safe use of drugs”:
S.O. 7.11.1 “Promoting culture to encourage safe use of medicines”: application 
of 5 secure moments for medication safety and to report incidents related to 
medication administration.
S.L.7.12: “Healthcare-associated infection”
S.O. 7.12.1 “Preventing healthcare-associated infections in Primary care and 
other healthcare settings”, by promoting regular training among professionals.
Conclusions  Through the use of the document “New Patient Safety Strategy 
2027 in SERMAS”, nursing procedures in Endoscopy unit have been standard-
ised to improve patient safety.
We recommend using the official bibliography as a basis for improving the 
performance of nursing staff in patient care.
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Aims  Endoscopy nurses face continuous ergonomic challenges that stem from 
the physical demands of endoscopic procedures. These include prolonged 
standing in fixed positions, working with monitors placed at suboptimal 
heights, repetitive hand and wrist movements during scope handling assis-
tance, frequent bending or twisting of the spine, and the need to lift, push, or 
reposition equipment. Over time, these stressors contribute to neck, shoulder, 
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and lower back pain, joint stiffness, reduced dexterity, fatigue, and an increased 
risk of long-term musculoskeletal disorders. Such strain not only affects indi-
vidual well-being but may also influence procedural flow, team coordination, 
and overall patient safety
Methods  Drawing on observations and experience in our endoscopy unit, 
nursing staff identified key ergonomic risk factors and implemented targeted 
strategies to reduce daily physical load. Adjustments included optimizing work-
space layout, individualizing monitor height and distance, using adjustable 
stools for prolonged procedures, integrating brief stretching routines between 
cases, and ensuring rotation of roles to avoid repetitive strain. Staff also en-
gaged in ongoing peer education to reinforce awareness of proper body me-
chanics and early recognition of overuse symptoms.
Results  These collective efforts have led to noticeable improvements, includ-
ing reduced discomfort, better concentration, increased energy levels, and 
higher job satisfaction. Importantly, procedural efficiency and patient safety 
have improved through smoother workflow and enhanced staff resilience.
Conclusions  This work underscores the essential role of endoscopy nurses in 
recognizing and proactively managing ergonomic risks. It highlights that even 
low-cost, practical interventions can meaningfully enhance the quality of prac-
tice, protect musculoskeletal health, and strengthen patient safety. The strat-
egies implemented in our unit may serve as a practical model for other endos-
copy departments seeking to elevate professional performance and create 
safer, more sustainable working conditions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Visceral artery pseudoaneurysms are rare but serious complications of chron-
ic pancreatitis, often presenting with upper gastrointestinal bleeding (UGIB).A 
68-year-old man with alcohol-related chronic pancreatitis and liver disease 
presented with recurrent UGIB.Initial endoscopic and radiologic studies were 
unremarkable.During a new episode, CT angiography showed a 20 mm lesion 
near the main pancreatic duct consistent with a pseudoaneurysm.Angiograph-
ic embolization failed due to non-identification of the lesion.Using a linear 
echoendoscope with Doppler from the distal duodenum, the pseudoaneurysm 
was located in the pancreatic uncinate process.EUS-guided thrombin injection 
(500 IU) achieved complete Doppler resolution.CT at 24 hours confirmed 
thrombosis, and the patient remained clinically stable.EUS-guided thrombin 
embolization is a safe, effective alternative when angiographic treatment is not 
feasible.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/287ff9df-4dcf-4c4a-b8ea-f22020d8bc3a/Uploads/19978_Endo-
scopic_ultrasound %20(EUS)-Guided %20embolization %20of %20a %20pancre-
atic....mp4
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Aims  Endoscopic ultrasound–guided gallbladder drainage (EUS-GBD) has 
emerged as an important alternative for high-risk surgical candidates with acute 
cholecystitis. While lumen-apposing metal stents (LAMS) are widely reported, 
their impact on subsequent cholecystectomy remains a concern. We have 
adopted a gallbladder flushing technique using a plastic stent during EUS-GBD. 
This study aimed to evaluate the technical and clinical outcomes of this ap-
proach and compare them with the transpapillary technique.
Methods  We retrospectively reviewed 63 patients who underwent endoscop-
ic treatment for acute cholecystitis at Showa Medical University Koto Toyosu 
Hospital between April 2023 and October 2025. Outcomes assessed included 
technical and clinical success, adverse events, procedure time, and postoper-
ative surgical course.
Results  A total of 63 patients were included, with a median age of 81 years 
(range 28–98). The transpapillary approach was performed in 43 patients, 
whereas 20 underwent EUS-GBD. Among the EUS-GBD procedures, technical 
success was achieved in 95 % (19/20), with one case requiring conversion to 
LAMS placement. Clinical success was obtained in all patients who underwent 
EUS-GBD. The median procedure time was 30 minutes (range 17–44). Two 
patients (10 %) developed peritonitis after the procedure, and both recovered 
with conservative management. In the transpapillary group, the cystic duct 
was successfully selected and the guidewire advanced into the gallbladder in 
37 of 43 patients (93.3 %). Whenever guidewire placement was successful, 
endoscopic gallbladder stenting was completed without failure. No adverse 
events occurred in this group. The median procedure time was 38 minutes 
(range 18–118), which was significantly longer than that of EUS-GBD 
(p = 0.004). Importantly, seven patients from the EUS-GBD group subsequent-
ly underwent cholecystectomy, and none experienced complications attribut-
able to the prior procedure. No difficulties related to the plastic stent or the 
flushing method were encountered during laparoscopic dissection, suggesting 
that the procedure is unlikely to interfere with subsequent surgery.
Conclusions  A plastic stent–based gallbladder flushing method in EUS-GBD 
demonstrated excellent technical and clinical success. Although minor adverse 
events were observed, overall procedure time was significantly shorter than 
the transpapillary approach. Importantly, no difficulties were encountered 
during subsequent cholecystectomy. In addition, plastic stents may offer ad-
vantages in terms of medical cost compared with metallic stents. These findings 
suggest that this technique is a useful and feasible therapeutic option for acute 
cholecystitis, particularly in patients unsuitable for immediate surgery.
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Aims  Acute cholecystitis (AC) in patients unfit for surgery requires prompt 
minimally invasive management. Endoscopic ultrasound-guided gallbladder 
drainage (EUS-GBD) using lumen-apposing metal stents (LAMS) has emerged 
as an effective alternative to percutaneous drainage, but success and safety 
depend on accurate assessment of gallbladder wall integrity and vascularity 
before stent deployment. Contrast-enhanced harmonic EUS (CH-EUS) with 
Sonovue allows real-time visualization of perfusion and microvascular changes, 
potentially improving detection of complicated AC such as gangrene or wall 
discontinuity. The aim of this study was to evaluate the pre-procedural utility 
of CH-EUS in characterizing gallbladder wall alterations in high surgical-risk 
patients with AC and to assess its concordance with CT imaging, diagnostic 
impact on procedural planning, and association with outcomes following EUS-
GBD.
Methods  We retrospectively analyzed a prospectively maintained database 
of eighteen consecutive patients with moderate-to-severe AC according to 
Tokyo Guidelines 2018, all considered unfit for cholecystectomy after multi-
disciplinary review. Prior transabdominal ultrasound and/or contrast-enhanced 
CT were available in all cases, and findings were compared with endosonogra-
phy. CH-EUS with Sonovue was used to assess wall thickness, layer structure, 
perfusion behavior, intramural necrosis, and suspected wall interruption. When 
feasible, EUS-GBD was performed during the same session using a cautery-en-
hanced LAMS. Primary outcomes included characterization of enhancement 
patterns and their complementary value vs radiology. Secondary outcomes 
included technical/clinical success and adverse events of EUS-GBD.
Results  Eighteen patients (67 % male, median age 78 years [range 44–91]) 
were included. Cardiovascular comorbidities were frequent (Charlson Comor-
bidity Index mean 5.5 ± 1.6), and 44.4 % were receiving anticoagulation. All 
cases were classified as moderate-to-severe AC. Transabdominal ultrasound 
was performed in 83.3 % and CT in 38.8 %, revealing gallbladder wall thickening 
in 77.7 % and suspected necrosis in three cases
On EUS, 100 % exhibited wall thickening > 3 mm, loss of normal stratification in 
61.1 %, and a hypoechoic inflammatory pattern in 66.6 %. Gallstones or sludge 
were detected in 83.3 %, and common bile duct stones in 16.6 %, confirming 
higher sensitivity than CT for intraluminal pathology.
At CH-EUS, 7/18 patients (38.8 %) showed hypo-enhancement, consistent 
with ischemia/gangrenous evolution, while 11/18 (61.2 %) presented iso-/
hyper-enhancement. Perfusion defects indicating necrosis or focal wall disrup-
tion were visualized in 22.2 %. CH-EUS confirmed or clarified radiological sus-
picion in cases with ambiguous CT findings, demonstrating that TC and CH-EUS 
provide complementary structural and perfusion-based information crucial 
for selecting the safest entry site for LAMS deployment.
Fourteen patients (77.7 %) underwent same-session EUS-GBD with 100 % tech-
nical and clinical success and only one self-limiting bleeding episode (5.5 %). 
No adverse reactions to Sonovue occurred.
Conclusions  In high-risk AC patients, CH-EUS with Sonovue provides action-
able characterization of gallbladder wall viability by detecting perfusion defects 
associated with ischemia or perforation. This information complements CT 
rather than replacing it, refining eligibility and guiding a safe stent trajectory 
for EUS-GBD. The excellent clinical success and low complication rate support 
routine pre-procedural contrast enhancement during EUS in fragile patients. 
Larger studies are needed to confirm these findings and validate perfu-
sion-based criteria for risk stratification before gallbladder drainage.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Elective endoscopic gallbladder treatment (EEGBT) may represent a 
minimally invasive alternative to cholecystectomy in fragile elderly patients 
with benign gallbladder disease who are considered at high surgical risk (HSR). 
Evidence in this specific setting remains scarce and largely retrospective. We 
conducted a multicenter prospective study to evaluate safety and long-term 
clinical efficacy of EEGBT using lumen-apposing metal stents (LAMSs) in a large 
cohort of elderly HSR patients.
Methods  Prospective, multicentre study over a 4-year period, involving elder-
ly ( ≥ 70 yrs) HSR patients (ASA score ≥ 3) with benign gallbladder disease in 
whom indication to cholecystectectomy was made. Patients first underwent 
EUS-guided gallbladder drainage using LAMSs, which worked as a port of entry 
for intracholecystic procedure(s) when needed. Primary endpoint was safety, 
defined by rate of intraprocedural, early ( < 14 days), or late ( > 14 days) adverse 
events (AEs) graded according AGREE classification. Secondary endpoints in-
cluded: (i) long-term clinical success, defined as the absence of biliary recur-
rence within 24 months, in patients achieving either a full 2-years follow-up 
or ≥ 1 year of follow-up before death; (ii) predictors of biliary recurrence and 
mortality calculated by univariate and multivariate analysis.
Results  A total of 95 consecutive frail elderly patients (mean age 83.9 ± 7.2 
years; 80 % ASA III) with benign gallbladder disease deemed at high surgical risk 
for cholecystectomy underwent EEGBT. A transduodenal approach was per-
formed in 55.8 % of procedures, and a 10 × 10 mm LAMS was used in 82.1 % of 
cases. Technical success was achieved in 94/95 patients (98.9 %). Median pro-
cedural time was 10 minutes (IQR 8–16), and median hospital stay was 5 days 
(IQR 3–8.25). Intracolecystic lithotripsy (mechanical or holmium laser) was 
performed after EEGBT in 10/95 patients (10.5 %), without any adverse events.
Overall, EEGBT-related adverse events occurred in 21/95 patients (22.1 %). 
Among these, 5 patients experienced intraprocedural AEs only, 12 experienced 
late AEs only, and 4 patients (4.2 %) developed both an intraprocedural and a 
delayed AE. Severe AEs—defined as those requiring surgery or resulting in 
death—were observed in 2/95 patients (2.1 %). Intraprocedural AEs occurred 
in 5.3 % of cases (4 minor bleedings and one stent misdeployment), all success-
fully managed endoscopically or conservatively. Late AEs occurred in 20/95 
patients (21.05 %). Among these, biliary recurrences were documented in 12 pa-
tients (12.6 %), including 10 recurrent cholecystitis and 2 choledocholithiasis (one 
presenting with acute pancreatitis). Most late AEs were managed with conservative 
or endoscopic therapy. Other delayed AEs included 5 cases of minor bleeding and 
3 buried-LAMS events, one of which required cholecystectomy.
During a median follow-up of 27 months (IQR 24–37), we observed an overall 
mortality of 18.9 %, with one procedure-related death (1.2 %). Fifteen patients 
were lost to follow-up or died before completing 12 months. Among 80 patients 
eligible for secondary endopoints, clinical success was achieved in 68 (85 %). 
At univariate analysis, the transgastric approach showed a borderline associa-
tion with increased biliary recurrence compared with the transduodenal route 
(p = 0.050). At multivariate analysis, LAMS removal followed by placement of 
a double-pigtail plastic stent was independently associated with biliary recur-
rence compared with leaving the LAMS indwelling (p = 0.028). Age was the only 
independent predictor of all-cause mortality (p = 0.020).
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Conclusions  In fragile elderly HSR patients with benign gallbladder disease, 
EEGBT provides very high technical success and favourable procedural safety. 
Long-term clinical success was high, and most late adverse events were man-
ageable endoscopically or conservatively. LAMS removal emerged as the main 
driver of biliary recurrence, suggesting that long-term stent strategy is clini-
cally relevant. With the aging of the population, this approach opens the pos-
sibility to treat electively an increasing number of elderly fragile patients with 
vulnerability and decreased physiological reserve, preventing or impairing 
post-procedural recovering and the return to preexisting functional level.
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Aims  Incidence and risk factors for Acute cholecystitis (AC) following ERCP 
with self-expandable metal stents (SEMS) for distal malignant biliary obstruc-
tion (DMBO) have been scarcely explored in retrospective studies.
Methods  Between Feb-2024 and Apr-2025, all consecutive candidates to ERCP 
with a partially covered SEMS were enrolled in a single-centre prospective study 
(ClinicalTrials.gov NCT04813055). Two independent endoscopists blindly as-
sessed morphological risk factors at EUS and ERCP. Clinical outcomes were 
evaluated by one independent assessor during admission and every 60 days. 
Multivariate logistic regression for Post-ERCP AC (PEC) was performed.
Results  130 patients with DMBO were included (median age 71 [IQR 62-77], 
pancreatic adenocarcinoma 84.6 %). At EUS, cystic duct (CD) was infiltrated in 
16.9 % and closer than 10 mm from the neoplasia in 14.6 % of cases. At ERCP 
the SEMS covered the CD in 38.3 % of the procedures.
Median follow-up was 119 [54-204] days. Ten (7.7 %) patients experienced post-
ERCP pancreatitis whereas twelve (9.2 %) experienced PEC, after a median time 
of 5.5 [5-51] days.
At multivariate logistic regression, the only independent predictor of PEC was 
a high-risk CD location (namely infiltrated or < 10mm from the neoplastic ste-
nosis (OR [95 % CI] = 5.2 [1.5-18.3]
Conclusions  In the context of SEMS placement for DMBO, PEC is relatively 
more frequent than post-ERCP pancreatitis. EUS ahead of ERCP can reliably 
predict this event as a high-risk CD location seems to independently predict 
this event.
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Aims  Endoscopic ultrasound guided gallbladder drainage (EUS-GBD) with 
lumen apposing metal stent (LAMS) has become a favourite drainage option 

for high surgical-risk patients with acute cholecystitis and as rescue treatment 
for the relief of jaundice in patients with distal malignant biliary obstruction 
(DMBO) with high technical and clinical success.
The placement of naso-cystic drainage (NCD) to favour drainage and for lavage 
is not routinary recommended and there are no data on its use.
We aim to assess the role of NC tube in term of rate of length of hospitalization, 
rate of obstruction and unplanned readmissions and re-interventions.
Methods  Single center retrospective analysis of all consecutive cases of EUS-
GBD with LAMS acceding to the Therapeutic Endoscopy Unit of Fondazione 
Policlinico Universitario Campus Bio-Medico of Rome. Data about LAMS fea-
tures and procedure were collected.
Results  From January 2019 to October 2025 sixty-seven patients were enrolled 
(50.7 % male; 77 ± 12 years old). The 65.6 % of them underwent EUS-GBD for 
acute cholecystitis. In 51 % patients the trans-gastric access was performed. In 
71.7 % patients a Hot-Axios LAMS was used and in the majority of procedure 
(79.1 %) a calibre bigger than 10 mm was used. Overall technical success was 
obtained in 98.5 % of procedures.
A naso-cystic tube was placed inside the LAMS in 33/67 (49.3 %) patients. Re-
garding the adverse events rate, in one patient distal flange misdeployment 
occurred. LAMS obstruction occurred in 7/67 patients (10.4 %) and need of 
reintervention in 11/67 (16.4 %).
There was no difference in term of drainage indication (61.7 % vs 69.6 % p 0.6), 
LAMS size (70.5 % vs 87.8 % p 0.13) and the placement of NCD. The rate of LAMS 
obstruction (6.7 % vs 15.2 % p 0.45) and reintervention (20.8 % vs 25 % p 1) was 
similar between th group of patients with NCD and without. The mean time of 
hospitalization after gallbladder drainage was not different between the two 
groups (11 ± 9 vs 8 ± 6 p 0.09).
Conclusions  EUS-GBD is a safe technique with high technical success rate. The 
placement of naso-cystic drainage doesn’t affect the post procedure outcome 
and doesn’t reduce the length of hospital stay.
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Aims  Lymph node (LN) involvement is a well-recognized adverse prognostic 
factor in gallbladder cancer (GBC), and accurate preoperative nodal staging is 
critical for improving treatment decisions and thereby optimizing patient man-
agement. Cross-sectional imaging has limited accuracy in LN staging. Endo-
scopic ultrasound (EUS) with tissue acquisition (EUS-TA) offers a minimally in-
vasive method to sample suspicious LNs [1–4]. This study aimed to evaluate 
the impact of EUS for nodal staging in patients with presumed resectable GBC.
Methods  In this retrospective, single-center cohort study at the Asian Institute 
of Gastroenterology, Hyderabad, India, consecutive patients with potentially 
resectable GBC who underwent preoperative EUS between January 2019 and 
November 2024 were included. Regional LNs were identified according to the 
8th edition of the AJCC staging system as those located at the liver hilum, cyst-
ic duct, common bile duct, hepatic artery and adjacent to the gallbladder. 
Extraregional LN consisted of LNs located distal to the hepatoduodenal liga-
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ment. EUS-TA was performed at the discretion of the endosonographer. The 
primary outcome was the impact of EUS on clinical decision making, measured 
as the percentage of patients in whom surgical exploration was precluded due 
to pathologically confirmed LN metastasis identified by EUS-TA. The secondary 
outcome was the incidence of adverse events, classified according to the AGREE 
classification.
Results  A total of 56 patients were included (median age in years: 58.5, 51.8 % 
female). Preoperative cross-sectional imaging was performed in 94.6 % of pa-
tients with lymphadenopathy reported in 54.7 %. Across 59 EUS procedures, 
46 LNs were identified, and EUS-TA was performed in 24 nodes from 21 patients. 
LN metastases were detected by EUS-TA in 10.7 % of patients, leading to the 
exclusion of these patients from surgical treatment. Notably, among patients 
who underwent surgical exploration after a median period of 18 days [IQR: 7.3 
– 34.5], regional LN metastases were identified in nine of 31 patients and ex-
traregional LN metastases in one patient. There were no complications report-
ed related to the EUS or EUS-TA.
Conclusions  Preoperative EUS significantly influenced clinical decision making 
in patients with presumed resectable GBC by identifying LN metastases and 
thereby altering patient management. Notably, multiple LN metastases were 
missed at preoperative screening. Future prospective studies employing stand-
ardized EUS protocols or integrating advanced imaging modalities are warrant-
ed to improve preoperative nodal staging and optimize management strategies 
in GBC.
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Aims  EUS-guided gallbladder drainage (EUS-GBD) with LAMS is increasingly 
used in managment of acute cholecystitis (AC) in patients unfit for surgery or 
with malignant distal biliary obstruction. Evidence comparing the trans-gastric 
(TG) and trans-duodenal (TD) routes remains limited.
Methods  This international, multicenter retrospective study included all con-
secutive patients undergoing EUS-GBD from January 2019 to August 2025 
across five tertiary centers (Italy, France, India). Standardized data collection 
included baseline characteristics, procedural variables, technical success (TS), 
clinical success (CS), adverse events (AEs; AGREE classification), recurrence, 
and recurrence-free survival (Kaplan–Meier). TS was defined as successful LAMS 
deployment; CS as resolution of the index condition without further interven-
tion. Recurrence was defined as symptomatic or infectious relapse requiring 
reintervention.
Results  A total of 194 patients were included (84 TG; 110 TD). Indications were 
acute cholecystitis in 69.6 % and malignant biliary drainage in 30.4 %. Overall 
TS and CS were 98.5 % and 96.9 %, respectively, with 5.9 % recurrence. TS was 
comparable between groups (TG 98.8 % vs TD 98.2 %; P = 0.726). However, CS 
was significantly lower in the TG group (92.8 % vs 100 % in TD; P = 0.0046). 
Procedural time was also significantly longer in TG (17 vs 10 minutes; 
P = 0.0073). Hospital stay did not differ (6 vs 6 days; P = 0.385). Overall AEs were 
similar (19.0 % vs 14.5 %; P = 0.404), but LAMS obstruction occurred significant-
ly more frequently in TG (8.3 % vs 1.8 %; P = 0.033). Other AEs — LAMS migration 
(1.2 % vs 0.9 %; P = 0.866), bleeding (2.4 % vs 2.7 %; P = 0.907), and cholangitis 
(5.9 % vs 5.4 %; P = 0.882) —did not differ significantly. Recurrence remained 
similar (5.2 % vs 6.5 %; P = 0.716). Kaplan–Meier analysis confirmed no differ-
ence in recurrence-free survival between TG and TD (log-rank P = 0.986).
Conclusions  EUS-GBD is highly feasible, effective, and safe across internation-
al real-world settings. The transduodenal approach demonstrated significant-
ly higher clinical success and significantly shorter procedure time, while safety 
and recurrence outcomes were comparable. When anatomically possible, TD 
drainage may represent the preferred route.
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Aims  Endoscopic UltraSound guided-Gallbladder Drainage (EUS-GBD) is an 
established non-invasive approach for gallbladder drainage in elderly/comorbid 
patients. Technical guidelines suggest that a transduodenal versus transgastric 
route should be preferred due to the lower risk of stent occlusion and migration, 
despite the absence of any head-to-head comparison.
Methods  This is a single tertiary center prospective study conducted between 
Jan-2021 and Mar-2025. Allconsecutive patients treated with EUS-GBD with 
Lumen Apposing Metal Stents (LAMS) were enrolled in a Prospective Registry 
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of Therapeutic EUS (PROTECT, ClinicalTrials.gov NCT04813055), with daily 
follow-upduring admission and every 60 days after discharge. Baseline charac-
teristics and Technical / Clinical outcomes were compared between the trans-
duodenal versus transgastric access.
Results  A total of 57 patients were enrolled, 47 (82.5 %) and 10 receiving re-
spectively transduodenal versus transgastric drainage. There was no difference 
in background characteristics between the groups. However, there were more 
EUS-GBD performed for biliary drainage in the transgastric (40 %) versus trans-
duodenal (2.1 %) route, which also resulted in a higher prevalence of 8 mm 
LAMS use (30 % versus 2.1 %).Technical Success (100 %) was similar between 
groups. However, the transgastric route showed lower rate of Clinical Success 
(70 % versus 95.7 %, p = 0.01) and higher rate of Adverse Events (50 % versus 
14.9 %,p = 0.01). In this group, all adverse events were severe/fatal according 
to ASGE lexicon, and included 4 clinical failures of EUS-GBD for biliary drainage 
(of which 2 with endoscopic finding of buried LAMS). After a median follow-up 
of 215 [61-404] days, there was no significant difference in the rate of recur-
rence of biliary events, despite the risk tended to be higher in the transgastric 
route (14.3 % versus 6.7, p = 0.5). Median estimated survival was shorter in the 
transgastric route (p = 0.0045).
Conclusions  Despite the small sample size and the likely selection bias, this 
prospective comparison suggests that thetransgastric route for EUS-GBD is 
more prone to clinical failure and adverse events, such as LAMS occlusion or 
burial. The transuodenal route should be preferred, whenever feasible, for long-
term LAMS indwell.
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and Euromedical. Gabriele Capurso reports consultancy for Boston Scientific, 
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Aims  A non-negligible proportion of patients suffering from acute cholecys-
titis develop a perforated cholecystitis characterized by the formation of an 
encapsulated pericholecystic collection (PC). Current guidelines do not provide 
a specific indication for EUS-GBD in perforated cholecystitis with an encapsulate 
PC. Currently, unfit patients presenting with perforated cholecystitis and en-
capsulated PC are generally managed via a percutaneous approach driven by 
safety concerns regarding EUS-GBD to avoid the theoretical risk of placing a 
LAMS into a perforated organ. Consequently, the presence of PC is often viewed 
as a relative or absolute contraindication for EUS-GBD. The aim of this retro-
spective study is to explore the safety of EUS-GBD in patients with acute chol-
ecystitis complicated by an encapsulated fluid collection.
Methods  This was a retrospective international study conducted in 10 tertiary 
centers. Acute choleystitis was defined and graded according to Tokyo criteria. 
Encapsulated PC was defined as collection adicent to gallbladder with clearly 
demarcated wall without detectable interruption at CT scan or intra-procedur-
al echoendoscopic evaluation.The primary outcome was safety, evaluated by 
assessing adverse events according to the ASGE lexicon. Secondary outcomes 
were technical success, clinical success and the rate of PC resolution. Procedur-
al features have also been reported. Technical success was defined as adequate 
LAMS placement confirmed by endoscopic and radiologic assessment, clinical 
success was defined as resolution of symptoms along with available objective 
improvements in biochemical and or radiological findings of cholecystitis with-
in 3 days after. PC resolution was defined as the absence of the PC at the last 
radiological assessment performed during the available follow-up.
Results  The study included 57 patients (24 females 42.1 % with a median age 
of 81 years IQR:73–85). Regarding the access route, 79 % of procedures were 
performed via the transgastric approach, while 21 % were performed via the 
transduodenal window. The most used LAMS diameter was 10 mm (60 %). All 
LAMS were deployed using the intra-channel release technique for the distal 
flange, and 87 % were placed using a free-hand technique. Technical success 
was achieved in all patients (100 %). Adverse events (AEs) occurred in 7 patients 
(12.3 %), classified as mild in three cases, moderate in three, and fatal in one. 
One AE occurred intra-procedurally, while the remaining six were classified as 
post-procedural. The single intra-procedural event involved the misdeployment 
of the LAMS distal flange and it was managed endoscopically. Post-procedural 
AEs included four bleeding episodes, one liver abscess and one perforation. 
One bleeding was secondary to cystic artery pseudoaneurysm and it required 
radiological embolization; the other three were treated endoscopically. The 
perforation was diagnosed 36 h after the procedure and was treated conserv-
atively with antibiotics therapy. Clinical success was achieved in 52 out of 54 
patients (96 %). The median length of hospital stay post-procedure was 6 days 
(range: 3–10). Resolution of the PC was observed in 94.4 % of patients. Among 
the three patients who did not achieve PC resolution, one developed a liver 
abscess, and two required subsequent percutaneous drainage, which success-
fully resolved the collection. A total of five deaths were recorded during the 
study period. One death was considered procedure-related secondary to the 
liver abscess, while the remaining four were unrelated to either the procedure 
or the cholecystitis
Conclusions  This study suggests the feasibility to treat acute cholecystitis with 
encapsulate PC through LAMS placement in patients declared unfit for surgery
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PYP221V  Esophageal Endoscopic Muscularis 
Dissection with “tunnel first” approach as a palliative 
local therapy of a deeply Invasive Barrett’s Adeno-
carcinoma in a Patient With Metastatic Squamous 
Cell Cancer
Authors  Tvaradze G1, Groth S1, Lleshi D1, Ewerton MM2, Schneider PM1, 
Tanabe M3, Yamamoto K3, Inoue H3, Seewald S1

Institutes  1  GastroZentrum Hirslanden – Swiss Digestive Health Center – 
Klinik Hirslanden, Zürich, Switzerland; 2  medica MEDICAL LABORATORIES 
Dr. F. KAEPPELI AG, Zürich, Switzerland; 3  Showa University Koto Toyosu 
Hospital, Tokyo, Japan
DOI  10.1055/s-0046-1821161
Problem to solve  In selected cases complete endoscopic removal of deep 
submucosal esophageal cancer is appropriate when surgery is not feasible. In 
order to achieve R0 resection the superficial circular muscle layer has to be 
dissected.
In non-surgical candidates, achieving R0 resection of deep submucosal esoph-
ageal cancer requires adequate prediction of how far the dissection must ex-
tend beyond the tumor. The problem is to determine the minimal depth that 
ensures complete tumor removal while still preventing perforation of the eso-
phagus.
Innovation  The innovative aspect of this case is the application of endoscop-
ic muscularis dissection (EMD) in the esophagus, supported by a “tunnel first” 
evaluation approach. A submucosal tunnel was created to directly visualize the 
lesion in relation to the muscular layer. After creating the tunnel, the invasion 
area became clearly identifiable, and dissection was extended along the right 
and left sides to determine both the depth and the longitudinal extent of in-
volvement. This “tunnel first” approach added a safety advantage by allowing 
precise assessment of how deep and how long the infiltration extended, guid-
ing a controlled proper dissection plane to keep the risk of perforation low. 
Dissection is performed with the TTJ Neo knife, followed by the ClutchCutter, 
which enables efficient dissection and hemostasis simultaneously.
Results  A 45-year-old male with metastatic esophageal squamous cell carci-
noma, under systemic therapy, presented with a newly detected early Barrett’s 
adenocarcinoma at the Z-line. Pre-procedural imaging and EUS suggested deep 
submucosal infiltration, but endoscopic resection was considered feasible as 
part of a palliative local-control strategy. The procedure began with creation 
of a submucosal tunnel to directly assess the tumor–muscularis infiltration. 
Within the tunnel, a clear muscular traction sign indicated superficial invasion 
into the muscle layer, prompting the decision to proceed with an endoscopic 
intramuscular dissection. The specimen was retrieved en bloc. A 4 × 3 cm R0 
intramuscular resection was achieved without complications. Histopathology 
confirmed adenocarcinoma with sm2 invasion (1.1 mm), lymphatic invasion, 
and clear vertical and horizontal margins. No vascular or perineural invasion 
was present. At 6-month follow-up, endoscopy showed a completely healed, 
smooth scar with no residual or recurrent tumor. Biopsies were normal, and 
the patient remained under systemic treatment with stable local conditions.
Conclusions  This case illustrates that EMD, supported by a tunnel-first evalu-
ation, enables assessment of invasion depth and effective intramuscular dis-
section in a palliative case. Even when deep submucosal involvement is pre-
dicted, EMD can provide complete local removal while preserving esophageal 
integrity. This approach may be considered for select patients in whom local 
control of the tumor is clinically significant

V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/ab595509-1577-438f-b697-4a30e16d11a7/Up-
loads/19990_123360_EMD %20Eso %20Final.mov
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Introduction  Verrucous carcinoma of the esophagus (VCE) is a rare, slowly 
growing malignant subentity of squamous cell carcinoma, first described in 
1967. The most common symptoms are dysphagia, chest pain, and weight loss. 
The tumor typically shows local invasion; lymph node positivity is rare, and 
organic metastasis hasn’t yet been described. Typical endoscopic findings in-
clude exophytic growth of a whitish warty mass, hyperkeratotic plaques, and 
candidal esophagitis. Histopathological findings include squamous proliferation 
and a so-called church spire appearance of hyperkeratosis and parakeratosis 
within the thickened spinous cell layer. Diagnosis is complex and may require 
multiple biopsies, up to endoscopic mucosal resection (EMR). An association 
with alcohol, tobacco, and human papillomavirus is discussed. Since its first 
description, just around sixty cases have been published. The most common 
treatment is esophagectomy. Other treatment options, such as (repeated) 
piecemeal EMR, endoscopic submucosal dissection (ESD), and radiochemo-
therapy, are documented in only a few case reports.
Case description  Thus, we present the first circumferential ESD using the 
double-tunneling technique in two patients with extended early VCE. A 77-year-
old female patient and a 76-year-old male patient were recently diagnosed with 
early-stage VCE in our department. The endoscopic findings were an exophyt-
ic, cauliflower-like, warty mass measuring approximately 8 cm in length in the 
middle part of the esophagus (female patient) and a flat, hyperkeratotic lesion 
measuring approximately 10 cm in length in the middle and distal parts (male 
patient). Although the histology report showed only hyperkeratosis and can-
didal esophagitis, even in the snare resection specimens, the endoscopic image 
led to the decision to perform ESD in both cases. The procedure was performed 
using the double-tunneling technique over lengths of 9 and 12 cm, respective-
ly, due to circumferential growth. The histology report of both resected spec-
imens confirmed the diagnosis of mucosal VCE (female patient) and early 
submucosal VCE (male patient). The vertical margin was R0 in both patients. A 
microscopic edge-forming invasion of the upper horizontal margin on mucosal 
level was shown in both patients. Both patients received early post-interven-
tional balloon dilatation of the esophagus two weeks after the procedure and 
corticosteroid treatment for four weeks. Clinical and endoscopic follow-up time 
is now two years and 15 months, respectively, without recurrence of carcinoma. 
Sequential balloon dilatation and temporary stent implantation due to 
post-procedural stenosis were required in the female patient [1–6].
Conclusion  ESD is a feasible and promising curative treatment option even for 
patients with extended early-stage VCE. Recurrence rates should be low regard-
ing submucosal tumor clearance (vertical R0 resection). Esophageal stenosis, 
as the main post-procedural complication, must be considered. Early balloon 
dilatation and corticosteroid treatment are effective in reducing the risk of 
post-procedural stenosis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 68-year-old man with long-segment Barrett’s esophagus (BE) repeatedly 
failed to achieve re-epithelialization after endoscopic mucosa resection (EMR) 
and multiple radiofrequency ablation (RFA) sessions. During follow-up, he de-
veloped intramucosa carcinoma with multiple non-visible high-grade dysplasia 
(HGD) in random biopsies. Circumferential salvage endoscopic submucosal 
dissection (ESD) for the entire BE was performed using a bipolar knife with 
tunnel creation and clip-band-line traction to enhance visualization. Microwave 
coagulation minimized bleeding, and the 459-minute procedure was completed 
safely despite the severe fibrosis. Stricture prevention included triamcinolone in-
jection and Purastat polymer application, followed by high-dose proton-pump 
inhibition and oral viscous budesonide for 12 weeks. This multimodal approach 
effectively reduced stricture risk after circumferential ESD [1–4].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/730cbee7-4a18-4389-8159-fdd5ff55d099/Uploads/19978_
DSE_rescate %20cESD %20Barrett %20mp4 %20(video-converter-com).avi
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Aims  Gastrointestinal transmural defects, especially postoperative leaks and 
fistulas, are associated with substantial morbidity and increasing incidence due 
to more complex surgery. Endoscopic therapy is the preferred minimally inva-
sive alternative to rescue surgery, but clinical success varies widely and depends 
on anatomical, physiological, and technical factors. This study aimed to iden-
tify predictors of technical and clinical success in endoscopic management of 
gastrointestinal wall defects and to develop a prognostic nomogram for per-
sonalized decision-making.
Methods  A retrospective cohort study was conducted at a tertiary referral 
center including all patients who underwent endoscopic treatment of postsur-
gical or iatrogenic gastrointestinal transmural defects from 2014 to 2024. 
Demographic, anatomical, and clinical variables were collected, along with 
defect size, location, and distance from natural orifices. Endoscopic therapies 
were classified as mechanical closure (clips or suturing) or coverage/drainage 
approaches (stents, vacuum therapy).Technical success was defined as com-
plete closure or successful placement of the selected technique, and clinical 
success as definitive resolution without further intervention or surgery. Tem-
poral trends were evaluated comparing early and recent periods, correspond-
ing to wider adoption of drainage-based strategies. Univariate logistic regres-
sions identified candidate predictors for inclusion in a multivariate logistic 
regression model, which was assessed for calibration and goodness of fit and 
used to generate a prognostic nomogram (▶Table 1).

▶Table 1	 

Variable Effect 
direction

Odds Ratio 
(95 % CI)

p-value

Low anatomical location ↑ Higher 
success

81.2 
(3.6–1834)

0.012

Distance to natural 
orifices (per cm)

↑ Higher 
success

1.13 
(1.03–1.25)

0.011

Procedures per-
formed ≥ 2022

↑ Higher 
success

7.16 
(1.89–27.2)

0.0047

Mechanical tech-
niques  vs coverage/
drainage

↓ Lower 
success

0.05 
(0.009–0.27)

0.001

Defect size (per mm) ↓ Lower 
success

0.95 
(0.91–0.99)

0.024

ASA III ↓ Lower 
success

0.26 
(0.07–0.97)

0.045

Results  A total of 95 procedures were performed in 83 patients, mostly post-
operative defects (81.1 %) and predominantly located in the upper gastroin-
testinal tract (94.7 %). Technical success was 93.7 %, while clinical success 
reached 52.6 %. Outcomes improved over time, increasing from 45.1 % in 
2014–2021 to 61.4 % in 2022–2024 with greater use of drainage and nega-
tive-pressure techniques (p = 0.149). In the multivariate analysis, lower gastro-
intestinal location (OR 81.2; p = 0.012), greater distance from natural orifices 
(OR 1.13 per cm; p = 0.011), and procedures performed from 2022 onwards 
(OR 7.16; p = 0.0047) independently predicted higher clinical success. Mechan-
ical closure techniques (OR 0.05; p = 0.001), larger defect size (OR 0.95 per mm; 
p = 0.024), and ASA III status (OR 0.26; p = 0.045) were associated with lower 
success. The final model demonstrated good calibration and allowed develop-
ment of a nomogram for individualized prognostic assessment.
Conclusions  Endoscopic treatment of gastrointestinal transmural defects 
achieves high technical success but only moderate clinical success, although 
outcomes have improved significantly with the adoption of drainage-based and 
negative-pressure approaches. Clinical success is influenced by anatomical 
complexity, patient physiological status, and appropriate technique selection. 
The resulting predictive nomogram may support individualized risk stratifica-
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tion and guide optimal endoscopic management of gastrointestinal leaks and 
fistulas.
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Abstract Text
Refractory benign esophageal strictures are commonly treated with fully cov-
ered stents, but migration occurs in up to 40 % of cases. Endoscopic fixation 
methods have been introduced to resolve this issue. The X-Tack system, origi-
nally designed for GI defect closure, has been repurposed for stent anchoring. 
We report a simplified tack-only fixation approach that omits the suture com-
ponent to streamline deployment. A 19-year-old patient with severe caustic-in-
duced stricture, refractory to repeat dilations, experienced early migration of 
an initial stent. A second fully covered stent was placed and individually secured 
along the proximal stent edge using sequential helical tacks deployed through 
the stent mesh into healthy esophageal tissue. At 4-week follow-up, stent re-
moval showed marked luminal improvement. This suture-less tack-only meth-
od appears feasible and reproducible.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/5c263514-81b6-46ad-8d1f-75f926724b81/Uploads/19978_
video_X-Tack %20simplified %20ESGE.mp4
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Aims  Traditional management of Zenker’s diverticulum (ZD) has relied on 
rigid endoscopic septotomy or open surgical approaches, both associated with 
higher procedural burden and complication rates, particularly in elderly or co-
morbid patients. Over the past two decades, flexible endoscopy has become 
an important minimally invasive alternative, offering flexible endoscopic sep-
totomy (FES) as a valid therapeutic option with shorter recovery time and few-
er complications. However, despite its advantages, FES remains limited by in-
complete myotomy and technically challenging exposure in certain anatomies, 
which can lead to recurrence. Zenker’s peroral endoscopic myotomy (Z-POEM) 
has emerged over the past decade as a minimally invasive alternative that en-
ables a controlled submucosal tunneling approach and complete septal divi-
sion. Although Z-POEM adoption has increased internationally, high-volume 
single-center analyses with consecutive, prospectively collected cases remain 
limited.This study aimed to evaluate the safety profile, efficacy and degree of 
procedural standardization achieved throughout our experience with the first 
100 consecutive Z-POEM procedures at a tertiary referral center.
Methods  We conducted a retrospective analysis of all consecutive patients 
undergoing Z-POEM between October 2020 and November 2025. Demograph-
ic characteristics, symptom duration, and diverticulum size were recorded. 
Diverticulum dimensions were extracted both from endoscopy (EGDS) and 
radiographic imaging (Rx). Procedural data included type of knife, use of guide-

wire, myotomy length, number of clips for mucosal closure, procedure duration, 
and in-hospital course.Clinical outcomes were assessed through symptom 
scores (Kothari), adverse events (AEs) graded according to ASGE lexicon, tech-
nical success, clinical success, and need for retreatment. Follow-up was per-
formed through scheduled visits, telephone interviews, and additional endos-
copy when indicated.
Results  A total of 100 patients (61 % male; mean age 70.5 ± 10.4 years; BMI 
24.6 ± 3.1 kg/m²) were included. Pretreatment symptoms persisted for a mean 
of 29 ± 39 months, and 95 % of patients were treatment-naïve, reflecting the 
role of our center as a primary referral site. Mean diverticulum size measured 
14.7 ± 7.9 mm on EGDS and 24.9 ± 13.1 mm on Rx.All procedures were per-
formed by three expert endoscopists using low-flow CO₂ insufflation and the 
TT-knife J in 98 % of cases, supporting high procedural standardization. Guide-
wire placement was required in only 3 % of cases, predominantly in anatomi-
cally challenging presentations. The mean myotomy length was 19.7 ± 7.2 mm, 
and closure was achieved with an average of 3.4 ± 0.8 clips.Technical success 
reached 98 %, two procedures were aborted due to the inability to obtain suf-
ficient exposure of the diverticular septum during the tunneling. Procedures 
were efficient, with a mean duration of 17.9 ± 7.3 minutes and a mean hospi-
talization of 2.2 ± 1.5 days.During the index procedure, two mucosal perfora-
tions occurred but were immediately identified and managed endoscopically 
without clinical sequelae. No AEs occurred or conversions to alternative tech-
niques were reported.At final follow-up (mean 22.2 ± 12.6 months; 23 % lost), 
88 % of patients maintained sustained symptom relief (Kothari ≤ 4). The mean 
Kothari score showed a significant improvement, decreasing from 3.12 pre-pro-
cedure to 1.22 at the final follow-up, corresponding to a mean difference of 
1.90 (95 % CI 1.36–2.44; p < 0.05). Retreatment was required in eight patients 
(8 %): repeat Z-POEM in 3 % and FES in 5 %. All reinterventions were completed 
endoscopically, without further complications, underscoring the manageable 
nature of recurrent symptoms.
Conclusions  Our experience demonstrates that Z-POEM is a highly effective, 
safe, and reproducible technique for the management of Zenker’s diverticulum. 
Technical success was consistently high across operators, while procedure time, 
resource utilization, and length of stay remained low, reflecting progressive 
standardization within the center. The absence of severe AEs or surgical con-
versions, and excellent long-term clinical response reinforce the role of Z-POEM 
as a first-line endoscopic therapy for ZD.
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Aims  Gastrointestinal transmural defects refer to a spectrum of conditions 
characterized by full-thickness rupture of the gastrointestinal wall. These de-
fects are associated with high morbidity and mortality rates and often require 
prolonged hospital stays. Endoscopic vacuum therapy (EVT) has played an in-
creasingly important role in managing these defects. The VacStent GI (Micro-
Tech) is a novel device that synergistically combines the advantages of fully 
covered self-expanding metal stents (fcSEMS) with the principles of EVT.
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Methods  We prospectively analysed patients who underwent treatment for 
transmural oesophageal defects using VacStent between October 2023 and 
November 2025 at two tertiary referral centers in the United Kingdom. The 
primary outcome was clinical success, defined as the endoscopic and radiolog-
ical evidence of defect closure. Secondary outcomes included the number of 
VacStent exchanges, technical success, serious adverse device effects (SADE), 
and time to defect closure.
Results  Of the 22 patients treated (median age 66 years, IQR 58-73.5; 73 % 
male), 12 (55 %) had anastomotic leakage after oesophageal resection, 6 (27 %) 
had iatrogenic defects post gastroscopy, and 4 (14 %) had Boerhaave's syn-
drome. The median defect size was 9 mm (IQR 6-13.5). Clinical success was 
achieved in 73 % of cases, with a technical success rate of 100 %. The median 
time to defect closure was 11 days (IQR 5-14), requiring a median of 1 VacStent 
exchange (IQR 0-2). Of the 6 patients in which VacStent failed, 3 had defects 
within the surgical conduit, 2 had large associated cavities, and 1 was clinically 
unstable; thus, stent exchange was abandoned.
Conclusions  Our multi-centre data demonstrates that VacStent therapy for 
transmural GI defects in the oesophagus is both safe and effective, with a clin-
ical success rate of 73 %. A standardised pathway and protocol are needed to 
optimise management and improve outcomes for this challenging patient 
population. Higher quality data is needed as most of the literature consist of 
case series.
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Aims  The water pressure method (WPM) was developed to perform endoscop-
ic submucosal dissection (ESD) in the duodenum—a technically challenging 
procedure—safely and reliably. WPM is a type of underwater ESD that utilizes 
the endoscope’s water jet function to create space beneath the mucosal flap, 
thereby improving visualization of the submucosal layer. Additionally, main-
taining low intraluminal pressure increases the thickness of the submucosal 
layer compared to air insufflation, facilitating safer dissection. Its efficacy has 
also been reported in colorectal and pharyngeal ESD. At our institution, WPM 
is actively employed for ESD in the pharynx, esophagus, duodenum, and colon, 
particularly for lesions considered technically demanding. This study aimed to 
evaluate the effectiveness of WPM through a retrospective analysis of ESD cas-
es performed at our institute [1, 2].
Methods  We retrospectively analyzed cases of ESD for pharyngeal, esopha-
geal, and colorectal lesions performed between January 2023 and October 
2025. Patients were divided into two groups: conventional ESD under air insuf-
flation (C group) and WPM-assisted ESD (W group). For pharyngeal/esophage-
al and colorectal lesions, patient characteristics and treatment outcomes were 
compared between the groups. The primary endpoint was treatment efficien-
cy, calculated as dissection area per unit time (mm²/min), where the resected 
specimen area was estimated as πab (a = long axis, b = short axis). Secondary 
endpoints included en bloc resection rate and incidence of perioperative ad-
verse events. Cases with incomplete procedures or missing data were excluded.
Results  Pharyngeal/esophageal ESD was performed in 59 patients with 78 
lesions. The C group included 52 patients (median age 72.5 years, range 49–88; 
84.6 % male) with 6 pharyngeal and 54 esophageal lesions. The W group in-
cluded 7 patients (median age 70 years, range 46–76; 85.7 % male) with 2 
pharyngeal and 6 esophageal lesions. The W group comprised technically chal-

lenging lesions, such as lesions at the pharyngoesophageal junction, circum-
ferential or near-circumferential cervical esophageal lesions, and lesions arising 
within an esophageal diverticulum lacking muscularis propria. Pharyngeal/
cervical esophageal involvement was significantly more frequent in the W group 
(62.5 % vs. 10 %, p < 0.01). Treatment efficiency did not differ significantly (C 
group: 12.6 mm²/min; W group: 10.2 mm²/min, p = 0.17). En bloc resection 
was achieved in all cases. Perioperative adverse events included one post-pro-
cedural bleeding and one delayed perforation in the C group; none occurred in 
the W group. No intraoperative perforations were observed in either group.
Colorectal ESD was performed in 95 patients with 102 lesions. The C group 
included 82 patients (median age 73 years, range 42–88; 51.2 % male) with 51 
right-sided and 37 left-sided lesions. The W group included 13 patients (me-
dian age 74 years, range 55–85; 53.8 % male) with 7 right-sided and 7 left-sid-
ed lesions. Baseline characteristics were comparable between the groups. Le-
sion size was significantly larger in the W group (median 40.5 mm vs. 35 mm, 
p = 0.01). Treatment efficiency was significantly higher in the W group (22.1 
mm²/min vs. 8.4 mm²/min, p < 0.01). Intraoperative perforation occurred in 
one case per group. Delayed perforation (4 cases, 4.5 %) and post-procedural 
bleeding (2 cases, 2.3 %) were observed only in the C group.
Conclusions  In pharyngeal/esophageal ESD, WPM did not improve treatment 
efficiency but enabled the successful completion of procedures for high-risk 
lesions that were anticipated to be challenging with conventional ESD. In con-
trast, WPM significantly enhanced treatment efficiency in colorectal ESD. Pe-
rioperative adverse events were less frequent in WPM-assisted procedures for 
both pharyngeal/esophageal and colorectal lesions. WPM may improve both 
the safety and efficiency of ESD and facilitate treatment of lesions previously 
considered technically prohibitive.
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Aims  Post-bariatric anastomotic leaks are serious complication following 
sleeve gastrectomy or gastric bypass procedures. Traditional management 
often requires surgical reintervention, but endoscopic techniques, particular-
ly the use of self-expanding metal stents (SEMS), offer a minimally invasive 
alternative. This retrospective study evaluates the efficacy of endoscopic man-
agement of post-bariatric fistulas including the use of a double layer stent 
(Niti-S Beta Esophageal Stent), focusing on resolution rates, complications, and 
the number of procedures required for successful resolution [1–4].
Methods  We retrospectively reviewed patients who developed an anastomot-
ic leak following bariatric surgery between 2014 and 2023. These patients were 
treated endoscopically with the placement of a double layer stent (Niti-S Beta 
Esophageal Stent). The primary endpoint was resolution of the fistula consid-
ered achieved when the patient healed without requiring surgical reinterven-
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tion. Secondary outcomes included adverse events, number of procedures 
required to achieve fistula resolution and late recurrence.
Results  Data from 20 patients were collected (17 sleeve gastrectomy, 3 gastric 
bypass). Effective leak/fistula closure was obtained in 18/20 patients (90 %) who 
achieved resolution of the fistula without the need for subsequent surgical 
intervention. The mean number of procedures required for resolution was 3 
while mean stent indwell time was 26.5 days.”. Adverse events occurred in 3 
patients: 1) stent migration, 1) esophageal perforation and 1) esophageal ste-
nosis. All the adverse events were managed endoscopically respectively with 
1) stent retrieval and double pig tail stents placement 2) closure with over the 
scope clip 3) mechanical esophageal dilations.
Regarding long-term outcomes, the mean follow-up duration was 39.3 months. 
A recurrence of the fistula occurred in 1 patient at 24 months post-treatment. 
The recurrence was also managed endoscopically. There were no further com-
plications or recurrences during the follow-up period.
Conclusions  Endoscopic management of post-bariatric anastomotic leaks 
using double layer stents (Niti-S Beta Esophageal Stent) is a safe and effective 
approach, with a high-resolution rate (90 %) and a reasonable complication rate 
(15 %) in our population. The mean follow-up of 39.3 months demonstrated 
long-term success, with only a single recurrence managed without surgery. 
The low need for additional surgical interventions and the ability to manage 
complications endoscopically further emphasize the value of double layer 
stents in the management of post-bariatric fistulas. These findings suggest that 
these stents could be considered as first-line treatment for anastomotic leaks 
after bariatric surgery, offering a non-invasive alternative with favourable long-
term outcomes.
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Aims  Although overall prevalence of benign oesophageal strictures (BOSs) is 
low, a rising prevalence of associated risk factors, such as increased life expec-
tancy, gastro-oesophageal reflux disease and eosinophilic oesophagitis is pre-
dicted to contribute to an increased incidence and evolving aetiology. Endo-
scopic dilation (ED) currently remains the primary treatment modality. This 
study aimed to evaluate the current most common aetiologies for BOSs, along-
side evaluating the success of ED.
Methods  Between January 2021 and December 2023, 1994 upper GI endos-
copies (UGIEs) with endoscopic dilatation of a BOS were identified using elec-
tronic patient records across 11 UK centres. Details of procedures were then 
collected in a retrospective observational fashion at each site before central 
pooling of pseudo-anonymised data for analysis [1–5].
For both individual UGIEs with dilatation and given “sessions” of dilatations 
(defined as consecutive UGIEs separated by ≤ 6 months), treatment was 
deemed successful if the lumen was confirmed to be dilated to a diameter 
of ≥ 14mm (confirmed on a check procedure > 4 weeks after, and/or not requir-
ing further dilatation to maintain diameter within a 6-month period).
Results  Eight hundred and eighteen patients (328[40 %] female; mean age 
64.3[SD 15.52]) were followed-up for a mean of 20.5 (range 4–62) months, 
from time of initial stricture diagnosis. The most common aetiology of BOS 
were peptic in 38 % (313/818), post-op anastomotic in 13 %(105/818), post-ra-
diotherapy in 6 % (48/818), post-operative (non-anastomotic) in 6 % (47/818), 
Schatzki rings in 6 % (46/818), and eosinophilic oesophagitis in 5 % (37/818). 
Less common aetiologies seen included: post-endoscopic mucosal resection 
(EMR), post-radiofrequency ablation (RFA), post-caustic injury, webs, lichen 
planus, and connective tissue disease (see ▶Table 1).

▶Table 1	  Most common aetiology of benign oesophageal strictures for 
patients (N = 818).

Stricture Aetiology Number of 
patients n

Percentage 
of patients 
n/N ( %)

Peptic 313 38

Post-operative (anastomotic) 105 13

Post-radiotherapy 48 6

Post-operative (non-anastomotic) 47 6

Schatzki ring 46 6

Eosinophilic oesophagitis 37 5

Other* 222 26 

*‘Other’ includes (in order of frequency, though all representing < 5 %) 
cases of: unidentifiable aetiology, post-endoscopic mucosal resection 
(EMR), post-radiofrequency ablation (RFA), post-caustic injury, webs, 
lichen planus, connective tissue disease, and miscellaneous

Successful dilatation for a single UGIE procedure with ED was achieved in 
875/1994 (43.9 %) of procedures. With respect to ‘sessions’ of consecutive 
dilatations, success was achieved within three months in 44.2 % (388/878) of 
patients, and within six months in 60.6 % (530/878) of patents. For successful 
sessions, mean number of dilatations required was 2.2 (SD 2.4), and median 
number of weeks to successful dilatation was 15 (IQR 7–30).
Conclusions  Peptic strictures remain the most common aetiology of BOS. A 
significant proportion of patients (39.4 %) with BOS failed to achieve success 
following ED. This may reflect both the inherent limitations of ED and subop-
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timal adherence to guidelines, particularly regarding the recommended fre-
quency of dilations until treatment success is achieved.
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Abstract Text
Introduction:  Situs inversus totalis (SIT) is a rare congenital anomaly in which 
internal organs are mirrored along the sagittal plane. The incidence is 1.25-
16.7/100,000 individuals, with a slight male predominance. Altered anatomy 
in SIT presents a challenge in performing endoscopic retrograde cholangio-
pancreatography (ERCP). Technical difficulty is greater due to an inverted en-
doscopic view, altered fluoroscopic orientation, and a different direction of 
common bile duct (CBD) cannulation. Most data on the performance of ERCP 
in SIT are based on clinical cases [1–5].
Case 1:  A 78-year-old female patient with known gallstones was admitted for 
acute cholangitis, Tokyo grade 1. Magnetic resonance imaging (MRI) revealed 
choledocholithiasis, and ERCP was indicated. However, the patient's SIT and 
other co-morbidities (non-ischemic dilated cardiomyopathy, chronic kidney 
disease, chronic atrial fibrillation on anticoagulant therapy, and ascending aor-
tic aneurysm) posed a challenge. Firstly, gastroscopy was performed to assess 
the anatomy of the upper gastrointestinal tract. ERCP was performed in stand-
ard settings with the patient in the left semi-prone position and the endoscopist 
on the right side of the table. A technique with 180˚ rotation in the stomach 
and shortening of the endoscope in the duodenum in the opposite direction 
from usual was used. With standard cannula and guide wire cannulation of the 
CBD was achieved and confirmed with fluoroscopy and bile aspiration. Sphinc-

terotomy was performed using a standard papillotome and manipulation of 
the duodenoscope tip. Successful balloon extraction of the stone followed with 
no complications.
Case 2:  A 93-year-old male patient with SIT was admitted with signs of acute 
cholangitis, Tokyo grade 2. CT on admission showed small gallbladder stones 
and dilatation of the CBD to 12 mm with a thickened wall. We proceeded with 
ERCP, which was performed in the same position as previously described, and 
the same 180˚ rotation in the stomach technique was used. In this case, can-
nulation of CBD was achieved using a standard papillotome and guide wire, and 
successful balloon extraction of microliths following sphincterotomy. We per-
formed stenting using a biodegradable biliary stent, and no complications 
occurred.
Conclusion:  SIT presents a significant anatomical challenge during endoscop-
ic procedures. The literature provides insufficient evidence to determine the 
optimal approach, and currently, no standard patient or endoscopist position 
for ERCP in SIT is recommended. Recognizing the reversed anatomy and the 
experience of the endoscopist are essential for safe and effective ERCP perfor-
mance.
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Abstract Text
Complete bile duct disconnections after liver transplantation usually require 
surgical repair, but advanced endoscopic techniques can resolve selected cas-
es. Patient retransplanted in 2024 for ischemic cholangiopathy with Roux-en-Y 
hepaticojejunostomy and complete ductal disconnection. A duodeno-jejunos-
tomy access with an apposition stent and a hepaticogastrostomy to segment 
II with a 6-mm covered stent were performed. The first hepaticogastrostomy 
attempt failed, later corrected with percutaneous drainage and saline disten-
sion. ERCP confirmed patency and an anatomical variant, enabling placement 
of proximal and distal magnets to induce a new anastomosis. One week later, 
reconnection was documented. Magnetic biliary reconstruction through DY-
USE avoided surgical intervention [1–3].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/68f6bc23-f106-44bb-ba46-3f16299f6560/Uploads/19978_magnets.
mp4
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PYP233  Endoscopic reconstruction of complete 
common bile duct transection after right hepatecto-
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ERCP-EUS rendezvous technique
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Abstract Text
A 58-year-old man with chronic hepatitis B underwent right hepatectomy for 
a 58mm hepatocellular carcinoma. Postoperatively, persistent bilious drainage 
suggested a biliary leak.
ERCP revealed contrast extravasation from the proximal common bile duct 
(CBD) into two ill-defined collections adjacent to the surgical drain. The left 
intrahepatic ducts (LIHD) were not opacified, and the guidewire could only be 
directed toward the leak, indicating complete discontinuity. Persistent bleed-
ing during biliary sphincterotomy prompted placement of a fully covered 
self-expandable metal stent (FCSEMS) for hemostasis and biliary decompres-
sion. Magnetic resonance cholangiography confirmed complete transection, 
showing non-dilated LIHD with no communication to the proximal CBD, which 
was intercepted by a perihepatic biloma.
After multidisciplinary discussion, a second ERCP with peroral cholangioscopy 
was proposed to guide LIHD cannulation. A 3.2mm cholangioscope (EyeMAX) 
was advanced to the disrupted CBD, revealing a loculated cavity containing 
devitalized tissue and purulent bile. Multiple attempts to pass the guidewire 
into the LIHD failed, as the hepatic end of the transection was not observed. A 
linear echoendoscope enabled EUS-guided transgastric puncture with a 19G 
needle, achieving LIHD cholangiogram and anterograde cannulation. Guidewire 
passage into the CBD was hindered by repeated coiling within the cavity. The 
wire was left inside, the echoendoscope withdrawn, and the duodenoscope 
was reintroduced at the papilla to repeat cholangioscopy. Using a biopsy forceps 
through the cholangioscope, the guidewire was captured, pulled into the du-
odenum, and recovered to the working channel in a rendezvous procedure. A 
cannula was advanced into the LIHD, and the wire exchanged for retrograde 
access. Both transection ends were dilated with an 8mm balloon, and a 
120x8mm FCSEMS was deployed, restoring biliary continuity.
The patient was discharged uneventfully a few days later. Follow-up CT showed 
resolution of collections, and the FCSEMS was removed after four months. Final 
cholangiography confirmed CBD reconstruction and complete leak resolution.
This case highlights the effectiveness of a combined EUS-ERCP-Cholangiosco-
py approach in managing major leaks with complete CBD transection, avoiding 
surgical reintervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Severe post-Chole BDI needs surgery, but morbidity is high. A frail patient with 
Strasberg E3 BDI underwent segment-3 EUS-HGS. Following leak control, mag-
netic compression anastomosis was attempted via HGS. Opposing magnets 
failed to couple across a wide gap. Endoscopic repair was offered to avoid sur-
gery/permanent HGS. Cystotome/balloon access via ERCP allowed nasobiliary 
drain (NBD) placement into the subhepatic space. The NBD was targeted with 
a cystotome via HGS under fluoroscopy, coiling a wire into the subhepatic, and 
stabilizing it by an ultrathin scope. Parallel ERCP with cholangioscopy allowed 
subhepatic access and guidewire retrieval. Following this RCR, 2 plastic stents 
were placed by ERCP across the BDI. Uneventful recovery; patient awaits heal-
ing of reconnected duct before definitive stent removal.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/53ce133f-3089-4e3e-83cf-7b48a385cf05/Uploads/19978_
ESGE_26_TDC_Reconection.mov
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 25-year-old man with polytrauma and splenic laceration underwent splenic 
artery (SA) embolization. He subsequently developed an infected traumatic 
pancreatic collection which was treated with EUS-guided drainage using a 
LAMS. Four weeks later , he presented with upper gastrointestinal bleeding. 
CT-angiography revealed distal SA irregularity; however endovascular access 
was not feasible . EUS identified two SA-dependent arterial branches in direct 
contact with the LAMS. Both were punctured transgastrically with a 22G needle 
and successfully embolized with coils (18S, 10/5–Tornado), allowing safe sub-
sequent stent extraction. Post-procedure CT confirmed successful embolization 
and resolution of the collection. No further bleeding was documented during 
follow-up. This case highlights EUS-guided vascular embolization as an effective 
alternative when interventional radiology is not feasible [1, 2].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/6f7cdfb9-f7be-44ac-9d47-1b12582bf5aa/Uploads/19978_
CoilsLAMS_DefinitiuRevisat_SEED_25_MP23-7-25.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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ERCP (TRAE) in Patients with Native Upper GI Anasto-
my: A Novel Endoscopic Approach for Combined 
Biliary and Gastric-outlet Obstruction (CBGO)
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Problem to solve  Biliary drainage in patients with CBGO (benign or malig-
nant). Anterograde transpyloric access to the papilla for ERCP is difficult in the 
most common type I/II stenosis. Extrahepatic EUS-guided biliary drainage (EUS-
BD) achieves suboptimal outocomes in the setting of CBGO, whereas intrahe-
patic EUS-BD is limited by lack of intrahepatic dilation and by ascites.
Innovation  To solve this problem, we propose TRAE (Through-the-LAMS Ret-
rograde Access ERCP). This approach adapts the concept of through-the-LAMS 
ERCP, currently widely used in patients with post-surgical anatomy, to patients 
with native anatomy and CBGO. To circumvent antegrade blockage preventing 
access to the papilla, EUS-guided gastroenterostomy (EUS-GE) with a lu-
men-apposing metal stent (LAMS) is first performed. Once EUS-GE is estab-
lished, a duodenoscope or a therapeutic forward viewing upper endoscope is 
passed through-the-LAMS to access the papilla. We evaluated the safety and 
efficacy of TRAE for biliary drainage in non-surgical patients with native anat-
omy and CBGO [1–3].
Results  A descriptive multicenter study was undertaken. Nineteen patients 
(71 % male; age: 69 [62-83]) from seven hospitals were retrospectively identi-
fied with 26 attempts at TRAE between 1/1/20 and 26/6/25. Definitions: index 
procedure (first successful attempt or definitive ERCP failure) or follow-up pro-
cedure. Technical success (TS): cannulation/intervention by ERCP. Clinical suc-
cess (CS): resolution of cholangitis/jaundice. Baseline clinical data and tech-
nique modifications were recorded.
There were 26 TRAEs (19 index/6 scheduled revisions/1 failed prior to index 
TRAE) in 19 patients. TS/patient during index TRAE was 13/19 (68.5 %); one 
failed TRAE was salvaged at on a repeat attempt using double guidewire trac-
tion, following antergrade transpyloric rendezvous, with guidewire retrieval 
towards the EUS-GE through the LAMS. TS/procedure = 19/26 (73 %), with 6 
failed TRAE salvaged by EUS-BD. Failed TRAE incidence: 5 (70 %) without pap-
illary access, and 2 without cannulation. TS in follow-up TRAE was 6/6 (100 %). 
CS was obtained in 100 % of patients/procedures with TS.
Biliary stent carriers and patients with prior GOO treated with LAMS predomi-
nated (▶Table 1). AE: 2 LAMS dislodgement (7.7 %), one required surgery and 
another underwent laparotomy despite successful salvage and died of postop-
erative AEs. Dual guidewire traction effectively prevented LAMS dislodgment 

(0/13 vs 2/13). During follow-up, 2 transpapillary stent dysfunctions (15 %), 
required convertion to EUS-BD.

▶Table 1	 

CBGO Benign/Malignant 13/6 (70/30 %) 

Follow-up days 197 (IQR 18-842) 

Dysfunction rate 15 % 

Gastroscope/Duodenoscope 16/12 (57/43 %) 

Native papilla/Biliary stent 16/10 (62/38 %) 

Single-session /2-Stage TRAE 9/17 (35/65 %) 

Days between GE-USE/ERCP 42.5 (IQR 0-336) 

Dual guidewire traction 13 (50 %) 

TS/CS/AE 73/100/7.7 % 

Conclusions  TRAE allows biliary drainage in anatomically challenging patient 
with native upper GI anatomy and CBGO, it is facilitated by a therapeutic gas-
troscope with dual guidewire traction, and is particularly suited for nonsurgical 
patients requiring revisions. This novel approach appears to avoid less invasive 
therapeutic options
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Surgically altered anatomy may complicate retrograde endoscopic pan-
creatic duct access. Endoscopic ultrasound (EUS)-guided ring drainage has been 
suggested as an effective alternative for this specific population by providing 
simultaneous bidirectional trans-anastomotic and transmural drainage using 
double pigtail plastic stents. Our aim was to evaluate the technical and clinical 
outcomes of EUS-guided ring drainage in surgically altered anatomy and de-
scribe technical aspects of the procedure.
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Methods  In this retrospective international evaluation, patients from 6 refer-
ral centers with surgically altered enteral and/or pancreatic anatomy were in-
cluded who had undergone EUS-guided ring drainage between 2013 and May 
2025. Primary outcome was technical success, secondary outcomes were intra- 
and postprocedural adverse events. Technical approach and follow-up are 
furthermore described.
Results  Overall, 58 patients (median age 58 years, IQR 50-65, 47 % female) 
were included in this study. Indication for endoscopic intervention was pain 
and/or repeated acute pancreatitis in 51 (88 %) patients. Most patients had a 
history of pancreatoduodenectomy (N = 43, 74 %) and failed enteroscopy-as-
sisted endoscopic retrograde pancreatography (N = 22, 38 %). Technical success 
with complete ring drainage was achieved in 51 patients (88 %). Technical fail-
ures (N = 7, 12 %) were attributed to failure to manipulate the guidewire across 
the anastomosis (N = 6, 10 %) and wire rupture (N = 1, 1.7 %). In 3 primary tech-
nical failures (5.2 %), pancreatic duct drainage was achieved via pancreatico-
gastrostomy, which could be converted to ring drainage in a second procedure. All 
centers had a similar technical approach with use of a 19G needle for access and 6 
French (Fr) cystotome insertion + - balloon dilation for tract preparation and 
trans-anastomotic access. All ring drainages were performed using double pigtail 
stents, most common stent diameters were 7 Fr (N = 25) and 8.5 Fr (N = 24). In 6 
patients (8.6 %), intraprocedural complications occurred in form of bleeding (N = 2, 
3.4 %), stent dislocation (N = 2, 3.4 %) and loss of wire access (N = 2, 3.4 %). Post-pro-
cedural adverse events were recorded in 19 patients (32 %), namely acute pancre-
atitis (N = 7, 12 %), abdominal pain (N = 5, 8.6 %), bleeding (N = 4, 6.9 %), leak/exu-
dation (N = 2, 3.4 %), stent dislocation (N = 1, 1.7 %) and others (N = 3, 5.2 %). 
Clinically, complications were graded AGREE I (N = 1, 1.7 %), II (N = 13, 22 %), IIIa 
(N = 4, 6.9 %), and IIIb (N = 1, 1.7 %). One patient (1.7 %) underwent surgery after 
stent dislocation with subsequent intramural gastric hematoma. All other compli-
cations were managed conservatively with medical and/or endoscopic treatment. 
During a median follow-up of 284 (IQR 95-556) days, one patient (1.7 %) underwent 
elective surgery because of insufficient clinical success. Planned endoscopic rein-
tervention was performed in a median interval of 104 (IQR 84-180) days in 41 
cases (71 %). In 28 patients (48 %), final stent extraction was performed after a 
median interval of 151 (IQR 97-382) days.
Conclusions  Our data suggests that EUS-guided ring drainage in surgically 
altered anatomy is feasible and relatively safe. By providing effective bidirec-
tional drainage using a homogenous technical approach across centerselective 
conversion to surgery was clinically warranted only in one patient. . Since this 
procedure is often applied in highly selected cases, prospective randomized 
studies are unlikely to be performed, but long-term clinical data from larger 
samples are required to investigate optimal follow up strategies.
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Abstract Text  We report the case of a patient with pancreatic adenocarcinoma 
who underwent pancreatico-duodenectomy and later developed two malig-
nant afferent-loop strictures causing biliary tract dilation and jaundice. An in-

itial EUS-guided gastroenterostomy (EUS-GE) was created using a 15 × 10 mm 
LAMS placed between the stomach and the best visualized segment of the 
afferent loop, located between the strictures. Despite technical success, the 
patient developed cholangitis due to an unaddressed proximal stricture. The 
initial LAMS was secured with an X-Tack system to prevent migration. Through 
an endoscopic ultrasound-directed transgastric intervention (EDGI), a second 
15 × 15 mm LAMS was deployed across the proximal stricture. This stepwise 
strategy achieved full symptom resolution and biochemical normalization. The 
case highlights effective combined use of EUS-GE and EDGI in post-surgical 
anatomy [1–3].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/ef45a04f-5f51-4591-ae8b-7b9c610584df/Uploads/19978_EDGI_
versione %20corta.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Monino L, Marique L, Deswysen Y, Navez B, Danse E, Moreels T. Alternative 
endoscopic salvage therapies using lumen-apposing metal stents for stent mis-
deployment during endoscopic ultrasound-directed transgastric intervention. 
Endoscopy 2024; 56 (S 01): E892–E893. doi:10.1055/a-2422-5789
[2]  Spadaccini M, Giacchetto CM, Fiacca M et al. Endoscopic Biliary Drainage 
in Surgically Altered Anatomy. Diagnostics 2023; 13: 3623. doi:10.3390/di-
agnostics13243623
[3]  Pérez-Cuadrado-Robles E, Bronswijk M, Prat F et al. Endoscopic ultra-
sound-guided drainage using lumen-apposing metal stent of malignant afferent 
limb syndrome in patients with previous Whipple surgery: Multicenter study 
(with video). Dig Endosc 2022; 34 (7): 1433–1439. doi:10.1111/den.14330

PYP239V  A New Error, A New Solution: Succesful 
Endoscopic Rescue Of A Type III Misdeployment 
During EUS-Guided Gastroenterostomy
Authors  Frigo F1, Elvo B1, Pignata L1, Drago A1, Laurenza C1, Di Luna I1, 
Soro S1, Dagani D1, 2, Grassia R1

Institutes  1  Gastroenterology and Endoscopy Unit, ASST Cremona, 
Cremona, Italy; 2  Department of Internal Medicine and Therapeutics, 
University of Pavia, Pavia, Italy
DOI  10.1055/s-0046-1821179
Abstract Text
Lumen-apposing metal stent (LAMS) misdeployment occurs in ~10 % of 
EUS-guided gastroenterostomies (EUS-GE). Type III misdeployments (proximal 
flange in peritoneum) usually require surgery.[1, 2] We report the case of a 
patient with malignant gastric outlet obstruction who experienced a type III 
misdeployment during EUS-GE. Using EUS/fluoroscopic guidance, a transgas-
tric puncture with a 19G needle allowed guidewire advancement into the mal-
positioned LAMS and jejunal loop, enabling successful LAMS-in-LAMS place-
ment. Post-procedure imaging confirmed correct lumen apposition and no 
leak. After resuming a solid diet the patient was discharged. To our knowledge, 
this is the first report of successful endoscopic rescue of a type III misdeploy-
ment, demonstrating its feasibility and potential to avoid surgery.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/ce3ff6f8-a3cc-403b-9230-930e4861b714/Uploads/19978_Success-
ful_Endoscopic %20Salvage %20of %20a %20Type %20III %20Misdeploy-
ment %20durin....mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Ultrasound Retrograde Cholangiopancreatography (EURCP) 
is a procedure that combines EUS and ERCP during the same endoscopic ses-
sion. This study aimed to evaluate the feasibility, procedural success, and safe-
ty of performing single-session endoscopic ultrasound (EUS) and endoscopic 
retrograde cholangiopancreatography (ERCP) using a new linear EUS echoen-
doscope (EG-740UT, Fujifilm, Japan). We hypothesized that the unified platform 
is feasible, potentially reduces procedural time, and maintains a favorable ad-
verse-event profile compared with multiple endoscope workflows.
Methods  We conducted a retrospective analysis of consecutively performed 
EURCP procedures at two European tertiary centers between 2024 and 2025. 
All procedures were performed with the new linear EUS echoendoscope in a 
single-session format. Extracted variables included indication, duct cannulation 
outcomes, need for advanced cannulation techniques, completion of intended 
ERCP therapy, stent placement, EUS-guided therapy, and adverse events.
Results  Twenty-three patients were included. The median age was 63 years 
(range 31–82); 15 females; 13 patients had a malignant indication. The prima-
ry endpoint—completion of both diagnostic EUS and therapeutic ERCP without 
endoscope exchange—was achieved in 22 of 23 cases (95.7 %). In the single 
case in which the primary endpoint was not met, ERCP could not be performed 
with the EUS scope, and conversion to a standard duodenoscope was required. 
Bile duct cannulation was successful in 21 patients (91.3 %), and procedural 
success, defined as successful cannulation followed by completion of the in-
tended ERCP therapy, was achieved in 20 patients (87.0 %). Pancreatic duct 
cannulation occurred in three cases. Adjunctive cannulation techniques were 
required infrequently, with the double-guidewire method and needle-knife 
access each used in two cases (8.7 %). Therapeutic ERCP with transpapillary 
stenting was performed in 17 patients (73.9 %), including 11 plastic and six 
fully covered metal stents. Same-session therapeutic EUS was additionally per-
formed in eight patients, comprising hepaticogastrostomy (n = 5), gastroen-
terostomy (n = 2), and combined gastropancreatostomy with biliary drainage 
(n = 1). Cholangioscopy was performed in one case. No severe adverse events 
occurred. Mild post-procedural abdominal discomfort was reported in two 
patients (8.7 %), cholangitis in 3 patients, and no instances of post-ERCP pan-
creatitis, bleeding, perforation, or infection were observed.
Conclusions  EURCP using the new linear EUS echoendoscope demonstrated 
high technical feasibility, high procedural success, and an excellent safety pro-
file. The ability to perform both diagnostic and therapeutic interventions with 
a single scope may streamline workflow, reduce scope exchanges, and enhance 
procedural efficiency. Future multicenter studies with larger cohorts are need-
ed to compare this approach directly with conventional dual-scope strategies.
Conflicts of Interest  Akin Inderson is a speaker for Fujifilm and OlympusPham 
KDC is a consultant for Ambu, Olymus, Fujifilm, Ovesco

From Clinicopathological Features to 
Management, Preferences and Attitudes

15/05/2026, 16:00–17:00� Emerald 4

PYP241  Clinicopathological features associated 
with submucosal invasive cancer (SMIC) in large 
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Aims  Large series from eastern expert centres have defined the rate of sub-
mucosal invasive cancer (SMIC) in large non-pedunculated colorectal polyps 
(LNPCP) according to subtype along with associated clinicopathological fea-
tures. Large western studies are limited and provide conflicting results leading 
some authors to suggest differences in invasive potential between eastern and 
western patients with LNPCP. Notable differences exist between studies in re-
ported associations between incidence of submucosal invasion and clinico-
pathological features which can influence therapeutic recommendations. We 
aimed to define the true risk of SMIC by morphological subtype and clinico-
pathological features of LNPCP in patients referred to our tertiary centre.

▶Table 1	  Rates of SMIC according to group

Morphological subtype:

Is 12.9 %

LST G H 2.8 %

LST G NM 13.4 %

LST NG FE 17.3 %

LST NG PD 51.6 %

Size:

20-30mm 9.8 %

31-40mm 12.3 %

41-60mm 11.4 %

 > 60mm 12.2 %

Location:

Right colon 5.7 %

Left colon 14.9 %

Sigmoid/rectum 15.3 %

LST G H: laterally spreading tumour, granular, homogeneous; LST G 
NM: laterally spreading tumour, granular, nodular mixed; LST NG FE: 
laterally spreading tumour, non-granular, flat elevated; LST NG PD: 
laterally spreading tumour, non-granular, pseudodepressed

Methods  All patients with LNPCP referred for consideration of treatment by 
endoscopic resection at a tertiary referral centre between January 2011 and 
December 2024 were included. Data collected included morphological subtype 
of LNPCP, size, location, sex and age. The incidence of SMIC by morphological 
subtype was determined and significant differences in SMIC by clinicopatho-
logical features were sought.
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Results  1641 LNPCP (median size 40mm, range 20-210mm) were treated by 
endoscopic resection. 43 % of lesions were located in the right colon, 20 % in 
the left colon and 37 % in the rectum. 45 % were treated using ESD whilst 57 % 
were resected en bloc. Laterally spreading tumours which were non-granular 
and had pseudodepression had the highest risk of SMIC with SMIC incidence of 
51.6 % ( ▶Table 1). The rate of target SMIC was similar across size groups from 
22) to 12.2 % (p = 0.59). No association was found between SMIC and age 
(p = 0.35) or sex (p = 0.12). Rectal or left colonic LNPCP were associated with 
higher risk of SMIC (p < 0.001). In a subgroup of patients with right colonic 
LNPCP, the incidence of SMIC in LST G NM was 7.0 %, LST NG 14.3 % and LST NG 
PD 50.0 %.
Conclusions  This is a large western series allowing the assessment of SMIC risk 
according to clinicopathological features of LNPCP. High rates of en bloc resec-
tion increase the validity of these results. The risk of SMIC is largely determined 
by morphological subtype with comparable results to that in eastern centres, 
suggesting similar tumour biology. Contrary to findings from some studies, 
size of LNPCP, age or sex are of limited significance. Although right colon LNP-
CP have a lower overall risk of SMIC, specific morphological subtypes carry a 
higher risk of SMIC justifying en bloc resection in these cohorts.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal cancer (CRC) remains one of the leading causes of cancer-re-
lated morbidity and mortality worldwide. The widespread implementation of 
screening programs led to an increased detection of T1-CRC, defined as CCR 
with submucosal invasion, and accounting for approximately 40 % of cancers 
identified during screening colonoscopy [1]. These lesions are potentially cur-
able through endoscopic resection (ER). ER offers a less invasive alternative to 
surgery, with lower morbidity and shorter hospital stays [2, 3]. According to 
current international guidelines [4–6], when histopathological analysis reveals 
high-risk features [lymphovascular invasion (LVI), poor differentiation, high-
grade budding, deep submucosal invasion, positive resection margins (R1 or 
Rx)], surgical intervention with lymphadenectomy is recommended. However, 
only 10 % of patients (pts) with T1-CRC exhibit lymph node metastasis (LNM) 
following surgery [7–9], indicating a high percentage of overtreatment. On the 
other hand, the definition of a "free resection margin" (FRM) is highly variable 
in literature: most guidelines suggest that an R0 resection requires a distance 
from the nearest tumor cell to the deep resection margin of > 1 mm, some 
studies have perhaps indicated that a margin of 0.1 mm may suffice [10], while 
a large meta-analysis assessing pathological factors associated with LNM in 
early CCR found no increased risk associated with R1 [11].
On this basis, there is a need for a more precise strategy for oncological risk 
assessment (local residual, LNM, distant metastasis (M) and recurrence) fol-
lowing ER of early CCR in order to minimize unnecessary surgeries. This study 
aims to evaluate the risk of local residual cancer, LNM, M, and recurrence in pts 
who underwent ER for T1-CRC with a positive resection margin (R1) and with-
out other risk factors except deep submucosal invasion.
Methods  Single-center retrospective study conducted in our academic tertiary 
referral center evaluating pts diagnosed with T1-CRC with positive resection 
margin irrespective of subsequent surgery (2013-2025). Inclusion criteria were: 
ER of T1-CRC; R1 (FRM ≥ 0 mm); deep submucosal invasion (sm2-sm3) as the 

unique risk factor; at least 1 year follow-up; evaluability of the margins in case 
of piece-meal resection of T1 CRC (no Rx). Exclusion criteria were: hereditary 
CRC syndrome; inflammatory bowel disease; preoperative radio-chemother-
apy; presence of synchronous CRC; diagnosis of CRC > T2 in the 5 years before; 
Rx margins.
FU comprehended endoscopic evaluation (at 6 and 12 months for piece-meal 
resections and at 12 months for en-bloc resections) and a CT scan at 12 months.
Results  A total of 39 pts were included. These were divided in 2 groups: 1) R1 
margin of 0 mm (17pts; 43.6 %); 2) R1 margin between 0.1 and 1 mm (22 pts; 
56.4 %). At diagnosis, none of the pts had LNM, while local residual cancer was 
found in 2 pts of group 1 (5.13 % [95 % CI: 1.07 % – 17.72 %]) and in none of 
group 2. At 1 year, none of the pts developed LNM, distant metastasis, nor local 
recurrence.
Conclusions  Our study shows that in endoscopically resected T1-CRC the risk 
of LNM at diagnosis is extremely low (0 pts), while local residual cancer was 
observed in a small percentage of pts, irrespective of the entity of R1 (no sta-
tistical difference between 0 mm-R1 and 0.1-1mm-R1). The absence of LNM, 
M, and recurrence at 1 year FU further strengthens the notion that close mon-
itoring may be sufficient for these pts, avoiding overtreating surgery. To support 
and to refine risk assessment strategies in early-stage CRC, larger, multi-center 
studies are warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To determine the prevalence of submucosal invasive cancer and assess 
curative endoscopic resection outcomes for large low-risk LNPCPs ( ≥ 20 mm) 
located in the left colon.
Methods  A prospective multicentre cohort of patients referred for ER of LNP-
CPs between October 2008 and February 2025 was reviewed. All centres were 
tertiary referral hospitals performing both endoscopic mucosal resection (EMR) 
and endoscopic submucosal dissection (ESD). The left colon was defined as 
rectosigmoid to the splenic flexure inclusive. The primary outcome was to de-
termine the rate of endoscopically curable SMIC in left colon LNPCPs.
Results  867 patients with sporadic left colon LNPCPs were included (median 
age 68, gender male 440 (50.7 %)). 842 underwent ER, and 25 did not have ER 
attempted due to either suspicion of deep SMIC (n = 22) or technical reasons 
(n = 3). Of those that underwent ER, SMIC was present in 100/842 (11.9 %), and 
in those who went direct to surgery, the SMIC rate was 16/25 (64.0 %). Thus, 
the overall rate of SMIC was 116/867 (13.4 %). 105/116 (90.5 %) cancers had 
full histopathological data to assess endoscopic curability. 13/105 (12.4 %) were 
considered low-risk. The rate of endoscopically curable SMIC of the entire co-
hort analysed was 13/856 (1.5 %)
Conclusions  In a large Western multicentre cohort, the rate of SMIC in left 
colon LNPCPs was 13.4 %. Endoscopically curable cancer was 1.5 %. A selective 
resection algorithm that identifies curable SMIC is required to facilitate selec-
tion between different ER modalities.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  pT1 colorectal polyps represent an early stage of colorectal cancer with 
a variable risk of lymph node involvement and recurrence. Treatment selec-
tion—endoscopic resection (ER) versus surgery—relies on the presence of high-
risk histological features. Although the Japanese Society for Cancer of the Colon 
and Rectum (JSCCR) criteria are widely applied, their predictive accuracy re-
mains controversial. This study evaluated our center’s experience with pT1 
colorectal polyp management and analyzed the association between histolog-
ical risk factors and oncological outcomes.

Methods  We performed a retrospective descriptive study of 154 patients with 
pT1 colorectal polyps resected between 2010 and 2022. Patients were classified 
according to initial treatment: ER alone (n = 75), ER followed by immediate 
surgery (ER + S, n = 26), or primary surgery (S,n = 53). Clinical, histological, and 
oncologic variables were collected. Univariable logistic regression analyses were 
used to assess associations between histological features and lymph node me-
tastasis.
Results  Among the 154 patients, 4 developed recurrence and 12 died, none 
of the deaths directly attributable to the pT1 lesion. All recurrences occurred 
in the high-risk group. High-risk histological features were present in 72.1 % of 
patients (n = 111). Lymph node metastasis was identified in 12 patients, all 
within the surgically treated groups. Among these, 5 (41.7 %) had perineural 
invasion and 4 (33.3 %) had lymphovascular invasion. In the surgical subgroup, 
both features were independently associated with lymph node metastasis 
(p = 0.01)
Conclusions  ER appears to be a safe and effective treatment for selected pT1 
colorectal polyps, even when some high-risk features are present. PNI and LVI 
emerged as the strongest predictors of lymph node metastasis. These findings 
support an individualized approach to decision-making, prioritizing histolog-
ical factors with proven prognostic relevance and potentially reducing unnec-
essary surgical interventions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Apart from endoscopic submucosal dissection (ESD), endoscopic inter-
muscular dissection (EID) and exposed full-thickness resection (EFTR) extend 
curative endoscopic resection to the ultra-distal rectum, but multicenter out-
come data are scarce. We evaluated oncological adequacy, safety and rectal 
preservation of a multimodal dissection strategy for malignant rectal lesions.
Methods  We analyzed a prospectively maintained database of 275 consecutive 
advanced endoscopic rectal resections performed in three Greek ESD referral 
centers (Dec-2021 to Oct-2025). All lesions classified as malignant (pT1a or 
more) were included. Resections were categorized as ESD or EID ± EFTR. R0 
required clear lateral and vertical margins. High-risk histology was defined as 
pT1a lesions with, lymphovascular or perineural invasion, poor differentiation 
or tumor budding Bd2–3 or pT1b and PT2 lesions. Primary outcomes were 
en-bloc and R0 resection; secondary outcomes were adverse events (AEs), 
local recurrence and need for radical rectal surgery (TME). Statistical analysis 
was performed using R Statistical Software (v4.4.1; R Core Team 2021).
Results  Among 275 rectal resections, 46 (16.7 %) malignant lesions were ana-
lyzed (ESD 30, EID ± EFTR 16). EID ± EFTR was mainly used for ultra-distal lesions 
(median distance from anal verge 10 vs 75 mm for ESD, p = 0.044) with higher 
rates of fibrosis (57 % vs 21 %) and previous neoadjuvant therapy (31 % vs 4.3 %). 
Pathological staging was also more advanced in the EID ± EFTR group, with a 
higher proportion of pT2 cancers (38 % vs 6.9 %). Despite this selection bias 
toward technically challenging lesions, en-bloc and R0 resection rates remained 
high at 96 % and 80 %, respectively, with similar R0 between ESD and EID ± EFTR 
(86 % vs 69 %; p > 0.2). High-risk histology was present in 31/46 (69 %). AEs 
occurred in 5/46 (11 %), all managed non-surgically. Radical surgery was re-
quired in 10/46 (22 %), yielding a rectal-preservation rate of 78 %. A median 
follow up of 14 months (IQR: 7-32) was available in 18 patients, local recurrence 
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occurred in 3 (17 %) with no significant differences in recurrence or survival 
outcomes between techniques. Full data are provided on ▶Table 1.

▶Table 1	  Baseline characteristics by type of resection

Characteristic EID + /-EFTR 
N = 16

ESD 
N = 30

p-value

Lesion size (mm) 25 (20, 43) 39 (25, 
65)

0.073

Distance from anus 
(mm)

10 (0, 30) 75 (5, 
145)

0.044

Preoperative 
neoadjuvant 
treatment

4 (31 %) 1 (4.3 %) 0.047

Postoperative adjuvant 
treatment

4 (31 %) 3 (13 %) 0.2

R0 11 (69 %) 25 (86 %) 0.2

En bloc resection 16 (100 %) 27 (93 %) 0.5

Fibrosis 8 (57 %) 5 (21 %) 0.035

Pathological staging 0.016

pT1a 4 (25 %) 12 (41 %)

pT1b 5 (31 %) 15 (52 %)

pT2 7 (44 %) 2 (6.9 %)

High risk histology 12 (75 %) 19 (66 %) 0.7

Complications 1 (6.3 %) 4 (14 %) 0.6

Follow up months 17 (8, 30) 14 (6, 
32)

0.8

Recurrence 2 (25 %) 1 (10 %) 0.6

Surgery 3 (19 %) 7 (23 %)  > 0.9

Rectal preservation 13 (81 %) 23 (77 %)  > 0.9

Conclusions  In this three-center cohort, a multimodal dissection strategy 
combining ESD, EID and EFTR safely extends curative intent to the ultra-distal 
rectum, with high R0 rates, low morbidity and > 75 % of rectal preservation 
despite a substantial burden of high-risk histology. Although the retrospective, 
observational design introduces expected selection bias between resection 
methods, these data remain particularly valuable given the scarcity of evidence.
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Aims  The Japan Society for Cancer of the Colon and Rectum (JSCCR) developed 
a nomogram predicting lymph node metastasis (LNM) in T1 colorectal cancer 
(CRC) through a nationwide multicenter study [1]. Although the nomogram 
demonstrated good predictive performance, it has not been validated exclu-
sively in endoscopically resected T1 CRC, which represents the intended target 
population of the nomogram. The nomogram is expected to identify patients 
who require additional surgery after endoscopic resection, although its optimal 

cutoff value has not yet been established. This study aimed to validate the 
predictive performance of the nomogram for synchronous LNM in patients with 
endoscopically resected T1 CRC and to explore an optimal threshold for iden-
tifying patients at low risk of synchronous LNM.
Methods  Patients who underwent endoscopic resection for pT1 CRC between 
2018 and 2024 at multiple institutions were retrospectively reviewed. Among 
1,037 endoscopically resected cases, 490 underwent additional surgery. After 
applying exclusion criteria, 323 cases were analyzed. Predictive performance 
was evaluated using the area under the receiver operating characteristic curve 
(AUC).
Based on data from the Japanese National Clinical Database, surgery-related 
mortality for colorectal cancer ranges from 0.6 % to 2.1 % [2]. Given these fig-
ures, surgery-related mortality for pT1 colorectal cancer would conservatively 
be expected to remain below 1 %. Consequently, in patients categorized as low 
risk by the nomogram, an incidence of synchronous LMN exceeding 1 %—the 
assumed surgical mortality rate—would be clinically unacceptable. On this ba-
sis, the cutoff value of the nomogram was set at < 1 %.
A logistic regression analysis was performed to determine a nomogram score 
threshold corresponding to an estimated LNM rate below 1 %. Patients were 
then divided into low- and high-score groups, and actual LNM rates were com-
pared.
Results  Among the 323 patients (median age, 68 years [IQR: 60–74]; 189 men 
and 134 women), the primary tumor locations were as follows: cecum (n = 20), 
ascending colon (n = 59), transverse colon (n = 29), descending colon (n = 14), 
sigmoid (n = 109), rectosigmoid (n = 33), rectum Ra (n = 20), and rectum Rb 
(n = 39). The median tumor size was 21 mm (IQR: 15–33). The median submu-
cosal invasion depth was 2,480 μm (IQR: 1,478–4,000), and lesions were clas-
sified as < 1,000 μm (n = 36), 1,000–1,999 μm (n = 92), and ≥ 2,000 μm (n = 195). 
Histologic grading revealed G1 in 271, G2 in 51, and G3 in 1. Lymphovascular 
invasion (LVI) was negative in 154 lesions and positive in 169. Tumor budding 
(BD1/2/3) was observed in 264, 41, and 18 lesions, respectively.
Synchronous LNM was identified in 30 patients (9.3 %). The nomogram demon-
strated good predictive performance for synchronous LNM, with an AUC of 
0.772. The optimal nomogram score threshold corresponding to an expected 
LNM risk < 1 % was 87.3. Based on this cutoff, 12 patients were classified as low-
score and 311 as high-score, with observed LNM rates of 0 % and 9.6 %, respec-
tively.
Conclusions  A nomogram-based risk classification using a threshold to main-
tain a synchronous LNM rate below 1 % accurately identified LNM-negative 
patients after endoscopic resection for pT1 CRC. However, the potential to 
reduce overtreatment remains limited, and further study is warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The risk factors for metastasis in T1 colon cancer and the criteria for 
additional resection following endoscopic treatment are important topics. In 
recent years, several reports have emerged suggesting that among risk factors, 
the depth of invasion shows a weak correlation with metastasis. Furthermore, 
there are reports indicating differences in recurrence risk and prognosis be-
tween the rectum and the colon. Therefore, we aimed to clarify the impact of 
tumor location on metastasis risk using a multicenter prospective registry da-
tabase of colorectal T1 cancers without considering invasion depth.The risk 
factors for metastasis in T1 colon cancer and the criteria for additional resection 
following endoscopic treatment are important topics. In recent years, several 
reports have emerged suggesting that among risk factors, the depth of invasion 
shows a weak correlation with metastasis. Furthermore, there are reports in-
dicating differences in recurrence risk and prognosis between the rectum and 
the colon. Therefore, we aimed to clarify the impact of tumor location on me-
tastasis risk using a multicenter prospective registry database of colorectal T1 
cancers without considering invasion depth.
Methods  Patients aged 20 years or older diagnosed with colorectal pT1 cancer 
and resected endoscopically or surgically at 48 Japanese institutions were pro-
spectively enrolled after obtaining consent for cohort study participation. Ex-
clusion criteria were inflammatory bowel disease associated colorectal cancer, 
familial adenomatous polyposis, coexisting or past history of invasive colorec-

tal cancer, and active cancer in other organs. The rectum was defined as the 
upper rectum (Ra) and the lower rectum (Rb), and the colon as all other loca-
tions. The metastasis high-risk group was defined as cases not meeting all of 
the following pathological criteria without considering invasion depth: 1) no 
lymphatic invasion (Ly0), 2) no venous invasion (V0), 3) tumor budding grade1 
(BD1), and 4) well to moderate differentiated tubular adenocarcinoma (tub1 
or tub2). This study compared the proportion of high-risk groups for metasta-
sis in the rectum and colon using data at the time of registration.
Results  Between May 2017 and January 2021, 1527 patients were registered, 
and 1479 patients were included after excluding ineligible cases. The final ana-
lyzable patients were 351 rectal cases and 1128 colon cases. Their respective 
backgrounds were: male 67 %/58 %, median age 68/70 years old, macroscopic 
type including depressed type 27 %/31 %, median tumor size 20/18 mm, and 
initial endoscopic treatment (including surgical local resection) 78.0 %/68.1 %. 
The proportion of high-risk groups for metastasis was 55.0 % in the rectal group 
and 40.3 % in the colonic group (P < .001), with an odds ratio of 1.18 (95 % 
confidence interval 1.42-2.30). Furthermore, when limited to cases with a lesion 
diameter < 10 mm, the rectal group was 78.6 % and the colonic group was 
38.1 %, with an odds ratio of 5.95 (95 % confidence interval 1.56-22.72).
Conclusions  When evaluating the risk of metastasis in T1 colorectal cancers 
without considering invasion depth, the rectum was found to be a significant-
ly higher risk than the colon. This was particularly pronounced in cases with a 
diameter of less than 10 mm. A careful pre-treatment evaluation is necessary, 
and caution should be exercised against performing cold snare polypectomy 
too readily.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate optical assessment of submucosal invasive cancer (SMIC) in 
large non-pedunculated colorectal polyps (LNPCPs) is crucial for selecting ap-
propriate treatment. Current classification systems are complex and vary in 
accuracy. We developed a simple diagnostic algorithm combining gross mor-
phological assessment (Blink impression: spontaneous bleeding, extra redness, 
depression, fold deformation, ulceration, chicken-skin mucosa), the presence 
of a ≥ 10 mm Paris 0-Is nodule and a validated simplified vascular pattern score 
(Colorectal Regular-Irregular Score, CRIS) [1]. This multicentre prospective 
study evaluated the real-time accuracy of this algorithm for SMIC detection by 
trained endoscopists.
Methods  We conducted a prospective study across four centres (three Belgian, 
one Italian; August 2023–November 2025). Consecutive LNPCPs were assessed 
in vivo before resection. For each lesion, a structured approach was followed: 
(1) Blink impression, positive when ≥ 2 gross morphologic features present 
using high definition white light; (2) presence of a ≥ 10mm Paris 0-Is nodule; 
(3) CRIS as regular (R), regularly irregular (RI), or irregular (I), positive when RI 
or I using virtual chromoendoscopy plus up to 80x magnification. Blinded his-
topathologic identification of SMIC served as the reference standard. Diagnos-
tic performance and odds ratios (OR) with 95 % confidence intervals (CI) were 
calculated using generalized linear mixed models.
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▶Table 1	 

Sensitivity Specificity Accuracy OR (95 % CI) p value

Blink ( ≥ 2 features) 76.0 % (61.8-86.9) 69.2 % (62.0-75.7) 70.6 % (64.4-76.4) 2.3 (1.7-3.0)  < 0.001

CRIS (RI/I) 82.0 % (68.6-91.4) 71.6 % (64.6-77.9) 73.7 % (67.7-79.2) 11.5 (5.4-26.7)  < 0.001

 ≥ 10mm Paris 0-Is nodule 40.0 % (26.4- 54.8) 63.1 % (55.9-70.0) 58.3 % (51.8-64.6) 1.1 (0.6-2.1) 0.682

Blink or CRIS positive 84.0 % (70.8-92.8) 61.6 % (54.2-68.7) 66.4 % (59.9-72.4) 8.4 (3.9-20.3)  < 0.001

Results  Overall, 240 LNPCPs from 240 patients were assessed by 10 endosco-
pists (3 experts, 7 fellows). SMIC prevalence was 20.8 % (50/240), of which 70 % 
(35/50) had deep SMIC. Median polyp size was 30mm (IQR 40–20); 33.8 % were 
rectal (▶Table 1).
For SMIC detection, Blink ( ≥ 2 features) achieved sensitivity of 76.0 % (95 %CI 
61.8–86.9), specificity of 69.2 % (62.0–75.7), and accuracy of 70.6 % (64.4–
76.4), with OR 2.3 (1.7–3.0; P < 0.001). CRIS (RI/I) achieved sensitivity of 82.0 % 
(68.6–91.4), specificity of 71.6 % (64.6–77.9), and accuracy of 73.7 % (67.7–
79.2), with OR 11.5 (5.4–26.7; P < 0.001).
The ≥ 10mm Paris 0-Is nodule showed poor diagnostic performance: sensitiv-
ity 40.0 % (26.4–54.8), specificity 63.1 % (55.9–70.0), accuracy 58.3 % (51.8–
64.6), with non-significant OR 1.1 (0.6–2.1; P = 0.682) and was excluded from 
the final algorithm.
When either Blink or CRIS was positive, sensitivity increased to 84.0 % (70.8–
92.8), specificity was 61.6 % (54.2–68.7), and accuracy 66.4 % (59.9–72.4), with 
OR 8.4 (3.9–20.3; P < 0.001).
Conclusions  This novel, simple diagnostic algorithm, where either Blink im-
pression or vascular pattern assessment (CRIS) was positive achieved high 
sensitivity for SMIC detection. For general endoscopists evaluating LNPCPs, 
prioritizing high sensitivity is crucial to minimize the risk of missing malignan-
cy. A sensitivity-first approach can naturally trigger thorough photo-documen-
tation and clear signposting for multidisciplinary review, while the accompa-
nying modest drop in specificity may be a reasonable and clinically acceptable 
trade-off. In this way, the algorithm functions as a practical, easy-to-apply aid 
for real-time decision-making, with the potential to shorten diagnostic path-
ways, reduce delays, and lessen the need for repeat procedures, ultimately 
easing the burden on patients.
Conflicts of Interest  D.J. Tate is a consultant for and has received research 
support from Fujifilm and Olympus.The other authors declare that they have 
no conflict of interest.
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Aims  Intensive surveillance instead of completion surgery is being more wide-
ly adopted after local resection of high-risk T1 colorectal cancer (T1CRC) for 
early detection of recurrences. However, due to limited evidence, the optimal 
surveillance intensity remains unknown. This study examined the preferences 
and attitudes of high-risk T1CRC patients and their physicians toward surveil-
lance.
Methods  We conducted a multicenter cross-sectional survey in five Dutch 
hospitals. Eligible patients had an histologically confirmed high-risk T1CRC 
treated with local organ-preserving resection after January 2018. Physicians 
actively involved in T1CRC management were also invited. Participants com-
pleted an Adaptive Conjoint Analysis (ACA) to evaluate the relative importance 
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of surveillance attributes (mortality, endoscopy, imaging, laboratory testing 
and incidental findings) in context of T1CRC follow-up. Participants compared 
pairs of hypothetical surveillance scenarios varying across these attributes and 
selected their preferred option. Choices revealed the relative importance of 
each attribute and the trade-offs they are willing to make. Furthermore, par-
ticipants completed the Medical Maximizer–Minimizer Scale (MMMS), a vali-
dated tool assessing individuals’ general tendency to favor more (maximizers) 
or less (minimizers) medical intervention across all healthcare decisions. Pa-
tients additionally completed the Cancer Worry Scale (CWS), and the EQ-5D-5L 
to assess cancer-related worry and quality of life.
Based on ACA results, we developed a preference simulator, a tool integrating 
utility scores from individual participants to predict the proportion of patients 
or physicians likely to favor specific surveillance strategies under varying clini-
cal scenarios.
Results  In total, 104 patients and 40 physicians participated. Patients had a 
mean age of 66.1 years (Standard Deviation (SD) 9.0), with balanced sex dis-
tribution (48.9 % male). Most patients had one histological high-risk feature 
(66 %). Adjuvant therapy was given in 57.9 %, mostly surgery (70.5 %). Median 
follow-up was 46 months, with 6 % recurrence (3 % local, 3 % distant).
Among patients, 55.3 % were medical maximizers (MMMS score ≥ 40) and 
44.7 % minimizers (MMMS score < 40). All physicians were medical minimizers. 
Overall, 39.4 % of patients reported high levels of cancer worry (CWS score ≥ 20) 
and the mean EQ-5D-5L score was 0.90 (SD 0.13).
Mortality was the most important ACA attribute for patients and physicians 
(relative importance of 31.4 and 32.3, respectively), followed by endoscopy 
frequency (21.3 and 20.5). Imaging frequency (17.2 and 16.6), risk of inciden-
tal findings (15.3 and 19.3), and lab testing (14.8 and 11.4) had lower but 
non-negligible relative importance.
Our simulator enabled modelling and comparison of multiple surveillance sce-
narios. Two scenarios were modeled in our simulator: (1) standard surveillance 
according to Dutch guidelines, consisting of five endoscopies, five imaging 
sessions and ten laboratory tests over five years, with 3 % mortality and 20 % 
risk of incidental findings; and (2) reduced surveillance, consisting of three 
endoscopies, three imaging sessions and five laboratory tests over five years, 
with 6 % mortality and 15 % risk of incidental findings. Under these assumptions, 
91.7 % (Standard Error (SE) = 0.7 %) of patients and 83.0 % (SE = 2.0 %) of physi-
cians preferred the reduced surveillance strategy. A further comparison was 
made between (1) guideline surveillance and (2) a lower-intensity scenario, 
consisting of two endoscopies, two imaging sessions and five laboratory tests 
over five years, with 10 % mortality and 15 % risk of incidental findings. In this 
comparison, 84.5 % of patients (SE = 1.5 %) and 62.4 % of physicians (SE = 4.4 %) 
favored the reduced surveillance strategy.
Conclusions  Patients and physicians were willing to accept higher mortality in 
exchange for reduced surveillance, despite ranking mortality as the most important 
attribute. Using our simulator, a modest reduction in surveillance with higher mor-
tality risk was preferred by most patients (91.7 %) and physicians (83.0 %), with 
patients showing stronger preference. This highlights the importance of consid-
ering patient perspectives in T1CRC surveillance. Our simulator can help predict 
and incorporate these perspectives in surveillance guidelines.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Peutz-Jeghers syndrome (PJS) an autosomal dominant polyposis syn-
drome with a predisposition to hamartomatous polyps in the small bowel (SB) 
and emergent risk of intussusception, obstruction and intestinal surgery. The 
aim of this study is to examine outcomes of balloon-assisted enteroscopy (BAE) 
in Sheffield, UK, and published world data.
Methods  In Sheffield, patients undergoing BAE for PJS polypectomy between 
1st January 2010 and 31st December 2025 were included. The number and 
maximum size of polyps removed, BAE-related complications, and rate of small 
bowel resection before and after BAE were examined. Published studies world-
wide reporting these outcomes were examined.
Results▶Table 1 highlights the outcomes of 18 published studies which in-
cluded a total of 396 patients and 1100 BAE procedures for PJS polypectomy. 
Locally in Sheffield, 13 patients underwent 73 double-balloon enteroscopies 
(DBE) (59 antegrade, 14 retrograde) between 2010 and 2025. There was a 
mean of 5.6 procedures per patient during an observation time of 59 months 
(range 3-149 months). 69 % (9/13) had a history of previous small bowel resec-
tion. A total of 179 polyps were removed with an average maximum polyp size 
of 20mm (range 10-60mm) and a mean of 2.5 polypectomies per procedure. 
The overall complication rate was 6.8 % (5/73). Four complications were relat-
ed to DBE (2 episodes of pancreatitis, 1 serositis and 1 aspiration pneumonitis). 
One complication occurred following polypectomy (bleeding from stalk requir-
ing endoscopic therapy and transfusion). There were no perforations. One 
patient (7.7 %) required elective small bowel resection due to failure to reach 
the polyp via DBE. During the period of follow-up, three patients died: one from 
metastatic adenocarcinoma of unknown primary, one after a Whipple’s pro-
cedure for a pancreatic cyst and one of unknown cause (suspected to be relat-
ed to a small bowel stricture and cancer) [1–3].
Conclusions  Balloon-assisted enteroscopy is a safe and effective strategy for 
removing PJS small bowel hamartomas. Complications rates are around 6-7 %. 
Small bowel surgery post BAE ranges between 0–28 %. It is anticipated that BAE 
and polypectomy reduces small bowel surgery in patients with PJS, however 
outcomes of present studies are heterogenous.
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▶Table 1	 

Year Country No. of 
pa-
tients

No. of 
proce-
dures

Proce-
dures 
per 
patient 

Median 
observa-
tion time 
(months) 

Prev GI 
sur-
gery 
(no.)

Single 
balloon 
enter-
oscopy

Double 
balloon 
enter-
oscopy

Total no 
of SB 
polypec-
tomies 

Mean 
polypecto-
mies per 
procedure

Max 
polyp 
size 
(mm)

No. of 
com-
plica-
tions

SB 
surgery 
post BAE

2005 Japan 2 5 2.5 2 5 18 3.6 60 2 

2007 Germany 16 47 2.9 47 47 1 50 4 1 

2010 Japan 18 80 4.4 54 14 80 387 4.8 50 6 

2010 Netherlands 13 29 2.2 19 11 29 79 2.7 50 0 1 (8 %)

2010 Czech 
Republic 

10 14 1.4 14 205 14.6 60 1 0 (0 %)

2011 Japan 15 88 5.9 13 88 341 3.9 100 5 1 (6 %)

2011 Taiwan 6 17 2.8 2 5 12 85 5.0 60 0 

2012 Turkey 7 30 4.3 7 30 110 3.7 100 1 

2013 USA 22 34 1.5 17 34 28 0.8 50 4 

2013 Portugal 25 46 1.8 56.5 14 46 214 4.7 50 3 7(28 %) 

2014 Italy 10 23 2.3 4 23 53 2.3 60 1 

2014 Italy 7 7 1 7 7 23 3.3 50 0 

2018 Mexico 4 12 3 7 5 35 2.9 40 1 

2019 China 97 320 3.3 46.7 57 320 1661 5.2 14 

2019 Russia 30 30 1 30 63 2.1 30 1 2 (6 %)

2020 Italy 24 47 2 108 16 29 18 247 5.3 60 4 2 (8 %)

2024 US 23 46 2 18 46 131 2.8 25 2 2 (9 %)

2025 South Korea 22 115 5.2 9 115 362 3.1 70 5 

2025 Japan 45 110 2.4 14 110 792 7.2 9 11(24 %)

World 396 1100 4881 63 (6 %)
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Aims  Small-bowel surveillance and therapeutic polypectomy are key compo-
nents in the management of Peutz–Jeghers syndrome (PJS). We aimed to eval-
uate the real-world performance of double balloon enteroscopy (DBE) in pa-
tients with PJS who had undergone prior small-bowel mapping with magnetic 
resonance enterography (MRE) and/or computed tomography enterography 
(CTE), but not capsule endoscopy due to contraindications.

Methods  We retrospectively reviewed consecutive PJS patients who under-
went their first enteroscopy at our center between January 2022 and December 
2024. All included patients had prior small-bowel mapping with MRE or CTE 
but were not eligible for capsule endoscopy due to known strictures, multiple 
prior laparotomies or previous episodes of intussusception. Data on epidemi-
ology, imaging characteristics, enteroscopic approach, therapeutic yield, com-
plications, and the number of procedures required for complete polyp eradi-
cation were collected. Discrepancies between imaging and enteroscopy 
regarding polyp number, size, and dominant location were recorded [1, 2].
Results  Sixteen patients were enrolled (11 males; mean age 39 ± 13 years). 
The mean age at PJS diagnosis was 17 ± 7 years. A de novo mutation was iden-
tified in 9/16 (56 %) who were diagnosed following an episode of intussuscep-
tion or bleeding. A history of laparotomy was present in 12/16 (75 %). Prior 
mapping identified no polyps > 15 mm in 3/16 (18.8 %), 1–5 polyps in 12/16 
(75 %), and > 5 polyps in 1/16 (6.2 %). Enteroscopy was performed via an ante-
grade approach in 14/16 (87.5 %) and retrograde in 2/16 (12.5 %); laparoscop-
ic-assisted DBE was required in 3/16 (18.8 %). At least one polyp was removed 
in all patients. The median number of polyps removed during the initial proce-
dure was 2 (range 1–7), with a median largest polyp size of 40 mm (15–70 mm). 
Standard endoscopic mucosal resection was performed in 14/16 (87.5 %), while 
surgical resection was required in two cases. A single post-procedural bleeding 
event (6.25 %) was recorded. Complete eradication of all identified polyps re-
quired a median of one enteroscopy (range 1–4). Among patients requiring 
multiple sessions, the median interval to complete eradication was 25 months 
(range 3–39). Imaging underestimated polyp burden in 9/16 patients (56.3 %) 
and polyp size in 7/16 (43.7 %), while discrepancies in dominant polyp location 
occurred in 3/16 (18.8 %).
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Conclusions  Double balloon enteroscopy is a highly effective and safe thera-
peutic modality for small-bowel polyp management in PJS, achieving complete 
polyp eradication with minimal complications. When Cross-sectional imaging 
is the sole surveillance modality the polyp burden can occasionally be under-
estimated, highlighting the essential role of enteroscopy for accurate assess-
ment and comprehensive treatment planning in PJS.
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PYP253  Long term outcomes post balloon assisted 
enteroscopy and therapy of small bowel strictures in 
Crohn's disease
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Aims  Balloon assisted enteroscopy and endoscopic balloon dilatation (EBD) is 
a safe and effective therapeutic option for management of small bowel stric-
tures in Crohn’s disease. However, evidence for long-term clinical outcomes 
remains limited. Our aim was to evaluate the technical success and long-term 
clinical efficacy of EBD in small bowel Crohn’s disease.
Methods  Retrospective cohort study of adult patients with small bowel 
Crohn’s disease who underwent enteroscopy between January 2015 – January 
2025 at a single tertiary hospital. Clinical and endoscopic data at index proce-
dure and follow up data were collected from electronic medical records.
Results  68 patients underwent 168 procedures; 35 were females (51.5 %) and 
33 males with a mean disease duration of 14.7 years. 92 (54.7 %) therapeutic 
procedures were performed for EBD. 28 (41.2 %) patients required a single EBD, 
and 40 (58.8 %) patients required multiple procedures with an average of 2 
procedures. The mean dilation diameter achieved was 13 mm (9-16.5mm). 
EBD was successfully performed in 84.8 %. There were 4 cases of bleeding 
(4.3 %) and one anaesthetic complication (1.1 %). No bowel perforation oc-
curred. Clinical success defined as absence of obstructive symptoms was 
achieved in 90.2 % of this cohort. Only 2 patients (2.2 %) patients required sur-
gery during follow up. The mean follow up was 60 months.
Most patients (77.9 %) were receiving concurrent medical therapy for Crohn’s 
disease. Endoscopic findings led to a change in medical therapy following a 
third of EBD procedures.
Conclusions  Enteroscopy and endoscopic balloon dilatation is technically 
feasible and clinically effective for small bowel strictures in Crohn’s Disease. 
Long term clinical outcomes, with mean follow up period of 60 months, suggest 
minimal surgical rates following a combination of medical therapy and EBD. 
Early endoscopic assessment also allows an opportunity to optimise medical 
therapy in a combined management approach, potentially delaying the need 
for surgical intervention.
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Aims  Small-bowel (SB) bleeding and iron-deficiency anemia (IDA) are the most 
frequent indications for double-balloon enteroscopy (DBE) [1]. Angioectasias 
are a leading cause of SB bleeding, yet factors influencing their detection re-
main unclear. This study assessed the diagnostic and therapeutic performance 
of DBE in SB bleeding/IDA and examined whether antiplatelet or anticoagulant 
therapy affects the likelihood of identifying angioectasias.
Methods  All consecutive DBE procedures performed for SB bleeding/IDA be-
tween July 2023 and October 2025 were retrospectively reviewed from our 
prospectively maintained institutional database. Procedural characteristics, 
endoscopic findings, therapeutic interventions, route of insertion, need for 
opposite-route access, panenteroscopy rates, complications, and need for re-
peat DBE were extracted. Associations between antithrombotic therapy (anti-
platelets, anticoagulants) and detection of angioectasias were evaluated using 
contingency analysis with odds ratios (OR) and 95 % confidence intervals (CI).
Results  A total of 178 DBE procedures were performed in 107 patients (me-
dian age 67 years, IQR 57–74;39.3 % female), of whom 88.8 % had prior evalu-
ation with cross-sectional imaging or capsule endoscopy. Procedures were 
performed via the anterograde (84.3 %) or retrograde (15.7 %) route;18.0 % of 
patients had surgically altered anatomy. Procedure completion rate was 97.2 %, 
and a definitive clinical impression was achieved in 97.8 %.
Angioectasias were the most common finding (49.4 %), followed by inflamma-
tion/ulceration (10.1 %), Dieulafoy lesions (8.4 %), mass/submucosal tumors 
(3.4 %) and SB varices (2.8 %); 18.5 % of examinations were normal. Oppo-
site-route enteroscopy was required in 16.9 % of procedures, and panenteros-
copy was achieved in 7.9 %, corresponding to 30.8 % of patients requiring both 
routes.
Therapeutic intervention was performed in 71.9 % of cases, with 100 % techni-
cal success and a 0.6 % complication rate. At the patient level, 27.1 % required 
at least one repeat DBE. Anticoagulant use was not associated with angioecta-
sia detection (OR 0.92; 95 % CI 0.43–2.01), whereas antiplatelet therapy was 
significantly associated with higher odds of detecting angioectasias (OR 2.10; 
95 % CI 1.10–4.01; p = 0.036).
Conclusions  DBE demonstrated high diagnostic and therapeutic yields with 
an excellent safety profile in patients investigated for SB bleeding/IDA. Angio-
ectasias were the predominant finding accounting for half of all cases, and were 
significantly more frequently detected in patients receiving antiplatelet ther-
apy—suggesting that antiplatelets may unmask underlying vascular lesions. In 
contrast, anticoagulants showed no such association. Despite the complexity 
of this cohort—reflected by the need for opposite-route access and repeat pro-
cedures—DBE remained consistently feasible, effective, and safe. These findings 
reinforce DBE as a key modality for confirming and treating the causes of 
small-bowel bleeding.
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Abstract Text
Background: Blue Rubber Bleb Nevus Syndrome (BRBNS) is a rare venous mal-
formation. Endoscopic diagnosis and therapy have evolved significantly, yet 
evidence from Latin America remains scarce. Retrospective case series of adults 
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diagnosed with BRBNS and managed at a tertiary Mexican center between 
2010–2025. Results: Four patients presented with multifocal gastrointestinal 
involvement. Small intestine was the most affected segment. All patients re-
quired endoscopic therapy: cold snare (n = 57), EMR (n = 25), detachable snare 
(n = 22), cyanoacrylate injection (n = 10), and APC (n = 1). There was no mor-
tality or major adverse events. All patients met clinical response criteria during 
a median follow-up of 36 months. Conclusions: Multimodal approach consti-
tutes a safe and effective strategy for the endoscopic management of BRBNS 
[1–12].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/06e95bb0-4e46-4b84-bc4d-f45701ef7e51/Uploads/19978_ESGE_
Days %202026 %20Final %20Video.mp4
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Abstract Text
A 49-year-old woman with PSC and UC underwent screening colonoscopy 
which revealed an 8 mm ileal polyp confirmed as a well-differentiated NET 
(grade 1). Tektrotyd and CT scans showed no metastasis. The patient refused 
surgical resection. A gastroduodenal FTRD was introduced into the terminal 
ileum over a dilated balloon and full-thickness resection was successfully 
achieved. Histology confirmed R0 resection of grade 1 NET. Four-month fol-
low-up colonoscopy showed no residual malignancy. The patient is now under 
oncological surveillance. This is to our knowledge the first report of a success-
ful use of FTRD in terminal ileum.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/227f8df7-cf5a-463b-b17b-6b137f409d70/Uploads/19978_
ESGE_- %20EFTR %20of %20a %20well %20differentiated %20neuroendocrin.mp4
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Aims  Palliation of advanced LIMO not amenable to enteral stenting is clinical-
ly challenging. Feeding/decompressing tubes negatively impact QoL and limit 
oncological treatment, whereas surgery carries high morbidity. Preliminary 
data suggesting that EUS-EA with LAMS could potentially restore intestinal 
transit in this setting warrant confirmation. We aimed to assess the safety and 
efficacy of EUS-EAwith LAMS in patients with advanced LIMO not amenable to 
standard endoscopic treatment with enteral stents.
Methods  Retrospective multicenter study at eight tertiary hospitals in con-
secutive LIMO patients who failed or were not deemed candidates for enteral 
stenting and then underwent attempted EUS-guided EA from January 2018 to 
August 2025. Baseline clinical, procedural and follow-up variables were pooled. 
A descriptive analysis andcomparison between groups was performed using χ² 
and Fisher's exact test. Odds ratios with 95 % CI were estimated to test associ-
ations.
Results  Twenty-four patients were included (42 % women, age 66 [40-97] 
years). Colo-rectal cancer was the most common etiology (38 %); 63 % had 
metastatic disease and 54 %were receiving active oncological treatment. 71 % 
had carcinomatosis and 42 % had ascites. LIMO location was ileum (42 %), jeju-
num (25 %), and colon (24 %). 71 % had received previous treatment with de-
compressive tubes, 13 % had received stents, and 8 % had undergone surgery.
79 % of procedures were performed in a retrograde approach; 74 % with direct 
puncture and 95 % with a freehand technique. Prophylactic antibiotic therapy 
was administered in 70 % of cases, associated with a lower infection rate (6.2 % 
vs. 42 %;χ² p = 0.040), with OR –2.351 (95 % CI –4.9873 to –0.170). Axios LAMS 
were used in 95 % of cases and Spaxus LAMS in 5 %. LAMS diameters were 20 
mm in 77 % ofcases and 15 mm in the remainder. Sedation was most common-
ly performed by an anesthesiologist with endotracheal intubation (50 %). Yet, 
in 29 % of cases,
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endoscopist-led sedation was undertaken, with comparable safety outcomes. 
Location of LAMS anastomosis was entero-colonic (64 %), entero-enteric (23 %), 
and colo-colonic (14 %).Technical success was 92 %, with no differences between 
patients with/without ascites or carcinomatosis. Overall clinical success was 
87 % (73 % complete, and 14 % partial). Oral tolerance was restored at a median 
of 1 day (IQR 1–2) following EUS-EA. There were 3 perforations (14 %), 4 infec-
tions (18 %), and 1 death (5 %), with no cases of aspiration, bleeding, or misde-
ployment. Median hospital stay was 10 days (IQR 6–26). Sixty-five percent of 
patients did not require additional procedures over a median 63-day follow-up 
(IQR 21–121). Three patients were readmitted for recurrent LIMO after a me-
dian of 64 days. Median survival was 32 days (IQR 14–80); five patients remain 
alive after a median of 868 days.
Conclusions  EUS-EA with LAMS appears feasible and safe at expert centers in 
selected patients with advanced LIMO not amenable to enteral stenting, even 
in the presence of carcinomatosis or ascites. Early reintroduction of oral feed-
ing and resumption of oncological treatment are possible in most cases. This 
novel procedure can be offered to patients with advanced LIMO when EUS-EA 
expertise is available.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small-bowel neuroendocrine tumours (SB-NETs) are typically small and 
multifocal, often eluding detection on cross-sectional imaging, particularly 
when multiple and/or of diminutive size. Accurate localisation and assessment 
of disease extent are crucial for staging and optimal management, especially 
when surgery is being considered [1]. This study aimed to assess the contribu-
tion of double-balloon enteroscopy (DBE) to diagnosis, staging, lesion locali-
sation and management-planning in patients evaluated for SB-NETs.
Methods  All DBE procedures performed between July 2023 and October 2025 
for suspected, or known SB-NETs were retrospectively reviewed. Data collect-
ed included: demographics, surgical anatomy, multidisciplinary team (MDT) 
discussion, lesion detection, multifocality, tattoo marking, alternative diagno-
ses and subsequent management decisions.
Results  Twenty-four patients were included. Median age was 59-years; 54.1 % 
were women, and 29.1 % had surgically-altered gastrointestinal anatomy. 
Pre-procedural MDT discussion occurred in 79.1 % of cases. The retrograde 
route was used in 14 patients (58.3 %). DBE identified lesions suspicious for 
SB-NET in 18/24 patients (75 %). Multifocal disease was detected in 6/18 pa-
tients (33 %). Tattoo marking was performed in 16/18 lesions (88.9 %). DBE 
findings led to surgical referral and definitive management in 12/24 patients 
(50 %). In 3/24 patients (12.5 %), DBE identified benign or alternative patholo-
gy (lipoma, leiomyoma, primary paraganglioma) rather than NET. In patients 
investigated for small-bowel bleeding, DBE distinguished NET-related bleeding 
from unrelated sources in those with a history of SB-NET.
Conclusions  DBE added significant value in the assessment and diagnosis of 
SB-NETs by enabling direct lesion visualisation, targeted tissue sampling, con-
firmation and extent of multifocality and the detection of additional lesions 

not identified on imaging. It further supported management by providing 
precise preoperative localization through tattoo marking and subsequent map-
ping disease extent. DBE refined diagnosis when imaging was inconclusive and 
avoided misclassification when benign alternative pathology was present. By 
informing MDT discussions and guiding surgical strategy in half of the cases, 
DBE served as an integral element of the SB-NET diagnostic and management 
pathway.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Lamarca A, Bartsch DK, Caplin M, Kos-Kudla B, Kjaer A, Partelli S et al. 
European Neuroendocrine Tumor Society (ENETS) 2024 guidance paper for 
the management of well- differentiated small intestine neuroendocrine tu-
mours. J Neuroendocrinol 2024; 36 (9): e13423

PYP259  Robotic Capsule Endoscopy: Simultaneous 
Gastric and Enteric Evaluation in Real-World Practice
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Aims  Robotic capsule endoscopy (RCE) is an emerging technologythat com-
bines magnetically controlled gastric navigation with conventional capsu-
leenteroscopy (CE), enabling a minimally invasive, comprehensive evaluation 
of the upperand mid-gastrointestinal tract. This study aimed to characterize 
the real-worldimplementation and diagnostic performance of RCE in a Euro-
pean tertiary referralcenter.
Methods  A retrospective, single-center analysis was conducted on adultpa-
tients ( ≥ 18 years) who underwent RCE between June 2023 and June 2025. 
Eligiblepatients had a clinical indication for small bowel CE and a concurrent 
requirement fordiagnostic gastroscopy or reassessment of known gastric le-
sions. The RCE protocolcomprised an initial robotic-guided gastric examination 
followed by passive transitthrough the small bowel.
Results  A total of 85 patients were included (52 % female) witha median age 49 
years (IQR 40-64). The most common indications were suspected orestablished 
inflammatory bowel disease (57 %) and iron deficiency anemia (31 %).Gastric prepa-
ration was rated at least fair in 98 % of cases, with good preparation in38 %. Median 
gastric transit time was 74 minutes (IQR 35-106). Relevant gastric findingswere 
identified in 39 cases (46 %), namely polyps (18 %) and angiectasias (8 %, includin-
gone with active bleeding), in addition to signs of chronic gastritis. Thirteen pa-
tientsunderwent subsequent endoscopy, resulting in seven therapeutical proce-
dures. Smallbowel findings were present in 60 patients (71 %), including P3 (active 
bleeding) in 3 %and P2 lesions (angiectasias, ulcers, tumors, varices) in 39 %. One 
clinically significantadverse event occurred: small-bowel capsule retention in a 
patient with multifocalneuroendocrine tumor and ileostomy.
Conclusions  Robotic capsule endoscopy is afeasible and effective tool for du-
al-region gastrointestinal evaluation. It enables high-quality gastric visualiza-
tion, facilitates early detection of clinically actionable lesions, andmaintains 
the diagnostic yield expected from standard small bowel CE. These findings-
support the integration of RCE into diagnostic pathways for patients requiring-
simultaneous gastric and small bowel assessment.
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PYP260  Remimazolam for Colonoscopy in IBD:  
A Better Experience Starts Here
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Aims  Colonoscopy is central to IBD care but acceptance may be limited by 
anxiety and discomfort. Remimazolam, a short-acting benzodiazepine, could 
offer advantages over midazolam. We compared efficacy, safety, and recovery 
between remimazolam and midazolam in IBD patients undergoing colono
scopy.
Methods  Single-center, prospective, randomized trial of IBD patients sched-
uled for elective colonoscopy, allocated 1:1 to remimazolam or midazolam. 
Primary outcome: proportion of patients reporting at least “satisfied” imme-
diately postprocedure (binary endpoint ≥ “satisfied” vs < “satisfied”). Secondary 
outcomes: discharge readiness at 10 and 20 minutes (PADSS), adverse events 
(allergic reactions; hypotension; hypoxia defined as SpO₂ < 90 % requiring > 4 L/
min O₂; respiratory depression; bradycardia < 60 bpm; nausea; vomiting; diz-
ziness; headache; intra- vs post-procedural timing), and endoscopic perfor-
mance outcomes We used a Bayesian framework. For the primary endpoint, 
non-inferiority of remimazolam versus midazolam was assessed with a prespec-
ified margin of − 10 %. Posterior distributions and 95 % credible intervals (CrI) 
were obtained via Monte Carlo sampling
Results  A total of 216 patients were initially assessed for eligibility and assigned 
with an approximate ratio of 1:1 to receive either midazolam or remimazolam. 
Of these, 16 patients were excluded from the final analysis due to the following 
reasons: inadequate bowel preparation (n = 6), withdrawal of informed consent 
before the procedure (n = 5), and technical issues preventing completion of the 
colonoscopy or data recording (n = 5). The final study population consisted of 
200 patients, equally distributed between the two treatment groups. Baseline 
demographic, clinical, and disease-related characteristics were well balanced 
between groups. Overall satisfaction was high and remimazolam was non-in-
ferior to midazolam (96.4 % vs 97.3 %). “Very satisfied” responses were more 
frequent with remimazolam (62.2 %, 95 % CrI 55.4–72.5 %) than midazolam 
(48.3 %, 95 % CrI 39.5–57.3 %; posterior probability of superiority 99.3 %). Dis-
charge readiness favored remimazolam at 10 minutes (65.0 %, 95 % CrI 56.3–
73.3 % vs 27.5 %, 95 % CrI 19.9–35.8 %) and 20 minutes (88.3 %, 95 % CrI 82.0–
93.4 % vs 64.2 %, 95 % CrI 55.4–72.5 %). A personalized model suggested 
greater benefit from remimazolam among younger patients, females, and 
those with shorter disease duration. Adverse events were infrequent in both 
treatment groups and generally mild in severity. The most commonly reported 
event was transient hypotension, observed in 4 % of patients receiving mida-
zolam and 2 % of those treated with remimazolam. Nausea occurred in 3 % of 
midazolam-treated patients and 1 % of those in the remimazolam group. No 
cases of hypoxemia were reported in either group. Only one patient (1 %) in the 
midazolam group experienced a prolonged recovery time that delayed dis-
charge beyond 60 minutes, whereas no such delays were observed with rem-
imazolam
Conclusions  Remimazolam is a safe, effective alternative to midazolam for 
colonoscopy sedation in IBD, yielding higher patient satisfaction and marked-

ly faster recovery. Personalized sedation strategies may enhance its clinical 
value
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Aims  Sedation is essential in gastrointestinal (GI) endoscopy to optimize pa-
tient comfort, procedural quality, and endoscopist satisfaction [1, 2]. While 
non-anesthesiologist-administered sedation (NAS) with propofol is well estab-
lished for low-risk patients, i.e. American Society of Anesthesiologist (ASA) I–II 
[3], evidence regarding its use in higher-risk groups remains limited. ASA III 
patients present a greater likelihood of cardiopulmonary events, and current 
data are heterogeneous and underpowered [4, 5]. This study aimed to evaluate 
the safety profile of NAS with propofol in ASA III patients undergoing routine 
diagnostic GI endoscopy.
Methods  This observational study included ASA III patients who underwent 
elective gastroscopy or colonoscopy under NAS with propofol, with or without 
adjunctive midazolam and/or fentanyl,
between 2017 and 2024. Sedation was administered by a member of the en-
doscopy team (endoscopist or nurse) who had completed the ESGE/ESGENA 
curriculum for sedation in GI endoscopy and was exclusively dedicated to se-
dation. The protocol dosages were as follows: propofol 0.3–0.6 mg/kg (with 
an additional dose of 0.3–0.4 mg/kg after 2 minutes), preceded or not by mi-
dazolam 0.02–0.03 mg/kg and/or fentanyl 0.6–1.3 μg/kg. Anesthesia-related 
adverse events (ARAEs) were categorized as minor, moderate, or severe based 
on the World Society of Intravenous Anesthesia definitions. Secondary out-
comes included the identification of potential risk factors for ARAEs.
Results  Among 1219 patients, 1423 procedures were analyzed (43.4 % gas-
troscopies; 56.6 % colonoscopies). A total of 79.2 % of patients (965/1219) were 
aged 65 years or older. Four sedation regimens were used: propofol alone 
(19.3 %), propofol + midazolam (18.7 %), propofol + fentanyl (32.1 %), and 
propofol + fentanyl + midazolam (29.9 %). ARAEs occurred in 5.2 % of proce-
dures: 3.9 % minor, 0.9 % moderate, and 0.4 % severe. No cases of tracheal in-
tubation or death were observed. Hypotension was the most frequent event 
(3.6 % requiring no intervention; 0.8 % requiring fluids). Desaturation was rare 
(0.2 % minor; one case requiring transient bag-valve ventilation). Severe ARAEs 
consisted only of bradycardia treated successfully with atropine. The incidence 
of ARAEs differed among sedation regimens (p = 0.023): the highest rate was 
observed with propofol + midazolam (8.6 %), while propofol + fentanyl had the 
lowest (3.7 %). Post-hoc analysis showed a significant difference between these 
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two regimens (p = 0.04, OR 2.46). Logistic regression analysis identified lower 
body mass index as the only independent predictor of ARAEs (p < 0.001). Ex-
ploratory analyses to investigate these findings revealed a statistically signifi-
cant negative correlation between BMI and the administered per-kilogram 
propofol dose (r = -0.196, p < 0.001). An ANOVA test confirmed that patients 
in higher BMI classes (overweight and obese) received significantly lower mean 
per-kilogram propofol dosages compared to the normal-weight group 
(p < 0.001). No differences were observed in the mean per-kilogram fentanyl 
and midazolam dosages. Age, procedure type, and duration were not associ-
ated with adverse events. Finally, most patients were elderly, with no increase 
in ARAEs compared with younger patients.
Conclusions  NAS with propofol appears safe in ASA III patients undergoing 
elective GI endoscopy when performed by trained personnel following stand-
ardized protocols. The overall incidence of ARAEs was low, and severe events 
were rare and manageable, even in elderly patients. Sedation regimen and BMI 
significantly influenced adverse event risk, suggesting the importance of tai-
lored drug dosing. These findings support expanding NAS with propofol to 
higher-risk patients within structured, guideline-based pathways. This strategy 
may reduce the need for anesthesiologist involvement, improve resource uti-
lization, and potentially lower procedural costs. The results further underline 
the need for prospective, multicenter studies to refine risk stratification and 
optimize sedation protocols.
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Aims  Endoscopic ultrasound (EUS) is a second-level endoscopic procedure 
with substantially greater procedural complexity than standard diagnostic en-
doscopy, typically requiring deeper and longer sedation. However, an optimal 
sedation strategy in this setting has not yet been established. This study eval-
uated the safety of non-anesthesiologist-administered propofol sedation 
(NAPS) for diagnostic EUS across ASA risk classes, focusing on sedation-related 
adverse events (AEs).

Methods  All consecutive diagnostic EUS procedures performed between Jan-
uary 2021 and May 2024 were included. Sedation involved balanced deep se-
dation using fentanyl, midazolam, and propofol administered by trained en-
doscopy nurses in accordance with ESGE/ESGENA guidelines. AEs were classified 
according to World Society of Intravenous Anesthesia definitions.
Results  A total of 1134 diagnostic EUS procedures performed under NAPS 
were analyzed. The majority were biliopancreatic (73.0 %), followed by esoph-
agogastroduodenal (21.2 %) and rectal EUS (5.8 %). Tissue sampling via FNB/
FNA was performed in 21.3 % of cases, with a diagnostic accuracy of 93 %. Me-
dian dosages were 260 mg propofol, 70 μg fentanyl, and 1.6 mg midazolam, 
with a median procedure time of 34 minutes (range 10–132). Sedation-related 
AEs occurred in 95 cases (8.4 %): 31 (2.7 %) mild, 58 (5.1 %) moderate, and 6 
(0.5 %) severe. All AEs were managed by endoscopy staff without the need for 
anesthesiologist assistance. Moderate AEs included hypotension requiring flu-
ids (1.5 %), bradycardia < 60 bpm (3.4 %), and desaturation > 30 seconds (0.3 %). 
Severe AEs included bradycardia < 40 bpm treated with atropine (0.4 %) and 
severe desaturation requiring assisted ventilation (0.2 %). No AEs had clinically 
relevant consequences; only two procedures were discontinued, and no patient 
required hospitalization or extended care [1–3].
Multivariate analysis demonstrated that age (OR 1.14; p < 0.001) and ASA class 
(OR 7.17; p < 0.001) were the only independent predictors of AE risk. ASA III 
status was associated with a 1.47-fold higher relative risk compared with ASA 
I–II. BMI, number of comorbidities, Charlson Comorbidity Index (CCI), drug 
dosages, and procedure timewere not associated with AEs risk. ASA III patients 
accounted for 359 procedures (31.8 %) and, among them, adverse events com-
prised 41 % (39/95) of all AEs, with the majority (24/39, 61.5 %) occurring in 
patients older than 65 years. The distribution of AEs severity in ASA III patients, 
was as follows: mild in 2.5 % (9/359), moderate in 7.5 % (27/359), and severe in 
0.8 % (3/359)
Risk stratification based on the combination of age and ASA status identified 
three categories with progressively increasing AEs incidence: low (ASA I–II 
and < 65 years), intermediate (ASA I–II and > 65 years or ASA III and < 65 years), 
and high risk (ASA III and > 65 years). This model showed a significant correlation 
with AEs occurrence (p = 0.029), with a stepwise increase in AEs rates across 
groups—5.6 %, 9.2 %, and 12.3 %, respectively.
Conclusions  NAPS demonstrated a favorable safety profile across all ASA class-
es, with low rates of clinically relevant AEs. The highest AEs risk was observed 
in ASA III patients older than 65 years. Although these events were predomi-
nantly minor to moderate in severity, more caution could be take in this sub-
group of patients.
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PYP263  Virtual Reality for Pain and Anxiety Relief 
During Unsedated Colonoscopy: A Randomized 
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Authors  Zouaki I1, Ait Errami A2, Nacir O3, Fatima Ezzahra L2, Krati K2

Institutes  1  UHC MED VI, Marrakesh, Morocco; 2  CENTRE HOSPITALO-
UNIVERSITAIRE MOHAMMED VI MARRAKECH, Marrakech, Morocco; 
3  MOHAMMED VI UNIVERISTY HOSPITAL, Marrakech, Morocco
DOI  10.1055/s-0046-1821203
Aims  We conducted a randomized controlled trial including adults ≥ 18 years 
scheduled for outpatient, unsedated colonoscopy at the Endoscopy Unit of the 
Mohammed VI University Hospital, Marrakech. Patients with prior colorectal 
surgery, cognitive or sensory impairment, epilepsy, psychiatric disorders, or 
significant pre-procedural pain were excluded. Sixty patients were randomized 
(1:1) to receive either VR distraction plus routine care or routine care alone. 
Outcomes included procedural anxiety, pain, comfort, satisfaction, willingness 
to undergo future colonoscopies, and procedural characteristics. Validated 
scales were used for all patient-reported outcomes.
Methods  We performed a randomized trial of 60 adults undergoing unsedat-
ed colonoscopy, assigned to VR or control.Eligible patients were ≥ 18 years; 
major sensory, cognitive, surgical, or psychiatric contraindications were exclud-
ed.Anxiety, pain, comfort, satisfaction, and willingness to return were assessed 
using validated scales.Procedural metrics, including caecal intubation time, 
were recorded and compared between groups.
Results  VR significantly improved multiple procedural metrics. Time to caecal 
intubation was reduced by 4.29 minutes in the VR group. Anxiety decreased 
more markedly with VR compared with controls (17.4→15.8 vs. 17.3→16.2). 
Pain was significantly lower with VR (mean 4.53 vs. 5.83), accompanied by a 
shift toward higher comfort ratings. Patient satisfaction was substantially high-
er with VR (74 % vs. 54 %), and the Net Promoter Score improved (–0.33 vs. 
–16.66). Willingness to return for future colonoscopy was also greater in the 
VR arm. Endoscopists reported high acceptability (mean score 8.3/10) and 
noted reduced procedural stress with minimal implementation difficulty.
Conclusions  VR significantly enhanced patient comfort, reduced pain and 
anxiety, and improved procedural efficiency and satisfaction during unsedated 
colonoscopy. Given its low cost, ease of implementation, and favorable user 
acceptance, VR represents a promising adjunct for routine use in endoscopy 
units as a non-pharmacological pain-relief and anxiolysis strategy.
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Aims  The additional safety effect of capnography monitoring during non-ad-
vanced endoscopic procedures has not been adequately examined. We aimed 
to evaluate the effectiveness of capnography monitoring, alongside standard 
monitoring, in reducing sedation-related hypoxemia.
Methods  A systematic review across MEDLINE and Cochrane Central Register 
for all types of trials evaluating the efficacy of capnography monitoring in ad-
dition to standard monitoring in reducing the incidence of SRAE was conduct-
ed for studies published between 01.01.2019 and 31.07.2025. The primary 
outcome was the risk of sedation-related hypoxemia. The pooled results for the 
study outcomes were presented as Risk Ratios (RR) with the 95 % confidence 
intervals (CIs). We also performed sensitivity analyses by the severity of oxygen 
desaturation (mild and severe), low and high-risk procedures, and type of se-
dation (propofol vs. non-propofol vs. mixed regimens). We assessed the qual-
ity of evidence using the Grading of Recommendations Assessment, Develop-
ment and Evaluation (GRADE) approach.
Results  Two RCTs, four service evaluation studies, and one cohort study were 
included. Compared to standard monitoring, addition of capnography signifi-
cantly reduced the risk of oxygen desaturation [RR 0.61, 95 % CI (0.46-0.82; 
I2 = 74 %)], with this effect being significant both for RCTs [RR 0.57, 95 % CI 
(0.35-0.93); I2 = 70 %] and non-RCT studies [RR 0.64, 95 % CI (0.43-0.96; 
I2 = 80 %], respectively; there was very low confidence in estimates. Capnogra-
phy use led to a significantly lower incidence of both mild and severe hypoxemia 
[RR 0.74, 95 % CI (0.63-0.85); I2 = 61 % and RR 0.54, 95 % CI (0.40-0.73); 
I2 = 44 %, respectively]. Notably, the positive impact of capnography was also 
significant for low and high-risk procedures in terms of mild [RR 0.75, 95 % CI 
(0.60-0.93); I2 = 69 % and RR 0.72, 95 % CI (0.57-0.89); I2 = 55 %, respectively] 
and severe oxygen desaturation [RR 0.75, 95 % CI (0.60-0.93); I2 = 69 % and RR 
0.72, 95 % CI (0.57-0.89); I2 = 54 %, respectively]. In terms of sedation type, the 
use of capnography was associated with a reduced risk ratio of oxygen desat-
uration overall; however, statistical significance was only noted in studies ana-
lyzing propofol [RR 0.59, 95 % CI 0.46-0.76; I2 = 54 %].
Conclusions  Addition of capnography to standard monitoring decreased the 
incidence of both mild and severe hypoxemia during sedation for gastrointes-
tinal procedures, regardless of procedural risk.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Bispectral Index Monitoring (BIS) is an objective measure of brain activ-
ity. It assists clinicians in the precise titration of anesthetic drugs, leading to 
reduced use of hypnotic medications and improved recovery times. We aimed 
to evaluate the effect of Bispectral Index (BIS) monitoring in addition to stand-
ard monitoring on the dose of propofol used.
Methods  We performed a systematic review across MEDLINE and Cochrane 
Central Register for all types of trials from 01/01/2019 until 31/12/2024, eval-
uating the effect of Bispectral Index (BIS) monitoring in addition to standard 
monitoring on propofol dose. The primary outcome was the total propofol 
dose. We performed pairwise analyses and we present the effect size on study 
outcomes as Mean Difference (MD) with 95 % confidence interval (CI). The cer-
tainty of evidence was assessed using the Grading of Recommendations As-
sessment, Development and Evaluation (GRADE) approach.
Results  Three RCTs and two cohort studies with 947 subjects were included. 
Compared to standard monitoring, the addition of BIS significantly reduced 
the total propofol used in each procedure [MD -0.25 95 % CI (-0.25, -0.47), 
I2 = 61 %]. Contrariwise, use of BIS did not have a similar effect on mean propo-
fol dose [MD -0.41 95 % CI (-0.41, -1.37), I2 = 61 %]; the certainty of evidence 
was very low.
Conclusions  Addition of BIS to standard monitoring during sedated GI endos-
copy significantly reduces the total propofol dose.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Unsedated diagnostic endoscopy safety and ability for immediate patient 
discharge should be judged in light of the adequate performance of the exam-
ination and patients’ preferences. The study aimed to evaluate the impact of 
unsedated diagnostic endoscopy on performance measures
Methods  We performed a systematic review across MEDLINE and Cochrane 
Central Register for all types of trials assessing the effect of unsedated endos-
copy on endoscopy performance from 2014 to 2025. Diagnostic colonoscopy 
quality measures (Adenoma Detection Rate – ADR, cecal Intubation Rate – CIR) 
and diagnostic ultrathin or transnasal gastroscopy completion rates, as well as 
patient-reported discomfort rates, comprised our outcomes. We conducted 
pairwise meta-analyses to present effect sizes for study outcomes, represent-
ed as either Odds Ratios (OR) or Mean Differences (MD), along with 95 % con-

fidence intervals (CI). The certainty of evidence was assessed using the Grading 
of Recommendations Assessment, Development and Evaluation (GRADE) ap-
proach.
Results  Eight studies (six retrospective cohort, one RCT, and one cross-sec-
tional) with 60383 patients (53633 sedated, 6750 unsedated) examining the 
efficacy of unsedated versus sedated diagnostic colonoscopy were included. 
Compared to colonoscopy under sedation, unsedated colonoscopy resulted in 
similar ADR [OR 0.97, 95 % CI (0.84-1.13), I2 = 71 %] as well as CIR [OR 1.65, 95 % 
CI (0.45-6.01), I2 = 91 %]; there was low confidence in estimates. Notably, colo-
noscopy without sedation was not associated with an increased level of patients’ 
discomfort. [MD = 0.45; 95 % CI (0.11-1.83); I2 = 100 %] compared to sedated 
procedures. The certainty of evidence was very low. Three RCTs with 703 pa-
tients (354 sedated, 349 unsedated) evaluated unsedated versus sedated di-
agnostic gastroscopy. Their pooled results showed a marginally higher proce-
dure completion rate with the use of unsedated gastroscopy [OR 95 % CI 0.98, 
(0.96-1.00), p = 0.70; I2 = 100 %] but significantly lower distress rates [MD -1.01, 
95 % CI (-1.60 – -0.42), I2 = 0 %]. The certainty of evidence was very low.
Conclusions  Recent evidence indicates that unsedated diagnostic endoscopy 
is feasible and efficacious in willing patients compared to standard endoscopy 
under sedation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To analyze the burden associated with performing inappropriate esoph-
agogastroduodenoscopies (EGDs) in a tertiary endoscopy unit. We also sought 
to determine whether the clinical appropriateness of EGDs is associated with 
the use of sedation, thus also testing the hypothesis that prescribers assign 
EGDs requests of low clinical value with deep sedation, since these have longer 
waiting periods.
Methods  Retrospective observational study, conducted at a single center, 
including all consecutive requests for elective diagnostic EGD over a 3-month 
period (N = 314), excluding EGDs performed for therapeutic purposes or in an 
emergency setting. The appropriateness of the indication was assessed accord-
ing to ASGE/ESGE criteria. Patient demographics, source of request (outpa-
tients vs. inpatients) and type of sedation were recorded. The type of sedation 
was classified as no sedation, conscious sedation (benzodiazepines adminis-
tered by the gastroenterologist), or deep sedation (performed by an anesthe-
siologist). Statistical analysis included descriptive statistics, chi-square tests 
and estimation of effect measures with 95 % confidence intervals (CI). Signifi-
cance threshold was p < 0.05 [1, 2].
Results  The average age of patients was 57.7 years, and 54.5 % were women. 
Most requests originated from outpatient clinics (90.8 %). Regarding sedation, 
39.2 % of the EGDs were performed without sedation, 32.8 % with conscious 
sedation, and 29 % with deep sedation. In total, 63.7 % of requests were con-
sidered appropriate and 36.3 % inappropriate.
A decrease in the appropriateness rate was observed as the level of sedation 
increased. The appropriateness rate was highest in exams without sedation 
(71.7 %), decreased in exams with conscious sedation (68.0 %), and fell sharply 
in exams performed under deep sedation, where less than half (48.4 %) were 
in accordance with the indications (p < 0.001). Inappropriate requests were 
significantly more likely to be scheduled under deep sedation (RR = 1.87; 95 % 
CI 1.33–2.63), p < 0.001.
If triage were implemented, 34 additional slots would be gained in non-sedat-
ed EGD shifts, 33 in mild sedation shifts, and 47 in deep sedation shifts, repre-
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senting a direct recovery of 114 EGD slots in one trimester (456 annualized), 
which could be reallocated to patients with appropriate indications.
Economic costs were calculated using the unit costs reported by Areia et al. 
(60€ per EGD without deep sedation and 137€ with deep sedation), and we 
estimate that at least 10,459€ was spent on unnecessary EGDs (~41,836€ per 
year, assuming a stable rate).
Environmental costs were considered using the values of Elli et al. (5.43 kg of 
CO2 per EGD), and we concluded that our cohort emitted at least 619 kg of CO2 
in unnecessary EGDs (about 2,476 kg of CO2 per year, equivalent to the con-
sumption of 1,000 liters of gasoline).
Conclusions  This 3-month cohort demonstrated that more than one-third of 
elective EGDs are inappropriate and confirmed that as the level of sedation 
increases, so do inappropriate requests. This burden translates into a substan-
tial waste of resources with loss of procedural capacity ( > 450 slots/year), direct 
economic costs ( > 40,000€/year), and a major environmental impact ( > 2,400 
kg CO2/year). These results underscore the urgent need to implement effective 
triage strategies to optimize resource allocation, reduce costs, and mitigate 
the environmental impact associated with unnecessary procedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Loop formation remains one of the main factors prolonging colonosco-
py, often necessitating manual abdominal pressure or patient repositioning.
Abdominal compression devices (ACDs) such as elastic binders or adjustable 
belts provide continuous counter-pressure, potentially preventing loop forma-
tion and facilitating cecal intubation.This prospective study aimed to evaluate 
the impact of ACD use on cecal intubation time and procedural performance 
during colonoscopy in a Moroccan tertiary centre.
Methods  A prospective comparative trial was conducted in our Hepato-Gas-
troenterology Department, from January 2023 to October 2025.A total of 220 
consecutive adult patients undergoing diagnostic or screening colonoscopy 
were enrolled and randomly assigned to either:
ACD group (n = 110) – colonoscopy performed using an adjustable abdominal 
compression belt,
Control group (n = 110) – conventional colonoscopy without compression.
Endpoints included:
1.	 Primary: mean cecal intubation time (CIT) in minutes.
2.	 Secondary: need for manual pressure, patient position change, and pro-

cedure-related discomfort or adverse events.All procedures were per-
formed by experienced endoscopists under conscious sedation. Statistical 
analysis was carried out using SPSS 26.0; p < 0.05 was considered signifi-
cant.

Results  Mean age was 55 ± 12 years; 58 % were female.Cecal intubation was 
achieved in 98.2 % overall.

Mean CIT: significantly shorter with ACD (5.9 ± 1.8 min) compared with control 
(7.8 ± 2.3 min; p < 0.001).
Manual abdominal pressure: required in 13.6 % of ACD cases vs 47.2 % of con-
trols (p < 0.001).
Position change: needed in 16.3 % with ACD vs 40.9 % without (p = 0.002).
Total procedure time: 11.2 ± 3.9 min (ACD) vs 13.7 ± 4.4 min (control; p = 0.01).
No adverse events or device-related complications were recorded, and patient 
tolerance scores were higher in the ACD group (p = 0.04*).
Conclusions  In this single-centre prospective study, the use of an abdominal 
compression device during colonoscopy significantly reduced cecal intubation 
and total procedure times, while minimising the need for manual pressure and 
patient repositioning, without compromising safety or comfort.These findings 
support the routine use of ACDs as a simple, non-invasive, and cost-effective 
adjunct to improve procedural efficiency, particularly in patients with redun-
dant or difficult colons.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Fear of pain and discomfort remains one of the leading barriers to colo-
noscopy attendance, contributing to delayed diagnosis and reduced colorectal 
cancer detection rates. While sedation and advanced endoscopic systems can 
enhance patient comfort, these resources are not universally available—par-
ticularly in low- and middle-income settings. Low-cost, non-pharmacological 
interventions such as music and cognitive distraction may offer a practical al-
ternative to improve patient experience.
Aim  To assess the impact of music and smartphone-based task distraction on 
physiological markers of pain and patient-reported comfort during colonosco-
py in a Moroccan tertiary centre.
Methods  A prospective three-arm observational study was conducted at CHU 
Mohammed VI Marrakech between January and October 2024.Consecutive 
adult patients undergoing elective colonoscopy were enrolled and allocated 
to one of three groups:
Arm A: standard colonoscopy; Arm B: colonoscopy with music; Arm C: colonos-
copy with smartphone task distraction
Real-time heart rate and respiratory rate were recorded using a wearable mon-
itor. Patient satisfaction, perceived discomfort, sedation use, and procedural 
difficulty were documented. Data were analysed using ANOVA and generalized 
estimating equations.
Results  A total of 96 patients were included in the interim analysis (32 per arm; 
49 % female; mean age 49.2 years). Baseline demographic and clinical charac-
teristics were comparable across all three groups.
1.	 Heart rate (mean HR)Real-time mean heart rate differed between groups:, 

Arm A – Standard colonoscopy: 85.7 bpm (SD 22.9), Arm B – Music: 79.4 
bpm (SD 20.1), Arm C – Smartphone task distraction: 76.1 bpm (SD 
19.4)ANOVA showed a significant difference between groups (p = 0.03), 
with the lowest HR observed in Arm C.

2.	 Respiratory rate (mean RR)Mean respiratory rate followed a similar pat-
tern: Arm A: 13.9/min (SD 6.0); Arm B: 13.1/min (SD 5.4); Arm C: 12.8/
min (SD 5.7)Group comparison reached significance (p = 0.04).

3.	 Patient comfortPatient-reported pain and discomfort scores (0–10 scale) 
were lower in the intervention arms:Pain: Arm A 5.6 vs Arm B 4.1 vs Arm 
C 3.7, Discomfort: Arm A 6.2 vs Arm B 4.5 vs Arm C 3.9, Overall p < 0.01.

4.	 SatisfactionA large majority of patients in intervention groups reported 
high satisfaction: Arm A: 63 %, Arm B: 91 %, Arm C: 94 %Almost all patients 
in Arms B and C stated they would choose the same method again.
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5.	 Sedation and procedural difficultySedation rates were similar across 
groups (25–30 %, p = NS).Endoscopist-rated procedural difficulty did not 
differ significantly between arms.

6.	 Safety
No intervention-related adverse events were recorded. Completion rates (cecal 
intubation) were high across all groups ( > 95 %).
Conclusions  In this Moroccan monocentric cohort, music and smartphone 
task distraction significantly improved objective and subjective measures of 
comfort during colonoscopy. These simple, low-cost interventions offer a prac-
tical strategy to enhance patient experience, increase acceptance of colonos-
copy, and potentially improve adherence to colorectal cancer screening pro-
grammes.Final results from the ongoing larger cohort will help refine 
implementation strategies in routine endoscopy practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP270  Lumen-apposing metal stents versus fully 
covered SEMS and endoscopic dilation for post-
sleeve gastrectomy gastric twist: a large sin-
gle-center comparative study
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Aims  Gastric twist after sleeve gastrectomy is an increasingly recognized cause 
of obstructive symptoms and dysphagia. Endoscopic dilation (ED) has been 
traditionally used, while lumen-apposing metal stents (LAMS) and fully covered 
self-expandable metal stents (FC-SEMS) have emerged as alternative options. 
This study compared the efficacy and safety of LAMS, FC-SEMS, and ED for the 
treatment of post-sleeve gastric twist.
Methods  Single-center retrospective cohort including all consecutive patients 
with symptomatic gastric twist after sleeve gastrectomy treated with LAMS 
(16 × 30 mm), FC-SEMS (22 mm × 110 mm), or pneumatic dilation between 
January 2012 and August 2025. Technical success (TS) was defined as comple-
tion of the planned procedure. Clinical success (CS) was defined as improve-
ment of ≥ 1 level in the Mellow–Pinkas Dysphagia Score. Recurrence was defined 

as dysphagia score 3–4 and/or inability to maintain a satisfactory luminal ca-
liber within 4 weeks after CS. Adverse events (AEs) were classified according to 
AGREE, and recurrence-free survival (RFS) was assessed by Kaplan–Meier anal-
ysis. Group comparisons were performed using Kruskal–Wallis and χ²/Fisher’s 
exact tests.
Results  Overall, 151 patients were included (LAMS 97; ED 31; FC-SEMS 23). 
Baseline characteristics showed some differences in age, BMI, smoking, prior 
complications, and dysphagia severity across groups. TS was achieved in all 
patients (LAMS 96.9 % with three immediate FC-SEMS crossovers, ED 100 %, 
FC-SEMS 100 %). CS was comparable (79.8 % LAMS, 90.3 % ED, 82.6 % FC-SEMS; 
P = 0.4091). Among patients with CS, recurrence occurred in 16.0 % after LAMS, 
39.3 % after ED, and 31.6 % after FC-SEMS (P = 0.0324). RFS did not differ signif-
icantly by treatment at Kaplan–Meier analysis (log-rank P = 0.1490). LAMS re-
quired fewer procedures (median 1 vs 2 with ED; P < 0.000001) and shorter 
hospital stay (0 vs 2 days; P < 0.000001). AEs were numerically lower with LAMS 
(13.4 % vs 25.8 % ED vs 30.4 % FC-SEMS; P = 0.0849), predominantly late migra-
tions.
Conclusions  In post-sleeve gastric twist, LAMS achieved comparable clinical 
success with fewer procedures, shorter hospitalization, and a lower crude re-
currence and AE rate compared with ED and FC-SEMS, supporting its role as an 
attractive first-line endoscopic option.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Proximal Intestinal Mucosal Ablation (PIMA) is an emerging endoscopic 
therapy for type 2 diabetes that may improve glycaemia and enable discontin-
uation of exogenous insulin use. Given the burden and adverse effects of long-
term insulin therapy, reducing or eliminating its use could yield meaningful 
economic benefits. We aimed to develop a cost-effectiveness model, from a 
UK National Health Service (NHS) perspective, to evaluate PIMA compared with 
standard-of-care (SoC; continued insulin therapy), as well as its cost impact 
relative to escalation to the glucagon-like peptide-1 receptor agonist (GLP-1RA) 
Semaglutide.
Methods  A Markov model compared PIMA to SoC and GLP-1RA escalation over 
2- and 5-year horizons. Three health states (OFF-insulin, ON-insulin, death) 
were modelled using 6-month cycles and 3 % annual discounting. PIMA was 
assumed to achieve complete insulin discontinuation, followed by time-varying 
relapse back to insulin based on current data. Relapse was estimated as a grad-
ual increment from 0-45 % (sensitivity analysis up to 68 %) over 5-years with 
increases in oral medication by 50 %. GLP-1RA therapy was modelled using UK 
acquisition costs (£294/month) and real-world discontinuation and insulin-re-
duction effects. Outcomes included costs, QALYs, incremental costs, incremen-
tal QALYs, and incremental cost-effectiveness ratios (ICERs). Uncertainty was 
evaluated using one-way, scenario, and probabilistic sensitivity analyses (PSA), 
varying PIMA price, relapse probability, escalation rates, and utilities, with a 
£30,000/QALY willingness-to-pay (WTP) threshold.
Results  Over 2 years, PIMA yielded QALY gains of 0.16-0.19 at incremental 
costs of £3,500-3,700, producing ICERs of £18,000-23,500/QALY at the base-
case device cost (£8,000), within the National Institute for Health and Care 
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Excellence (NICE) £20,000–30,000/QALY threshold. Over 5 years, QALY gains 
were smaller (0.10-0.12) and incremental costs remained substantial (£4,700-
5,100), resulting in ICERs of £41,700-49,000/QALY. PSA generated a mean ICER 
of £31,018/QALY, with 60–65 % probability of cost-effectiveness at £30,000/
QALY. Under favourable assumptions, ICERs ranged from £18,700-32,800/QALY 
and under unfavourable assumptions, £23,400-50,300/QALY. At base cost, ICER 
was most sensitive to device cost, followed by relapse reduction and escalation 
to oral medication. PIMA was consistently dominant relative to Semaglutide, 
which incurred higher costs and generated lower QALYs across all scenarios. 
Across all device price modelled (£5,000-15,000), PIMA remained cost-saving 
compared with Semaglutide, which remained consistent when modelling drug 
cost variation ( ± 30 %).
Conclusions  PIMA is likely cost-effective over a 2-year horizon as an endoscop-
ic treatment for insulin-requiring type 2 diabetes and demonstrates marginal 
cost-effectiveness over 5 years at current pricing. PIMA is consistently cost-sav-
ing compared with Semaglutide, supporting its potential as a lower-cost alter-
native treatment.
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Aims  Minimally invasive endoscopic therapies have emerged as alternatives 
to bariatric surgery for patients with obesity. Among these, gastric fundus en-
doscopic ablation (GFEA) — a technique aimed at reducing gastric accommo-
dation and decreasing ghrelin secretion — and the BioEnterics Intragastric 
Balloon (BIB) — which induces early satiety through intragastric volume dis-
placement — represent two distinct approaches. Comparative evidence, how-
ever, are not available.
Methods  After reviewing the available literature on mechanisms, efficacy, and 
safety of GFEA and BIB in obesity treatment, including pilot trials, observation-
al series, and meta-analyses of intragastric balloon (IGB) therapy, we designed 
a prospective randomized study on comparison between the two techniques. 
Primary outcomes was total body weight loss (TBWL); secondary outcomes 
were tolerability and rates of complications [1, 2].
Results  10 obese patients (mean BMI ~40 kg/m²) were included and equally 
randomized in GFEA using hybrid argon-plasma ablation of the fundus and 
placement of air-inflated BIB. At 6 months, mean TBWL ranged from 8 to 10 % 
in GFEA group and from 10 to 12 % TBWL in ballon group (p > 0,1).
No serious adverse events occurred in both groups. In GFEA group, intense 
postprocedural abdominal pain was experienced in one patient while in BIB 
group one patient needed early removal due to intolerance at day one .
No gastric ulceration or perforation were reported in both group.
Conclusions  Gastric fundus endoscopic ablation and the BioEnterics Intragas-
tric Balloon are both effective and with low rate of adverse events. While BIB 
offers more established short-term outcomes, GFEA appears promising for 
more durable physiological modulation through reduction of ghrelin secretion 
and fundic capacity; however, evidence remains preliminary.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric balloons are used as a minimally invasive treatment for obesity 
in patients who have not achieved adequate weight loss through lifestyle mod-
ification and who may not be suitable for bariatric surgery. Randomised con-
trolled trials and meta-analyses show that fluid-filled intragastric balloons 
achieve mean total body weight loss of 10–15 % at 6–8 months, compared to 
3–4 % with lifestyle intervention alone [1, 2]. The aim of this study was to eval-
uate outcomes, technical success, complications, and healthcare utilisation 
(including financial impact) associated with gastric balloon removal in a UK NHS 
bariatric centre, with a particular focus on devices inserted overseas through 
medical tourism.
Methods  A five-year retrospective review was undertaken of all gastric balloon 
removal procedures between October 2020 and October 2025. Data were col-
lected from endoscopy reporting software for all patients undergoing oesoph-
agogastroduodenoscopy (OGD) for balloon removal using a dedicated endo-
scopic gastric balloon removal kit. Electronic patient records provided 
additional information including presenting symptoms, number of OGD at-
tempts, procedural challenges, complications, cross-sectional imaging, length 
of hospital stay, balloon insertion origin, and weight-loss reporting.
To estimate the financial burden to the NHS, we used publicly available NHS 
reference-cost benchmarks to approximate the mean healthcare cost per emer-
gency admission for gastric balloon removal, incorporating inpatient stay, 
cross-sectional imaging, anaesthetic support, and therapeutic endoscopy.
Results  A total of 51 OGD balloon removal attempts were performed for 48 
patients. Presenting symptoms included abdominal pain, nausea, vomiting, 
and reflux. One patient presented with acute pancreatitis, believed to be sec-
ondary to the gastric balloon.
Most patients (n = 46) required a single procedure, while two required two 
attempts: one due to intolerance of sedation (later removed under general 
anaesthesia), and another in whom balloon deflation was achieved initially but 
retrieval required a second OGD. Successful removal was achieved in 98 % of 
cases, with one patient awaiting removal under GA.
Technical challenges included one overinflated balloon that ruptured during 
extraction and one case requiring an overtube to facilitate removal of friable 
debris. Cross-sectional imaging was performed in 23 patients (48 %), including 
four at external centres. Median length of hospital stay was 2 days (range 1–10). 
Weight-loss data were inconsistently documented: 10 patients reported weight 
loss, 17 reported none, and information was unavailable for 21.
Balloon insertion occurred predominantly outside the UK: 31 from Turkey, 2 
from Brazil, 1 from Albania, 1 from the Czech Republic; 9 were inserted in the 
UK (mostly private providers), and 4 had undocumented origin. Documentation 
regarding planned removal was poor: 8 patients had confirmed dates, 3 had 
general timeframes, 3 had no documented plan, and 31 had no recorded in-
formation.
Cost analysis: Using current NHS reference-cost benchmarks [5], the estimat-
ed mean cost per emergency admission for gastric balloon removal was £3,040, 
with a plausible range of £1,800–£5,500 depending on duration of admission, 
imaging requirements, anaesthetic input, and procedural complexity. The 
largest contributors were inpatient stay, cross-sectional imaging, and thera-
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peutic endoscopy. The total projected cost to the hospital over the 5-year pe-
riod was approximately £158,100.
Conclusions  This five-year review demonstrates that endoscopic gastric bal-
loon removal can be performed safely and with high technical success. How-
ever, most balloons were inserted privately and internationally, with no fol-
low-up and removal planning. The frequent need for admission, imaging, and 
specialist endoscopy creates a significant unplanned financial burden on NHS 
services.
With the increasing availability of effective pharmacological weight-loss ther-
apies such as GLP-1 agonists [2, 3] and newer endoscopic bariatric techniques 
such as endoscopic sleeve gastroplasty [4], gastric balloons may become less 
favoured. Establishing clearer follow-up pathways, improving patient educa-
tion, and addressing risks associated with international health tourism may help 
reduce unnecessary NHS resource utilisation.
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Aims  Weight regain and dumping syndrome are known to be associated with 
widening of the gastro-jejunal anastomosis after Roux-en-Y gastric bypass. In 
this study, we aim to evaluate the efficacy of endoscopic outlet reduction in 
achieving weight loss and in alleviating symptoms of dumping syndrome
Methods  We conducted a retrospective analysis of a total of 45 cases of TORe 
after prior Roux-en-Y gastric bypass surgery.
Between May 2018 and July 2025, we performed TORe in 45 patients (8 male, 
37 female; average age 48 years) at the endoscopy unit of the University Hos-
pital in Augsburg.
All patients had previously undergone laparoscopic Roux-en-Y gastric bypass 
surgery before the TORe procedure. In 17 cases, a laparoscopic sleeve gastrec-
tomy had been performed prior to the gastric bypass.
Endoscopic outlet reduction was performed using the Boston Scientific Over-
Stitch NXT in 37 cases and the ovesco BARS system in 8 cases.
The primary endpoint of the study was the degree of weight loss after TORe, 
quantified as percentage total body weight loss ( %TBWL). The secondary end-
point was the improvement in dumping symptoms, quantified by the reduction 
in the Sigstad score.

Results  In 21 patients, TORe was performed for weight regain after bariatric 
surgery. In 12 cases, endoscopic outlet reduction was carried out due to post-
operative dumping syndrome and in 17 cases, both weight regain and dumping 
syndrome were present.
Prior to TORe the average BMI was 37,7 kg/m2 and the average Sigstad’s score 
was 13,5.
Two patients were lost to follow-up and were therefore excluded from the 
statistical analysis.
A statistically significant reduction in BMI was demonstrated at the first fol-
low-up at 3–6 months (mean BMI 37,69 kg/m2; 35,29 kg/m2, p < 0,005). A 
significant reduction in BMI was also observed at the second follow-up at 
12-months (mean BMI 37,69 kg/m2; 33,97kg/m2, p < 0,005). The %TBWL was 
6,8 % within 6 months and 6,7 % at 12 months.
In addition, a significant decrease in the Sigstad’s score was observed at the 
initial follow-up within the first six months (mean 13,2; 7,8, p < 0,05) as well as 
at the 12-month follow-up (mean 13,2; 6,1; p < 0,005).
In 38 % (18 cases), re-interventions were performed due to recurrent symptom 
exacerbation or weight regain. In 6 cases, argon plasma coagulation (APC) was 
used to reduce the outlet. In 10 cases, the anastomosis was re-tightened using 
the OverStitch NXT. In 2 cases, the anastomosis was reduced using the ovesco 
BARS system.
In cases where APC therapy was used, multiple treatment sessions (min. 2, 
max.6 sessions) were performed at intervals of 6–8 weeks to achieve outlet 
reduction.
Conclusions  Endoscopic outlet reduction is an effective intervention for 
achieving both a reduction of dumping syndrome and clinically relevant weight 
loss in patients after Roux-en-Y gastric bypass surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP275  Endoscopic septotomy with argon plasma 
coagulation (ES-APC) for the management of refrac-
tory late and chronic post-bariatric surgery fistulas 
and leaks: results from a prospective series
Authors  Dell'Anna G1, 2, 3, 4, Mandarino FV2, 5, Fanizza J6, Fasulo E3, 
Rotkopf H4, Tuszynski T4, Dumont JL4, Facciorusso A7, Dell'anna A8, 
Fuccio L9, Zito FP10, Galasso G11, D'alessandro A11, Dagher I12, Tranchart H13, 
Poghosyan T14, Arienzo R15, Pacini F15, D'alessandro A16, Annese V17, 
Danese S18, Donatelli G4

Institutes  1  Gastroenterology and Gastrointestinal Endoscopy, IRCCS 
Policlinico San Donato, Milan, Italy; 2  Vita-Salute San Raffaele University, 
Milan, Italy; 3  Gastroenterology and Gastrointestinal Endoscopy Unit, IRCCS 
San Raffaele Hospital, Milan, Italy; 4  Private Hospital Des Peupliers – 
Ramsay Santé, Paris, France; 5  Gastroenterology and Gastrointestinal 
Endoscopy, IRCCS San Raffaele Hospital, Milan, Italy; 6  IRCCS San Donato 
Polyclinic, San Donato Milanese, Italy; 7  Gastroenterology Unit, 
Department of Experimental Medicine, University of Lecce, Lecce, Italy; 
8  Ospedale "Vito-Fazzi", Lecce, Italy; 9  Department of Medical and Surgical 
Sciences, University of Bologna, Bologna, Italy; 10  Ospedale Cardarelli – 
Edificio E, Napoli, Italy; 11  Pineta Grande Hospital, Castel Volturno, Italy; 
12  Antoine-Béclére Hospital, Paris, France; 13  Antoine-Béclère Hospital, Paris, 
France; 14  Hôpital Européen Georges Pompidou, Paris, France; 15  Hopital 
privè des Peupliers, Paris, France; 16  Hopital privé des Peupliers, Paris, France; 
17  Gastroenterology and Gastrointestinal Endoscopy, IRCCS Policlinico San 
Donato, Milan, Italy, Milan, Italy; 18  Gastroenterology and Gastrointestinal 
Endoscopy, IRCCS San Raffaele Scientific Institute, Milan, Italy
DOI  10.1055/s-0046-1821215
Aims  Refractory late and chronic leaks or fistulas after sleeve gastrectomy (SG) 
and Roux-en-Y gastric bypass (RYGB) represent one of the most challenging 
post-bariatric complications. Endoscopic septotomy with argon plasma coag-
ulation (ES-APC) facilitates internal drainage by incising the septum separating 
the perigastric cavity or fistulous tract from the gastric lumen. This study eval-
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uated its efficacy and safety in a prospective cohort from a tertiary referral 
center.
Methods  Consecutive adults with refractory late or chronic post-bariatric leaks 
or fistulas treated with ES-APC between September 2019 and August 2025 
were included. ES-APC consisted of stepwise ablation of the septum until com-
plete luminal communication was achieved, followed by placement of a 
through-the-scope metallic clip at the base to promote localized ischemia and 
reduce bleeding or perforation risk.
Results  A total of 64 patients were treated (76.6 % female; mean age 
40.8 ± 11.2 years; BMI 32.2 ± 7.7 kg/m²). Most complications occurred after SG 
(95.3 %). At presentation, 48.4 % had leaks, 48.4 % fistulas, and 46.9 % had an 
associated gastrocutaneous fistula (GCF). According to Rosenthal, 25 % were 
late and 75 % chronic. Patients had undergone a median of 4 prior treatments 
(IQR 3–5), with a median pretreatment duration of 106 days (IQR 79–138). 
Median number of ES-APC sessions was 1 (IQR 1–2), with a median procedural 
time of 15 min (IQR 12–22). Technical success was 100 %. Clinical success (CS) 
was achieved in 93.7 % (60/64), with only one recurrence (1.7 %) during a me-
dian follow-up of 44 months (IQR 29–67). CS was significantly lower in patients 
with GCF (86.7 % vs 100 %, p = 0.04). No major adverse events occurred.
Conclusions  ES-APC is a safe, standardized, and highly effective minimally 
invasive therapy for refractory late and chronic post-bariatric leaks and fistulas, 
providing durable closure while significantly reducing the need for surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Leaks following sleeve gastrectomy represent a potentially life-threat-
ening complication associated with significant morbidity. Endoscopic manage-
ment is continuously evolving, with the X-Tack system (Endoscopic Helix Tack-
ing System, Boston Scientific) emerging as a novel through-the-scope suturing 
approach for defect closure. The aim of this study is to present the first Greek 
case series of endoscopic management of post-sleeve gastrectomy leaks using 
X-Tack as the sole therapeutic modality, and to evaluate its effectiveness, re-
covery time, and success rate [1, 2].
Methods  This study included patients from a single center who underwent 
sleeve gastrectomy for morbid obesity and developed a postoperative leak 
between April 2024 and the present. The complication was managed exclu-
sively using the X-Tack system, which deploys helical tacks connected by 
non-absorbable suture around the defect, allowing stable and targeted closure.
Results  Five patients (3 males/2 females) with a mean age of 39.8 years (range: 
19–60) were included. The mean postoperative day of endoscopic intervention 
was day 7 (range: 4–10). Complete (100 %) technical closure of the leak was 
achieved in all cases. Mean endoscopic procedure time was 31.6 minutes 
(20–40). Clinical improvement was observed in all patients, with gradual rein-
troduction of oral intake after 2 weeks, no need for re-operation, and a mean 
hospital stay of 18 days (15–20). Three-month follow-up, including repeat 
gastroscopy, confirmed sustained closure without recurrence or complications 
(▶Table 1).

▶Table 1	 

Variable Value

Number of patients n = 5

Mean age (range), years 39.8 (19–60)

Sex (male) n = 3

Mean postoperative day of intervention Day 7 (4–10)

Mean endoscopy time, minutes 31.6 (20–40)

Technical success 100 %

Clinical success 100 %

Mean hospital stay, days 18 (15–20)

Complications / Recurrence 0 %

Conclusions  The X-Tack system appears to be a safe, effective, and minimally 
invasive option for the endoscopic management of leaks after sleeve gastrec-
tomy. The encouraging outcomes of this case series support its integration into 
routine clinical practice.
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Aims  Endoscopic sleeve gastroplasty (ESG) is a minimally invasive bariatric 
procedure that utilizes full-thickness endoscopic suturing to achieve tubular 
reconfiguration and substantial volume reduction of the gastric body. ESG has 
been established as a safe, durable, and effective management option for obe-
sity. This study aims to present our single-center experience from Türkiye, fo-
cusing on changes in anthropometric measurements and clinical outcomes 
following ESG in a real-world clinical setting [1].
Methods  We performed a retrospective analysis of prospectively collected 
medical records of consecutive patients who underwent ESG between October 
2022 and August 2025. Detailed procedure-related data, including suture 
counts and technique, were recorded. Patient data—comprising demographics, 
anthropometrics, and comorbidity status—were systematically collected at 
baseline and during every follow-up visit. The follow-up protocol involved in-
tensive, structured monitoring via online or face-to-face appointments: week-
ly for the first two months, followed by bi-weekly visits for a total one-year 
program. Crucially, interviews were complemented by personalized nutrition-
al trainingdesigned to ensure sustained behavioral modification. Instead of a 
restrictive standard diet plan, completely individualized nutritional programs 
were implemented.
Results  A total of 29 patients were included in the analysis [Females: 82.8 %; 
Age: 39.1 ± 8 years; Baseline Weight: 101 ± 16.8 kg; Baseline Body Mass Index 
(BMI): 36.6 ± 5.4 kg/m2]. All patients reported at least one transient post-pro-
cedural symptom, such as minimal abdominal pain, abdominal discomfort, 
nausea, or vomiting. Only one patient required an overnight hospital stay due 
to persistent vomiting and pain; the remaining twenty-eight patients were 
discharged six hours post-ESG. No hospital readmissions or re-hospitalizations 
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occurred after initial discharge. Furthermore, no instances of fluid, electrolyte, 
or nutritional insufficiency were observed throughout the follow-up period, 
underscoring the procedure's high safety profile. Follow-up data completeness 
was 100 % at 1 month, 89.7 % (n = 26) at 3 months, 75.9 % (n = 22) at 6 months, 
and 31.0 % (n = 9) at 12 months. Procedure-related details showed that the 
median number of sutures utilized was 5 (range: 3–6), with 22 patients specif-
ically receiving 5 sutures. Regarding the suture pattern, U-pattern was em-
ployed in 17 cases, while the interlocking ESG technique was used in 12 cases.
Body Mass Index (BMI) demonstrated a significant and continuous decrease 
post-procedure, starting from a baseline of 36.6 ± 5.4 kg/m2 and dropping to 
32.9 ± 4.9 kg/m2 at 1 month, 30.6 ± 4.4 kg/m2 at 3 months, 29.4 ± 3.9 kg/m2 
at 6 months, and finally reaching 28.6 ± 5.3 kg/m2 at 12 months. Correspond-
ingly, the percentage of Total Body Weight Loss ( %TBWL) progressed steadily, 
averaging 9.8 ± 2.5 % at 1 month, 16.0 ± 3.8 % at 3 months, 16.6 ± 6.4 % at 6 
months, and stabilizing at 16.8 ± 6.6 % by the 12-month mark. Furthermore, 
the percentage of Excess Weight Loss ( %EWL) showed excellent outcomes, 
advancing from 29.9 ± 9.0 % at 1 month to 48.9 ± 14.9 % at 3 months, 
53.3 ± 23.7 % at 6 months, and culminating in 60.3 ± 31.7 % at 12 months. The 
percentage of patients achieving key weight loss thresholds remained high 
across follow-up: At the end of the first month, 100 % of patients achieved 
the ≥ 5 % TBWL target, with 45 % reaching ≥ 10 % TBWL and 6.9 % reach-
ing ≥ 15 %TBWL. By the third month, 100 % maintained the ≥ 5 % TBWL achieve-
ment, while the rates for ≥ 10 % and ≥ 15 % TBWL increased significantly to 96 % 
and 62 %, respectively. At six months, 96 % of patients maintained ≥ 5 % TBWL, 
with 82 %and 68 % achieving ≥ 10 % and ≥ 15 % weight loss, respectively. Finally, 
at the twelve-month follow-up, 100 % of the available patients had sus-
tained ≥ 5 % TBWL, with 78 % reaching ≥ 10 % and 67 % achieving ≥ 15 % weight 
loss.
Conclusions  Our early experience from Türkiye demonstrates that ESG is a 
procedure with a high safety profile and results in significant and clinically 
meaningful improvements in body composition and weight loss up to 12 
months post-procedure. The integration of a highly individualized nutritional 
support program may contribute to these favorable outcomes.
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Abstract Text
Endoscopic bariatric therapies offer minimally invasive options for patients with 
obesity who are not candidates for surgery. We report a novel combined ap-
proach integrating Endoscopic Sleeve Gastroplasty (ESG) with Gastric Mucosal 
Ablation (GMA) of the fundus using the MOVIVA probe. The device allows sub-

mucosal injection to protect deeper layers and controlled mucosal ablation via 
Argon Plasma Coagulation, aiming to reduce ghrelin-producing cells. A 54-year-
old man (BMI 44 kg/m²) underwent MOVIVA-assisted fundic ablation followed 
by ESG with the OverStitch NXT system. The procedure was uneventful, and 
oral intake resumed the next day. At one month, the patient reported early 
satiety and achieved 16.5 % total body weight loss. This combined strategy may 
enhance metabolic outcomes by coupling gastric restriction with hormonal 
modulation.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/ce54bf88-34e5-42ee-976a-b44e7222bf5b/Uploads/19978_Il_
mio %20filmato %2019.mp4
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Aims  EndoZip is a fully automated endoscopic suturing device designed to 
reduce gastric volume for obesity treatment, decreasing operator dependence 
during endoscopic gastroplasty. A recent multicenter clinical trial demonstrat-
ed that the device is easy to use, safe, and effective for treating class I and II 
obesity. This analysis focuses on ouycomes from the Italian site, evaluating the 
efficacy and safety of EndoZip system in improving obesity-related comorbid-
ities.
Methods  This prospective, single-arm, open-label clinical trial enrolled pa-
tients with BMI 30-42g/m2 and hypertension and/or type 2 diabetes mellitus 
(T2DM) who failed non-invasive weight-loss therapies and were suitable can-
didates for bariatric endoscopy. Endpoints include percentage total body 
weight loss ( %TBWL), changes in T2DM (HbA1c and/or HOMA-IR index), and 
changes in hypertension (blood pressure reduction by 24-hours ambulatory 
blood pressure monitor (ABPM) and/or reduction of antihypertensive medica-
tion/dosage) at 12 months post-procedure. The incidence of adverse events, 
changes in Fibroscan parameters (CAP score and fibrosis) and Weight-related 
Quality of Life (IWQOL) Questionnaire scores.
Results  Twenty patients (80 % female, mean age 51.9 ± 9.8 years, mean BMI 
34.8 ± 3.2 kg/m²) were enrolled at a single tertiary center. Comorbidity distri-
bution included five patients (25 %) with both hypertension and T2DM, eleven 
(55 %) with hypertension alone, and four (20 %) with T2DM alone. The mean 
adjusted %TBWL at 12 months was 11.4 % (95 % CI: 9.1 %–13.6 %). Among pa-
tients with hypertension, 53.8 % showed improvement, 30.8 % showed no 
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change, and 15.4 % worsened. In all worsening cases, the antihypertensive 
medication has been discontinued. Among patients with T2DM, 62.5 % showed 
improvement, 25.1 % showed no change, and 12.5 % worsened. Fibroscan 
demonstrated a significant improvement in steatosis (CAP score: 314 ± 47.9 at 
baseline vs. 263 ± 54.6 at 12 months, p = 0.0048), while fibrosis changes from 
baseline were not statistically significant (5.5 ± 1.7 kPa vs. 5 ± 1 kPa, p = 0.1510). 
The mean IWQOL score at 12 months increased by more than 12 points from 
baseline (14.2 points ± 11.6), indicating a meaningful improvement in patients' 
quality of life. One severe adverse event occurred—bleeding that was effective-
ly managed by endoscopic hemostasis.
Conclusions  EndoZip demonstrates effective weight-loss outcomes and mean-
ingful improvement in obesity-related comorbidities at 12 months. The pro-
cedure also leads to significant improvement in patient quality of life. The 
safety profile is consistent with expectations for endoscopic gastroplasty, sup-
porting EndoZip as a safe and effective minimally invasive option for patients 
with class I–II obesity.
Conflicts of Interest  Ivo Boskoski is consultant for Nitinotes.

Biliary strictures and cholangiocarcinoma: 
From diagnosis to drainage

15/05/2026, 17:30–18:30� Emerald 5

PYP280  Diagnostic Yield of ERCP Brush Cytology 
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Aims  The presence of a biliary stricture is a medical challenge. ERCP brush 
cytology (BR) and endo-biliary forceps biopsies (BX) are commonly used tissue 
sampling techniques. BR is favoured for its simplicity; however, its diagnostic 
sensitivity has historically been low. Its utility is limited by poor specimen qual-
ity and equivocal results are common [1]. BX, while technically more demand-
ing, offers superior histological detail and higher diagnostic yield [2]. Given the 
implications of missed or delayed diagnoses, it is crucial to establish a stand-
ardised, evidence-based approach to tissue sampling during ERCP.
We aimed to compare the diagnostic utility of ERCP brushings versus endo-bil-
iary biopsies in patients with confirmed malignant biliary obstruction.
Methods  We retrospectively reviewed all patients who underwent ERCP for 
investigation of biliary strictures during a three-year period (08/2021–07/2024) 
in our department (a referral centre). We acquired all relevant data (demo-
graphics, histological diagnosis, method of diagnosis, dates) through patient 
records.
Diagnostic yield was defined as a positive cytology or histology confirming 
malignancy. Results were analysed in three categories (Negative, Positive, Sus-
picious). Agreement analysis (kappa values) was performed in all patients who 
underwent both BR and BX.
Results  Total number of patients investigated for biliary stricture was 208. A 
confirmed diagnosis of malignancy was established in 110 patients (53.4 %) 
through ERCP brushings (BR), ERCP biopsies (BX), or further investigations. BR 
was performed in 110 patients, with the addition of BX in 55/110. BR was pos-
itive in 33/110 (30 %) and negative in 77/110 (70 %) (including suspicious 
28/110; 25.9 %), which required another modality to confirm diagnosis.

BX were positive in 34/55 (61.8 %) and negative in 21/55 (38.2 %) (including 
suspicious 8/55; 14.5 %). All suspicious cases for BX and BR were ultimately 
proven malignant. There were no cases where BR was positive but BX was neg-
ative. Among the 55 patients who had both tests, BR was positive in 13/55 
(23.7 %) compared with 34/55 (61.8 %) for BX. No complications were noted as 
a direct result of BX in addition to BR.
Concordance analysis:  Overall agreement between BR and BX was low 
(43.6 %), with only fair concordance (Cohen’s kappa 0.20–0.21). Even when 
results were merged, agreement improved only modestly (58.2 %). A key find-
ing was that BR frequently missed malignancy: 29 % of patients with negative 
brushings had positive biopsies, and 36.4 % had positive or suspicious biopsy 
results, demonstrating the limited reliability of brushings as a standalone test.
Conclusions  The data suggests BR cytology has limited sensitivity as a stan-
dalone diagnostic tool in malignant biliary strictures, and biliary biopsies have 
almost 3 times the diagnostic yield. This is significant as delayed diagnosis often 
leads to delay in definitive treatment and delays referral for subsequent diag-
nostic modalities pending results. The low kappa values (0.20–0.21) indicate 
only fair agreement between BR and BX, reinforcing that the two methods do 
not perform similarly and that BR frequently under-detects malignancy com-
pared with BX.
In this cohort of patients, brushings provided low diagnostic yield whether 
performed alone or with BX (30 % and 23.7 % in respective cohorts). Endo-biliary 
BX have a higher diagnostic yield (61.8 %). The data also suggests that brushings 
add little incremental value and could be omitted unless biopsies are techni-
cally challenging. The poor concordance between the two modalities (Cohen’s 
kappa 0.20–0.21) further demonstrates that brushings frequently miss malig-
nancy captured by biopsies. Biopsy should be considered the standard of prac-
tice, with brushings reserved as an adjunctive option rather than a primary 
diagnostic tool.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Indeterminate biliary strictures (IBS) remain diagnostically challenging, 
as imaging, ERCP-based tissue sampling, and EUS-guided tissue acquisition 
(TA) often fail to differentiate malignant from benign lesions. Digital single-op-
erator cholangioscopy (D-SOC) improves accuracy through direct visualization 
and targeted biopsies, although false-negative histology persists. This study 
evaluated whether biopsy orientation and cholangioscopic visual assessment 
using the Monaco classification improve diagnostic performance.
Methods  This retrospective single-center study included all consecutive pa-
tients undergoing D-SOC with direct biopsies for IBS at Infermi Hospital (Rimini, 
Italy) from 2017 to 2025. Two cohorts were analyzed: non-oriented biopsies 
(2017–2021) and oriented biopsies (2022–2025). Malignancy was defined 
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according to a clinico-pathological standard (surgical histology or long-term 
follow-up). Primary outcomes were diagnostic yield, sensitivity, and specificity 
for malignancy. The Monaco classification was considered positive when ≥ 3 
criteria were present. Diagnostic accuracy was further assessed using combined 
parallel (Monaco-positive or malignant histology) and serial (Monaco-positive 
and malignant histology) strategies.
Results  A total of 103 patients were included (non-oriented 64.1 %; oriented 
35.9 %). Overall biopsy diagnostic yield for malignancy was 62.1 % (95 % CI: 
52.0–71.5), with sensitivity 57.1 % (95 % CI: 44.0–69.5) and specificity 100 % 
(95 % CI: 91.0–100). Diagnostic yield was comparable between groups: 61.5 % 
(95 % CI: 48.6–73.3) for non-oriented and 63.2 % (95 % CI: 46.0–78.2) for ori-
ented biopsies. Sensitivity was 61.9 % (95 % CI: 45.6–76.4) and 47.6 % (95 % CI: 
25.7–70.2), respectively; specificity remained 100 % in both.Cholangioscopic 
visual assessment alone showed higher sensitivity (84.4 %, 95 % CI: 72.6–92.7) 
but lower specificity (65.9 %, 95 % CI: 50.1–79.5). Combined analysis improved 
diagnostic performance: the parallel model significantly increased sensitivity 
to 82.5 % (95 % CI: 70.9–90.9; p < 0.05 vs biopsy alone), while the serial model 
maintained specificity at 100 % (95 % CI: 91.2–100), equivalent to histology.
Conclusions  D-SOC remains a valuable tool in evaluating indeterminate biliary 
strictures. Orientation of biopsy samples does not appear to provide an incre-
mental diagnostic yield and sensitivity. Integrating visual cholangioscopic as-
sessment through the Monaco classification substantially enhances the ability 
to identify malignant lesions, by reducing false negative results, while main-
taining high specificity when used in a serial combination with biopsy.
Further evidence is needed to better assess biopsy-handling techniques, opti-
mize tissue acquisition strategies, and integrate artificial intelligence in the 
diagnostic pathway to increase the diagnostic performance for indeterminate 
biliary strictures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate whether endoscopic ultrasound-guided tissue acquisition 
(EUS-TA) isassociated with an increased risk of peritoneal carcinomatosis in 
patients with hilarcholangiocarcinoma, and to assess its impact on time-to-peri-
toneal dissemination andoverall survival. A secondary aim was to analyse 
whether outcomes differed between operated and non-operated patients, and 
to compare results according to the type of needleused (FNA vs FNB).
Methods  This retrospective cohort study included 100 patients with hilar cholan-
giocarcinoma. Eightpatients with peritoneal carcinomatosis at baseline were ex-
cluded from the analysis ofdissemination risk. Clinical, radiological, and procedur-
al variables were collected, includinguse of EUS-TA, surgical management, and 
needle type. Primary endpoints were: [1] development of peritoneal carcinoma-
tosis, [2] time to peritoneal dissemination, and [3] overall survival. Analyses were 
performed using Fisher’s exact test for categorical variablesand Kaplan–Meier 
curves with log-rank testing for time-to-event outcomes. Subgroupanalyses were 
conducted for operated vs non-operated patients and for FNA vs FNB.
Results  Among the 92 patients without baseline peritoneal disease, peritoneal 
carcinomatosisoccurred in 6/32 EUS-TA patients (11.7 %) and 7/60 without EUS-TA 
(18.8 %), with nosignificant difference (p = 0.36). Median time to peritoneal dis-
semination was similarbetween groups: 13.5 months (IQR 6.75–18.5) for EUS-TA 
vs 17 months (IQR 14–26) fornon-EUS (log-rank p = 0.165). Median overall surviv-
al was 301 days (IQR 95–566) withEUS-TA and 151 days (IQR 51.5–474) without 
EUS-TA (log-rank p = 0.60).In the operated subgroup, dissemination occurred in 
2/11 (18.2 %) with EUS-TA vs 5/30(16.7 %) without EUS-TA (p = 0.20). In non-oper-
ated patients, dissemination rates were19.0 % (4/21) with EUS-TA and 6.7 % (2/30) 

without EUS-TA (p = 1.00). Time-to-dissemination and overall survival curves 
showed no significant differences within eithersubgroup.In the needle-type anal-
ysis, dissemination rates were similar between FNA (4/22, 18.2 %)and FNB (2/10, 
20.0 %) (p = 1.00), with no differences in survival outcomes (all log-rank p &gt;0.4).
Conclusions  EUS-guided tissue acquisition does not increase the risk of peri-
toneal carcinomatosis inpatients with hilar cholangiocarcinoma, nor does it 
affect time-to-dissemination or overall survival. These findings remained con-
sistent across operated and non-operated subgroups,suggesting that surgical 
status does not modify the oncological impact of EUS-TA.Additionally, the 
needle type (FNA vs FNB) did not influence dissemination or survival,support-
ing the safety of both sampling techniques [4].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Transarterial radioembolization (TARE) with Yttrium-90 microspheres is 
an established locoregional treatment for hepatocellular carcinoma, but radi-
ation-induced biliary complications remain underreported. This study aimed 
to determine the prevalence, temporal patterns, and predictors of TARE-relat-
ed cholestasis, and to provide histological proof of our hypothesis that TARE 
can cause cholestasis through direct radiation injury to the bile ducts.
Methods  We retrospectively analyzed all patients who underwent TARE at a 
tertiary care center between January 2020 and December 2024. Demograph-
ics, tumor type, procedural details (unilobar, bilobar, segmental administra-
tion), applied radiation dose, follow-up imaging, and endoscopic findings were 
reviewed. TARE-related cholestasis was defined as new-onset cholestasis with-
out preexisting or post-transplant occurrence. Risk factors were evaluated 
using logistic regression and Cox proportional hazards models. Patients who 
developed biliary strictures underwent ERCP with stent placement and/or bal-
loon dilatation as indicated. In patients with unclear strictures post-TARE, chol-
angioscopy with targeted biopsies was performed during ERCP to histological-
ly characterize radiation-associated tissue changes.
Results  Among 258 patients (29.8 % female; median age 67 ± 12.0 years) under-
going 331 TARE procedures, 19 underwent subsequent ERCP. After excluding al-
ternative causes (n = 7) and parenchymal liver damage (n = 1), 11 patients had 
confirmed clinically significant TARE-related biliary strictures. The median interval 
from TARE to stricture was 19.4 months (applied median activity 2.28 GBq, medi-
an dose 121.5 Gy). On cross-sectional imaging, stricture patterns included lobar 
(52.7 %), central (27.3 %), and segmental (20.0 %) distributions, all localized to ir-
radiated liver segments. Overall, radiologic cholestasis developed in 55 of 295 
evaluable procedures (18.6 %). Independent predictors of imaging-detected 
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cholestasis included increasing age (HR 1.04/year, p = 0.003), cholangiocarcinoma 
versus HCC (HR 5.66, p < 0.001), and bilobar treatment (HR 2.36, p = 0.036). Me-
dian imaging-based cholestasis-free survival was 829 days. All 11 patients with 
clinically significant strictures underwent endoscopic stent placement; 6 received 
additional balloon dilatation. Notably, 10 of 11 patients showed stable disease or 
tumor response at ERCP, indicating stricture development independent of pro-
gression. Critically, cholangioscopy-guided biopsies demonstrated glass micro-
spheres within the stricture tissue, providing direct histological proof that TARE 
causes cholestasis through radiation-induced bile duct injury.
Conclusions  Radiologically detectable cholestasis occurs in 18.6 % of TARE 
procedures as a delayed complication. The histological demonstration of glass 
microspheres within biliary strictures confirms our hypothesis of direct radia-
tion-induced bile duct injury. ERCP with stenting remains the primary thera-
peutic approach for clinically significant strictures. Cholangioscopy with tar-
geted biopsy should be considered for definitive diagnosis when distinguishing 
radiation-induced strictures from malignant obstruction.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The diagnosis of perihilar cholangiocarcinoma (CCA) remains challeng-
ing, with conventional cytology, brushing, transpapillary biopsies and imaging 
providing limited sensitivity. [1] Endoscopic ultrasound (EUS)-guided fine-nee-
dle biopsy (FNB) is typically performed in the presence of a mass or suspicious 
portal lymph nodes. [2] In contrast, cholangioscopy-directed biopsies are in-
creasingly used for evaluating indeterminate biliary strictures. [3] Comparative 
real-world data on their diagnostic yield are scarce. We aimed to assess the 
diagnostic performance, safety, and clinical impact of these modalities.
Methods  We retrospectively analyzed 117 consecutive patients with hilar 
strictures evaluated for suspected biliary malignancy between 01.2020-
09.2025. The final diagnosis was based on surgical histology when available, 
or on a multidisciplinary consensus with radiological and clinical follow-up. 
Sensitivity analysis was restricted to the 96 patients with confirmed malignan-
cy. A test was considered positive when histology confirmed malignancy (EUS-
FNB or cholangioscopy guided biopsy) or when visual features were interpret-
ed as malignant. True positives (TP) were malignant cases with diagnostic 
confirmation, and false negatives (FN) were malignant cases with negative or 
non-diagnostic results. Combined sensitivity was defined as positivity in at least 
one modality in patients who underwent both procedures.
Results  Of 117 patients, 96 (82 %) had malignancy. Median age was 66 years 
(IQR 58–73), 53 % were male, ECOG 0–1 in 94 %, and the comorbidity burden 
was moderate. Malignant lesions were hilar in 78 % and Bismuth I in 20 %, with 
Bismuth–Corlette III–IV predominating. EUS-FNB was performed in 40 of these 
cases, yielding a sensitivity of 65 % (26/40; 95 % CI: 46.3–76.3). Cholangiosco-
py-directed biopsies were performed in 72 malignant cases, with a sensitivity 
of 72.2 % (52/72; 95 % CI: 60.5–82.9). Visual impression during cholangioscopy 
suggested malignancy in 61 of 72 cases, corresponding to a sensitivity of 84.7 % 
(95 % CI: 74.3–92.3). In the subgroup of 26 malignant patients who underwent 
both procedures, the combined sensitivity increased to 96.2 % (25/26; 95 % CI: 
81.1–99.9). Adverse events were more frequent after cholangioscopy (chol-
angitis 13.5 %, pancreatitis 3.4 %, bleeding 2.2 %) than EUS (pancreatitis 4.5 %); 
all were mild and managed conservatively.

Conclusions  EUS-FNB and cholangioscopy each demonstrated moderate sen-
sitivity, with visual cholangioscopy yielding the highest single-modality per-
formance. Although cholangioscopy carried more complications, the combi-
nation of EUS and cholangioscopy achieved near-complete sensitivity and 
remained safe, underscoring their complementary role in the diagnostic algo-
rithm of suspected CCA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Although bilateral endoscopic drainage is regarded as essential for 
achieving adequate liver volume drainage in unresectable high-grade malig-
nant hilar biliary obstruction (MHO), limited evidence exists regarding the 
comparative outcomes of bilateral versus tri-segmental drainage. We aimed 
to evaluate and compare the clinical outcomes of bilateral and tri-segmental 
biliary drainage in patients with unresectable MHO.
Methods  After propensity score matching, 52 patients with unresectable MHO 
of Bismuth type IIIa or IV were included. Patients underwent plastic stent place-
ment for drainage of either two hepatic sectors (bilateral group; left plus right 
anterior or right posterior, n = 26) or all three hepatic sectors (tri-segmental 
group, n = 26). The primary outcome was clinical success, and secondary out-
comes were procedure time, adverse events (AEs), and time to recurrent biliary 
obstruction (RBO).
Results  The clinical success rate was 76.9 % (20/26) in the bilateral group and 
84.6 % (22/26) in the tri-segmental group (P = 0.727). The tri-segmental group 
demonstrated a significantly longer median time to RBO (44 days vs. 67 days, 
P = 0.003), whereas the procedure time was significantly shorter in the bilater-
al group (28.2 ± 8.3 minutes vs. 35.6 ± 11.3 minutes, P = 0.017). Overal AE rates 
were comparable between the two groups, and no severe AEs were observed 
(3.8 % vs. 7.7 %, P = 1.000).
Conclusions  Our findings suggest that, without undue concern for proce-
dure-related AEs from prolonged duration, attempting to drain all technically 
feasible hepatic sectors could confer clinical benefit in the management of 
unresectable high-grade MHO.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Biliary strictures present a major diagnostic challenge as benign and 
malignant conditions often exhibit similar clinical and imaging findings. In cas-
es of indeterminate strictures, obtaining a tissue sample is crucial. Notably, up 
to 25 % of patients undergoing surgery for suspected cholangiocarcinoma 
(CCA) are ultimately diagnosed with benign disease, underscoring the difficul-
ty of preoperative diagnosis. The low cellularity and desmoplastic nature of 
CCA further complicate cytological and histological assessments. Current ESGE 
guidelines recommend ERCP with tissue acquisition (TA) as the preferred diag-
nostic approach for perihilar strictures requiring drainage. This study aims to 
evaluate the diagnostic accuracy of EUS-TA for both distal and perihilar biliary 
strictures in a high-volume bilio-pancreatic endoscopy referral center.
Methods  A retrospective analysis was conducted on a prospectively main-
tained database of patients who underwent EUS-TA at San Raffaele Hospital 
between April 2021 and June 2024 due to obstructive jaundice or biliary stric-
tures identified via CT or MRI. Patients with preexisting pancreatic lesions, 
extrinsic biliary compression, or choledocholithiasis without biliary abnormal-
ities were excluded. EUS-guided tissue sampling was performed using 
25–22-gauge FNA or FNB needles with Rapid On-Site Evaluation (ROSE) by 
cytotechnicians. The final diagnosis was established based on surgical pathol-
ogy, imaging, or a minimum follow-up of six months. Sensitivity, specificity, 
and likelihood ratios (LLR + and LLR − ) were calculated using 2 × 2 contingency 
tables, with 95 % confidence intervals estimated via the Clopper-Pearson meth-
od. Additionally, a Random Forest model was developed using an 80:20 strat-
ified split of the dataset, preserving class distribution. The model achieved an 
accuracy of 83.33 % on the test set (▶Table 1).
Results  Of the 249 patients screened, 86 met the inclusion criteria. Among 
them, 47 (54.7 %) had perihilar strictures, and 39 (45.3 %) distal ones. Strictures 
presented as lesions in 65 % of cases and as wall thickening in 35 %. Malignancy 
was diagnosed in 76.7 % of cases, while 23.2 % were benign. Adequate tissue 
sampling was achieved in 94 % of cases, with five false-negative results. EUS-TA 
demonstrated an overall sensitivity, specificity, and accuracy of 86.4 %, 95 %, 
and 88.4 %, respectively. In perihilar strictures, sensitivity was 85.7 %, specific-
ity 100 %, and accuracy 87.2 %, with an NPV of 45.4 % and negative LR of 0.14. 
Combining EUS-TA with ERCP-TA improved sensitivity to 89 % and accuracy to 
92 %.The Random Forest model showed high diagnostic performance, with a 
precision of 0.88, recall of 0.94, and an F1-score of 0.91 for malignant lesions. 
Multivariate analysis identified male sex, jaundice, mass-like presentation, and 
vascular invasion as independent predictors of malignancy. No clinical or EUS 
factors were significantly associated with diagnostic accuracy prediction.

▶Table 1	 

Se (95 %CI) Sp (95 %CI) PPV (95 %CI) NPV (95 %CI) LR +  LR- Accuracy

Any Location (n = 86) 86.4 % (76.1-
92.7)

95 % (76.4-99.1) 98.3 % (90.9-
99.7)

67.9 % (49.3-
82.1)

17.2 0.14 88.4 %

Perihilar strictures 
(n = 47)

85.7 % (72.2-
93.3)

100 % (56.6-100) 100 % (90.4-100) 45.5 % (21.3-72) NA 0.14 87.2 %

Distal strictures 
(n = 39)

87.5 % (69.0-
95.7)

93.3 % (70.2-
98.8)

95.5 % (78.2-
99.2)

82.4 % (59.0-
93.8)

13.1 0.13 89.7 %

Conclusions  This study confirms the strong diagnostic performance of EUS-TA 
for biliary strictures, including perihilar cases. The combination of EUS-TA and 
ERCP-TA significantly improves diagnostic yield, particularly for perihilar stric-
tures. These findings support the use of EUS-TA as a first-line diagnostic ap-
proach in high-expertise centers, with a same-session EUS-ERCP strategy op-
timizing procedural efficiency and reducing risks.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Hilar malignant strictures are challenging to diagnose. Current guidelines 
recommend ERCP-based tissue acquisition as the first-line modality for perihi-
lar strictures requiring biliary drainage, yet its sensitivity remains suboptimal 
and often necessitates multiple procedures. Endoscopic ultrasound-guided 
fine-needle biopsy (EUS-FNB) can provide direct access to perihilar lesions and 
regional lymph nodes. It can obtain high-quality histological cores, but its use 
has historically been limited by concerns about tumour seeding, based on small, 
outdated studies. With modern FNB needle technology, diagnostic perfor-
mance has substantially improved, yet contemporary evidence specifically 
addressing hilar lesions remains limited. To address this gap, we conducted a 
multicentre study to assess the diagnostic performance and safety profile of 
EUS-FNB as a first-line tool in the diagnostic approach to suspected hepatic 
hilum malignancies [1–3].
Methods  A retrospective analysis was performed on all consecutive patients 
undergoing EUS-FNB as a first-line tool for perihilar strictures and lymph nodes 
from October 2014 to April 2025 at four tertiary centres. All patients were 
monitored after EUS-FNB through clinical and radiological follow-up for ≥ 6 
months or until death. Final diagnosis was based on surgical pathology or a 
composite reference standard (cytology/histology and clinical–radiological 
follow-up). Histological adequacy was documented for each biopsy, and de-
scriptive statistical analyses of baseline characteristics, procedural variables, 
and lesion features were conducted. Diagnostic performance was assessed 
using intention-to-diagnose (ITD), per-protocol (PP), and full-pathway analyses, 
including second-look EUS-FNB when performed. Sensitivity, specificity, pos-
itive and negative predictive values (PPV, NPV), and accuracy were calculated 
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with 95 % confidence intervals. Diagnostic yield, incremental yield after repeat 
biopsy, and number-needed-to-repeat (NNT-repeat) were also determined. 
Adverse events were recorded according to ASGE lexicon criteria (▶Table 1).

▶Table 1	 

Variable Patients (n = 144)

Biopsy needle 22G 126 (87.5 %)

Passes ≥ 3 95 (66.0 %)

Repeated EUS-FNB 27 (18.8 %)

Cholangitis 4 (2.8 %)

Pancreatitis 2 (1.4 %)

Bleeding 2 (1.4 %)

Malignant lesions 121 (84.0 %)

Results  A total of 144 patients were included (mean age 69.1 ± 10.8 years; 
62.3 % males). Mean lesion size was 29.1 ± 13.6 mm. A biliary stent was present 
at the time of the first EUS in 35 patients (24.3 %). Histological adequacy at first 
EUS-FNB was achieved in 136/144 patients (94.4 %), while 8 samples (5.6 %) 
were inadequate. The final diagnosis was malignant in 121 (84.0 %) patients, 
with cholangiocarcinoma being the most common cause. In the ITD analysis, 
first-attempt EUS-FNB showed a sensitivity of 81.8 % (95 % CI 74.0–87.6), spec-
ificity of 100 % (95 % CI 82.2–100.0), and overall accuracy of 84.7 % (95 % CI 
77.8–89.6). Excluding inadequate samples, the per-protocol sensitivity rose to 
86.0 % (95 % CI 78.5–91.1), with an accuracy of 88.2 % (95 % CI 82.1–92.6). A 
second EUS-FNB was performed in 27 patients following an initial non-diag-
nostic or negative result, achieving 100 % histological adequacy. Four addition-
al true positives were identified, resulting in an incremental yield of 14.8 % and 
a NNT-repeat of 6.75. When repeat sampling was included, the complete diag-
nostic pathway showed a sensitivity of 85.1 % (95 % CI 77.7–90.4) and an accu-
racy of 87.5 % (95 % CI 81.4–91.8). Adverse events occurred in 7 patients (4.9 %), 
none of which were severe or procedure-related, and there was no proce-
dure-related mortality. The presence of a biliary stent significantly reduced 
diagnostic yield (p = 0.03), whereas lesion size, needle type and number of 
passes had no impact.
Conclusions  EUS-FNB provides high diagnostic accuracy and a favourable 
safety profile for suspected hilar biliary malignancies. These findings support 
its integration into the diagnostic pathway for hilar lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  It is unclear which is the best approach for the drainage of malignant 
distal biliary obstruction (MDBO) after failed endoscopic retrograde cholangi-
opancreatography(ERCP). We compared endoscopic ultrasound (EUS)–guided 
gallbladder drainage (GBD) and EUS-guided choledocoduodenostomy (CDS) 
with lumen-apposing metal stents (LAMS) as rescue treatment in the case of 
ERCP failure.
Methods  This was an international multicenter retrospective observational 
study at 28 tertiary care centers through August 2024. Outcomes were com-
pared using propensity score matching. The primary outcome was the com-
parison of the clinical success rates between EUS-GBD vs. EUS-CDS. Clinical 
success was defined by a > 15 % decrease in total bilirubin levels within 24 h and 
a > 50 % decrease within 14 days after the procedure; secondary outcomes were 
technical success, defined as adequate LAMS placement with visualization of 
bile flow, AE and severe AE (SAE), defined as > grade II AE according to the AGREE 
classification, and overall survival [1–6].
Results  Five hundred twenty-nine patients underwent EUS-guided drainage, 
of which 136 underwent EUS-GBD, and 393 underwent EUS-CDS. After 1-to-1 
propensity score matching, 224 patients were selected (112 per group). The 
mean age was 76 ± 4 years in both groups (p = 0.9), and 49 (43.7 %) and 48 
(42.8 %) male patients were treated with EUS-GBD and EUS-CDS, respectively 
(p = 0.9). EUS-GBD and EUS-CDS had similar technical success (97.3 % and 91 %; 
p = 0.08) and clinical success rates (83 % and 85.7 %; p = 0.17). Mean bilirubin 
levels decreased from 17.5 mg/dL (SD6) at baseline to 8.1 mg/dL (SD 6.54) at 
24 hours to 2.8 mg/dL (SD: 2.15) at 14 days in the EUS-GBD group and from 
18.1 mg/dL (SD 8) at baseline to 7.9 mg/dL (SD 8.25) at 24 hours to 3.2 mg/dL 
(SD 1.35) at 14 days in the EUS-CDS group. AE rate was 19.6 % in the EUS-GBD 
group and 12.5 % in the EUS CDS group (p = 0.20), of which 10 (8.9 %) and 7 
(6.2 %) severe AEs respectively (p = 0.61). Bleeding occurred in seven patients 
(6.1 %) after EUS-GBD and 3 patients (2.5 %) after EUS-CDS. Two cases of per-
foration (1.7 %) were observed after EUS-CDS and both were successfully man-
aged endoscopically. Stent occlusion occurred in 6 patients (5 %, of which 4 
cases within 48 hours) after EUS-GBD and 4 patients (3.5 %, all of them beyond 
one week from the procedure) following EUS-CDS (p = 0.74); in all cases these 

events were treated with double pigtail placement into the LAMS.Stent migra-
tion was observed in 2 (1.7 %) and 1 (0.8 %) patients in the two groups, respec-
tively (p = 0.98). Two of these cases were intraprocedural and were treated with 
removal and replacement of the LAMS, while one case occurred 90 hours after 
EUS-GBD and required surgery. Two cases of mild acute pancreatitis were ob-
served after EUS-GBD (1.7 %), probably due to the previous ERCP attempt. Five 
infectious events were registered after EUS-GBD (4.4 %), of which 1 was severe 
and 3 within 48 hours; on the other hand, 4 cases (3.5 %), of which 2 were severe 
and 3 within 48 hours occurred after EUS-CDS (p = 0.29). All these infectious 
events were treated successfully with antibiotics. whereas 5 infectious events 
were registered after EUS-GBD (4.4 %) and 4 cases (3.5 %) after EUS-CDS 
(p = 0.29). No treatment-related deaths were observed. Median overall surviv-
al was 5 months (4-7) in the EUS-GBD group and 5.5 months (5-7) in the EUS-
CDS group (p = 0.55).
Conclusions  Our study showed that in patients with MDBO after failed ERCP, 
EUS-GBD or EUSCDS were comparable with similar rates of efficacy and safety. 
EUS-GBD could represent an easy and safe option in MDBO patients without 
previous cholecystectomy and with a clear patency of the cystic duct.
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Aims  Endoscopic ultrasound (EUS) is one of the major innovations that has 
played a transformative role in gastroenterologyand related disciplines. With 
its evolution, its use has expanded from simple diagnosis to management of 
various gastroenterologicalconditions, such as biliary strictures [1, 2].
Methods  In light of these advancements, in the present review, we summarize 
the current evidence on the transformativerole of EUS in the diagnosis and 
management of biliary strictures. Two independent reviewers conducted a 
literature search using fiveelectronic databases, PubMed, CENTRAL, Science 
Direct, Google Scholar, and EMBASE for all available literature published up 
toJanuary 2025. Articles that met our inclusion criteria were included in the 
review, and statistical software was used to analyze thereported outcomes.
Results  Our literature search yielded 935 articles, of which 19 met our inclusion 
criteria and were included in the review. Ten articlesfocused on EUS as a diag-
nostic method, and nine focused on EUS-guided therapeutic interventions. Our 
meta-analysis results showedthat EUS fine-needle aspiration (EUS-FNA) is su-
perior to conventional techniques for diagnosing malignant biliary strictures. 
Thesensitivity of EUS-FNA ranged from (0.43; 95 % CI [0.24, 0.63]) to (1.00; 
95 % CI [0.79, 1.00]) compared to that of conventionaldiagnostic methods, 
which ranged from (0.36; 95 % CI [0.19, 0.56]) to (0.96; 95 % CI [0.90, 0.99). 
Both EUS-FNA and conventionaldiagnostic methods exhibit a high specificity 
for diagnosing biliary strictures, with most having a specificity of 100 %. In 
managingbiliary strictures, we found that EUS-guided intervention exhibited 
a significantly higher clinical success rate than controlinterventions (OR: 2.89; 
95 % CI [1.22, 6.84] p = 0.02). However, no significant difference was observed 
when the technical successrates were pooled (odds ratio [OR], 0.97; 95 % CI 
[0.30, 3.16] p = 0.96).
Conclusions  EUS has been shown to be a promising tool for the diagnosis and 
management of biliary strictures. Furthermore, asempirical evidence indicates, 
through a combination of EUS-guided and conventional interventions, diag-
nostic performance improvessignificantly. Therefore, we recommend that the 
feasibility and use of EUS-guided interventions in the diagnosis and manage-
ment ofbiliary strictures should be investigated in greater depth.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP290  Development of an Automated ESD Train-
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Aims  ESD training in Western settings remains difficult due to low case volume 
and the absence of a standardized curriculum. Existing approaches rely mainly 
on an apprentice model, despite recommendations from ASGE/ESGE. Task 
analyses show that marking, incision, and submucosal dissection are core skills, 
underscoring the need for training environments that closely replicate real ESD 
conditions. Animal models offer high fidelity but are limited by cost and logis-
tics. We developed a CT-based, anatomically realistic ESD simulator to address 
these gaps.
Methods  Gastric CT gastrography data were used to create 3D anatomical 
reconstructions and region-specific coordinates, which were then converted 
into modular synthetic stomach models representing the antrum, lower and 
mid body along the lesser and greater curvature, the angulus, and the cardia. 
An automated positioning system was developed to move each module into 
the appropriate anatomical location. Six expert endoscopists performed ESD 
five times in each region (sets A/B/C) and provided structured evaluations of 
anatomical fidelity and concordance with ASGE/ESGE skill requirements.Novice 
endoscopists (n = 10) conducted repeated training sessions in beginner-level 
regions (antrum-LC, mid-body LC), and learning curves were assessed by com-
paring dissection speeds from the initial five attempts to the final five attempts.
Results  Experts reported high anatomical fidelity across locations and con-
firmed that the simulator enabled practice of essential ESD skills. Novices 
demonstrated clear improvement, with significantly faster dissection speeds 
in later sessions.
Conclusions  This CT-derived, region-specific ESD simulator provides realistic 
anatomical conditions, supports expert-validated skill training, and enables 
measurable early improvement among novices. It represents a practical alter-
native to animal models and may help standardize early ESD training.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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▶Table 1	  Clinical characteristics and surgical information of included patients with gastric bezoars.

No. Sex Age (year) Symptoms Bezoar 
diameter 
(cm)

Operation 
time (min)

Adverse 
events

Postoperative length 
of hospital stay (day)

1 Female 71 Abdominal pain 5 × 15 113 No 2

2 Female 33 Abdominal pain 4 × 10 85 No 2

3 Male 78 Abdominal pain 5 × 9 81 No 6

4 Male 50 Abdominal pain 4 × 5 53 No 1

5 Female 51 Abdominal pain 4 × 5 38 No 1

6 Male 15 Abdominal pain 4 × 4 33 No 3

7 Male 71 Abdominal pain 4 × 8 52 No 2

8 Male 53 Abdominal pain 3 × 4 34 No 3

9 Female 77 Abdominal pain 6 × 10 105 No 3

PYP291  SPEED-EMR Score: a simple predictive 
model for estimating colorectal endoscopic mucosal 
resection duration
Authors  Souto M1, 2, 3, Vieira R3, 2, 1, Abreu Marques I3, 2, 1, Macedo Silva V1, 2, 3, 
Dias De Castro F1, 2, 3, Magalhães J1, 2, 3, Cotter J2, 3, 1
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Aims  Endoscopic mucosal resection (EMR) is an effective, minimally invasive 
technique for removing complex colorectal polyps, particularly those with 
sessile or flat morphology. However, procedure duration can vary widely de-
pending on lesion complexity, impacting unit efficiency and patient scheduling.
This study aimed to develop a simple, objective, and clinically applicable pre-
dictive model — the SPEED-EMR Score (Simple PrEdictive Estimator of Duration 
for Endoscopic Mucosal Resection) — to estimate EMR duration based on lesion 
characteristics.
Methods  We retrospectively analyzed 1,077 colorectal EMRs performed be-
tween 2020 and 2025 at a tertiary endoscopy center.
EMR duration (minutes), measured from the first image of the lesion to the 
image of the post-resection mucosal defect, was the primary outcome.
Collected variables included clinicodemographic patient characteristics, lesion 
characterization data, and technical features of the endoscopic procedure.
Variables significantly associated with the outcome in univariate analysis were 
entered into a multiple linear regression model. Coefficients were converted 
into points (1 point ≈ 4 minutes of added duration) to create the SPEED-EMR 
Score.
Results  Median patient age was 65 years (IQR 58–72); 57.9 % were male. The 
median Charlson Comorbidity Index was 2 (IQR 1–4), and the median EMR 
duration was 13 minutes (IQR 7–24).
Longer procedures were independently associated with larger lesion size 
(p < 0.001), flat or depressed morphology (Paris classification 0-IIb/0-IIc) 
(p < 0.001), NICE type 2 pattern (p < 0.001), difficult locations (ileocecal valve, 
peri-diverticular, peri-appendiceal, hepatic/splenic flexures, rectosigmoid junc-
tion, anal margin) (p < 0.001), and recurrence on a scarred area (p = 0.003).
These variables were used to create the SPEED-EMR Score (range 0–16 points): 
lesion sizes of 21–30 mm ( + 3 points), 31–40 mm ( + 6 points), > 40 mm ( + 10 

points); flat or depressed morphology ( + 2 points); NICE type 2 ( + 1 point); 
difficult location ( + 1 point); recurrence on a scarred area ( + 2 points).
The final SPEED-EMR Score calibration model showed good linearity and pre-
dictive accuracy (R = 0.680, R² = 0.463, p < 0.001; standard error of the esti-
mate = 12.2 min).Predicted time was calculated as: Predicted time 
(min) = 3.1 + 4.0 × Score value.
Rounded estimates were stratified into four complexity classes: Class I (0–4 
pts): ≤ 20 min; Class II (5–8 pts): 25–35 min; Class III (9–12 pts): 40–50 min; 
Class IV ( ≥ 13 pts): ≥ 55 min.
Conclusions  The SPEED-EMR Score provides a practical tool for predicting EMR 
duration using readily available lesion characteristics. Its clinical application 
may improve scheduling efficiency, case allocation, and patient counseling in 
therapeutic colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Gastric bezoars, especially giant phytobezoars, are challeng-
ing to manage endoscopically due to their large size and dense composition. 
Conventional endoscopic tools often fail to fragment them effectively, leading 
to prolonged procedures, incomplete removal, or the need for invasive surgical 
intervention, which carries higher risks and longer recovery.
Innovation  We developed a novel, low-cost endoscopic device comprising 
two outer sheaths attached to the endoscope and a yellow zebra guidewire 
forming an adjustable snare. This simple, mechanically-driven design allows 
real-time snare size adjustment for precise and efficient bezoar fragmentation, 
without requiring specialized or expensive equipment. The device is easy to 
assemble and deploy, making it particularly suitable for resource-limited set-
tings.
Results  The device was used in 9 patients with giant gastric bezoars (mean size 
~4.3 × 7.8 cm). All bezoars were successfully fragmented and removed in a 
single session, with a mean procedure time of 66 minutes. No complications 
occurred, and follow-up gastroscopy confirmed complete clearance. All patients 
showed symptom resolution and were discharged after an average hospital 
stay of 2.5 days (▶Table 1).
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Conclusions  This novel endoscopic device offers a safe, effective, and econom-
ical solution for the fragmentation and removal of giant gastric bezoars, avoid-
ing the need for surgery. Its simplicity, high success rate, and minimal compli-
cation profile support its potential for widespread clinical adoption, 
particularly in regions with limited access to advanced endoscopic tools.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/c53028c7-8f6f-4083-929e-e27b706b8fdc/Uploads/19990_ 
 %E6 %97 %A0 %E5 %AD %97 %E5 %B9 %951.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Countertraction during endoscopic submucosal dissection 
(ESD) is indispensable, as it improves submucosal exposure, reduces procedure 
time and risk of bleeding or perforation, and improves en bloc resection rates. 
Common methods include patient repositioning, underwater ESD, and the 
off-label clip-and-line or rubber band technique. However, these techniques 
provide a limited traction direction and clips may slip off. A so called official 
‘’third-arm’’ has been lacking in flexible gastrointestinal (GI) endoscopy.
Innovation  Tracmotion (FujiFilm, Tokyo, Japan) is a single-use, through-the-
scope (TTS) traction device consisting of two interconnected parts: a 
scope-mounted hand controller and a distal end with 360 ° rotatable grasping 
forceps. A dual-channel endoscope is needed with a 3.7 mm or larger instru-
ment inner channel diameter when using this traction device.
Results  Five trial ESDs using this novel traction device were performed to allow 
the endoscopist to become familiar with its use. To investigate the additional 
value of the traction device, mean procedure time and dissection speed with 
the device were compared to the averages without the device from 2022 to 
2024 at the Erasmus Medical Center (EMC) in Rotterdam, the Netherlands. 
After the trial ESDs, a total of 13 ESDs with the device were performed (5 upper 
GI, 8 lower GI). Among the upper GI cases, 4 patients were male, with a median 
age of 58 years (IQR 12); the mean lesion size was 13.0 mm (95 % CI: 7.2–18.8). 
For the lower GI cases, 7 patients were male, with a median age of 60 years (IQR 
13); the mean lesion size was 24.4 mm (95 % CI: 19.2–29.6). Lesion locations 
at the upper GI included the body (n = 1) and antrum of the stomach (n = 3), 
and one in a gastric tube reconstruction after esophagectomy. Lower GI lesions 
were located in the rectum (n = 6) and sigmoid colon (n = 2). The stiffness of the 
dual-channel endoscope with limited angulation and space to maneuver pre-
cluded the use of the traction device for lesions near the rectal verge and in the 
esophagus.
Procedure time was shorter with the device for both upper and lower GI cases 
(-16.7 % and –19.1 %, respectively), as shown in ▶Table 1. Dissection speed 
was also faster with versus without the device (1.5 mm2/minute faster for upper 
GI cases and 2.9 mm2/minute faster for lower GI cases). All resections were 
performed en bloc, with all but two lower GI ESDs achieving R0 resection. Post-
ESD bleeding occurred after one upper GI ESD; the patient underwent an ad-
ditional endoscopy with successful clip placement. In addition, one patient was 
hospitalized for post-polypectomy fever that resolved without intervention.

▶Table 1	  Procedural characteristics

Character-
istic

With traction device 
(n = 13)

Without traction device 
(average EMC 2022-
2024)

Procedure time (minutes), mean (95 % CI)

Upper GI 73.4 (48.7-98.7) 88.1 (79.5-96.7)

Lower GI 102.6 (76.0-129.2) 126.7 (101.1-152.3)

Dissection speed (mm2/minute), mean (95 % CI)

Upper GI 15.8 (7.6-24.1) 14.3 (11.3-17.3)

Lower GI 16.6 (9.9-23.6) 13.7 (8.7-18.7)

CI: confidence interval; GI: gastrointestinal; EMC: Erasmus University 
Medical Center

Conclusions  Both procedure time and dissection speed improved with the 
implementation of the novel traction device compared to the averages at the 
EMC without the device. In addition, there were no higher rates of complica-
tions compared to previous literature. These preliminary findings might suggest 
that the traction device could be of additional value during ESD. Further re-
search, including more patients and additional questionnaires on the endos-
copist’s personal experience with the device, is needed to better explore this 
topic.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP294  Dissection using PreciseSect is faster, with 
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Aims  This study aimed to compare the SwiftCoag and PreciseSECT modes used 
during the submucosal dissection step of ESD. Primary outcomes included 
dissection speed, procedure duration, and use of hemostatic forceps. Second-
ary outcomes focused on safety through analysis of intra- and post-procedur-
al complications, and pathological specimen quality based on clean margin 
status
Methods  We conducted a retrospective, single-center study at a tertiary Uni-
versity Referal Center. Patients were identified from a prospectively collected 
registry of ESD procedures performed between 2017 and 2024 using either 
the SwiftCoag or PreciseSECT electrosurgical modes for the submucosal dis-
section step of ESD. To ensure maximal standardization, only procedures per-
formed with a Dual Knife-J and glycerol submucosal injection were included. 
Clinical, procedural, and histopathological data were extracted from electron-
ic records and operative reports. Quantitative variables were analyzed using 
the Mann-Whitney U test, and qualitative variables with Fisher’s exact test. 
Statistical analyses were performed using Jamovi.
Results  Based on the selection criteria, a total of 219 patients were included 
in the analysis. The study population was composed of 63 % men and 37 % 
women, with a median age of 68 (IQR 60.5-74) years. As for the electrosurgical 
mode used, 146 patients underwent ESD with SwiftCoag and 73 with Precise-
SECT. Regarding the anatomical distribution of ESD procedures, 78 were per-
formed in the esophagus (35.6 %), 46 in the stomach (21.0 %), 20 in the colon 
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(9.1 %), and 75 in the rectum (34.2 %). No duodenal procedures were included 
in the study. There was no significant difference in the anatomical distribution 
of ESD procedures between the SwiftCoag and PreciseSECT groups.
Median procedure duration per ESD was significantly shorter with PreciseSECT 
(70 min [IQR: 50–90]) compared to SwiftCoag (90 min [IQR: 60–136]; 
p = 0.009). Dissection speed was significantly higher with PreciseSECT (21.2 
mm²/min [IQR: 16.17–28.9]) than with SwiftCoag (13.5 mm²/min [IQR: 8.03–
20.8]; p < 0.001). Use of hemostatic forceps was more frequent with SwiftCoag 
(69.9 %) than with PreciseSECT (54.8 %; p = 0.035), suggesting improved intrap-
rocedural hemostasis with PreciseSECT.
No difference in muscular layer injuries or full-thickness perforations was ob-
served between the SwiftCoag and PreciseSECT groups (p = 0.098), the rate of 
uneventful procedures tended to be higher with PreciseSECT (80,8 %) than with 
SwiftCoag (69,9 %), though not statistically significant.
Symptomatic esophageal strictures requiring balloon dilation occurring within 
90 days after ESD, were observed in 11.5 % of patients treated with PreciseSECT 
and 5.8 % with SwiftCoag (p = 0.394), suggesting no significant difference in 
clinical stricture rates. This trend may be partly explained by a higher proportion 
of extensive resections exceeding 90 % of the esophageal circumference in the 
PreciseSECT group (34.6 % vs 9.6 %).
Thirty days delayed post-procedural bleeding, was observed in colorectal pro-
cedures only. It affected 8.4 % of patients overall, with a rate of 15.2 % in the 
PreciseSECT group and 4.8 % in the SwiftCoag group (p = 0.121).
Quality of the specimen was comparable between groups, as reflected by sim-
ilar en bloc resection rate (93.2 % with PreciseSECT; 95.2 % with SwiftCoag, 
p = 0.540), clear vertical margin (VM0) rate (97.3 % with PreciseSect vs 93.8 % 
with SwiftCoag), p = 0.079), clear horizontal margin (HM0) rate (91.8 % with 
PreciSect vs 88.4 % with SwiftCoag, p = 0.626).
Oncologically, low-risk resections, based on ESGE recommendations, were 
similar in both groups (PreciseSECT (82.2 %) ; SwiftCoag (78.1 % ); p = 0.222).
Conclusions  PreciseSECT was associated with faster dissection and less use of 
hemostatic forceps, with similar en-bloc and margin-free rates compared to 
SwiftCoag. Our data support PreciseSECT as a facilitating and economical tech-
nical improvement of ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic vacuum therapy (EVT) has emerged as an effective, mini-
mally invasive treatment for gastrointestinal (GI) leaks, perforations, and fistu-
las. However, clinical outcomes across various GI locations remain underreport-
ed in Asian populations. This study aimed to evaluate the therapeutic efficacy 
and safety of EVT for upper and lower GI defects in a single tertiary center.
Methods  Patients who underwent EVT for GI leakage, perforation, or fistula 
at Pusan National University Hospital between February 2020 and October 
2025 were retrospectively analyzed. Thirty-three patients (36 procedures) were 
included; one patient had two defects, and another had three. Treatment suc-
cess was defined as complete closure without endoscopic or surgical re-inter-
vention (▶Table 1).

▶Table 1	 

Characteristic Value

Median age (years, range) 68 (18–81)

Sex, n ( %)

Male 27 (81.8)

Female 6 (18.2)

Number of surgeries before EVT 29 (87.9)

Method of surgery

Ivor-Lewis 8 (24.2)

Total gastrectomy 3 (8.9)

Subtotal gastrectomy 8 (23.5)

Colectomy 2 (5.9)

Others 8 (23.5)

Indication of surgery before EVT

Esophageal cancer 9 (27.3)

Gastric cancer 11 (33.3)

Colon cancer 3 (8.9)

Benign disease 6 (18.2)

Etiology of EVT

Anastomosis site leak 30 (83.3)

Perforation 3 (8.3)

Fistula 3 (8.3)

Location of perforation, leak, fistula

Upper GI tract 32 (88.9)

Lower GI tract 4 (11.1)

Nature of EVT application

Primary 35 (97.2)

Rescue 1 (2.8)

Median interval from leakage diagnosis to EVT, 
days (range)

2.5 (0–9163)

Type of EVAC

Intraluminal 22 (61.1)

Intracavity 14 (38.9)

Results  Among 36 procedures, 30 (83.3 %) were leaks, 3 (8.3 %) perforations, 
and 3 (8.3 %) fistulas. The upper GI tract accounted for 88.9 % of cases. EVT was 
primarily applied as first-line therapy in 97.2 %. The median interval from diag-
nosis to EVT initiation was 2 days (range, 0–9,163). Treatment success was 
achieved in 25 cases (69.4 %), with a mean of 4.94 sessions per lesion. Of these, 
22 (61.1 %) were treated with the intraluminal approach and 14 (38.9 %) with 
the intracavity approach. Complications occurred in three patients (9.1 %), 
including two cases of GI bleeding and one of stricture.
Conclusions  EVT demonstrated favorable outcomes and acceptable safety for 
managing GI leaks, perforations, and fistulas across both upper and lower GI 
tracts. These findings support EVT as an effective minimally invasive treatment 
in selected patients, potentially reducing the need for surgical intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastroparesis is a chronic disorder affecting gastrointestinal motility with 
a limited response to medication. Recently, endoscopic and surgical procedures 
have become effective treatment alternatives; however, comparative evidence 
between different treatment approaches is limited. This study aimed to sys-
tematically evaluate and compare the effectiveness of gastric emptying using 
endoscopic and surgical interventions for the treatment of gastroparesis 
through a network meta-analysis. The primary objective was to determine 
which treatment procedure achieves the greatest improvement in symptoms 
and gastric motility, thereby guiding the selection of the optimal treatment for 
patients with treatment-resistant gastroparesis.
Methods  We searched the PubMed, Embase, and CENTRAL databases for stud-
ies published between January 2000 and the present. Eligible studies included 
randomized controlled trials and observational analyses involving adult patients 
diagnosed with gastroparesis who underwent procedural interventions. Treat-
ments included gastric peroral endoscopic myotomy (GPOEM), gastric neuronal 
stimulation, pyloroplasty (GNS), botulinum toxin injection (BTI), and combina-
tion therapies such as G-POEM + GES or pyloroplasty + GES. The primary out-
comes were clinical success, defined as an improvement in patient symptoms 
based on established assessment systems, and improvement in gastric emp-
tying studies (GES). A Bayesian network meta-analysis was performed using a 
combined effects model to integrate direct and indirect comparisons, based 
on the surface under the cumulative order curve (SUCRA), to determine the 
relative ranking of each treatment's efficacy.
Results  49 studies comprising 2722 patients were included in the study. For 
clinical success, 12 studies (k = 12) across 6 treatments (n = 6) and 6 unique 
study designs (d = 6) contributed 12 pairwise comparisons (m = 12). Compared 

to placebo, GPOEM showed the highest odds of clinical success (OR 5.72, 95 % 
CI 2.02–16.18, p = 0.0010; SUCRA = 0.85), followed closely by GPOEM + GES 
(OR 5.42, 95 % CI 1.47–19.99, p = 0.0111; SUCRA = 0.79) and pyloroplasty (OR 
4.64, 95 % CI 1.46–14.75, p = 0.0093; SUCRA = 0.71). BTI and GNS did not 
demonstrate a statistically significant benefit. For GES improvement, 8 studies 
(k = 8) evaluated 7 treatments (n = 7) with 6 designs (d = 6), contributing 8 pair-
wise comparisons (m = 8). In comparisons against sham procedures for gastric 
emptying improvement, pyloroplasty + GES ranked the highest (OR 100.0, 95 % 
CI, 5.79–1728.15; p = 0.0015; SUCRA = 0.97), followed by GPOEM (OR 13.33, 
95 % CI 2.82–63.11, p = 0.0011; SUCRA = 0.69), and GPOEM + GES (OR 11.93, 
95 % CI 1.47–96.76, p = 0.0203; SUCRA = 0.63). BTI and GES remained the low-
est-performing interventions across both primary outcomes.
Conclusions  Among procedural options for refractory gastroparesis, G-PO-
EM—either alone or in combination with GES—demonstrates the strongest 
overall efficacy for symptomatic relief and gastric emptying improvement. 
Pyloroplasty-based therapies also exhibit effective outcomes, especially when 
paired with GES. This demonstrates its effectiveness in enhancing infectious 
movement. In contrast, BTI and standalone GES provide limited clinical value.
These findings support the prioritization of G-POEM and pyloroplasty as first-
line procedural strategies for patients unresponsive to medical management. 
Future research should aim to standardize outcome measures and explore 
patient-specific predictors of procedural response, thereby increasing the 
chances of improving individualized treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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DOI  10.1055/s-0046-1821237
Aims  This study compared the outcomes of endoscopic retrograde appen-
diceal irrigation (ERAI) and endoscopic retrograde appendicitis therapy (ERAT) 
in patients with acute uncomplicated appendicitis.
Methods  We conducted a multicenter retrospective study of patients who 
received ERAI or ERAT for acute uncomplicated appendicitis between May 2020 
and May 2023. After applying 1 to 1 propensity score matching, we evaluated 
technical and clinical success as the main outcomes. We also compared proce-
dure time, hospital stay, treatment costs, postoperative recovery, adverse 
events, and long-term recurrence (▶Table 1).
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▶Table 1	 

Outcomes and adverse events ERAI (n = 168) ERAT (n = 174) p

Procedure time, mean (SD), min 15.0 (2.5) 27.2 (9.1)  < 0.001

Fecalith expulsion during procedure, n ( %) 80 (47.6) 106 (60.9) 0.179

Appendiceal stent placement, n ( %) 17 (10.1) 67 (38.5)  < 0.001

VAS for pain ≤ 3 at 6 h after treatment, n ( %) 153 (91.1) 160 (92.0) 0.950

Normal laboratory test results1, n ( %) 150 (89.3) 115 (79.3) 0.067

Postoperative length of hospital stay, mean (SD), days 1.5 (0.8) 2.0 (1.8) 0.004

Hospital cost, mean (SD), RMB 6,468.7 (3087.5) 11,510.4 (5906.8)  < 0.001

Clinical success rate2, n ( %) 157 (93.5) 168 (96.6) 0.833

Overall adverse event rate, n ( %) 35 (20.8) 22 (12.6) 0.086

Follow-up duration, median (IQR), months 48 (38–57) 49 (38–53) 0.702

Recurrence of appendicitis, n ( %) 26 (15.5) 15 (8.6) 0.084

Time to recurrence, median (IQR), months 13 (3–35) 16 (7–29) 0.694

Overall short-term adverse event rate3, n ( %) 10 (6.0) 7 (4.0) 0.435

Fever4 6 (3.6) 4 (2.2) 0.498

Appendiceal perforation 4 (2.0) 3 (1.7) 0.674

Overall long-term adverse event rate5, n ( %) 25 (14.9) 15 (8.6) 0.109

Abdominal pain 5 (3.0) 2 (1.1) 0.243

Diarrhea6 1 (0.6) 2 (1.1) 0.586

Constipation 0 (0.0) 1 (0.6) 0.327

Results  A total of 725 patients were included, and 179 matched pairs were 
analyzed. Baseline characteristics were comparable between groups. Technical 
and clinical success rates were similar for ERAI and ERAT (93.9 % vs 97.2 %; 93.5 % 
vs 96.6 %; p = 0.907 and 0.833, respectively). ERAI resulted in shorter procedure 
time and postoperative hospitalization, and lower total cost. Postoperative pain 
relief, normalization of inflammatory markers, and short- and long-term ad-
verse event rates did not differ between groups. Cumulative recurrence rates 
at 1, 3, and 5 years were higher in the ERAI group (8.3 %, 12.0 %, 17.6 %) than 
in the ERAT group (4.0 %, 6.9 %, 11.8 %).
Conclusions  ERAI achieved similar technical and clinical results as ERAT while 
offering shorter procedures, faster recovery, and lower costs. Although recur-
rence was somewhat higher after ERAI, most patients were successfully treat-
ed with repeat endoscopic therapy or conservative care. ERAI may be a practi-
cal and affordable option for patients with uncomplicated appendicitis, 
especially in settings where ERAT is less accessible
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Authors  Capogreco A1, Alfarone L1, Massimi D1, de Sire R2, 1, Vadalà V3, 1, 
Minini F3, 1, De Deo D3, 1, Spertino M3, 1, Dibitetto S4, 1, Boustani C5, 1, 
Salkic N6, Keller S6, Enderle M6, Hassan C3, 1, Jacques J7, Maselli R8, 3, 
Repici A3, 1

Institutes  1  Gastroenterology, Endoscopy Unit, IRCCS Humanitas Research 
Hospital, Rozzano, Italy; 2  Università degli Studi di Napoli Federico II, 
Gastroenterology Department, Napoli, Italy; 3  Humanitas University, 
Department of Biomedical Sciences, Pieve Emanuele, Italy; 4  Azienda 
Ospedaliero-Universitaria Città della Salute e della Scienza di Torino, Torino, 
Italy; 5  MedStar Georgetown University Hospital, Washington, United 
States of America; 6  Erbe Elektromedizin GmbH, Tübingen, Germany; 
7  CHU Dupuytren 1, Limoges, France; 8  Humanitas San Pio X, Milano, Italy
DOI  10.1055/s-0046-1821238

Aims  Filling the lumen with saline during third-space endoscopy improves 
visualization and hemostasis, but profoundly alters electrosurgical behavior by 
collapsing tissue impedance. How these changes translate into collateral tissue 
damage according to electrode diameter remains insufficiently quantified.
Methods  In an ex-vivo porcine gastric model, three commonly used knives 
with different tip diameters (1.5 mm HybridKnife T-type, 0.5 mm HybridKnife 
flex I-type, 0.4 mm DualKnife J) were tested in air and under 0.9 % saline using 
seven endoscopic waveforms (two cutting, three coagulation, two dissection 
modes). A total of 252 standardized 10-mm cuts were performed. Impedance, 
peak voltage, effective power, cutting success, and lateral thermal spread were 
recorded. Linear regression was used to identify independent predictors of 
lateral spread.
Results  Transition from air to saline reduced impedance by 55 % with thin 
knives versus 92 % with the thick knife, while effective power increased by 4.9-
fold and 19-fold, respectively. Peak voltage rose slightly with thin knives 
( + 1.7 %), but fell by about one-third (–30.2 %) with the thick knife. In air, later-
al spread remained < 1.0 mm across all knife–mode combinations (0.31–0.91 
mm). Under saline, spread increased by 70.8 % with thin electrodes and by 
255.5 % with the thick electrode. Mean spread with the thick knife expanded 
from 0.56 to 1.35 mm, frequently exceeding 1.0 mm, whereas both thin knives 
remained ≤ 0.8 mm across cutting and dissection modes. In multivariable anal-
ysis (adjusted R² = 0.546), electrode diameter was the strongest predictor of 
lateral spread (standardized β = 0.469), increasing it by approximately 0.36 mm 
per additional millimeter. This was followed by saline immersion (β = 0.353), 
effective power, and impedance, while higher peak voltage independently re-
duced spread (β = –0.387).
Conclusions  In saline-immersion third-space electrosurgery, electrode diam-
eter is the primary determinant of lateral thermal spread. and strongly modu-
lates the impact of the conductive medium on voltage and power delivery. Thin 
electrodes, particularly when combined with appropriately selected modes, 
maintain lateral spread below 1.0 mm while preserving cutting performance, 
whereas thick electrodes in saline are prone to excessive collateral heating.
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PYP299V  Endoscopic Electroporation for Local 
Tumor Control in Colon Cancer: A Case Report of an 
Elderly, Non-Surgical Candidate
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Abstract Text
An 87-year-old man underwent colonoscopy for anemia. A large 50mm JNET 
2B granular mixed nodular type laterally spreading tumor was found at recto-
sigmoid junction, covering > 50 % of the lumen. Histology on biopsies revealed 
a moderate differentiation adenocarcinoma with indication of tumor invasion 
of the muscularis propria. Patient was unfit for surgery due to many comorbid-
ities (severe cardiovascular disease). Endoscopic electroporation was decided. 
Overall, this video shows a novel treatment option for colon malignancy when 
surgery is not feasible, with promising symptomatic and local effects. Despite 
encouraging results, further clinical evidence is needed to confirm the safety, 
feasibility and long – term outcomes of endoscopic electroporation as an on-
cologic treatment [1–4].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/63a119a3-0553-439c-b4d3-e674617275ac/Uploads/19978_
Endoscopic_Electroporation.mp4
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PYP300  Comparison of Upper Gastrointestinal 
Endoscopy Procedure times: a Multicenter, Ran-
domised, International, Double-blinded, Clinical Trial 
– a preliminary analysis
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Aims  The European Society of Gastrointestinal Endoscopy (ESGE) recommends 
recording Upper Gastrointestinal Endoscopy (UGE) examination time with a 
minimum of seven minutes, since longer procedures allow the detection of 
more lesions; however, the definition of the time metric varies across studies. 
This study aims to compare total inspection time versus withdrawal time dur-
ing diagnostic, surveillance or screening UGE for lesion identification. To our 
knowledge, it will be the first randomised clinical trial in this area, providing 
enhanced scientific evidence to optimize UGE quality indicators.
Methods  We are performing a randomised controlled trial in 10 international 
gastroenterology centres, started in 2025, including patients referred for 
screening, diagnostic and/or surveillance UGE. Patients were randomly as-
signed, by a computer generated software, and adequate allocation conceal-
ment, in a double-blinded, parallel 1:1 ratio, to one of two measurement 
groups: total inspection time (from intubation to extubation) or withdrawal 
time (from second portion of duodenum to extubation). The primary outcome 
was the detection rate of premalignant and malignant lesions (extensive intes-
tinal metaplasia, dysplasia, carcinoma, neuroendocrine tumour, lymphoma or 
subepithelial lesion), defined as the total number of esophageal, gastric or 
duodenal lesions identified per randomisation group and confirmed histolog-
ically when required, while the secondary outcome was the rate of proce-
dure-related complications. The trial was registered at ClinicalTrials.gov 
(NCT06696209).
Results  For the planned 1290 patients to include, 851 UGE procedures were 
included so far (53 % female; mean age 59.3 ± 15.4 years). A total of 414 and 
437 patients were evaluated in the total inspection time and withdrawal time 
groups, respectively. The mean total inspection time was 06:34 ± 04:04 min-
utes, and the mean withdrawal time was 04:52 ± 03:27 minutes.
The primary outcome revealed a significantly higher lesion detection rate in 
the total inspection time group compared with the withdrawal time group 
(26.6 % vs. 20.1 %; p = 0.026). Main detected lesions were extensive gastric in-
testinal metaplasia (17.9 % vs. 12.6 %; p = 0.03), gastric dysplasia (3.1 % vs. 3.0 %; 
p = 0.89) and esophageal dysplasia (1.9 % vs. 2.5 %; p = 0.56). There was only 
one complication in all procedures (bleeding event).
In the univariate analysis of factors that may influence the lesion detection rate, 
the following were statistically significant: total inspection time ≥ 7 minutes 
(37.3 % vs. 14.1 %; p < 0.001), surveillance (vs. screening vs. diagnosis) as the 
indication for UGE (45.4 % vs. 23.8 % vs. 12.2 %; p < 0.001), endoscopist experi-
ence ≥ 5 years (28.7 % vs. 10.8 %; p < 0.001), the use of an antifoaming agent 
(38.4 % vs. 12.3 %; p < 0.001) and the application of virtual chromoendoscopy 
(35.5 % vs. 2.8 %; p < 0.001). However, the use of any sedation type (with vs. 
without sedation; 23.2 % vs. 23.8 %, p = 0.932), patient tolerance (good vs. in-
tolerance; 23.3 % vs. 22.7 %, p = 0.952) and an excellent GRACE visibility score 
( ≥ 9 vs. < 9; 26.0 % vs. 20.5 %, p = 0.059) or adequate GRACE visibility score ( ≥ 2 
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per segment vs. < 2 in any segment; 23.8 % vs. 9.4 %, p = 0.058) showed no 
significant association with lesion detection [1–6].
Logistic regression revealed that surveillance as the indication for UGE (OR 3.3, 
95 % CI 2.2–4.9; p < 0.001), endoscopist experience ≥ 5 years (OR 2.3, 95 % CI 
1.4–3.8; p < 0.001) and the use of virtual chromoendoscopy (OR 8.8, 95 % CI 
4.1–18.7; p < 0.001) were independently associated with higher lesion detec-
tion.
Conclusions  Our preliminary results indicate that a total inspection time ≥ 7 
minutes provides a higher diagnostic yield than a withdrawal time ≥ 5 minutes 
in UGE, eventually related to the bidirectional evaluation performed during an 
UGE (both on insertion and during withdrawal), supporting its preferential use 
in clinical practice. By validating a total inspection time ≥ 7 minutes as the op-
timal time metric, our study already highlights easy clinical factors that can 
improve lesion detection, mainly in the stomach, such as the application of 
virtual chromoendoscopy, and eventually the use of an antifoaming agent to 
achieve at least an adequate GRACE score visibility ≥ 2 per segment.
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Aims  Oesophageal adenocarcinoma incidence is rising in the UK [1, 2], yet no 
national screening programme exists. Current Barrett’s surveillance and reflux 
investigations rely on endoscopy, an invasive, carbon-heavy and resource-in-
tensive procedure [3]. Capsule sponge testing offers a minimally invasive, 
nurse-led, and environmentally sustainable alternative that detects biomarkers 
such as TFF3 and p53 with high accuracy and better patient tolerance [4]. De-
spite ESGE guidance supporting these approaches, uptake remains limited. 
This review evaluated the implementation, diagnostic yield, and safety of cap-
sule sponge testing at Milton Keynes University Hospital (MKUH). This review 
also considered the sustainability impact of capsule sponge testing in line with 
ESGE and BSG Green Endoscopy guidance promoting low-carbon diagnostic 
pathways [3, 5].
Methods  A retrospective service review was conducted at MKUH between 
January 2024 and July 2025. Patients meeting inclusion criteria underwent 
capsule sponge testing and were stratified into Barrett’s surveillance (n = 45) 

and reflux case-finding (n = 232) cohorts. Data collected included demograph-
ics, biomarker positivity (TFF3 for intestinal metaplasia [IM], squamous/colum-
nar atypia, p53), and subsequent gastroscopy conversion. All procedures were 
nurse-led and delivered in a community diagnostic centre. Primary measures 
were the detection of dysplasia in the Barrett’s cohort and the detection of IM 
and/or dysplasia in the reflux cohort. Patients with abnormal biomarker or cy-
tology results were referred for confirmatory gastroscopy.
Results  In the Barrett’s surveillance cohort (n = 45), mean age was 64.6 years 
(71.1 % male). Dysplasia was detected in 3 patients (6.7 %). 6 (13.3 %) had no 
IM on capsule testing despite prior diagnoses, prompting re-evaluation of pre-
vious endoscopies and removal from surveillance. 13 (28.9 %) were referred for 
gastroscopy: 2 (4.4 %) due to capsule intolerance and 11 (24.4 %) for abnormal 
biomarkers, confirming dysplasia in 3 cases. Overall, 71.1 % of Barrett’s patients 
avoided gastroscopy after capsule testing.
In the reflux cohort (n = 232), mean age was 68.9 years (37.2 % males). IM was 
identified in 54 patients (23.3 %), leading to 14 new Barrett’s diagnoses and 1 
dysplasia. 2 had IM with gastric atrophy without Barrett’s. Overall, 86 patients 
(37.1 %) were recommended for gastroscopy. 83/232 (35.8 %) underwent the 
procedure: 62 (26.7 %) for abnormal biomarkers and 21 (9.1 %) for capsule in-
tolerance or non-diagnostic procedures. Three patients (1.3 %) declined despite 
clinical recommendation. Consequently, 62.9 % of patients avoided immediate 
gastroscopy following capsule testing. Adverse events were minimal and 
self-limiting: hypotension (n = 1), transient hypertension (n = 2), and tachycar-
dia (n = 1). No serious complications occurred.
Conclusions  Capsule sponge testing proved feasible, safe and effective in both 
cohorts. In the Barrett’s cohort, dysplasia was detected in 3 patients. 6 prior 
Barrett’s diagnoses were reclassified as non-Barrett's, avoiding any further un-
necessary gastroscopies. In the reflux cohort, IM was identified in 54 patients, 
resulting in 14 new diagnoses of Barrett's and 1 dysplasia, demonstrating its 
value for early detection. The procedure showed excellent patient tolerability 
with only minor transient adverse effects. These findings support ESGE guid-
ance, advocating minimally invasive, nurse-led diagnostic approaches, estab-
lishing capsule sponge testing as a safe, scalable, and sustainable tool for risk 
stratification and early detection of oesophageal disease [4]. By reducing pro-
cedure demand, resource use and carbon output, capsule sponge testing rep-
resents a practical application of ESGE and BSG Green Endoscopy principles 
within routine diagnostic pathways [3, 5].
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Aims  Determine the burden of post-endoscopy upper gastrointestinal cancer 
(PEUGIC) across all Welsh Health Boards
1.	 Identify modifiable endoscopic and system-related factors contributing 

to diagnostic delay.
Methods  A retrospective multicenter review was conducted across six Health 
Boards in Wales (Complete data available for 5 at the time of writing), including 
all patients diagnosed with upper GI cancer between August 2021 and July 
2024. PEUGIC cases were identified using cancer-tracking systems, MDT records 
and endoscopy databases. Patient demographics (age, sex); tumour charac-
teristics (site, stage) and endoscopy quality indicators (quality of inspection, 
mucosal visibility and image quality and record [1]) were recorded using a 
standardised proforma. For each identified PEUGIC case, root-cause analysis 
(RCA) was undertaken across four domains: endoscopist, lesion, system and 
patient factors. These characterised avoidable factors, considering known as-
sociations with PEUGIC described previously, e.g. young age, co-morbidity, 
known Barrett’s oesophagus (BO) or oesophagal stricture (OS), gastric ulcera-
tion or Unit accreditation status [2]. A panel categorised PEUGIC cases into five 
types. Overall and individual Health Board PEUGIC rates were calculated. Rates 
of identified contributory factors and PEUGIC type were compared across 
Health Boards.
Results  Across Wales, 1350 upper GI cancers were diagnosed, of which 82 
fulfilled PEUGIC criteria (6.1 %). Rates varied between Health Boards from 3.5 % 
to 6.3 %. The 82 patients had a mean age of 73 ± 13.8 years, with a gender 
distribution of 62.2 % male and 37.8 % female. Tumour sites were distributed 
as follows: oesophagus 51.2 %, GOJ 22.0 %,stomach 23.2 %, and duodenum 
3.7 %. Staging showed predominantly advanced disease (T3/T4 = 62 %), fre-
quent nodal involvement (N +  = 40 %), and metastasis in 15 %. Most patients 
received palliative treatment (62 %), with 38 % managed with curative intent. 
Only 14 % underwent endoscopic resection
Low-quality endoscopic examinations were associated with higher institution-
al PEUGIC rates, 7 % evidence of mucosal cleaning, and 13 % of documented 
blue light imaging. In over 60 % of PEUGIC cases, no recorded images were 
available, and even in cases where images were recorded, BSG Standards on 
the image record were rarely met.
In 73/82 (89 %) cases, avoidable factors were identified. Inadequate lesion as-
sessment accounted for 81.3 % of all potentially avoidable cases (▶Table 1).

▶Table 1	 

Group Descriptor Number of 
cases ( %)

A Focal cancer-associated or 
pre-malignant lesion with adequate 
assessment & decision-making

7 (8.8 %)

B Focal cancer-associated or 
pre-malignant lesion with 
inadequate assessment and/or 
decision-making

65 (81.3 %)

C Possible missed lesion; endoscopy & 
decision-making adequate

2 (2.5 %)

D Possible missed lesion; endoscopy & 
decision-making inadequate

6 (7.5 %)

E System-level contributory factors 
(delays, booking, triage, pathway 
failures)

2 (2.4 %)

Conclusions  PEUGIC rates in Wales are 6.1 %, consistent with reported rates 
in other UK series. In most cases, avoidable factors have been identified. Mu-
cosal cleaning and inspection, digital enhancement and photo-documentation 
represent modifiable targets. These findings have informed an all-Wales PEUGIC 
quality-improvement bundle including mandatory image-capture sets, mu-
cosal-inspection checklists and focused training in subtle-lesion recognition. 
This model offers a transferable framework for enhancing diagnostic safety and 
reducing post-endoscopy cancer rates across European endoscopy services.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Longer withdrawal time is a validated quality indicator in colonoscopy 
and is strongly associated with improved adenoma detection. In contrast, no 
standardized benchmark exists for upper gastrointestinal endoscopy (EGD) 
despite increasing evidence, primarily from Asian cohorts, that prolonged in-
spection may improve detection of early neoplastic lesions. North American 
data on this topic are scarce, and practice patterns vary widely, with no con-
sensus regarding optimal examination duration. We aimed to evaluate the 
association between total EGD examination time and the detection of clinical-
ly significant lesions in a large, prospectively documented North American 
population. We hypothesized that longer total examination time would be 
independently associated with higher detection yield across multiple lesion 
categories.
Methods  We performed a secondary analysis of an ongoing prospective ob-
servational study conducted at the Centre hospitalier de l’Université de Mon-
tréal (CHUM), a tertiary academic center, between November 2023 and August 
2025. Diagnostic, surveillance, and screening EGDs were included. Procedures 
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with pre-planned therapeutic interventions such as endoscopic mucosal resec-
tion, known pre-existing pathology requiring targeted examination (e.g., Bar-
rett’s esophagus), or incomplete time documentation were excluded.
Total EGD examination time was defined as the interval from endoscope inser-
tion to complete withdrawal. Recorded times included inspection and routine 
biopsy sampling. For each procedure, detection of abnormalities was classified 
into six prespecified categories, the first being the primary outcome: (1) sig-
nificant visual abnormality, (2) significant biopsy/polyp abnormality, (3) any 
significant abnormality, (4) any visual abnormality, (5) any biopsy/polyp ab-
normality, and (6) any abnormality of any type. Clinically significant abnormal-
ities were defined based on consensus criteria established prior to data extrac-
tion [1–5].
Associations between total examination time and detection outcomes were 
modeled using logistic regression with generalized estimating equations (GEE) 
to account for clustering by individual endoscopist. Time was analyzed as a 
continuous predictor.
Results  A total of 1,169 EGDs met inclusion criteria. The mean patient age was 
55.9 years, and 57.5 % were female. The mean total examination time was 
5.6 ± 3.7 minutes. Detection rates for all abnormality categories increased with 
longer examination time. For the primary outcome, each additional minute 
was associated with a 10.9 % increase in the odds of identifying at least one 
significant visual abnormality (OR 1.109; p < 0.001). Similar associations were 
observed across secondary outcomes, with odds ratios ranging from 1.13 to 
1.25 per additional minute (all p < 0.001).
Modeled detection curves demonstrated a steady increase in probability of 
abnormality detection as inspection time lengthened, with the most pro-
nounced gains occurring between 4 and 12 minutes. Detection appeared to 
plateau at approximately 13–15 minutes, suggesting diminishing marginal 
benefit beyond this duration.
Conclusions  In this large North American cohort, longer total EGD examina-
tion time was strongly and consistently associated with higher detection of 
significant mucosal abnormalities. The relationship persisted across multiple 
lesion categories and demonstrated a reproducible plateau at approximately 
13–15 minutes. These findings support the concept that total EGD examination 
time represents a meaningful, measurable quality metric analogous to with-
drawal time in colonoscopy. Future studies should validate these results in 
multicenter settings, refine optimal time thresholds, and investigate the role 
of automated quality-monitoring tools capable of providing real-time feedback 
on inspection duration.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Age thresholds have long guided endoscopic evaluation for dyspepsia, 
yet their clinical validity in contemporary low-risk populations—and their ap-
plicability to gastroesophageal reflux disease (GERD)—remain uncertain. With 
declining gastric cancer incidence and growing emphasis on risk-based decision 
models, re-examining the diagnostic value of age is timely. This study aimed 
to assess whether age effectively predicts clinically significant findings (CSFs) 
in patients with treatment-refractory dyspepsia or GERD and to define optimal 
age cutoffs for endoscopic triage.
Methods  We retrospectively analyzed a large consecutive cohort of adults 
undergoing diagnostic upper endoscopy for dyspepsia or GERD following in-
adequate response to proton pump inhibitor (PPI) therapy. Individuals with 
alarm features, prior upper gastrointestinal malignancy, or recent endoscopy 
were excluded. Endoscopic findings were classified as CSFs if they carried diag-
nostic or therapeutic relevance, including Barrett’s esophagus, severe eso-
phagitis, peptic ulcer disease, or neoplasia. Logistic regression was used to 
identify independent predictors of CSFs, and receiver operating characteristic 
(ROC) analysis was applied to evaluate the discriminative capacity of age and 
determine optimal cutoffs.
Results  Among 20,248 procedures (13,842 for dyspepsia and 6,406 for GERD), 
endoscopic yield differed markedly by indication. CSFs were detected in 12.8 % 
of GERD and 5.6 % of dyspepsia cases. Esophageal pathology—particularly ero-
sive esophagitis, Barrett’s esophagus, and hiatal hernia—dominated among 
reflux patients, whereas gastric and duodenal lesions were more frequent in 
dyspepsia. Multivariate analysis revealed that age ≥ 60 years independently 
predicted CSFs in GERD (adjusted OR 1.66, 95 % CI 1.38–2.00) but not in dys-
pepsia (OR 0.97, 95 % CI 0.82–1.15). Male sex was a consistent predictor across 
both indications, and in GERD, Arab ethnicity and hiatal hernia also conferred 
increased risk. Malignancy was exceedingly rare ( < 0.15 %). ROC analysis 
demonstrated minimal discriminative power for age (AUC 0.574 in GERD; 0.512 
in dyspepsia), with Youden-derived optimal thresholds of 59 and 52 years, 
respectively—offering limited clinical utility.
Conclusions  In this large real-world cohort of non-alarm, PPI-refractory pa-
tients, age alone was a weak discriminator of clinically significant endoscopic 
pathology. Although older age modestly increased diagnostic yield in GERD, 
its overall predictive performance was poor, particularly in dyspepsia. These 
findings challenge the continued reliance on uniform age thresholds for endos-
copy referral and support the adoption of context-specific, multifactorial risk 
models that integrate demographic and structural predictors to optimize di-
agnostic efficiency and resource utilization.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Brush cytology allows sampling of broad mucosal areas. It has various gas-
trointestinal indications such as malignancy, Barrett’s esophagus and Helicobacter 
pylori infection. During endoscopy, the brush bristles exit a protective sheath. 
After sampling, the bristles retract back into the sheath. While few studies have 
explored the role of the plastic sheath on cellularity, sheath-influenced loss of cel-
lularity is observed in the literature. [1, 2] As diagnostic accuracy depends on cel-
lularity yield, this study investigated whether not retracting the bristles into the 
sheath is feasible and results in better cellular yield (▶Table 1).
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▶Table 1	 

Brush Cellularity

insufficient-to-low (n) moderate-to-high (n)

open brush 0 13

closed sheath 9 10

The Fisher exact test statistic value is 0.0042. The result is significant 
at p < .05.

Methods  Patients with Barrett esophagus undergoing standard-of-care en-
doscopy were included at the Antwerp University Hospital. Endoscopy was 
performed by two experienced gastroenterologists. Brush samples were taken 
with either 'standard-of-care' brush retraction ( = control) or 'unsheathed' ( = in-
tervention). Samples were stored in Cytolyt cell medium and directly trans-
ported to the department of Pathology for cytological evaluation and forma-
lin-fixation for cellblock. Cellularity results were defined as ‘insufficient’, ‘low’, 
‘moderate’ and ‘high’. [3] Cellularity results were bundled in two groups ‘in-
sufficient-to-low’ and ‘moderate-to-high’ in order to facilitate statistical anal-
ysis using Fisher’s exact test at 95 % confidence interval. Diagnostic accuracy 
was evaluated whether the brush cytology could confirm diagnosis of Barrett 
esophagus, irrespective of dysplasia grade (▶Table 2).

▶Table 2	 

Diagnostic accuracy

not diagnostic (n) diagnostic (n)

open brush 5 8

closed sheath 9 10

The Fisher exact test statistic value is 0.7249. The result is not 
significant at p < .05.

Results  Seventeen patients with Barrett esophagus were included during a 
one-year period for a total of 32 brush samples. When brush retraction was 
performed, cellularity was insufficient-to-low in 47.4 % (9 brushes) and mod-
erate-to-high in 52.6 % (10 brushes). When the unsheathed technique was used, 
cellularity was moderate-to-high in 100 % (13 brushes). There were no brushes 
that yielded insufficient-to-low cellularity. When comparing the two tech-
niques, there is more cellular yield when not retracting (p = 0.0042).
Diagnostic accuracy was 52.6 % (10/19) when brush retraction was performed, 
while diagnostic accuracy increased to 61.5 % (8/13) with the unsheathed tech-
nique. This result was not statistically significant (p-value 0.72).
Conclusions  This study points towards better cellular yield by not retracting 
the brush into the sheath during endoscopic brush sampling. A larger sample 
size is needed to evaluate diagnostic benefit and extrapolation for other indi-
cations. As part of the Horizon Europe Project ENDEAVOR, endoscopic brush 
samples will be taken from multiple international sites between abstract sub-
mission and presentation to evaluate result replicability and performance in a 
population with Barrett esophagus high-grade dysplasia and T1 adenocarcino-
ma.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In average-risk colorectal cancer (CRC) screening, colonoscopy quality 
is commonly assessed by the detection of sporadic adenomas and withdrawal 
time (WT). In inflammatory bowel disease (IBD) surveillance, however, with-
drawal is more complex: even in the absence of endoscopic inflammation, 
endoscopists are required to perform detailed segmental IBD assessment, and 
obtain biopsies. Our hypothesis was that in a screening-age cohort of IBD pa-
tients without active inflammation, the yield of sporadic adenomas should be 
similar to that observed in non-IBD patients. We aimed to test this hypothesis 
in a real-world cohort, recognizing that current quality benchmarks are extrap-
olated from average-risk screening despite IBD patients having approximately 
twice the CRC risk.
Methods  We conducted a prospective observational study using a video library 
of colonoscopies performed at the University of Montreal Hospital Center 
(CHUM). All consecutive patients aged ≥ 45 years who underwent complete 
colonoscopy between 2023 and 2025 were included. Patients with endoscop-
ic activity (Mayo score > 0 or total Simple Endoscopic Score for Crohn’s Disease 
[SES-CD] > 0), incomplete procedures, endoscopic mucosal resection, missing 
histopathology, or incomplete clinical data were excluded. The primary out-
come was the detection of sporadic adenomas (adenoma detection rate, ADR) 
in IBD compared with non-IBD patients, adjusted for WT. Secondary outcomes 
were mean WT, polyp detection rate, adenomas per colonoscopy, polyps per 
colonoscopy, advanced adenoma detection rate, and sessile serrated lesion 
detection rate.
Results  A total of 1421 colonoscopies were analyzed, including 155 in IBD 
patients and 1266 in non-IBD patients. When WT was fixed at 11.8 minutes, 
the proportion of colonoscopies with at least one sporadic adenoma was sig-
nificantly lower in IBD than in non-IBD patients (18.5 % vs. 43.4 %). The gain in 
adenoma detection with each additional minute of WT was markedly attenu-
ated in IBD: the odds of detecting an adenoma increased by 16.7 % per addi-
tional minute in non-IBD patients compared with 2.7 % per minute in IBD pa-
tients. To achieve an adenoma detection of 26 %, an estimated WT of 6.8 
minutes was required in non-IBD colonoscopies versus 28.3 minutes in IBD 
colonoscopies. In routine practice, IBD colonoscopies had a shorter mean WT 
than non-IBD colonoscopies (10.4 vs. 12.0 minutes).
Conclusions  In a screening-age cohort without endoscopic IBD activity, the 
detection of sporadic adenomas was substantially lower in IBD than in non-IBD 
patients and increased far more slowly with longer withdrawal times. These 
findings suggest that IBD-specific procedural demands during withdrawal, in-
cluding detailed inflammatory assessment and biopsy protocols, limit the ef-
fective time available for adenoma detection. Quality thresholds derived from 
non-IBD screening colonoscopy may therefore not be applicable to IBD surveil-
lance, and dedicated IBD-specific quality metrics should be developed.
Conflicts of Interest  Daniel von Renteln has received research funding from 
ERBE Elektromedizin GmbH, Ventage, Pendopharm, Fujifilm and Pentax, and 
has received consultant or speaker fees from Boston Scientific Inc., ERBE Elek-
tromedizin GmbH, and Pendopharm. The remaining authors declare that they 
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Aims  Colon Capsule Endoscopy (CCE) is a minimally invasive alternative to 
standard colonoscopy. It was introduced in 2021 as part of an NHS pilot scheme 
with fifty other hospitals. In this pilot, 70 % of patients did not require a subse-
quent colonoscopy, and a substantial proportion of the remaining 30 % were 
downgraded to non-urgent [1]. CCE is now established as a routine service 
nationally.
CCE presents significant advantages when compared to traditional colonosco-
py. When bowel preparation is adequate and the study is completed, it demon-
strates a high sensitivity for polyps and malignancy that is comparable to co-
lonoscopy [2]. It is generally well-tolerated, with low complication and 
discomfort rates [3]. Finally, CCE may contribute to addressing long waiting 
lists and capacity pressures with colonoscopy.
Our Trust is one of the highest-volume sites nationally for delivering CCE. This 
analysis reviews all CCE reports since the commencement of the service at our 
Trust to assess its impact and how it can be used to benefit different patient 
groups.
Methods  We reviewed all CCE reports between January 2021 and September 
2025. Eligible patients included those referred via the 2-week-wait (2WW) 
colorectal cancer pathway who were considered lower risk (faecal immuno-
chemical testing (FIT) of < 100). The reasons for referral, specifically the pres-
ence of NG12 symptoms such as rectal bleeding or a change in bowel habit, 
were recorded. A CCE was also offered if a colonoscopy was contraindicated or 
had previously failed, or on the basis of patient preference. Biochemistry and 
demographic data were recorded. Bowel preparation was scored using the 
Boston Bowel Preparation Scale, with the CCE marked as complete if a satisfac-
tory view of all sections of the colon was achieved. If the study was marked as 
incomplete, the subsequent investigation was reviewed. CCE findings, normal 
study rates and whether the patient was stepped down from the 2WW pathway 
were also documented.
Results  473 CCE cases were analysed in total. The male to female ratio was 
214:259. The median age was 57 (IQR = 20). 385 patients (81 %) were White 
British. 76 (16 %) belonged to an ethnic minority, and 12 (3 %) did not have an 
ethnicity recorded.
The most common reason for referral was a change in bowel habit (n = 285). 
Other indications were weight loss (n = 75), rectal bleeding (n = 175), abdom-
inal pain (n = 176) and anaemia (n = 93). In the latter case, only 89 patients had 
biochemical evidence of anaemia on referral. Patients could have more than 
one referral symptom.
FIT was positive in 256 patients. The mean FIT with 22.5, with a similar average 
of 22.9 in over 70s. The median bowel preparation score was 8 (IQR = 3).
402 CCEs (84.9 %) were marked as completed, with 349 patients (73.8 %) 
stepped down from the 2WW pathway. 102 patients (21.6 %) had a subsequent 
colonoscopy, including 60 for polypectomy. 32 patients had a flexible sigmoi-
doscopy following CCE for completion of imaging.
No abnormality was identified in 98 (20.6 %) patients. In the remaining patients, 
diagnoses identified included polyps (n = 141), diverticulae (n = 159), haemor-
rhoids (n = 42), colitis (n = 19), ulcer (n = 17), telangiectasia (n = 11) and malig-
nancy (n = 1).
74 CCEs (15.6 %) were marked as incomplete. The most common reason for 
this was inadequate bowel preparation (n = 52). Other causes were the battery 
running out (n = 17), rapid transit (n = 2), a camera error (n = 2) and gastric re-
tention (n = 1).
Conclusions  CCE has been successfully introduced at our site, demonstrating 
a similar stepdown rate to published studies and a completion rate that exceed-
ed the rate reported in the national pilot. Further investigations were not re-
quired in more than 70 % of patients. These findings reaffirm the role of CCE in 

reducing pressure on colonoscopy services, in this case by identifying and in-
vestigating lower risk patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Biliary strictures represent a major diagnostic challenge due to the dif-
ficulty in distinguishing benign from malignant etiologies.Endoscopic ultra-
sound (EUS) allows detailed exploration of the biliary and pancreatic ducts and 
enables targeted tissue sampling for diagnostic purposes.The aim of this study 
was to assess the diagnostic performance and clinical impact of EUS in the 
management of indeterminate biliary strictures.
Methods  This was a retrospective, single-center, descriptive study including 
all patients presenting with a biliary stricture suspected on cholangio-MRI 
(MRCP) without evident mass, and subsequently explored by EUS over a six-year 
period (2019–2025).Collected data included clinical, biological, morphological, 
histological, and follow-up characteristics.
Results  Twenty-five patients were included. The median age was 59 years 
(range 42–85), with a slight male predominance (14 men, 11 women).Clinical-
ly, all patients initially presented with cholestatic jaundice, with a mean total 
bilirubin (TB) level of 12,1 mg/dL.
The strictures were distal (common bile duct) in 83 % of cases (20 patients) and 
hilar in 17 % (5 patients).The median stricture length was 10 mm, and the ap-
pearance was predominantly malignant in 8 cases, and benign in 5 cases.
Fine-needle aspiration/biopsy (FNA/FNB) was performed in 64 % of patients 
(16/25), using variable-caliber needles: mainly 22G (63 %), followed by 20G 
(25 %) and 19G (12 %), according to lesion location and consistency.Histopatho-
logical analysis revealed malignant lesions in 13 cases (52 %), mainly cholangi-
ocarcinomas (n = 7) and pancreatic head adenocarcinomas (n = 6).
Benign lesions were observed in 7 patients (28 %), including fibrotic Odditis, 
post-cholecystectomy biliary strictures, primary sclerosing cholangitis, and 
IgG4-related cholangitis.
A minor hemorrhagic complication post FNB/A was reported, with no other 
major adverse events.
Regarding therapeutic outcomes, 4 patients with malignant disease (16 %) 
underwent curative surgical resection, and 4 others (16 %) received palliative 
chemotherapy.
Conclusions  EUS enabled a definitive diagnosis in nearly 80 % of malignant 
cases, thereby guiding therapeutic management.It represents a key first-line 
diagnostic tool in the evaluation of biliary strictures, owing to its high-resolu-
tion imaging and ability to obtain targeted tissue samples.Further systematic 
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histological correlation and prospective follow-up studies are warranted to 
refine the overall diagnostic performance of this technique.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric cancer remains a major contributor to global cancer mortality. 
Although endoscopy is the most effective method for detecting early gastric 
cancer (EGC), the identification of subtle early lesions continues to pose a clin-
ical challenge. Artificial intelligence (AI) has emerged as a promising adjunct 
to enhance diagnostic accuracy. AI systems are trained using different meth-
odological approaches, and their diagnostic performance may vary. This me-
ta-analysis aimed to evaluate the diagnostic accuracy of AI-assisted endoscopy 
for EGC and to compare the performance of different AI systems
Methods  PubMed, Embase, Cochrane, and Web of Science were systematical-
ly searched for articles. Pooled sensitivity and specificity were calculated using 
random-effects models; an SROC curve was constructed and AUC estimated. 
Histopathology served as the reference standard. Subgroup analyses were 
performed according to AI system type and endoscopic imaging modality. Risk 
of bias was assessed using the QUADAS-2 tool, and publication bias was eval-
uated with funnel plots
Results  Twenty-one studies were included, conducted in China, Japan and 
Korea. AI achieved an overall AUC of 0.96 (95 % CI, 0.94–0.98), pooled sensi-
tivity of 91 % (95 % CI, 88–94), and specificity of 90 % (95 % CI, 85–94), with 
substantial heterogeneity. Deep-learning systems showed sensitivity compa-
rable to hybrid machine learning–deep learning models (89.9 % [95 % CI, 84.1–
93.8] vs 91.2 % [95 % CI, 85.5–94.8]) but achieved significantly higher specific-
ity (89.4 % [95 % CI, 86.3–91.9] vs 83 % [95 % CI, 79.2–86.3], p ≤ 0.005). No 
significant methodological or publication bias was identified [1–41]
Conclusions  AI-assisted endoscopy demonstrates high diagnostic accuracy 
for the early detection of gastric cancer. AI systems are not equivalent: 
deep-learning models provide the best performance, particularly due to their 
superior specificity
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP310  Post-peroral endoscopic myotomy dyspep-
tic symptoms: A novel adverse event to consider 
prior to treatment?
Authors  Alcaide SG1, Gómez Chamorro L2, Zubillaga De Diego A2, 
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Aims  There is evidence regarding the occurrence of dyspeptic symptoms due 
to gastroparesis following thoracic surgeries and esophagectomies, as a con-
sequence of iatrogenic vagal nerve injury. Peroral endoscopic myotomy (POEM) 
involves sectioning the esophagogastric muscularis propria, often transmural-
ly, which could affect the vagal plexus and, therefore, produce gastroparesis 
and dyspepsia symptoms and as an adverse event.
The aim of our study was to evaluate the prevalence of dyspepsia symptoms in 
patients undergoing POEM at our center.

Methods  Cross-sectional study including patients who underwent POEM at 
our center (June 2018 – December 2024). Demographic, clinical, endoscopic, 
and manometric variables were collected. Through telephone interviews, the 
presence of dyspeptic symptoms before and after the procedure was assessed, 
as well as the perceived quality of life after the intervention using a Likert scale 
(0-4).
Results  A total of 112 patients who underwent POEM between 6 and 78 
months prior to the study were evaluated. Ninety-four percent of patients had 
an Eckardt Score ≤ 3, with high or very high improvement in quality of life (score 
3-4) in 90 % of patients. Thirty-two patients (28 %) with dyspeptic symptoms 
were identified, of which 25 (78 %) presented postprandial distress-type symp-
toms (fullness/early satiety). Among patients with dyspepsia, 15 patients ex-
perienced symptoms before the procedure, while 17 cases (15 %) correspond-
ed to new-onset dyspepsia. No statistically significant associations were found 
between any variables and the occurrence of dyspepsia.
Conclusions  Up to 15 % of patients undergoing POEM experienced de novo 
post-POEM dyspeptic symptoms. Seventy-eight percent of these patients pre-
sented fullness/early satiety, possibly related to iatrogenic vagal nerve injury. 
However, quality of life manifestly improved in 90 % of cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Rate of Progression in Eosinophilic Esophagitis (EoE): 
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Aims  Background: Current guidelines for eosinophilic esophagitis (EoE) rec-
ommend obtaining biopsies from three different esophageal levels to maximize 
diagnostic yield, as well as life-long treatment to prevent complications such 
as dysmotility and strictures. However, most available evidence comes from 
randomized controlled trials, and in real-world practice—where the disease is 
relatively uncommon—biopsy protocols are often not strictly followed. Further-
more, the natural history of EoE and the timing of disease progression remain 
insufficiently characterized.
Aims:  To describe diagnostic delay in a real-world setting and to evaluate rates 
of endoscopic progression over long-term follow-up.
Methods  We performed a retrospective review of medical records from pa-
tients diagnosed with EoE or other non-GERD esophagitis at Umeå University 
Hospital (Umeå, Sweden) between 2014 and 2024. Data collected included 
patient demographics, comorbidities, endoscopic findings at the index gas-
troscopy, diagnostic delay between the initial gastroscopy and definitive his-
tological diagnosis, presenting symptoms, and treatments received [1–4].
Results  Of the 38 patients initially screened, 22 were included in the final anal-
ysis with a confirmed diagnosis of EoE. Seventeen patients (77 %) were male, 
with a mean age of 51 years (SD: 38–64). Overall, 15 patients (68 %) presented 
with food bolus impaction, 19 (86 %) reported dysphagia, and 14 (70 %) had 
dysphagia lasting more than 6 months, and 2 (10 %) experienced weight loss. 
Atopic comorbidities were present in 11 patients (52 %), including asthma in 
10 (45 %) and atopic dermatitis in 2 (9 %). The diagnosis was established at the 
index gastroscopy in 17 of the 22 patients (77 %), despite the recommended 
multilevel biopsy protocol—obtaining samples from three esophageal levels—
being followed in only 23 procedures (38 %). The median diagnostic delay be-
tween the first gastroscopy and the definitive histological diagnosis was 4.5 
weeks. At index gastroscopy, 38 % of patients displayed rings, 11 % had furrows, 
13 % had exudates, and 5 % had strictures. After a mean follow-up of 39 months, 
4 % displayed rings, 6 % furrows, 11 % exudates, and 4 % strictures. Overall, 21 
patients (95 %) received treatment: 1 patient (4 %) followed an elimination diet, 
3 (13 %) received fluticasone, 8 (36 %) budesonide, and 20 (90 %) proton pump 
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inhibitors (PPIs). Ten patients (45 %) received more than one treatment modal-
ity.
Conclusions  In this real-world cohort, the diagnostic yield of esophageal bi-
opsies was high, even when the guideline-recommended multilevel protocol 
was not strictly adhered to, enabling diagnosis in approximately three-quarters 
of patients. The median diagnostic delay was about one month. Nearly all pa-
tients received treatment, and after a mean follow-up of 39 months, there was 
no clinically relevant endoscopic progression.
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PYP312  Endoscopic Ultrasound (EUS)-guided portal 
pressure gradient measurement: clinical usefulness
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Aims  We report our experience on EUS-guided portal pressure gradient meas-
urement (EUS-PPGm).
Methods  Prospective study of patients referred for EUS-PPGm. A 25G dedi-
cated needle was used. A 19G FNA needle was used for EUS-guided bilobar 
liver biopsy (EUS-BLB).
Results  EUS-PPGm was performed in 72 patients. Indications: Assessment of 
MASLD in morbid obese patients: 43. Portal hypertension (PH): 26. Evaluation 
for curative therapy in hepatocellular carcinoma (HCC): 3. Additional proce-
dures were performed in the same endoscopic session: Fifty-three (74 %) EUS-
BLB, 3 band ligation for esophageal varices and 1 EUS-guided coil therapy for 
gastric varices. EUS-PPGm was obtained in 65/72 patients (90 %). In 12/43 
morbid obese patients (28 %) the EUS-PPGM was > 6 mmHg without varices nor 
fibrosis on EUS-BLB. In morbid obese patients, there was a statistically signifi-
cant difference in the S3 score of steatosis in the group of portal hypertension 
(33 %) in comparison with the no portal hypertension group (4 %). Patients were 
treated accordingly with the results of EUS-PPGm. In 7 cases (10 %) EUS-PPGm 
was not obtained. For rapid breathing movements (1 case) and for non-reliable 
pressure measurements (6 cases). In one case the 25G needle passed in close 
proximity to the hepatic artery. We experienced difficulty in punction the he-
patic and the portal vein in one and two cases, respectively. In one case the 25G 
needle failed to transverse the liver capsule. Mean time to obtain EUS-PPGm 
23 ± 2 minutes for EUS-BLB 16 ± 2 minutes and for combined EUS-PPGm plus 
EUS-BLB 44 ± 2 minutes. Three adverse events were observed: 1 mild epigastric 
pain, 1 self-limited bleeding from the cardias and 1 atrial fibrillation.
Conclusions  EUS-PPGm, even combined with EUS-BLB, seems safe, providing 
relevant clinical information. A notewhorty proportion of morbid obese pa-
tients were precociously diagnosed of portal hypertension in early reversible 
stages without liver fibrosis on EUS-BLB.
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Aims  Endoscopy has emerged as the first-line treatment of anastomotic leaks 
and fistulasafter esophagogastric surgery . Endoscopic vacuum therapy (EVT) 
is one of the most commonly used options with clinical success above 66 %. 
However, it is associated withhigh costs, can be technically challenging, and is 
associated with the need of parentalnutrition. Our center adopted a strategy 
using a handcrafted modified EVT (mEVT)based on a nasojejunal tube, allowing 
concomitant enteral nutrition. The aim of thisstudy is to evaluate the feasibil-
ity and efficacy of mEVT as single or combined therapy,in clinical practice.
Methods  We report all consecutive patients treated with mEVT in our center, 
between01/01/2023 and 31/10/2025 and with a 30-day follow-up period were 
included. All had upper gastrointestinal tract defect referred to mEVT by the 
multidisciplinary teamconference.
Results  In total, 24 patients were referred to mEVT, 17 (70.8 %) were male, 
with a median ageof 59 (IQR 54-69) years. The aetiology of the defect was 
predominantly postoperative(91.6 %): 12 oncologic cases, 8 bariatric surgery 
cases (4 sleeve gastrectomies, 3bypass surgeries and 1 single anastomosis 
stomach–ileal bypass) and 1 iatrogenicgastric injury (intraoperative). In 17 
patients (70.8 %), postsurgical sepsis with organdysfunction required intensive 
care admission.The median defect diameter was 10.0 (IQR 5.0-25.0) mm. Di-
agnosis occurred, amedian of 6.0 (IQR 4-14) days after surgery and mTEV was 
the first-line therapeuticoption in 18 patients (75 %). 12 patients (50 %) had 
abscess cavity associated to theleak. Adjunctive endoscopic techniques were 
used in 15 patients (62.5 %), mostlyincluding double-pigtail stents or over-the-
scope clips.Clinical success was achieved in 22 patients (91.6 %) after a median 
of 3 (IQR 2-5)sessions and the mean duration of each session was 6.03 ( ± 1.16) 
days. Fourpostoperative patients were treated without complementary percu-
taneous drainage.Patients required exclusive parenteral nutrition only for me-
dian of 3 days (IQR 0-7) andwere fed via enteral nutrition during a median of 
14 (IQR 8-28) days, starting on theday of mEVT placement.There were no ad-
verse events related to mEVT. Clinical failures, in 2 patients,corresponded to 2 
tracheoesophageal fistulas and 1 gastrocutaneous fistula. Fourdeaths occurred: 
2 due to defect-related complications and 2 due to underlyingdisease.
Conclusions  mEVT is an innovative and straightforward solution with a high 
success rate,comparable to what has been reported with conventional tech-
niques. It stands out as alow-cost alternative, enabling optimized enteral nu-
trition during treatment, preventinginfection and malnutrition risk. We present 
iconography (endoscopic images andvideos) of the treated cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Anastomotic stricture (AS) is a common late complication after eso-
phagectomy. Evidence guiding endoscopic escalation (“step-up”) and the risk 
of post-treatment recurrence remains limited. We assessed clinical, surgical, 
and procedural determinants of (i) need for step-up therapy and (ii) recurrence 
after initial endoscopic success.
Methods  We conducted a ten-year multicenter retrospective study at two 
Milan tertiary centers (2014–2024). Adults with naïve post-esophagectomy 
AS underwent standardized endoscopic management (bougie or pneumatic 
dilatation with predefined step-up options: incision therapy, stenting, steroid 
injection). Outcomes included technical (TS) and clinical success (CS), safety, 
rate of step-up and recurrence, and uni/multivariable predictors for change of 
strategy and recurrence.
Results  Among 1,729 esophagectomies, 61 patients (3.5 %) developed benign 
AS. Initial therapy was bougie in 54.1 % and pneumatic in 45.9 %. TS was reached 
in 100 % and CS in 93.4 %. Safety was favourable (1/61, 1.6 %). Overall, 39.3 % 
required a change of strategy, typically early: the first switch occurred at a 
median of 35 days, and 62.5 % within 30 days, most often for failure to achieve 
a ≥ 2-mm lumen gain (66.7 %). On multivariable analysis, higher BMI (OR 0.81 
per 1 kg/m², p = 0.022) and baseline dysphagia < 2 (OR 0.13, p = 0.006) inde-
pendently reduced the likelihood of step-up. Among patients with CS, recur-
rence occurred in 24.6 % (14/57). In models restricted to surgical variables, 
stapled versus hand-sewn anastomosis was protective (OR 0.11, p = 0.022), 
whereas procedure type (McKeown vs Ivor-Lewis) and calibre ≤ 25 mm were 
not significant.
Conclusions  Endoscopic treatment of post-esophagectomy AS is highly fea-
sible and effective. Early escalation clusters within the first month and is more 
likely in patients with lower BMI and greater dysphagia, supporting closer ear-
ly surveillance. After initial success, stapled anastomosis appears to mitigate 
recurrence risk [1].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Self-expandable metallic stent (SEMS) in the cervical esophagus remains 
challenging, as this region is often considered a relative contraindication for 
stenting and is commonly associated with complications (foreign-body sensa-
tion, migration). The NITI-S Cervical Esophageal Stent (Taewoong Medical) 
featuring a proximal release mechanism, was specifically designed to address 
these limitations. Our aim was to evaluate safety, efficacy, and associated ad-
verse events (AEs) associated with this cervical-specific esophageal stent design 
[1, 2].
Methods  Retrospective, observational,, single-center study. All cases with 
placement of a NITI-S Cervical stent placement (2012–2025) were identified. 
Epidemiological, clinical, and technical variables were collected. Follow-up 
included clinical outcomes and stent-related complications (▶Table 1).

▶Table 1	  Demographic And Clinical Characteristics (N = 31)

VARIABLE N ( %)

SEX

Male 22 (71)

Female 9 (29)

AGE Mean: 73 years

INDICATION

   Stenosis 24 (77)

   Fistula 3 (10)

   Perforation 4 (13)

NEOPLASTIC ORIGIN

   Yes 22 (71)

   No 9 (29)

TYPE OF NEOPLASIA

   Esophageal squamous cell carcinoma 13 (42)

   Esophageal adenocarcinoma 2 (6.4)

   Malignant head-and-neck tumor 4 (13)

   Lung adenocarcinoma 2 (6,4)

PALLIATIVE TREATMENT

   Yes 21 (67.7)

   No 10 (32.3)

Results  Among 520 patients who underwent esophageal stenting during the 
study period, 31 received a cervical-specific stent (71 % male; mean age 73 
years). The most predominant indication (71 %) was malignant stenosis (eso-
phageal or head-and-neck cancer). Technical success was 90 %; three cases 
required immediate stent removal due to intraprocedural malposition. Clinical 
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success (restoration of oral intake) was achieved in 92 %. Mild AEs occurred in 
18.75 % of cases, mainly pain and foreign-body sensation. Migration occurred 
in 25 % (4 proximal, 3 distal), and tissue ingrowth in 7 %. Overall, 8 patients 
(26 %) required stent removal due to migration or intolerance. No procedure-re-
lated mortality was observed. Mean follow-up was 2.9 months (SD ± 5.6). In 
57 % of cases, follow-up ended due to patient death
Conclusions  This 13-year series represents one of the largest published expe-
riences with cervical-specific SEMS. Despite the inherent challenges of cervical 
esophageal stenting, our results demonstrate high technical (90 %) and clinical 
(92 %) success rates with acceptable tolerability, supporting their role in palli-
ative management of malignant cervical esophageal stenosis
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Aims  The management of superficial hypopharyngeal squamous cell carcino-
ma (HPSCC) has traditionally been led by head and neck surgeons; however, 
recent advances in endoscopic technology have enabled greater involvement 
of gastroenterologists, increasing the importance of multidisciplinary collab-
oration. At our institution, endoscopic submucosal dissection (ESD) has been 
the primary treatment modality, followed by the introduction of endoscopic 
laryngo-pharyngeal surgery (ELPS) and Transoral Endoscopic Cooperative Sur-
gery (TOECS). This study aimed to clarify the unique characteristics of these 
treatment approaches by comparing their short-term therapeutic outcomes.
Methods  We retrospectively analyzed 149 patients with 184 HPSCC lesions 
who underwent transoral endoscopic resection. Patients were divided into 
three treatment groups: ESD (n = 138), ELPS (n = 21), and TOECS (n = 26).
In the TOECS procedure, gastroenterologists performed marking, subepithe-
lial injection, and circumferential mucosal incision using a standard ESD 
high-frequency dissection knife. Subsequent submucosal dissection was per-
formed by head and neck surgeons using the same knife mounted on a transoral 
surgical attachment.
Outcomes evaluated:En bloc resection rate, R0 resection rate, horizontal (HM) 
and vertical (VM) margin positivity, and dissection speed (mm²/min).
Complications including postoperative bleeding, perforation, and laryngeal 
edema.
Results  En bloc resection rates for ESD, ELPS, and TOECS were 96.4 %, 100 %, 
and 100 %, respectively. R0 resection rates were 84.6 %, 76.2 %, and 72 %, with 
no significant differences among the groups. HM positivity was significantly 
lower in the ESD group compared with ELPS and TOECS (9.4 % vs. 23.8 % and 
24 %, p < 0.05). VM positivity was observed only in the ESD group (5.8 %), with-
out a significant difference, although this suggested a tendency toward shal-
lower dissection.
Dissection speed was similar among the groups (10.4 vs. 9.0 vs. 8.6 mm²/min).
Postoperative bleeding occurred in 2.2 % of ESD cases and in none of the ELPS 
or TOECS cases. Laryngeal edema occurred in 1.7 % of ESD cases. No perfora-
tions were observed in any group.
Conclusions  For HPSCC, ESD demonstrated the lowest HM positivity rate, 
indicating its advantage in precise lateral margin control. ELPS and TOECS 

showed no VM-positive cases, suggesting that these procedures may facilitate 
deeper submucosal dissection. Dissection speed and safety profiles were com-
parable across all modalities. TOECS, performed using shared endoscopic de-
vices, may also contribute to cost reduction.
These findings highlight the importance of close collaboration between gas-
troenterologists and head and neck surgeons in the transoral management of 
HPSCC, with a comprehensive understanding of each modality’s characteristics 
contributing to improved therapeutic outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic needle-knife diverticulotomy is an established treatment for 
Zenker’s diverticulum. Zenker peroral endoscopic myotomy (Z-POEM), intro-
duced at our center in 2021, allows creation of a submucosal tunnel and per-
formance of a full septotomy. This technique enables a more complete division 
of the cricopharyngeal muscle and may therefore result in fewer recurrences 
and more durable long-term symptom control. The aim of this retrospective 
study was to evaluate technical feasibility, recurrence and complication rates, 
and the duration of symptom resolution across different therapeutic approach-
es, with particular focus on Z-POEM.
Methods  Between January 2014 and June 2024, a total of 162 endoscopic 
interventions for Zenker’s diverticulum were performed at our center, repre-
senting one of the larger single-center cohorts reported to date. Procedures 
included 117 needle-knife diverticulotomies, 35 Z-POEM procedures, and 10 
alternative techniques. Patient demographics were recorded (mean age 
71 ± 10.35 years, 66 % male) as well as diverticulum size (mean 2.71 ± 1.46 cm).
Follow-up was performed retrospectively for patients who had undergone an 
intervention from 2019 onward. Structured follow-up (telephone and/or en-
doscopic) was conducted in 2024-2025, yielding evaluable data for 100 proce-
dures (follow-up rate 65 %) with a median follow-up of 24 months (IQR 18–45).
Symptom burden was assessed using a standardized score adapted from the 
Eckardt Score, focusing on the two consistently available domains: dysphagia 
and regurgitation. Patients were additionally asked to report the duration of 
subjectively perceived symptom resolution.Outcomes included symptom im-
provement, complication rates, time to recurrence and recurrence rates.
Results  Median procedure time was comparable between techniques (nee-
dle-knife 27 min [6–83] vs. Z-POEM 24.5 min [11–65]). Complications occurred 
in 8.55 % of needle-knife procedures (10/117) and 11.43 % of Z-POEM proce-
dures (4/35).
Analysis of clinical outcomes was based on the follow-up cohort with evaluable 
data (n = 100). Within this cohort, both techniques resulted in marked symptom 
improvement. Median dysphagia scores improved from 2 to 1 after needle-knife 
and from 1.5 to 0 after Z-POEM. Regurgitation improved from 1.5 to 0 in both 
groups. The median duration of symptom resolution was 12 months (IQR 6–26) 
after needle-knife and 13 months (IQR 12–22.5) after Z-POEM. Among patients 
experiencing recurrence, symptom-free intervals were 9 months (IQR 6–12) 
for needle-knife and 6 months (IQR 3–12) for Z-POEM.
Recurrence rates differed substantially between techniques, with 79 % recur-
rence after needle-knife and 43 % after Z-POEM. These rates are higher than 
commonly reported in the literature, most likely reflecting a follow-up bias, as 
patients tended to return primarily in the case of symptomatic recurrence and 
no scheduled endoscopic reassessment was performed. In multivariate logistic 
regression, Z-POEM was independently associated with significantly lower odds 
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of recurrence compared with needle-knife (OR 0.197, 95 % CI 0.063–0.587, 
p = 0.004).
Conclusions  Z-POEM proved to be an effective and safe treatment option for 
Zenker’s diverticulum and was associated with significantly lower recurrence 
rates compared with needle-knife diverticulotomy. Both techniques resulted 
in meaningful symptom improvement, but Z-POEM achieved complete reso-
lution more consistently and showed an independent association with reduced 
recurrence in multivariate analysis. These findings underscore the clinical rel-
evance of a complete septotomy and support Z-POEM as a durable and effective 
endoscopic treatment option for Zenker’s diverticulum.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Esophageal variceal bleeding (EVB) remains a major cause of morbidity 
in portal hypertension. Classical predictors provide limited individualized risk 
estimation. This study aimed to identify predictors of EVB in portal hypertensive 
gastropathy (PHG) using both multivariate logistic regression and an artificial 
intelligence (AI) based machine-learning model [1].
Methods  A retrospective cohort of 213 PHG patients (64 with EVB) was ana-
lyzed. Clinical, laboratory, and endoscopic variables,including ascites, enceph-
alopathy, platelet count, MELD, albumin, creatinine, H. pylori status, variceal 
grade, PHG severity, GAVE, NSBB use, and intestinal metaplasia were collected. 
Univariable and multivariable logistic regression models were constructed. A 
Random Forest classifier was developed to assess non-linear interactions and 
determine variable importance. Model performance was evaluated using the 
area under the ROC curve (AUC) (▶Table 1).

▶Table 1	 

Predictor Adjusted 
OR

95 % CI P

Encephalopathy 2.46 1.33–5.05 0.013

Ascites 1.81 1.10–3.20 0.018

Platelet (per 10,000/
mm³)

0.98 0.96–0.99 0.048

Results  Multivariate analysis identified three independent predictors of EVB: 
encephalopathy (OR 2.46, p = 0.013), ascites (OR 1.81, p = 0.018), and low 
platelet count per 10,000/mm³ decrement (OR 0.98, p = 0.048). The Random 
Forest model achieved an AUC of 0.75. AI-based feature importance analysis 
revealed platelet count as the strongest predictor, followed by MELD, creatinine, 
albumin, age, ascites, NSBB use, and high-grade varices.
Conclusions  In patients with PHG, encephalopathy, ascites, and thrombocy-
topenia independently predict EVB. AI modeling highlights additional contrib-
utors, particularly MELD-related parameters, capturing patterns not detected 
by classical analysis. Integrating statistical and AI-derived predictors may en-
hance individualized bleeding-risk stratification.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal (GI) tract leaks and fistulae—whether spontaneous or 
resulting from postoperative leakage or dehiscence—pose substantial clinical 
challenges and carry significant morbidity and mortality. Endoscopic vacuum 
therapy (EVT) and hybrid EVT-Self-expanding metal stent (SEMS) technology 
have emerged as promising minimally invasive therapeutic options as alterna-
tive to surgery. This multicenter prospective study evaluates the effectiveness 
and safety of EVT and hybrid EVT-SEMS in the management of GI tract leaks 
and fistulae
Methods  A total of 32 patients were prospectively included, of which 27 re-
ceived EVT by Esosponge/Endosponge(Boston Scientific, Marlborough, Mas-
sachusetts, USA) and 5 received hybrid EVT-SEMS by VacStent GIä(Micro-Tech 
Europe GmbH, Düsseldorf, Germany) from 2022 onward across 2 portuguese 
centers. Demographic data, clinical characteristics, and treatment outcomes 
were collected. The primary endpoint was successful closure of the leak or 
fistula, confirmed through both endoscopic and radiologic assessment. Sec-
ondary outcomes included the need for adjuvant endoscopic therapy, and 
complication, readmission, and mortality rates.
Results  Median follow-up was 100 weeks (IQR 56) and 82.1 % of the patients 
included were male (n = 22), with a median age of 67 years (IQR 12). Most 
sponges were placed in the upper GI tract (n = 19) for malignant aetiology 
(75.8 % of cases). Three patients received sponge in the lower GI tract due to 
surgery for pelvic/perianal abscess (n = 2) and prostatic cancer (n = 1). Both 
endoluminal and intracavitary sponges were used, with the former (median 4 
[1-37]) being more frequently used than the latter (median 1 [0-11]). Main 
aetiology for VacStent placement was Boerhaave syndrome (n = 4) and surgery 
for esophageal adenocarcinoma (n = 1). One every three patients (30.3 %) pre-
sented with sepsis at admission and median timing until device placement was 
11.5 days (IQR 17.2). Median mural defect size was 15 mm (IQR 15) and medi-
an hospitalization length was 55 days (IQR 50.7). EVT by sponge/VacStent 
therapy achieved a high overall closure rate of 84.2 % (100 % for VacStent alone, 
p = 0.342). Although a median of 4.5 treatment sessions was required, the need 
for additional non-EVT endoscopic interventions remained low (5.3 %). Tech-
nique-related complications were uncommon (5.3 %) and included migration 
and late stenosis, and readmission rates were low (13.5 %). Mortality was low 
and not directly associated with device use. After multivariate logistic regres-
sion, sponge at upper GI tract was significantly associated with endoscopic 
success (OR 0.019, CI95 % 0.001-0.531, p = 0.020), but sepsis at admission 
proved to be an important factor, although without statistical significance (OR 
0.09, CI95 % 0.06-1.315, p = 0.078).
Conclusions  This multicenter prospective study demonstrates that EVT and 
hybrid EVT-SEMS are highly effective and safe modalities for treating sponta-
neous and postoperative GI tract leaks/fistulae. With strong closure rates, 
minimal complications, and favorable overall outcomes, these vacuum-based 
therapies represent valuable endoscopic strategies and support their expand-
ing role in managing of complex GI leaks/fistulae.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Evaluation of cleanliness in capsule endoscopy is essential to validate the 
exam. However, yet reliable evaluation of bowel cleanliness remains challeng-
ing. The validated KODA score provides robust assessment but is time-consum-
ing and impractical in routine practice. We aimed to evaluate the performance 
of an AI-based tool (AXAROlite, Augmented Endoscopy) compared with the 
KODA score for assessing small bowel cleanliness in Crohn's disease (CD) pa-
tients.
Methods  This was a post-hoc analysis of a multicenter randomized controlled 
trial (NCT05117996) including 142 CD patients undergoing small bowel capsule 
endoscopy (SBCE) after either a standard PEG-based or simplified clear liquid 
preparation. All videos were evaluated for cleanliness using the KODA score by 
trained readers. The same videos were analyzed using the AI-based AXAROlite 
tool. Correlation, agreement, and diagnostic performance of AXAROlite were 
compared with the KODA score. Clinical factors influencing AI-assessed clean-
liness were also investigated.
Results  Correlation between the KODA score and the AI-AXAROlite score was 
found strong for the whole SB (ρ = 0.61; r2 = 0.35; p < 0.001) and moderate to 
strong for each of the four quartiles analyzed: ρ = 0.52; r2 = 0.24; p < 0.001, 
ρ = 0.56; r2 = 0.24; p < 0.001, ρ = 0.50; r2 = 0.21; p < 0.001, ρ = 0.62; r2 = 0.41; 
p < 0.001 for the first, the second, the third and the fourth quartiles, respec-
tively.When compared to the qualitative evaluation of the SB cleanliness i.e. 
good, fair or poor, both the KODA and the AXAROlite scores decreased similar-
ly. The median [IQR] values of AXAROlite scores were respectively 75.0 [59.0-
84.0], 56.0 [42.0-67.0] and 41.00 [25.75-59.75]. The differences were statis-
tically significant between a good and a fair or poor cleanliness (p < 0.001)
AXAROlite demonstrated excellent diagnostic accuracy for detecting adequate 
cleanliness defined as KODA > 2.25 (AUROC = 0.85, 95 % CI 0.79–0.92), with an 
optimal threshold of 72 % clean frames (sensitivity 86 %, specificity 72 %).In 
multivariate analysis, the activity of the disease and the SB transit time influ-
enced negatively the AXAROlite score: β = -7.87 [-15.29; -0.44], p = 0.0382 and 
β = -0.04 [-0.06; -0.01], p = 0.0031 respectively. The behavior, the location of 
the disease, the endoscopic severity and the presence of an anastomosis, did 
not modify independently the AXAROlite SBscore.
Conclusions  AXAROlite provides a rapid, fully automated, and accurate eval-
uation of small bowel cleanliness in CD, comparable to the validated KODA 
score. Its integration into routine workflows may streamline reporting and 
reduce inter-observer variability.
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Aims  To evaluate the retrieval rate of capsules for environmental motivation 
after videocapsule endoscopy (VCE), considering demographic and travel-re-
lated factors
Methods  This is a prospective monocentric study enrolling patients undergo-
ing VCE at the Endoscopy Unit of the Policlinico of Milano, a tertiary referral 
center in a urban area. Patients were invited to retrieve the capsule on the 
basis of its environmental impact. Data collected included age, travel distance, 
number of transportation mens, travel time and out-of-pocket costs. Differ-
ences were assessed between patients who retrieved capsule after its evacua-
tion and those who did not. Associations were analyzed using descriptive sta-
tistics and Pearson correlations. 0.04 kg of CO2 has been considered as a single 
capsule carbon footprint [1].
Results  142 patients were enrolled (51 % females, mean age 53 years, range 
14–88). Main indications were celiac disease (22 %), IBD (35 %) OGIB (27 %). 58 
(41 %) of capsules has been correctly retrieved and returned to the Endoscopic 
Center. The median travel distance was 11.5 km (mean 41.3 km, SD 151.1). 
Patients travelled with an average of 1.4 transportation means, with a median 
travel time of 40 minutes (mean 50.8 min, SD 43.3) and a mean travel cost of 
12 euros (median 5 euros, SD 16.3). No statistically significant differences 
emerged between patients who reported VCE and those who did not regarding 
age, travel distance, means, time, costs or VCE indication. Moderate correla-
tions were observed between travel time, distance, and expenditure. The car-
bon footprint of retrieved capsules 2.32 kg of CO2.
Conclusions  In this study, roughly half of the patients retrieved capsules after 
VCE due to an environmental motivation, demonstrating a sensitivity regarding 
this issue. Capsule retrieval after VCE was not associated with differences in 
demographic or travel parameters. However, substantial travel distances and 
associated costs underline the importance of addressing logistical barriers to 
optimize equitable access to diagnostic endoscopy and limitate environmental 
impact of VCE. Although the carbon footprint of capsules is low, the most im-
portant factor is the recylce of rare and environmentally dangerous material. 
Further research is warranted to evaluate targeted interventions for patient 
support and service decentralization to improve outcomes and reducing Cap-
sules dispersion.
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Aims  Capsule endoscopy (CE) enables minimally invasive visualization of the 
small bowel and is a cornerstone in the evaluation of gastrointestinal bleeding 
and anemia. Vascular lesions, including red spots and angiectasias, together 
with blood or haematic residues, provide essential clues regarding the origin, 
presence, severity and timing of bleeding. Their reliable detection remains 
difficult due to reader fatigue, interpretative variability and the demanding 
duration of CE review. Artificial intelligence offers a compelling opportunity to 
enhance accuracy and efficiency, yet robust real-world multicenter evidence is 
still scarce.
This study aimed to evaluate the real-life performance of a deep learning con-
volutional neural network trained to detect both vascular lesions and blood/
haematic residues in complete CE studies.
Methods  We conducted a prospective, multicenter validation comparing 
AI-assisted CE reading with conventional interpretation. A total of 423 complete 
CE videos from three CE systems across ten high-volume centers in Portugal, 
Spain, Brazil, Australia, Uruguay, and the United States were analyzed. After 
standard reading (Soc), an independent expert performed AI-assisted review, 
and discrepancies were adjudicated by a third expert from an external center 
to establish the reference standard. Diagnostic performance metrics and AUC-
ROC were calculated for both strategies. Reading time was evaluated for AI 
assisted reading.
Results  AI-assisted reading identified 213 exams with confirmed vascular le-
sions, compared with 143 detected by conventional reading. For vascular le-
sions, AI demonstrated markedly higher sensitivity (94.2 % vs. 63.3 %) but 
lower specificity (64.5 % vs. 77.3 %). Overall accuracy was higher with AI (89.7 % 
vs. 76.1 %), and the AUC-ROC was superior (79.4 % vs. 70.3 %). McNemar’s test 
demonstrated a significant difference between methods (p < 0.05).
For blood and haematic residue detection, AI outperformed SoC in all metrics. 
It detected the presence of blood in 38 exams vs 34 in the standard reading. 
The sensitivity was higher in the AI group (85.0 % in SoC vs 95.0 % in AI) and so 

was the specificity (96.9 % vs 97.8 %), overall accuracy (95.7 % vs 97.8 %), and 
AUC-ROC (91.0 % vs 96.4 %).
AI assisted reading reduced the average reading time to 316 seconds per exam.
Conclusions  CE interpretation augmented by artificial intelligence significant-
ly improves the detection of vascular lesions and haematic residues, two piv-
otal elements in the assessment of gastrointestinal bleeding and anemia, while 
substantially reducing reading time. The use of multiple CE systems strength-
ens interoperability and the involvement of centers across six countries and 
three continents enhances generalizability. These findings support the inte-
gration of AI tools into CE workflows to elevate diagnostic accuracy, streamline 
efficiency and reinforce clinical decision-making in patients with suspected or 
confirmed gastrointestinal bleeding.
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Aims  Capsule Endoscopy (CE) is a minimally invasive exam that has emerged 
as a central modality for evaluating small bowel inflammatory disorders, par-
ticularly Crohn’s disease. Precise identification of ulcers and erosions is funda-
mental for assessing disease activity, informing therapeutic decisions, and 
monitoring treatment response. Although CE provides unparalleled visualiza-
tion of mucosal pathology, manual interpretation remains time-consuming 
and susceptible to notable interobserver variability. Advances in artificial intel-
ligence, especially convolutional neural networks, now present a timely oppor-
tunity to enhance diagnostic accuracy, reduce variability, and improve workflow 
efficiency. Continued development and rigorous clinical validation are warrant-
ed to realize their full potential in routine practice. Our aim is to develop and 
validate a robust AI model capable of detecting and distinguishing small bow-
el ulcers and erosions across multiple CE systems and international clinical 
centers.
Methods  We performed a prospective, multicenter study between January 
2021 and September 2025, including six centers in Portugal, Spain, Brazil, Uru-
guay, Australia, and the United States. A total of 423 complete CE examinations 
were analyzed. AI reports generated by a deep learning model were analyzed 
by an expert and the AI-assisted report was compared with standard-of-care 
(SoC) interpretations, using an expert consensus panel as the reference stand-
ard. Diagnostic performance was evaluated using sensitivity, specificity, over-
all accuracy, and area under the receiver operating characteristic curve (AUC-
ROC). Reading time was also recorded for the AI-assisted reading.
Results  Expert consensus identified ulcers or erosions in 127 patients (30.0 %). 
Compared with the reference standard, SoC achieved 68.5 % sensitivity, 90.8 % 
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specificity, and 83.7 % accuracy. AI-assisted reading demonstrated higher sen-
sitivity (88.2 %) with slightly lower specificity (79.7 %), resulting in comparable 
overall accuracy (82.4 %). The AI model achieved a higher AUC-ROC than SoC 
(83.9 % vs. 79.6 %). AI identified lesions in 112 patients, outperforming SoC, 
which detected lesions in 87 patients. These results were consistent across 
devices and centres. Mean AI-assisted reading time was 318 seconds per exam.
Conclusions  The AI-based software improved the detection of small bowel 
ulcers and erosions compared with standard care, showing higher sensitivity, 
comparable overall accuracy, and a meaningful reduction in reading time. This 
validation demonstrates that artificial intelligence can deliver consistent diag-
nostic performance across different devices and clinical settings while mark-
edly accelerating case review. Shorter reading times have direct implications 
for clinical scalability, enabling higher throughput, reducing workload, and 
expanding access to capsule endoscopy in routine practice. These findings 
support further integration and evaluation of artificial intelligence to optimize 
endoscopic assessment and strengthen the management of inflammatory 
bowel disease.
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Aims  Treat-to-target approaches are a mainstay in Crohn's disease manage-
ment, with evidence showcasing the benefit of capsule endoscopy driven strat-
egies. Pan-intestinal capsule endoscopy (PCE) allows a minimally invasive 
evaluation of both the small bowel and colon, potentially improving disease 
monitoring and therapeutic decision-making. Nevertheless, this approach is 
hampered by lengthy reading times and observer intervariability. Artificial in-
telligence (AI), specifically convolutional neural networks (CNNs), have proven 
their ability for diagnosis of ulcers and erosions and inflammatory activity as-
sessment. This study aimed to develop and validate an interoperable pan-in-
testinal AI model for detection of ulcers and erosions and determination of their 
clinical significance according to Saurin classification.
Methods  195,955 frames (132.302 enteric, 63,653 colonic) from 1,585 exams 
performed in two reference centers between January 2017 and August 2025 
were included for model development and testing. Data included exams from 
six different capsule endoscopy devices. After expert-based consensus, 71,382 
frames containing ulcers and erosions were identified and differentiated ac-
cording to Saurin classification, while the remaining 124 573 frames depicted 
normal mucosa. The dataset was divided in training / validation and testing sets 
with a 90 %/10 % patient split design. The model was evaluated using the test-
ing using accuracy, sensitivity and specificity.
Results  Normal mucosa was identified with 86.6 % accuracy, 88.2 % sensitivity 
and 82.4 % specificity. Ulcers and erosions were identified with 86.6 % accuracy, 
72.6 % sensitivity and 93.0 % specificity.
When stratifying ulcers and erosions according to their bleeding potential, 
lesions with uncertain bleeding potential (P1UE) were identified with 85.6 % 
accuracy, while ulcers with high bleeding potential (P2U) were identified with 
98.6 % accuracy.

Conclusions  PCE enables a minimally invasive treat-to-target strategy in 
Crohn’s disease. A multidevice AI model demonstrated high accuracy in iden-
tifying ulcers and erosions in a pan-intestinal setting, as well as stratifying them 
according to their clinical significance. Additionally, the pan-intestinal evalua-
tion was performed without the need of segmentating the small bowel and 
colon, reducing computational requirements and representing another step 
toward clinical implementation. Further clinical validation studies are before 
integrating deep learning models into PCE, with the potential to transform 
patient management in inflammatory bowel disease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small-bowel capsule endoscopy (SBCE) allows a functional segmentation 
of the intestine into temporal tertiles (SB1-SB3). Although vascular lesions are 
often described in proximal and distal regions, the overall topography of 
small-bowel pathology and its relationship with transit and diagnostic yield 
remain poorly defined.
Methods  This study aimed to characterize the functional distribution of 
small-bowel lesions and to explore how small-bowel transit time (SBTT) influ-
ences diagnostic performance.
We retrospectively reviewed 604 complete SBCEs with measurable gastric (GTT) 
and small-bowel transit times.
Lesions were classified as vascular, erosive, ulcerative, hemorrhagic, structural, 
or neoplastic, and localized within SB1–SB3 using standardized text-based 
mapping.
To assess the relationship between SBTT and diagnostic yield, transit time was 
stratified into three duration groups (short, intermediate, long) corresponding 
to the lower, middle, and upper thirds of its distribution. Statistical comparisons 
used χ², Mann–Whitney, and Kruskal–Wallis tests.
Results  The cohort had a mean age of 63.7 ± 17.7 years (50.2 % female).
Mean gastric transit time (GTT) was 35.2 ± 24.6 min, showing a mild, non-sig-
nificant trend toward longer values with age (p > 0.05) and no sex-related dif-
ferences (p > 0.3). Mean SBTT was 295.7 ± 118.1 min, increasing significantly 
with age (p < 0.01) and in males (p < 0.05).
Vascular, erosive, ulcerative, and hemorrhagic lesions followed a bimodal prox-
imal–distal pattern (all p < 0.0001), while structural and neoplastic lesions were 
evenly distributed.
Overall diagnostic yield was 80 %. Examinations with positive findings had 
longer SBTT (300.6 vs 276.1 min, p < 0.05). The likelihood of detecting relevant 
lesions increased progressively across the three SBTT duration groups (76.8 %, 
77.4 %, and 85.6 %; p < 0.05).
Conclusions  Functional topography analysis reveals distinct proximal–distal 
clustering of vascular and inflammatory lesions, suggesting specific pathophys-
iologic mechanisms along the small-bowel axis. Longer SBTT was associated 
with higher diagnostic yield, identifying transit time as a potential quality met-
ric in SBCE. These findings support a more physiologic interpretation of capsule 
studies and may inform strategies to optimize visualization and reporting.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims Background  The number of patients with cardiac implantable electron-
ic devices (CIEDs) is rising. These individuals are often older, comorbid, and on 
antiplatelet or anticoagulant therapy, placing them at greater risk of iron defi-
ciency anaemia and gastrointestinal bleeding. Despite two decades of video 
capsule endoscopy (VCE) use, uncertainty about its safety in CIED carriers 
persists due to long-standing concerns over electromagnetic interference, 
limiting access to this valuable diagnostic tool. This study seeks to clarify and 
reconcile the long-standing disconnect between industry-driven recommen-
dations and the clinical evidence base by synthesising, updating, and critically 
examining the totality of available data [1–18].
Aim:  To assess the safety and diagnostic performance of VCE, among patients 
with CIEDs being investigated for gastrointestinal bleeding.
Methods  A systematic review was conducted using EMBASE, MEDLINE, and 
PubMed. A random-effects meta-analysis of proportions, using the Freeman–
Tukey double arcsine transformation (FTDT), assessed the following: adverse 
cardiac events, signal interference, and diagnostic yield
Results  From 275 publications, 18 studies involving 443 patients were includ-
ed. Transient CIEDs malfunction occurred in 0.9 % of cases (4/443), with no 
clinically significant adverse events. The pooled estimate for cardiac malfunc-
tion was 0 % (95 % CI: 0–1 %) for Implantable cardioverter–defibrillators (ICDs) 
and left ventricular assist devices (LVADs), and 0 % (95 % CI: 0–6 %; I² = 63 %) for 
pacemakers (PM). Signal interference affecting video quality was reported in 
only 1.8 % of patients (8/443), with a pooled rate of 0 % (95 % CI: 0–2 %; I² = 0 %). 
LVADs had a slightly higher interference rate of 1 % (95 % CI: 0–6 %; I² = 25 %). 
The pooled diagnostic yield was 69 % (95 % CI 58–80; I² = 55.5 %), a finding that 
aligns closely with previously published estimates and reinforces the consist-
ency of results across device types (▶Table 1).
Conclusions  This meta-analysis demonstrates that VCE can safely be per-
formed in patients with CIEDs, presenting with anaemia or gastrointestinal 
bleeding. Adverse events and signal interference were rare, with no major ad-
verse events and no significant compromise in diagnostic yield. These findings 
support review of existing guidelines to improve outcomes for patients with 
CIEDs, a population at increased risk of gastrointestinal bleeding.

▶Table 1	  Characteristics and Summary Findings of the 18 Included Studies

Type of device Total number of 
cardiac devices (n)

VCE brand Image transmission 
inference

Cardiac malfunction rate

Overall 443 Given Imaging, M2A, MiroCam, 
Olympus EndoCapsule

1.8 % (8/443) 0.9 % (4/443)

PPM 172 Given Imaging, M2A, MiroCam, 
Olympus EndoCapsule

1.7 % (3/172) 2.3 % (4/172)

ICD 79 Given Imaging, M2A, MiroCam, 
Olympus EndoCapsule

0 % 0 %

LVAD 144 Given Imaging, M2A 4.9 % (7/144) 0 %

Other 48 Given Imaging, M2A 0 % 0 %
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Aims  Pan-intestinal capsule endoscopy (PIC) examines both the small bowel 
and colon noninvasively in a single test. PIC has been proposed as a first line 
diagnostic examination in the setting of suspected mid-lower gastrointestinal 
bleeding (MLGIB). as an alternative to performing a colonoscopy first and then 
a small bowel capsule. MLGIB is defined as those with iron-deficiency anemia 
(IDA) and either suspected occult (FIT) or overt gastrointestinal bleeding after 
a nondiagnostic gastroscopy.
Aim to evaluate the efficacy of a PIC first approach in patients with suspected 
MLGIB.
Methods  Following local ethics committee approval consecutive adult patients 
with IDA and overt or occult GI bleeding were prospectively enrolled. Study 
participants provided a faecal immunological test (FIT, results expressed in ng/
mL) and baseline bloods prior to undergoing a gastroscopy followed by PIC on 
the same day for outpatients and after a short interval for inpatients. Basic 
demographics , clinical data , endoscopy and capsule findings were recorded. 
Key outcomes analysed included diagnostic yield (potential haemorrhagic le-
sions ( PHLs) – small bowel and colon) , safety , capsule performance measures 
including transit and image quality. Analysis of potential predictors of perfor-
mance was also performed. Those with hematemesis, fresh anorectal type 
bleeding, known diagnosis of inflammatory bowel disease, decompensated 
chronic liver disease, known small bowel disease, those who had undergon 
gastroscopy or colonoscopy within 1 year, those with any contraindication to 
capsule endoscopy were excluded.
Results  In all 77 patients have been consented to date. Of these 10 did not 
proceed to either gastroscopy or PIC ( 2 failed patency capsules ,3 withdrew 
consent for PIC, 1 declined bowel preparation , 2 have had OGD/Colonoscopy 
in different institution, 1 lost follow up and 1 patient did not attend for their 
procedure). A further 21 are awaiting either procedure. A total of 46 have com-
pleted both procedures and results are available for analysis in 43 patients.
Of these 36 (84 %) presented with IDA and 7 (16 %) with overt bleeding. Patients 
had a mean age of 64.8 years (range 32-88), and 24 (56 %) were female. Of 
these 17/43 (40 %) were receiving blood thinners and use was similar in both 
overt and occult groups. Mean haemoglobin level = 9.8 g/dL ( range 5.6-13.3 
g/dL). Haemoglobin levels were similar in overt and occult groups; 8.9g/dL and 

9.9g/dL respectively. A FIT was available in 28/36 (78 %) of patients with occult 
bleeding. The mean FIT was 102 ng/mL (median 13, range 0 – ³1000).
PIC performance was as follows; complete transit rate 67 % (29/43), adequate 
image quality rate also 67 %( 29/43) and 56 % (24/43) had both adequate prepa-
ration and complete transit.
PHLs were detected in 21 % (n = 9) of patients; 2/7 (29 %) in the overt group vs 
7/36 (19 %) in the occult group, p = 0.6. PHLs were detected in the small bowel 
in 5 (12 %) patients, (3 angiodysplasias , 1 bleeding jejunal diverticulum and 1 
small bowel stricture) and in the colon in 4 (9 %) patients (2 colorectal cancers, 
1 large > 2cm polyp and 1 significant radiation proctitis). Of note 15/43 (35 %) 
required either completion endoscopy or therapeutic endoscopy either to ob-
tain histological diagnosis or treat PHLs.
There was a trend for a higher positivity in older subjects and those on a blood 
thinner which did not reach statistical significance. There was a moderate cor-
relation between FIT level and positive PIC, r = 0.47, p = 0.01, 95 % CI 0.13-0.71. 
ROC analysis suggest a FIT level of ³ 24 ng/mL, has a sensitivity of 100 % and 
specificity of 62.5 % with AOC 83 for a positive PIC.
Conclusions  Early analysis of our ongoing study of PIC in suspected MLGIB has 
found a high potential haemorrhagic lesions detection rate (21 %), including 
colorectal cancer, despite issues with overall performance. PHLs were evenly 
distributed between the small bowel and colon highlighting the potential ben-
efit of this modality. FIT appears to strongly predict significant disease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Capsule Endoscopy (CE) provides a minimally invasive technique for 
comprehensive assessment of the gastrointestinal tract. Protruding lesions are 
frequent findings with heterogeneous prevalence and clinically relevant impli-
cations, yet their consistent detection remains challenging due to the extensive 
duration of CE studies and the influence of reader fatigue and human error. 
Artificial intelligence has emerged as a promising strategy to strengthen diag-
nostic accuracy, although robust real-world evidence supporting its clinical 
value is still limited. This study assessed the diagnostic performance of a deep 
learning convolutional neural network software for the identification of pro-
truding lesions in complete CE videos under routine clinical conditions, gener-
ating clinical evidence that may inform the responsible integration of AI into 
CE practice and guide future validation efforts.
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Methods  Our group conducted a prospective, multicenter validation compar-
ing AI-assisted CE interpretation with conventional reading. A total of 423 CE 
videos, acquired using three different CE systems across ten centers in Portugal, 
Spain, Brazil, Uruguay, Australia, and the United States, were included. After 
the initial standard reading, an independent expert performed AI-assisted re-
view using a CNN specifically trained for small bowel protruding lesion detec-
tion. Discrepancies between the two readings were evaluated by a third expert 
from an external center to establish the reference standard. Diagnostic perfor-
mance was quantified using sensitivity, specificity, and accuracy.
Results  AI-assisted interpretation identified 49 confirmed protruding lesions, 
compared with 24 detected through conventional reading. Sensitivity was 
substantially higher with AI (94.2 % vs. 46.2 %), while specificity was lower 
(79.5 % vs. 93.4 %). McNemar’s test demonstrated statistically significant su-
periority of AI-assisted reading (p = 0.015). Additionally, AI support markedly 
reduced the mean reading time, with a median examination time of 316 sec-
onds per video.
Conclusions  AI-assisted review of complete CE studies substantially increases 
the detection of protruding lesions compared with conventional interpretation, 
accompanied by only a modest reduction in specificity. The inclusion of data 
from multiple CE systems addresses interoperability limitations, and the par-
ticipation of centers from six countries across three continents strengthens the 
generalizability of the findings. Overall, these results support the real-world 
clinical applicability of AI in CE and provide a rationale for its integration into 
diagnostic workflows to enhance performance and efficiency
Conflicts of Interest  none
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Problem to solve  Control of capsule endoscopy (CE) movement remains chal-
lenging despite recent advances in magnetic navigation. Prolonged gastroin-
testinal (GI) transit time often limits complete examination, particularly in 
patients with reduced GI motility.
Innovation  An ingestible peristaltic stimulator (PS) may facilitate active pro-
pulsion of the capsule.
(1) Electrical and pressure thresholds required to induce peristalsis in the ter-
minal ileum and colon were measured during colonoscopy in 10 healthy vol-
unteers (5 men, 5 women).(2) Two PS-CE prototypes (pressure-based and 
electrical) were evaluated in 5 patients after written informed consent. The PS 
balloon was automatically inflated or electrically activated at preset intervals 
during CE progression. Small-bowel transit time (SBTT) and large-bowel transit 
time (LBTT) were recorded.
Results  Pressure-based stimulation required 75 ± 13 mmHg to induce peri-
stalsis, whereas electrical stimulation required only 5 ± 3 µA, achievable with a 
coin battery or wireless power transfer. Peristaltic propagation averaged ap-
proximately 3 cm/s, and stimulation cycles were set below 0.2 Hz to respect the 
refractory period of Auerbach’s plexus.With PS assistance, SBTT was reduced from 
207 ± 37 min to 46 ± 16 min, and LBTT from 684 ± 232 min to 37 ± 12 min.
Although preliminary, electrical stimulation demonstrated markedly lower 
activation thresholds than pressure-based stimulation. Transit times are influ-
enced by preparation quality and patient characteristics; thus, larger studies 
with matched controls and statistical validation are required. Development of 
wireless-powered PS devices without an onboard battery may further improve 
safety.

Conclusions  An ingestible electrical peristaltic stimulator appears feasible and 
may substantially shorten CE transit time. Further controlled trials are needed 
to establish safety, efficacy, and clinical utility.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Benign esophageal stricture dilation can be achieved by different meth-
ods, yet their environmental impact has not been compared and the clinical 
efficacy of the bougie cap (BC) device is not well known. This study evaluated 
the BC dilatation technic in terms of feasibility, effectiveness and safety, and 
compared its waste generation and carbon footprint to reusable bougie and 
single-use hydrostatic balloon dilatation, using life cycle assessment (LCA).
Methods  We conducted a multicenter study on a prospectively maintained 
cohort of patients. Consecutive adult patients with dysphagia secondary to an 
esophageal benign stricture, requiring endoscopic management in a French 
tertiary center, were screened for inclusion.
The primary endpoint was the technical success of the BC dilatation. This was 
defined as the successful passing of the stricture using the BC technic only. 
Technical failure was defined as the need for a rescue technic (reusable bougie 
or balloon) and/or the inability to pass the stricture at the end of the procedure. 
The secondary endpoints were the number of dilatations per patient, adverse 
events and symptoms 3 months after the last endoscopy. The cradle-to-grave 
LCA was conducted according to ISO 14040/44 by and independant expert 
company (Apesa).
Results  Between January 2022 and September 2025, 125 patients with BC 
dilatation for benign esophageal stricture were included. Amongst the study 
population, 51 patients were men (40.8 %) and the mean age was 61.6 years 
( + /- 17.3). Regarding the clinical presentation, 98 patients (78.4 %) had dys-
phagia to solids, 8 (6.4 %) had dysphagia to liquids, 6 had aphagia (4.8 %) and 
4 (3.2 %) were asymptomatic. The mean follow-up was 7.8 months ( + /- 9.7). 
Eight patients (6.4 %) died during follow up.
The type of stricture was iatrogenic in 54 patients (43.2 %), inflammatory in 47 
patients (37.6 %), thermal in 11 patients (8.8 %) and caustic in 6 patients (4.8 %). 
The underlying cause was endoscopic treatment (mucosectomy, endoscopic 
submucosal dissection) in 27 patients (21.6 %), peptic in 23 patients (18.4 %), 
anastomotic in 17 patients (13.6 %).
A total of 299 dilatations were performed (26 of which for a 2nd stricture in a 
same patient). Successful initial dilatation was achieved in 264 cases (88.3 %). 
Rescue dilatation with a balloon was required in 28 cases (9.4 %). All rescue 
dilatations succeeded. Final dilatation was achieved successfully in 292 cases 
(97.7 %). Data was missing in 7 cases. The mean number of BC dilatation per 
patient was 2.1. Adverse events occurred in 11 cases (3.7 %), amongst which 3 
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perforations (1 %) were noted. Three months after the last endoscopic dilata-
tion, 101 patients (80.8 %) experienced no symptoms.
Single-use balloon dilation generated 427 grams (g) of equipment and approx-
imatively 20 ml of contrast agent and water. Bougie dilation generated 50 g of 
waste for the packaging of peracetic acid bottle and use 170 ml of peracetic 
acid and 5 l of controlled tap water. BC generated 1 to 4 g of plastic (depending 
of the size) and 1 g of packaging waste. The respective carbon footprint for the 
different strategies were 0.06 and 0.63 kg CO2e for the BC without and with 
guidewire, 1.35 kg CO2e for the reusable bougie (with guidewire) and 3.49 kg 
CO2e for the single use balloon dilation (with guidewire).
Conclusions  In this multicenter study including 125 patients (299 dilatations) 
with benign esophageal stricture, the technical success of bougiecap dilatation 
was achieved in 88.3 % of cases with an adverse events rate of 3.7 %. Life cycle 
assessment revealed stark differences in the environmental impact between 
dilatation techniques, with the bougie cap strategy being the less impacting.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Capsule endoscopy (CE) is a useful modality to investigate the small 
bowel (SB). Since its invention in 2001, several iterations and prototypes have 
been developed1. Pillcam Genius is a new technology where the data recorder 
has been replaced entirely with a link device which is placed on the patients’ 
abdomen. This allows the patient to post the link device back containing the 
data and hasten reaching a diagnosis. We conducted a pilot study to assess the 
utility of this new technology and acceptability of patients [1].
Methods  This was a prospective multicentre site study of patients having Pill-
cam Genius. Demographic data and blood parameters, findings at CE and di-
agnosis, and follow-up data were collated.
Results  A total of 30 patients from 4 sites in the United Kingdom, France, Ita-
ly and Germany underwent SB investigation with PillCam Genius from Septem-
ber 1rst, 2025 to November 28th, 2025. The median age was 72.5 years (52.0 
-80.0) with 57 % of females. The commonest indications were overt gastroin-
testinal (GI) bleeding (40 %) and iron deficiency anaemia (IDA) (37 %), and 
Crohn’s disease (17 %). All procedures but one were completed (97 %), with no 
cases of CE retention. About half (53 %) of the CE were done in an outpatient 
setting, the remaining ones as inpatients.
In the 23 patients with suspected SB bleeding (overt and IDA), the median age 
was 76 years (57-83) and median ASA score was 2.5 (2-3). The diagnostic yield 
for P1 and P2 lesions was 57 %, while for P2 lesions only was 22 %. Management 
was altered in 26 % (5-23), with suggested enteroscopy in 22 % (4 patients) and 
starting treatment with somatostatin analogues in 4 % (1 patient).
In patients with overt GI bleeding, the diagnostic yield for P1 and P2 lesions was 
33 %, while for P2 lesions only was 17 %. The median time of CE from presenta-
tion of overt bleeding was 6.5 days (4.5-15). The mean small bowel transit was 
4h30m (SD 2h06m). One patient had a rebleeding episode at 7 days, all other 

11 patients did not have any rebleeding episodes at 7 days or at follow-up. The 
median follow-up time was 21 days (9-28).
All patients tolerated Pillcam Genius well and were satisfied with the minimal-
ist technology.
Conclusions  The pilot study has demonstrated that Pillcam Genius is a good 
addition to the current technology of CE with a high diagnostic yield. It has the 
potential to reduce travel burden of the patient and hence reduce carbon emis-
sions. It also has the potential to offer a hub and spoke service to smaller and 
more remote hospitals which do not have a CE service and reduce time to di-
agnosis particularly with large referral centres covering wide catchment areas.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal endoscopy is the third largest contributor to hospitals’ 
environmental footprint. Colonoscopy, among the most performed endoscop-
ic procedures, is considered to have a significant environmental footprint, yet 
the exact impact is unknown. We analyzed the material flow of diagnostic co-
lonoscopy procedures and identified opportunities for reducing their environ-
mental impact.
Methods  A single-center material flow analysis (MFA) was conducted during 
a normal work week with diagnostic colonoscopy procedures. Waste was col-
lected, weighted, and categorized by product type. The material composition 
was identified. Using visual mapping, we identified which products were used 
and disposed of at each stage of the procedure.
Results  Fifteen diagnostic colonoscopy procedures were audited. Mean total 
waste mass of a colonoscopy procedure was 0.58 ± 0.01 kg, with a mean of 46 
products per procedure. This equals an average waste mass of 1169 kg for all 
diagnostic colonoscopy procedures performed annually in this hospital. Plas-
tic-based products constituted the largest product category (22.67 %). Nitrile 
made up the largest material category (14.1 % of the total weight of materials). 
The total estimated carbon footprint for all analyzed waste was 1.77 kgCO2e, 
with nitrile and polypropylene (PP) being the largest contributors.
Most products were used and disposed in the preparation stage of the colo-
noscopy procedure.
Conclusions  Plastic-based materials formed the largest contributor to the 
total used product weight, with nitrile being the most frequently used materi-
al type (14.1 %). These findings inform decision-makers in designing targeted 
interventions to reduce the environmental impact of diagnostic colonoscopy, 
for example by considering more sustainable materials such as fiber-based 
materials. The prepared visual map makes waste generation discussable among 
healthcare professionals, thereby supporting a collaborative approach to iden-
tify sustainable opportunities.
Conflicts of Interest  Dr. Peter Siersema is Editor-in-Chief of Endoscopy
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Aims  Energy consumption is a major contributor of endoscopy department’s 
environmental impact. A significant portion of the energy consumption comes 
from the reprocessing of reusable endoscopes, however, data on the amount 
of electricity used for drying endoscopes is limited. We measured and com-
pared the energy consumption of conventional drying cabinets and a novel 
automated drying process, the PlasmaTYPHOON (Pentax medical), that dries 
endoscopes within 1 to 3 minutes. Our aim was to understand the environmen-
tal impact of both drying processes and to evaluate if the PlasmaTYPHOON 
could contribute to the reduction of carbon footprint and costs.
Methods  Energy consumption of conventional drying cabinets and the auto-
mated drying process were measured for one week, using a Voltcraft SEM500 
energy measurement device. Measurements were conducted on a 24/7 basis, 
capturing both active operation and standby power consumption. To assess 
workflow implications and material use, a Product Journey Map (PJM) analysis 
was performed, documenting all process steps, task durations, staffing require-
ments, and consumables for each of the two drying methods.
Results  The automated drying process required 34.5 times less energy per 
endoscope than conventional drying cabinets: drying a single endoscope in a 
drying cabinet consumed 1.08 kWh, whereas the automated drying process 
used 0.03 kWh. Over one week, the automated drying process died 109 endo-
scopes compared with 25 endoscopes dried in the drying cabinets.
Using grey electricity, the nine drying cabinets at Erasmus MC generate an 
estimated 6,257 kg CO₂ annually, whereas the automated drying process ac-
counts for only 88 kg CO₂ per year. The reduction in energy use also resulted in 
71 times lower energy costs annually, 3777 euros for the drying cabinets and 
53 euros for the automated drying process. PJM analysis demonstrated that 
the automated drying process required 3 times more workflow steps, 5 addi-
tional consumables, and an extra staff person to manage the drying cycle. 
However, consumable-related environmental impact to incinerate was little 
compared with reduced environmental impact caused by energy savings.
Conclusions  The automated drying process substantially reduces the energy 
consumption of endoscope drying while enabling higher throughput. Although 
the automated drying process introduces additional workflow steps and re-
quires additional consumables, its net environmental benefits remain substan-
tial due to reduced energy consumption. Optimizing workflow integration and 
reducing consumable use may further strengthen the sustainability advantag-
es of this novel technology.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The growing number of gastrointestinal endoscopic procedures is asso-
ciated with increasing risk of equipment damage, with consequences for work-
flow efficiency, scheduling, and hospital costs. The distal end of flexible endo-
scopes is particularly vulnerable during transport and handling, and even minor 
trauma can cause substantial downtime and expensive repairs. Proper handling 
is known to reduce preventable damage, and distal-tip protection devices offer 
an additional safeguard by shielding the endoscope tip during storage and 
transfer. In April 2025, our center introduced a single-use tip protector (Bump-
er, Vytill, France; unit cost 2.2 €). This study evaluated the operational and 
economic impact of its routine implementation, comparing institutional ac-
tivity before and after its introduction.
Methods  We conducted a retrospective analysis comparing two periods: 
April–September 2024 (no tip protection) and April–September 2025 (univer-
sal use of tip protection on all gastroscopes, colonoscopes, duodenoscopes, 
and EUS scopes). Institutional maintenance and activity records were reviewed 
to extract the total number of procedures, downtime days, repair events, and 
repair-related costs for each period. For 2025, the total expenditure on sin-
gle-use tip protectors was calculated as 2.2 € per procedure. Outcomes were 
expressed as cumulative values and rates per procedure. Primary endpoints 
were changes in repair frequency, downtime, and total financial impact after 
inclusion of protection costs.
Results  A total of 2,105 procedures were performed in 2024 and 2,654 in 
2025. Downtime decreased from 579 days in 2024 to 303 days in 2025, a re-
duction of 276 days (48 %). Repair events decreased from 12 to 4 (74 % reduc-
tion), corresponding to a drop in repair rate from 0.57 % to 0.15 % of procedures. 
Repair-related costs fell markedly from 17,987 € in 2024 to 943 € in 2025, 
yielding 17,044 € in direct savings (95 % reduction).The cost of the protection 
program in 2025 was 5,839 €. After incorporating this expenditure, the overall 
net saving was 11,205 €.Cost per procedure decreased from 8.55 € in 2024 
(repairs only) to 2.56 € in 2025 (repairs + protection), representing a 70 % rel-
ative reduction. The incremental cost-effectiveness ratio showed a net saving 
of 40.6 € per downtime day avoided.
Conclusions  Routine application of a distal-tip protector led to a major reduc-
tion in repair events, instrument downtime, and repair-associated costs. The 
intervention remained strongly cost-saving, improving both operational con-
tinuity and economic efficiency. These results support systematic distal-tip 
protection as an effective and inexpensive measure to preserve endoscope 
integrity and optimize resource utilization.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Due to the increasing shortage of physicians, the proportion of interna-
tionally recruited professionals in gastroenterology in Germany is rising. At the 
same time, physicians with a migration background repeatedly report hostility, 
discrimination and racism. Systematic data on the impact of these aspects on 
work-related well-being are still limited. This study aimed to assess the preva-
lence and impact of hostility and discrimination on occupational-related 
well-being among gastroenterologists in Germany [1–14].
Methods  We conducted an anonymous online cross-sectional survey among 
gastroenterologists working in Germany (June–July 2025). Sociodemographic 
and professional characteristics, migration experience, frequency and burden 
of hostility from various actor groups and work-related well-being were record-
ed using a shortened German version of the ’’Thriving from Work’’ question-
naire.
Results  430 individuals completed the questionnaire (response rate 10.4 %); 
32 % reported a migration background (19 % first generation). In the past 24 
months, 91.6 % of participants with and 90.3 % without a migration background 
reported at least one experience of hostility; a job change due to hostility was 
reported significantly more often by individuals with a migration background 
(20.6 % vs. 5.7 %). In the regression model (adjusted R² = 0.49), older age 
(β = 0.08; p < 0.05) and first-generation migration background (β = 1.84; 
p = 0.03) were associated with higher work-related well-being. Conversely, 
higher burden from hostility (β = –10.42; p < 0.001), cumulative hostility expe-
riences (β = –0.22; p < 0.001) and lower knowledge of coping strategies 
(β = –0.98; p < 0.05) predicted lower well-being.
Conclusions  Hostility is a widespread problem in the daily work of gastroen-
terologists in Germany and is closely linked to work-related well-being. Despite 
higher exposure, first-generation migrant physicians report comparatively 
higher well-being. Clinics and practices have a clear mandate to establish struc-
tural prevention and support measures to reduce discrimination and strength-
en the retention of an increasingly international medical workforce. Endoscopy 
units could represent a particularly vulnerable setting, as physicians are ex-
posed to high procedural demands, time pressure and complex patient inter-
actions. These conditions may amplify the impact of hostility and discrimina-
tion on professional well-being and team dynamics. While the general problem 
of workplace hostility in gastroenterology is beginning to be recognized, spe-
cific data on endoscopy units remain limited, therefore further targeted re-
search is needed to better understand the prevalence, mechanisms and con-
sequences of hostility in this environment, but also to offer structural 
prevention and support measures.
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Aims  Assistant performance is pivotal to endoscopy efficiency, yet nurse train-
ing is often informal. We evaluated whether structured simulation plus theory 
improves nurse-dependent workflow.
Methods  Prospective, parallel-group study of 20 endoscopy nurses allocated 
1:1 to Simulation + Theory (training) or Control. Each nurse assisted 10 live 
procedures (5 gastroscopies, 5 colonoscopies; 200 observations) with the same 
endoscopist. The prespecified mix included diagnostic biopsies, dilation, cold-
snare polypectomy (CSP), hot-snare polypectomy (HSP), endoscopic mucosal 
resection (EMR), and endoscopic submucosal dissection (ESD); EMR/ESD com-
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plexity used the Size-Morphology-Site-Access (SMSA) score. The primary out-
come was device-to-field time (DTF; seconds). Secondary outcomes were mi-
cro-tasks (exchange, injection, balloon, hemostasis, generator change, 
retrieval). We summarized medians [range] and fit regression models on log 
DTF with nurse-clustered standard errors, adjusting for case index, procedure 
type, age, experience, mentor presence, and SMSA. Learning windows were 
cases 1–3, 4–6, and 7–10; a difference-in-differences contrast compared pre/
post case 4.
Results  Groups were similar at baseline (cases 1–3). From case 4 onward, the 
training group was faster and remained so through case 10. The adjusted 
post-training effect corresponded to a time ratio of 0.81 (95 % CI 0.80–0.83; 
p < 0.001). Improvements were consistent across procedures and largest for 
EMR/ESD; secondary micro-tasks showed similar patterns [1–6].
Conclusions  A brief Simulation + Theory program produced rapid, durable 
gains in nurse device readiness, independent of seniority. Embedding struc-
tured nurse training in endoscopy services may enhance efficiency and support 
expanding therapeutic workloads.
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Aims  Musculoskeletal strain is a major occupational burden in gastrointestinal 
endoscopy, with many endoscopists developing work-related overuse injuries 
during their careers. Even with this high prevalence, real-time data on muscu-
lar exertion during clinical procedures remain limited to date. This study ana-
lysed muscular activity and rate of perceived exertion (RPE) while performing 
EGD with single-use and reusable gastroscopes under matched conditions.
Methods  Two trained endoscopists (m/f) performed a total of 16 EGDs. For 
each endoscopist, four single-use (aScope Gastro, Ambu A/S) procedures were 
matched to four reusable (GIF-HQ190, Olympus) procedures based on similar 
ASGE complexity levels and comparable procedure durations. A wearable mul-
ti-sensor electromyographic shirt (ErgoShirt, Myontec Ltd.; sampling rate 1000 
Hz) was used to record real-time muscle activation of the endoscopists while 
performing the procedures. Perceived exertion was assessed immediately after 
each procedure using the Borg scale (ranging between 6 and 20, e.g. 9: “very 

light“,16: „very very hard“). To obtain the muscle load, data was processed 
using MATLAB (Mathworks), with descriptive analysis.
Results  The average duration of the procedures was 7 minutes, with an average 
ASGE complexity of 2 for the procedures performed by the male physician and 
of 1 for the ones of the female endoscopist, The male physician reported a mean 
RPE of 9 (“very light”) when using the single-use vs. 11(“light”) for reusable 
procedures. The female examiner reported a mean RPE of 9 for single-use ver-
sus 10 for reusable. EMG analysis supported these findings: with reusable gas-
troscopes, muscle activation was classified more in overload and risk zones 
relatively to the procedure duration compared to single-use scopes.
Conclusions  This preliminary study demonstrated a relevant exertion within 
endoscopy procedures and an ergonomic advantage of lighter single-use gas-
troscopes by reduced muscular exertion and lower perceived workload. They 
data lead to the conclusion that lighter scopes as single-use gastroscopes may 
help mitigate long-term musculoskeletal strain in endoscopists.
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Aims  Musculoskeletal injuries (MSI) are prevalent among gastrointestinal (GI) 
endoscopists due to prolonged static postures during procedures such as en-
doscopic submucosal dissection (ESD). Maintaining such postures and repeti-
tive movements with the endoscope increases muscle strain and fatigue, par-
ticularly in the upper limbs and back. We have previously reported that lighter 
endoscopes may mitigate these risks by reducing muscle activation and fatigue. 
Single-use endoscopes, being lighter than reusable ones, could therefore ben-
efit endoscopists during lengthy procedures like ESD. This study aimed to com-
pare muscle activation when using single-use versus reusable gastroscopes 
during simulated ESD procedures.
Methods  Ten experienced endoscopists (one female; age 37 ± 6 years; expe-
rience 9 ± 6 years) performed simulated ESDs using a single-use and a reusable 
gastroscope in an ESD-training model (G-Master). G-Master was employed to 
standardize task conditions among participants. Participants performed four 
ESD tasks (10-minute easy and a 20-minute complex ESD task using both gas-
troscopes) in randomized order, with a 15-minute break between scopes and 
a 2-minute interval between tasks for model setup. Muscle activity was record-
ed during the simulated ESDs using a validated ErgoShirt (Myontec) equipped 
with surface electromyography (sEMG) sensors measuring activation of major 
upper body muscles. To calibrate the sEMG sensors, the maximal voluntary 
contraction (MVC) was carried out by performing two sets of specific move-
ments, for a minimum of five seconds each muscle. After performing each of 
the four simulated ESDs, the rate of perceived exertion (RPE) was verbally ex-
pressed by the participant to quantify exercise intensity using the Borg scale 
ranging between 6 and 20 (Borg, 1998) . sEMG data were analyzed using Mus-
cle Monitor Software (Myontec) and processed in MATLAB (MathWorks) to 
calculate muscle load ( %MVC) as the normalized percentage of each muscle’s 
MVC. Muscle load was categorized into five threshold zones (rest, healthy load, 
overload, high overload, and at-risk) based on magnitude and risk, as defined 
by the ErgoLink software linked to the ErgoShirt system. Data was reported 
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using the mean and standard deviation, and analyzed using paired t-tests, with 
statistical significance set at P < 0.05.
Results  The RPE was 12 ± 2 (“light” to “somewhat hard”) for the easy task with 
both gastroscopes. During the complex task, the RPE increased to 13 ± 2 
(“somewhat hard”) with the single-use gastroscope and 14 ± 1 (“somewhat 
hard” to “hard”) with the reusable gastroscope. The single-use gastroscope 
showed a statistically significant reduction in RPE during the complex task 
(p < 0.05), but not in the easy task. sEMG data from the right arm were exclud-
ed due to interference from high-frequency instruments, and data from the 
trunk muscles were unavailable because of undershirt wore by the participatns 
or calibration issues. Among the recorded muscles, significant differences were 
found only in the triceps and biceps, both showing lower average %MVC values 
when using the single-use gastroscope, particularly in the triceps during both 
tasks and in the biceps during the easy task (p < 0.05). The left wrist flexors and 
biceps spent a higher proportion of time in the “rest” and “healthy load” zones 
with the single-use device compared to the reusable one (easy: 71 % vs. 65 %; 
complex: 69 % vs. 57 %). Triceps and deltoids remained mostly in the healthy 
range for all conditions. Significant positive correlations were observed be-
tween RPE and the %MVC of triceps and deltoids. Muscle activation over time 
revealed greater wrist flexor overload in the second half of tasks for both scopes, 
indicating progressive fatigue.
Conclusions  This study is the first to quantify muscle load during simulated 
ESD using wearable surface electromyography. The single-use gastroscope was 
associated with a significantly lower rating of perceived exertion during com-
plex tasks, indicating a potential ergonomic advantage under prolonged pro-
cedural conditions. Among all monitored muscles, only the triceps and biceps 
showed statistically differences between the two gastroscopes, with consist-
ently lower triceps activation when using the single-use endoscope. In conclu-
sion, the use of lightweight gastroscopes may alleviate physical strain during 
lengthy or complex procedures, thereby contributing to the prevention of 
work-related musculoskeletal injuries.
Conflicts of Interest  B. Veronica is employed by Company Ambu.
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Aims  The healthcare sector contributes significantly to carbon emissions, 
which leads to devastating impacts on the environment [1] and on human 
health. It is our responsibility to promote sustainable work practices, and re-
duce carbon emissions where possible, without negatively impacting on the 
quality of patient care. Chronic diarrhoea is a common indication for lower GI 
endoscopy. In a macroscopically normal appearing colon, current practice is to 
take biopsies to assess for microscopic colitis (MIC), looking for histological 
changes of lymphocyte infiltration or a collagenous subepithelial band. This is 
a relatively uncommon condition, but with increasing prevalence [2]. ESGE 
guidelines suggest biopsies should be taken from the right and left side of the 
colon and sent to pathology in separate containers [3]. While based on expert 
histopathological opinion, this recommendation was not supported by robust 
evidence. We have previously demonstrated 100 % sensitivity for MIC with a 
right sided biopsy protocol in a multicentre retrospective review [4]. Our local 
histopathologists confirmed there is no diagnostic benefit in separating left 
and right specimens for this indication. We reviewed our biopsy practice and 
assessed potential reductions in carbon emissions that could result from a 
change in practice.
Methods  Patients referred for colonoscopy to investigate chronic diarrhoea 
(January–March 2024) were identified. Cases with a macroscopically normal 
colon were isolated. Biopsy practice for the assessment of microscopic colitis 

was analysed, including the number of biopsies taken, location biopsied and 
the total number of histopathology containers sent to the laboratory. Findings 
were compared with current ESGE guidelines. A previous time motion assess-
ment had been completed in our lab to calculate the total staff time per con-
tainer [4]. Data on CO2 emissions generated by processing each histopatho-
logical sample was estimated based on previous studies. From this, we assessed 
the potential reduction in carbon emissions with adherence to the current ESGE 
guidelines and then compared to our proposal; that all biopsies could be in-
serted into the one container.
Results  A total of 205 colonoscopies were performed for chronic diarrhoea 
during the study period. Patients with a history of IBD, or poor prep requiring 
repeat procedure (43 %, n = 89) were excluded. A total of 351 containers were 
sent to pathology, a mean number of was 3.02 per case, and a range of 0-7. The 
recommended right and left biopsies were sent in 20 (18.8 %) of cases, with a 
single pot of random colon biopsies sent in 5 cases (4.7 %). Biopsies were taken 
from a macroscopically normal terminal ileum in 51 cases (48.1 %). No cases of 
microscopic colitis were confirmed. Time-motion assessment found the mean 
total staff time per biopsy container was 8 min 37s, resulting in time savings of 
2.6 working days for laboratory staff per year, if we reduced to a single contain-
er. The carbon emissions resulting from analysis of colon biopsies is 0.29 kg CO2 
equivalent (CO2e) per container [5], producing CO2e of 407.26kg/year with 
current practice. Adherence to ESGE Guidelines would produce savings of 
138.04 CO2e or 272.6kg CO2e if a single container protocol was adopted – an-
nual savings of 1090.4KgCo2e or the equivalent of 4467km driven by a pet-
rol-powered vehicle [6].
Conclusions  Auditing adherence to biopsy guidelines can result in significant 
reductions in inappropriate sampling and container use, leading to significant 
improvements in Co2e and workload. The use of a single container protocol 
can further reduce carbon emissions while investigating for MIC. We found no 
cases of MIC in our study, but discovered that endoscopists took many more 
than the recommended number of biopsies. This included at the terminal ileum, 
taken in nearly half of cases, without any additional diagnostic benefit. We propose 
that right and left colon biopsies should be collected in a single container, to further 
decrease carbon emissions and the burden on histopathology [7].
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Aims  While conventional endoscopic full-thickness resection (C-EFTR) can 
completely remove gastric subepithelial lesions (SELs) originating from the 
muscularis propria or with predominant extraluminal growth, operating on 
lesions in "difficult locations" such as the gastric fundus, fornix, and lesser cur-
vature of the gastric body is often challenging due to difficult endoscopic po-
sitioning. Double-loop ligation endoscopic full-thickness resection (DL-EFTR) 
creates a pseudo-pedunculated, polyp-like morphology by applying double 
loops at the lesion base using a ligation device, theoretically reducing technical 
difficulty and resection time. This study is the first multicenter retrospective 
cohort comparison of the clinical efficacy and economic differences between 
DL-EFTR and C-EFTR for gastric SELs ≤ 15 mm.
Methods  Patients with gastric SELs who underwent DL-EFTR or C-EFTR be-
tween March 2023 and September 2025 at South China Hospital, Shenzhen 
University, and Shenzhen Baoan Central Hospital were included. All procedures 
were performed by senior endoscopists, and the study was approved by the 
ethics committee. A 1:1 propensity score matching (PSM) was performed using 
gender, age, lesion size, location, and pathological type as covariates. After 
balancing baseline characteristics, operative time, technical success rate, com-
plete resection rate, postoperative nasogastric tube placement rate, hospital 
stay, and costs were compared between the two groups.
Results  Sixty-six patients (22 DL-EFTR, 44 C-EFTR) were initially analyzed. Af-
ter PSM, 13 patients remained in each group, with no significant differences in 
baseline characteristics. The median operative time was significantly shorter 
in the DL-EFTR group (28.5 min vs. 49.0 min, P < 0.05). The technical success 
and complete resection rates were 100 % in both groups. Significantly fewer 
patients in the DL-EFTR group required postoperative nasogastric tube place-
ment (2 cases, 15.4 %) compared to the C-EFTR group (9 cases, 69.2 %) 
(P < 0.05). No significant difference was found in hospital stay (6.4 ± 3.0 d vs. 
6.6 ± 1.6 d, P > 0.05). Both procedure costs and total hospitalization costs were 
significantly lower in the DL-EFTR group (all P < 0.05). No severe complications, 
such as intraoperative perforation, hemorrhage, or delayed bleeding, occurred 
in either group.
Conclusions  For gastric SELs ≤ 15 mm, DL-EFTR ensures complete resection 
while significantly shortening operative time, reducing the need for nasogastric 
tube placement, and lowering medical costs, representing a safe, economical, 
and easily promotable innovative endoscopic technique. Limited by its retro-
spective design, prospective, large-sample, randomized controlled trials are 
needed to further validate its long-term efficacy and safety.
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Aims  Endoscopic resection by mucosal resection (EMR) is the ESGE-recom-
mended therapy for treatment of non-ampullary duodenal adenomas. Other 
important aspects of management include surveillance for recurrence, and 
colonic evaluation. While procedural outcomes from EMR are established, the 
application of follow-up and surveillance is less clear. We reviewed a decade of 
practice to benchmark local outcomes against guidelines and identify pathway 
improvement opportunities within our tertiary endoscopy referral centre.
Methods  Ten year retrospective evaluation of all non-ampullary duodenal 
adenomas ≥ 10 mm resected between 2014–2024. Data were obtained from 
electronic patient records and endoscopy procedure databases. Procedural 
safety, recurrence, and adherence to ESGE surveillance pathways and colonic 
evaluation guidance were assessed, including comparisons before and after 
the 2021 ESGE guideline update.
Results  A total of 78 adenomas in 64 patients were resected by EMR within 
the evaluation period. Of these, 44 patients had sporadic adenomas and the 
remainder a polyposis syndrome (16 FAP, 3 Peutz-Jaeghers, 1 MUTYH). In the 
adenoma group, en-bloc resection was achieved in 28/78 (35.9 %). Margins 
were R0 in 17/78 (21.8 %), R1 4/78 (5.1 %), and Rx 57/78 (73.1 %), reflecting 
use of piecemeal EMR.
Delayed bleeding occurred in 3/78 (3.8 %), and perforation in 0 patients. All of 
the bleeding events occurred in adenomas ≥ 30 mm (p = 0.006), suggesting a 
size-dependent risk. Clip closure was performed in 26/78 (33.3 %) and haemo-
static forceps and / or topical haemostatic agent in 17/78 (21.8 %).
Endoscopic surveillance after index treatment was variable with 44/64 (68.8 %) 
patients undergoing first surveillance within one year. Residual adenoma was 
found in 6/64 (9.4 %) patients which were treated endoscopically. Persistent 
residual adenoma was seen at second follow in one patient which was cleared 
successfully with no recurrence on subsequent examinations. Residual rates 
were higher for patients with adenomas ≥ 30mm (23.1 % v 4.6 %, p = 0.023).
With regards to colonic surveillance algorithms; of those with sporadic adeno-
ma, colonic evaluation was completed in 27/44 (61.4 %). Of these, 5/44 (11.4 %) 
cases of synchronous colorectal cancer were identified.
Conclusions  EMR is highlighted in our evaluation as a safe and effective tech-
nique in our institution for the management of non-ampullary duodenal ade-
nomas. Low bleeding rates can be achieved with selective use on a case-by-case 
basis of adjunctive prophylactic techniques. There are important learning 
points from our evaluation regarding historical deviation from current ESGE 
guidelines.
Surveillance programs after resection have followed different intervals to the 
current recommended standards introduced in the 2021 guidance. Given sig-
nificant rates of residual disease in those with resection of larger adenomas 
( ≥ 30 mm), adherence to these guidelines is important. Residual disease can 
then be treated successfully with good outcomes as demonstrated in our data.
The ESGE guidance recommends performance of a colonoscopy in cases of 
duodenal adenoma. The importance of this is highlighted in our study by find-
ings of high rates of synchronous colorectal cancer in our cohort in those with-
out polyposis syndromes. Despite this, a significant proportion of patients did 
not have any colonic evaluation suggesting the need for standardised local 
pathways to optimise adherence with guidelines.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP342  Efficacy of Gel immersion ESD including 
papilla for superficial duodenal epithelial tumors
Authors  Dohi O1, Uehara T1, Obata R2, Yumoto J1, Ochiai T1, Mukai H1, 
Seya M1, Kobayashi R1, Yasuda T1, Inoue K1, Yoshida N1, Uchiyama K1, 
Takagi T1

Institutes  1  University Hospital, Kyoto Prefectural University of Medicine, 
Kyoto, Japan; 2  University Hospital, Kyoto Prefectural University of 
Medicine, Kyoto, Japan, Kyoto, Japan
DOI  10.1055/s-0046-1821282
Aims  Endoscopic submucosal dissection including the papilla (ESDIP) for su-
perficial duodenal epithelial tumors (SDETs) is minimally invasive but techni-
cally challenging due to the complex local anatomy and exposure to bile and 
pancreatic juice. SDETs involving the papilla are not a general indication for 
laparoscopic endoscopic cooperative surgery because they are directly adjacent 
to the pancreas. To overcome these difficulties, we introduced gel immersion 
ESDIP (GI-ESDIP) in 2022. This study aimed to compare the clinical outcomes 
of GI-ESDIP with those of conventional ESDIP (C-ESDIP).
Methods  We retrospectively analyzed 29 consecutive ESDIP cases performed 
at our institution between January 2016 and October 2025. All procedures were 
performed using a scissor-type knife, with prophylactic biliary and pancreatic 
stent placement and attempted complete closure of the mucosal defect. Clin-
ical characteristics, procedural outcomes, and adverse events were compared 
between the C-ESDIP group (n = 13, 2016–2022) and the GI-ESDIP group 
(n = 16, 2022–2025).
Results  Baseline characteristics were comparable between groups. Median 
lesion size was not significantly different (37 vs. 31.5 mm, P = 0.357). Median 
procedure time was significantly shorter in the GI-ESDIP group (58 vs. 101 min, 
P = 0.020). En bloc resection was achieved in 100 % of cases in both groups, and 
R0 resection rates were similar (76.2 % vs. 87.5 %, P = 0.632). The median num-
ber of intraoperative bleeding points was significantly lower in the GI-ESDIP 
group (4 vs. 8, P = 0.004). No intraoperative perforation occurred in either 
group. Muscularis propria exposure tended to be lower in the GI-ESDIP group 
(0 % vs. 23.1 %, P = 0.078). Delayed adverse events were comparable (7.7 % vs. 
12.5 %), with one delayed perforation in each group, and one delayed bleeding 
and one cholangitis in the GI-ESDIP group. No pancreatitis occurred. One local 
recurrence was observed in the GI-ESDIP group and one metastatic recurrence 
in the C-ESDIP group.
Conclusions  GI-ESDIP appears to reduce intraoperative bleeding and shorten 
procedure time, likely due to its stable visual field, buoyancy-assisted tissue 
elevation, and maintenance of a low intraluminal pressure environment. These 
findings suggest that gel immersion may enhance the safety and efficiency of 
papilla-involving duodenal ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP343  The role of endoscopic treatment for 
advanced duodenal adenomas in patients with 
familial adenomatous polyposis: a long-term sin-
gle-center experience
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Aims  Patients with familial adenomatous polyposis (FAP) develop duodenal 
adenomatous polyps, whose risk of malignant progression increases with ad-
vancing Spigelman stage. However, prophylactic duodenal surgery carries 
substantial morbidity and mortality.
This study aimed to evaluate the efficacy and safety of endoscopic treatment 
in FAP patients classified as Spigelman stages III-IV.
Methods  A retrospective analysis was conducted on patients who underwent 
endoscopic duodenal surveillance and treatment at a tertiary referral center 

between 2013 and 2025. Cold-snare polypectomy (CSP) and endoscopic mu-
cosal resection (EMR) were the resection techniques employed. Data were 
collected on patient characteristics, polyp features, endoscopic procedures, 
histological findings, and Spigelman stage and score.
Results  Between 2013 and 2025, 1035 EGDs were performed in 247 patients 
(55 % male, median age 47 years, IQR 33-57) at out center, with a median fol-
low-up of 84 months (IQR 49-115). Duodenal non-ampullary adenomas were 
detected in 130 patients (52.6 %). Their Spigelman stage distribution was: 31 
(23.8 %) stage I, 44 (33.9 %) stage II, 22 (16.9 %) stage III, and 33 (25.4 %) stage 
IV.
Among patients with advanced Spigelman stages, thirty-five (74 % male, me-
dian age 53 years, IQR 40-60), 17 classified as stage IV and 18 as stage III, un-
derwent endoscopic treatment for duodenal polyps. During a median follow-up 
of 32 months (IQR 17–90), 268 polyps were resected in 122 endoscopic pro-
cedures (57 % CSP). The median polyp size was 10 mm (IQR 7-10.5), 76.5 % of 
resected polyps were located in the descending duodenum, and 17.5 % har-
bored high-grade dysplasia. After therapeutic work-up, 69 % of patients 
achieved downstaging of baseline Spigelman stage (p < 0.001). The median 
Spigelman score decreased from 8 (IQR 8–9) to 6 (IQR 5–8) (p < 0.001), while 
the proportion of patients with high-grade dysplasia declined from 74.3 % to 
5.7 % (p < 0.001). Kaplan-Meier analysis showed median times to re-progression 
and re-treatment after the first endoscopic treatment of 42 and 45 months, 
respectively.
No major adverse events occured. One patient required surgery for multiple 
high-grade dysplasia adenomas not amenable to endoscopic resection, and no 
duodenal cancer were observed during the study period.
Conclusions  Endoscopic treatment proved to be safe and effective in down-
staging both Spigelman score/stage and histological dysplasia severity, there-
by reducing the need for prophylactic surgery in FAP patients with advanced 
duodenal disease. Given the risk of re-progression in this setting, multiple 
endoscopic resections are often required to achieve long-term disease control.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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long-term outcomes
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Aims  Adenomas of the minor papilla are difficult to diagnose and are uncom-
mon. However, they are pre-malignant and require removal. Data on endo-
scopic papillectomy (EP) for removal of these lesions is limited. We aimed to 
evaluate the effectiveness, safety, and long-term outcomes of endoscopic 
minor papillectomy.
Methods  A retrospective analysis of endoscopic papillectomy (EP) procedures 
was conducted at a single tertiary center over a 164-month period to Novem-
ber 2024. Patients who underwent minor EP were included and descriptively 
compared with major EP cases to explore differences in clinical features, safety, 
and long-term follow-up.
Results  Among 215 patients who underwent EP, 10 with minor papillary ad-
enomas were included. Of the remaining 205 major papilla lesions, 162 were 
non-malignant adenomas and were used for descriptive comparison. Identifi-
cation of minor papilla lesions was inconsistent: 3(30 %) were referred as major 
papilla lesions, 3(30 %) as duodenal polyps, and 4(40 %) specifically as minor 
papilla lesions. The minor papilla cohort had a mean age of 67, with 6 patients 
(60 %) being female. Most lesions were of sporadic origin (90 %). Compared to 
major papillary adenomas, minor papillary lesions were similar in size (median 
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20 mm; p = 0.256), and had a similar EP procedure time (69 min vs 60 min; 
p  =  0.68). Adverse events were minimal: two patients (20 %) had delayed bleed-
ing not requiring intervention, and one (10 %) had post-EP pancreatitis, com-
parable to major EP. Median follow-up was 22 months (IQR 6–33), with two 
recurrences, both managed successfully with cold avulsion with snare tip soft 
coagulation (CAST). Three cases with pancreatic divisum were resected suc-
cessfully with minimal adverse events and no recurrence. No patients required 
surgery or developed malignancy during follow-up.
Conclusions  Minor papilla adenomas have similar characteristics as the major 
papilla. They can be safely and effectively removed endoscopically. Even in the 
setting of pancreatic divisum, adverse events are infrequent.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP345  Immediate recognition and endoscopic 
closure of duodenal perforations: the key to thera-
peutic success. Twenty years of experience in a 
specialist centre
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Aims  Duodenal perforation is a rare but serious complication of digestive en-
doscopy, associated with significant morbidity and mortality.
Traditionally treated surgically, its management now tends towards endoscop-
ic approaches thanks to the development of advanced closure devices. Never-
theless, specific data on duodenal perforations remain limited and prognostic 
factors poorly defined.
Methods  We conducted a single-centre retrospective study including all pa-
tients who presented with iatrogenic duodenal perforation of type Stapfer I or 
II during diagnostic or therapeutic endoscopy between November 2004 and 
December 2023. Demographic, clinical, endoscopic and evolutionary data were 
collected. The primary endpoint was the clinical success of endoscopic treat-
ment, defined as complete healing without the need for surgery. Secondary 
endpoints included initial technical success, clinical success after a single pro-
cedure, and the impact of the time to diagnosis (immediate vs. delayed) and 
the type of endoscopy (diagnostic vs. therapeutic).
Results  Thirty-five patients (mean age 65.5 ± 12.6 years; 51.4 % women) were 
included. Perforation occurred during ERCP (40 %), EUS (31.4 %),
EGD (20 %) or duodenoscopy (8.6 %). The mechanism was related to a thera-
peutic manoeuvre in 68.6 % of cases, and the most common location was the 
second duodenum (62.9 %), of which 72.7 % were periampullary. Perforation 
was identified intra-procedurally in 82.9 % of cases. The initial technical success 
rate of endoscopic treatment was 90.3 %, reaching 100 % after repeat proce-
dures. Overall clinical success was achieved in 71.4 % of cases, including 60 % 
after a single session, with a median healing time of 5 days [2–107]. Salvage 
surgery was necessary in 28.6 % of patients. Overall mortality was 8.6 %. Imme-
diate diagnosis was associated with better outcomes: more frequent clinical 
success after one procedure (69.0 % vs. 16.7 %; p = 0.028), shorter hospital stay 
(12.0 ± 14.1 vs. 79.2 ± 60.9 days; p = 0.001) and fewer intensive care admissions 
(10.3 % vs. 50 %; p = 0.049). Perforations occurring during endoscopy were as-
sociated with a higher rate of reoperation (34.7 % vs. 16.7 %; p = 0.001) and a 
longer hospital stay (12.0 ± 14.1 vs. 79.2 ± 60.9 days; p = 0.001).
0.001) and less need for intensive care (10.3 % vs. 50 %; p = 0.049). Perforations 
occurring during therapeutic endoscopy required more endoscopic procedures 
(3.3 vs. 1.3; p = 0.048).
Conclusions  Endoscopy enables effective management of iatrogenic duode-
nal perforations, with clinical success in over 70 % of cases and a reduction in 
the need for surgery. Immediate recognition of the perforation is a major prog-
nostic factor, significantly improving the outcome. The development of ad-
vanced closure devices reinforces the role of the endoscopic approach, but 

comparative studies are needed to define the optimal strategy and choice of 
equipment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP346V  Loop assisted underwater resection of a 
large duodenal lipoma: An unexpected culprit 
behind upper gastrointestinal bleeding
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Abstract Text
A 68-year-old woman presented with abdominal pain and melena. Urgent OGD 
revealed an ulcerated pedunculated subepithelial duodenal lesion, and CT/EUS 
confirmed a 50-mm lipoma causing intussusception. Endoscopic treatment 
was performed by placing an endoloop at its base and resecting most of the 
lesion with a 20-mm snare. Both steps were performed underwater, which 
provided better lesion positioning and safety, given its proximity to the duo-
denal walls. Histology confirmed a benign lipoma. Different strategies have 
been described to be safe and effective for the endoscopic treatment of gas-
trointestinal lipomas, including loop-and-let-go, but spontaneous detachment 
posed a high obstruction risk in this case. Combining loop placement with 
underwater resection allowed for a safe, single-session treatment also allowing 
histological analysis [1–4].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/0e59cc4d-78e0-40d1-a65a-74fbe082bcc4/Uploads/19978_
Duodenal_Lipoma %20ESGE.MOV
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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treatment outcomes
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Aims  Endoscopic papillectomy (EP) for papillary adenoma is effective but is
compromised by recurrence rates exceeding 20 %. Data on managing recur-
rence is scant. We evaluated risk factors for recurrence and its management.
Methods  Patients with histologically confirmed major papilla adenomas treat-
ed by EP at a tertiary center over 164 months to November 2024 were included. 
Residual or recurrent adenoma (RRA) was defined histologically. Treatments 
included hot snare excision and cold avulsion with snare tip soft coagulation(-
CAST). Margin thermal ablation(MTA) using snare tip soft coagulation(STSC) 
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was used at index EP from 2020. Success was defined as negative endoscopic 
and histologic biopsy at the EP site during follow-up.
Results  Inclusion criteria were met by 166/215 EP cases. Surveillance endos-
copy was
performed in 162(97.6 %), with RRA observed in 39 (24.1 %). Multivariable 
logistic regression identified larger lesion size(OR 1.041/1mm;p = 0.0239), 
intraductal extension(OR 3.919;p = 0.010), and familial adenomatous polypo-
sis (FAP)(OR 6.60;p = 0.0029) as risk factors for RRA. MTA was protective (OR 
0.229;p = 0.0203). RRA treatment was performed in 37/39 (94.6 %). Intraduct-
al recurrence was excluded as a specialised subgroup. 31 patients were treated 
for RRA with hot snare or CAST + /- MTA. In 28 patients with median follow-up 
22months, 25(89.3 %) were cured. Adverse events were pancreatitis 2 and de-
layed bleed 1. No patient required surgical treatment for RRA.
Conclusions  After EP for papillary adenoma, RRA occurs in 24 %. Risk factors 
include lesion size, intraductal extension and FAP. MTA reduces the risk of RRA. 
Endoscopic treatment of RRA is safe, effective and durable.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background  Endoscopic resection of circumferential duodenal adenomas 
carries high stricture risk. We report prophylactic EUS-guided gastroenteros-
tomy (EUS-GE) using a lumen-apposing metal stent (LAMS) performed during 
circumferential ampullectomy to maintain oral intake throughout the antici-
pated stricture formation and resolution phase.
Case  A 53-year-old woman presented with dyspepsia. Endoscopy revealed a 
50mm circumferential non-granular laterally spreading duodenal lesion involv-
ing the ampulla (Paris 0-IIa + Is, JNET 2A). MRCP and CT excluded intraductal 
extension and metastases. Piecemeal EMR with en bloc ampullectomy was 
performed. Biliary (8 × 60mm fully-covered metal stent) and pancreatic 
(7Fr × 5cm plastic) stents were placed. Given near-certain post-resection stric-
ture, prophylactic EUS-GE was performed during the same session: a 20 × 10mm 
LAMS was deployed between the gastric antrum and jejunum under EUS and 
fluoroscopic guidance. This approach was chosen to reduce procedure burden 
and ensure uninterrupted oral intake during stricture management. Intrapro-
cedural bleeding was controlled with soft coagulation and hemostatic gel. Mild 
post-ERCP pancreatitis resolved conservatively.
Outcome  Histology confirmed tubulovillous adenoma with focal high-grade 
dysplasia. Over 22 months, the patient required seven balloon dilations (6–
15mm) for duodenal stricture but maintained oral intake throughout via the 
gastroenterostomy. Two small residual adenoma foci were treated with cold 
snare polypectomy. No recurrence at last follow-up.
Conclusion  Prophylactic EUS-GE during high-risk circumferential duodenal 
resection maintains quality of life by preserving oral intake during stricture 
management, reduces overall procedure burden, and avoids pancreaticoduo-
denectomy.
Conflicts of Interest  no COI
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Aims  Duodenal endoscopic mucosal resection (EMR) has a high risk of bleed-
ing. In a historical consecutive series of duodenal EMR in our hospital we found 
in 13/34 cases (38 %) active bleeding or high-risk stigma of bleeding (visible 
vessel after removal of a blood clot) on next day gastroscopy (EGD). Prophylac-
tic application of a haemostatic gel (3D-Matrix 621-062) to the EMR field may 
be an easy way to prevent delayed bleeding1.
The aim of the study was to assess the efficacy of 3D-Matrix 621-062 in reduc-
ing delayed bleeding following duodenal EMR.
Methods  We conducted a single-arm, multicenter observational trial of patients 
undergoing hot-snare EMR of duodenal non-ampullary lesions of ≥ 10 mm.
Following EMR, 3D-Matrix 621-062 was applied directly to the EMR defect. The 
next day, an EGD was performed to detect active bleeding or high-risk stigma 
of bleeding (visible vessel after removal of a blood clot).
We hypothesized a 50 % decrease in bleeding stigma from 38 to 19 %; sample 
size was calculated for power of 90 % and Alpha of 0.05. The number of subjects 
to be enrolled was 59 patients.
Results  From October 2020 until August 2025, 59 patients from 5 different 
centers were included. Mean lesion size was 21.73 mm. 3D-Matrix 621-062 
application was feasible in all patients. On EGD the next day, active bleeding 
(10 patients; 17 %) or visible vessel after removal of a blood clot (6 patients; 
10 %) was seen in 16 patients (27 %) (Fisher’s exact P = 0.35, NS). During hospi-
tal stay, melena and hematemesis were observed in respectively 4 (7 %) and 1 
patient (2 %). Hypotension was not observed. Treatment by placement of a 
hemoclip was performed in only 9 patients (15 %) and relevant blood loss of ≥ 1 
g/dL was seen in 3 patients (5 %).
Conclusions  Application of 3D-Matrix 621-062 following duodenal EMR did 
not significantly decrease the rate of bleeding or bleeding stigmata on next day 
EGD in comparison to a historical cohort.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Randomized controlled trials (RCTs) comparing computer-aided detec-
tion (CADe) systems with standard high-definition colonoscopy exhibit marked 
variability in adenoma detection rate (ADR) across control (non-AI) arms. Since 
baseline ADR directly determines the magnitude of the apparent benefit of 
CADe, understanding the sources of variability in human ADR is essential for 
interpreting AI-assisted performance. This study aimed to quantify the pooled 
ADR of control arms in CADe RCTs and to identify the study-level factors ex-
plaining its heterogeneity through meta-regression (▶Table 1).

▶Table 1	  Meta-regression analysis investigating study-level factors 
associated with ADR.

Covariates Number 
of studies

Beta 
coefficient ± SE

Adjusted 
R2 ( %)

P value

Age 42 1.017 ± 0.002 67.0  < 0.001

Sex (male) 42 1.006 ± 0.002 15.3 0.005

Region 42 0.887 ± 0.039 20.9 0.009

Study design 
(Monocentric vs 
Multicentric)

42 1.089 ± 0.050 7.0 0.070

Analysis (PP vs ITT) 42 0.950 ± 0.048 -1.0 0.320

Setting (screening/
surveillance vs 
diagnostic)

41 0.865 ± 0.037 26.8 0.001

Screening 
population ≥ 50 %

38 1.035 ± 0.048 -0.6 0.466

Endoscopist training 
level

40 1.012 ± 0.030 -3.3 0.698

Baseline ADR 11 1.490 ± 0.163 89.7 0.005

Withdrawal time 41 1.030 ± 0.005 61.2  < 0.001

Abbreviations: SE = Standard Error; R2 = Relative reduction in be-
tween-study variance: the value indicates the proportion of between 
study variance explained by covariate.

Methods  We included all control groups from RCTs comparing standard colo-
noscopy with any CADe platform. The primary outcome was pooled ADR, cal-
culated using a random-effects model. Secondary outcomes included polyp 
detection rate (PDR) and adenoma miss rate (AMR). Heterogeneity was quan-
tified using the inconsistency index (I²). Mixed-effects meta-regression explored 
associations between ADR and predefined moderators including patient age, 
sex, geographic region, study design, clinical setting, endoscopist experience, 
baseline ADR, and withdrawal time.
Results  Forty-two control arms were analyzed. The pooled ADR was 0.35 (95 % 
CI, 0.30–0.41), with considerable heterogeneity (I² = 96.8 %). The pooled PDR 
was 0.50 (95 % CI, 0.44–0.55), while the pooled AMR was 0.37 (95 % CI, 0.33–
0.40), again with considerable heterogeneity (I² = 97.0 %). Meta-regression 
demonstrated that age (p < 0.001), male sex proportion (p = 0.005), geograph-
ic region (p = 0.009), clinical setting (p = 0.001), baseline ADR (p = 0.005), and 
withdrawal time (p < 0.001) were the strongest predictors of variability in hu-
man ADR. In selected models, these covariates explained up to 89.7 % of the 
between-study variance.
Conclusions  ADR in standard colonoscopy arms of CADe RCTs is highly heter-
ogeneous, reflecting demographic, contextual, and procedural quality differ-
ences across studies. This extreme baseline variability substantially shapes the 
observed effect size of CADe systems, highlighting the need to contextualize 
AI performance against the intrinsic variability of human detection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Computer-aided detection (CADe) has been shown to improve outcomes 
in randomized trials. However, most studies occurred in controlled environ-
ments where endoscopists are aware of being monitored, potentially influenc-
ing performance and limiting real-world applicability. Our aim was to assess 
the impact of CADe in routine multicentre practice, with endoscopists unaware 
that their performance was being evaluated and serving as their own controls.
Methods  Prospective multicentre study across 13 units (March–September 
2025) including adults aged ≥ 40 years undergoing colonoscopy. All six endos-
copists executed procedures both in a centre where CADe use is compulsory 
and in others without CADe, unaware that their CADe and nonCADe perfor-
mance was being compared. The primary outcome was adenoma detection 
rate (ADR). Secondary outcomes included combined adenoma plus clinically 
significant serrated polyp detection (A + CSSPDR), polyp detection (PDR), prox-
imal neoplasia detection (PNDR), diminutive polyp detection (DPDR) and ser-
rated detection rate (SDR).
Results  Of 3161 eligible procedures, 2973 were analysed (947 CADe; 2026 
non-CADe). ADR was higher with CADe (34.4 % vs 30.7 %; p < 0.05). A + CSSPDR 
(40.3 % vs 35.8 %; p < 0.05), PDR, PNDR and DPDR were also significantly high-
er, while SDR showed a non-significant positive trend. CADe remained inde-
pendently associated with higher ADR (aOR 1.31, 95 %CI 1.11–1.55; p = 0.002) 
and A + CSSPDR (aOR 1.33, 95 %CI 1.13–1.56; p = 0.001) after adjusting for age, 
sex and indication; the magnitude of effect was attenuated once endosco-
pist-level adjustment was applied.
Conclusions  In real-world practice, with fully blinded conditions, CADe im-
proves detection of adenomas and clinically relevant serrated lesions, though 
the effect varies between endoscopists. This underscores its utility while re-
flecting operator-driven variability.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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▶Table 1	 

Overall barrier 
impairment

Epithelial barrier 
impairment

Vascular barrier 
impairment

IBD CD UC IBD IBD

Accuracy 
(95 % CI)

76.5 [64.7-88.2] 71.3 [53.6-85.7] 85.0 [70.0-100] 70.6 [56.9-82.4] 82.4 [70.6-92.2]

Sensitivity 
(95 % CI)

76.9 [63.2-89.5] 71.3 [50.0-90.0] 86.7 [66.7-100] 69.7 [53.1-84.6] 85.3 [72.4-96.8]

Specificity 
(95 % CI)

75.0 [50.0-100] 71.4 [33.3-100] 79.9 [33.3-100] 72.2 [50.0-92.9] 76.5 [53.8-94.7]

PPV (95 % 
CI)

90.9 [80.0-100] 88.3 [70.6-100] 92.8 [76.9-100] 82.1 [66.7-95.8] 87.9 [75.8-97.2]

NPV (95 % 
CI)

50 [26.7-73.3] 45.2 [15.4-75.0] 66.7 [25.0-100] 56.5 [35.7-76.6] 72.2 [50.0-92.9]

F1 score 
(95 % CI)

83.3 [73.0-91.7] 78.4 [62.5-91.3] 89.3 [75.0-100] 75.4 [61.8-86.2] 86.6 [76.7-94.4]

AUC (95 % 
CI)

81.5 [66.2-93.9] 82.9 [62.6-97.9] 83.9 [55.6-100.0] 83.7 [71.6-93-0] 88.0 [76.5-96.6]

Aims  Barrier healing is emerging as a key therapeutic target in Inflammatory 
bowel disease (IBD), being more closely associated with sustained remission 
and improved long-term outcomes than endoscopic and histological remission 
alone. Accurate assessment of barrier integrity is therefore crucial to optimise 
disease management. Probe-based confocal laser endomicroscopy (pCLE) en-
ables real-time structural and functional assessment of intestinal barrier. How-
ever, its interpretation remains complex and highly operator-dependent, lim-
iting its reproducibility and widespread application. Preliminary studies have 
demonstrated the feasibility of using automated assessment of specific pCLE 
features to predict therapeutic response [1]. We aimed to develop and validate 
an artificial intelligence (AI)-driven pCLE system for standardised, objective 
assessment of barrier impairment (BI) in IBD.
Methods  156 high-quality pCLE videos from IBD patients undergoing colo-
noscopy in Ireland and UK were considered. Experienced endoscopists assessed 
the presence of BI according to a previously developed pCLE-scoring system 
[2], providing a reference standard for AI. An AI algorithm was developed to 
predict pCLE-based BI using a weakly supervised learning paradigm that exclu-
sively employs video-level scoring. Frame-level features were extracted with 
ViT pretrained under DINOv2 self-supervised learning framework [3] and trans-
former-based architecture [4] aggregated these into a global video representa-
tion. A linear layer classifier with two output neurons generated the final vid-
eo-level BI score. A total of 105 videos were used for training and validation of 
the framework, while 51 were reserved for testing. The model’s ability to pre-
dict overall, epithelial, and vascular BI was evaluated. Diagnostic performance 
was expressed as sensitivity, specificity, accuracy, positive predictive value, 
negative predictive value, and F1 score.
Results  Overall, 48 IBD patients (28 CD and 20 UC) were considered. 119/156 
(76 %) videos showed BI, 68/101 (67 %) in Ireland and 51/55 (93 %) in the UK 
cohort. ▶Table 1 details the diagnostic performance of the model. The AI al-
gorithm achieved 77 % sensitivity, 75 % specificity, and 77 % accuracy in detect-
ing overall BI at the video level. Moreover, the model assessed the presence of 
epithelial and vascular BI with 70 % and 85 % sensitivity, 72 % and 77 % specific-
ity, 71 % and 82 % accuracy. Diagnostic performance was higher in UC than CD.
Conclusions  Our AI model enables automated and standardised assessment 
of intestinal impairment in IBD, offering an objective and reproducible tool to 
monitor barrier healing as a novel therapeutic endpoint.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Intestinal ultrasound (IUS) is increasingly used for real-time assessment 
of inflammatory bowel disease (IBD) but quantitative analysis with artificial 
intelligence (AI) remains limited to bowel wall thickness (BWT) and single-frame 
segmentation, failing to exploit the temporal information in cineloops (CLs). 
The aim here was to evaluate the accuracy of an AI model compared to expert 
central readers using IUS CLs.
Methods  We developed a novel model using a semi-supervised algorithm 
combined with a temporal module, trained on 680,000 IUS images from 1572 
CLs (327 patients from multiple centres). 1205 frames from 403 CLs on 94 
patients were labelled by 8 domain experts (203 validation, 1002 training im-
ages). The CLs had various segments per patient with active IBD, and included 
axial, longitudinal and oblique sections. An external test set (27 patients, 58 
CLs) of active Crohn’s patients (ascending, transverse, descending colon), cen-
trally read by 3 expert readers, was used for initial evaluation. The model was 
optimized to segment 9 categories including bowel wall (BW), psoas, iliac ves-
sels (IV), and inflamed mesentery (IM). Each output was based on a current 
frame and context representations from previous frames. The model continu-
ously segments and tracks anatomy, generating temporally coherent delinea-
tions and data that feed intra- and inter-frame measurement algorithms. On 
the validation set, we calculated the Dice similarity coefficient (DSC), an over-
lap-based metric, from the expert annotations. Intraclass correlation coefficient 
(ICC) scores from ground truth measurements were made for every labelled 
image.
Results  Qualitative evaluation by domain experts confirmed consistency and 
anatomical precision of the outputs across a range of bowel regions and disease 
activity. Quantitatively, on the validation set our model achieved DSC of 0.73 
[0.70 – 0.75], 0.26 [0.23 – 0.28], 0.62 [0.55 – 0.68], 0.63 [0.53 – 0.72], 0.72 
[0.64 – 0.79] and 0.41 [0.32 – 0.49] for BW, peritoneal lining, rectus, psoas, IV 
and IM. Based on BW segmentations, the measurement algorithm achieved an 
ICC of 0.83 [0.77 – 0.87] between predictions and per frame expert measure-
ments. On the external test dataset, the ICC between an aggregated AI-driven 
measurement per CL and the mean of all reader measurements was 0.83 [0.73 
– 0.9].
Conclusions  Unlike prior approaches focused on static frames or derived BWT 
estimation, this method preserves frame-to-frame continuity, enabling repro-
ducible analysis of CLs with no manual pre-selection of measurement areas. 
Our model provides identification of many anatomical structures in addition 
to BWT, essential to moving AI beyond this measure and towards fully auto-
mated disease activity monitoring.
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Aims  To establish objective metrics for retrospective CADe evaluation and use 
them to directly compare Fujifilm CAD EYE with Maia Labs ColoMAIA-2 on iden-
tical colonoscopy recordings.
Methods  This retrospective single-center study analyzed video data from 150 
colorectal cancer screening colonoscopies (1945 minutes) performed by three 
expert endoscopists ( > 10 years’ experience). A total of 189 clinically significant 
polyps were identified in the recordings. CAD EYE operated in real time during 
procedures, while ColoMAIA-2 was applied offline. Outcome measures includ-
ed: 1) detection delay from first polyp appearance; 2) delay-specific sensitivities 
at 100–5000 ms; 3) False alarms, expressed as false detections per minute; 4) 
percentage of video time with false alarms. False alarms were assessed only 
during active mucosal inspection (excluding polyp examinations and polypec-
tomies). Bootstrap resampling was used to compute confidence intervals and 
p-values.
Results  Across all short delays, ColoMAIA-2 achieved substantially higher sen-
sitivity than CAD EYE. At 100 ms, sensitivity was 47.6 % vs. 16.9 %; at 200 ms, 
67.2 % vs. 33.9 %; at 300 ms, 78.8 % vs. 45.5 %. At the clinically meaningful 
500-ms delay, ColoMAIA-2 reached a sensitivity 86.8 % (CI 81.5–91.5) com-
pared with 62.4 % (CI 55.6–69.3) for CAD EYE (p < 0.001). Mean detection delay 
was significantly shorter with ColoMAIA-2 (382 ms, CI 260–522) than with CAD 
EYE (814 ms, CI 650–985; p < 0.001). False-alarm frequency differed markedly. 
ColoMAIA-2 generated only 3.09 false alarms/min and 1.44 % false-alarm time 
(all p < 0.001), whereas CAD EYE produced 37.4 false alarms/min and 4.67 % of 
video time with false alarms. This represents roughly a twelve-fold reduction 
in individual false-alarm events. Qualitatively, CAD EYE produced a large num-
ber of false alarms in the presence of specific stool residue and blood.
Conclusions  In identical colonoscopy recordings, ColoMAIA-2 delivered mark-
edly faster polyp alerting and dramatically fewer false alarms compared with 
CAD EYE. These differences concern parameters known to influence adenoma 
detection and procedural flow. The proposed metrics (delay-specific sensitiv-
ities, false-alarms) provide a robust framework for clinically meaningful retro-
spective benchmarking of CADe systems.
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Aims  To identify factors associated with therapeutic failure and complications 
after colorectal ESD in a single-center cohort covering the period after com-
pletion of the operator’s learning curve.
Methods  Retrospective analysis of 212 consecutive patients (2019–2022). 
Endpoints included therapeutic success (R0/Rx), adverse events according to 
the Clavien–Dindo classification, and potential predictors (pre-procedural bi-
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opsy, hybrid resection technique [h-ESD], Paris classification, lesion size). The 
data derive from our own clinical series.
Results  En bloc resection was achieved in 93.87 %, R0 in 91.04 %, and thera-
peutic success in 91.04 %; complications occurred in 8.02 % (bleeding 2.36 %, 
perforation 3.30 %). In univariable models, lack of success was more frequent-
ly associated with pre-procedural biopsy (OR 3.29; p = 0.0168) and h-ESD (OR 
8.31; p = 0.0025). In the bivariable model, biopsy (OR 3.18; p = 0.024) and h-ESD 
(p = 0.0045) remained significant. Lesion size did not significantly affect effica-
cy (p = 0.116), but correlated with the risk of complications; higher risk was 
observed, among others, for Paris classification 0-IIa-Is.
Conclusions  After completion of the learning curve, ESD provides high effica-
cy and acceptable safety also in a non-academic center. Avoiding routine biop-
sy before planned ESD and striving for full ESD (without hybrid resection) may 
increase the rate of radical resections and reduce complications.
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Aims  Accurately measuring the actual observation time (AOT), excluding bi-
opsy or polypectomy time, remains a challenge during colonoscopy. Bowel 
preparation is another critical factor affecting the quality of colonoscopy. We 
aimed to evaluate the impact of comprehensive artificial intelligence (AI)-based 
monitoring of AOT and bowel preparation on adenoma detection rate (ADR).
Methods  We developed an AI model that comprehensively assesses both with-
drawal time and bowel preparation quality simultaneously. We validated the 
performance of the AI model by analyzing a total of 1,489 consecutive colo-
noscopy videos. The AI model assessed both crude withdrawal time (CWT), 
defined as the time from cecal intubation to anal withdrawal, and AOT. Each 
was classified into four groups: < 6 min, 6–9 min, 9–12 min, and ≥ 12 min. Bow-
el preparation was classified as adequate or inadequate. Colonoscopy quality 
indicators such as ADR and adenomas per colonoscopy (APC) were compared 
across combined categories of AOT and preparation status.
Results  The mean age of the 1,489 patients was 60.9 ± 12.9 years, and 71.1 % 
were male. As both CWT and AOT increased, the ADR increased significantly. 
ADR increased from 6.6 % in patients with CWT < 6 min to 71.2 % in those with 
CWT ≥ 12 min (p < 0.001), and from 11.3 % in patients with AOT < 6 min to 70.2 % 
in those with AOT ≥ 12 min (p < 0.001). ADR was significantly higher in the 6–9 
min AOT group than in the 6–9 min CWT group (23.5 % vs. 16.5 %, p = 0.005). 
Advanced ADR was also significantly higher in the 6–9 min AOT group than in 
the 6–9 min CWT group. In addition, APC was significantly greater in the 6–9 
min AOT group than in the 6–9 min CWT group (0.33 [95 % confidence interval 
(CI) 0.27 – 0.39] vs. 0.19 [95 % CI 0.15 – 0.22], p = 0.002). The ADR was signif-
icantly higher in the AI-assessed adequate preparation group than in the inad-
equate preparation group (41.1 % vs. 31.0 %, p = 0.001). APC was also signifi-
cantly higher in the AI-assessed adequate preparation group. In the integrated 
analysis, the odds ratio (95 % CI) for ADR were 2.76 (1.67–4.79) with adequate 
preparation and AOT < 9 min, 8.53 (4.91–15.46) with inadequate preparation 
and AOT ≥ 9 min, and 12.07 (7.4–20.76) with both adequate preparation and 
AOT ≥ 9 min, compared with inadequate preparation and AOT < 9 min. Similar 
trends were observed for other outcomes, including multiple advanced ADR 
and APC.
Conclusions  An integrated metric combining AI-assessed AOT and bowel 
preparation status offers a more detailed assessment of adenoma detection 
outcomes, including ADR and APC. Comprehensive AI-based monitoring of 
quality parameters may enhance colonoscopy performance without increasing 
the burden on endoscopists.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Single-blinded randomized controlled trials (RCTs) have shown that com-
puter-aided detection (CADe) increases adenoma detection rate (ADR), where-
as real-world implementation studies have reported no gains. Single-blinded 
design and awareness of being studied may inflate effect estimates while im-
plementation studies might suffer from selection bias. We evaluated CADe in 
routine practice within a concealed trial in which patients, endoscopists, and 
clinical staff were unaware of study participation and randomization.
Methods  A concealed two-arm multicenter randomized controlled trial was 
conducted between July 2023 and August 2025 across three centers, enrolling 
patients aged 45–89 years undergoing diagnostic, screening, or surveillance 
colonoscopy. Patients were randomized 1:1 to an endoscopy room equipped 
with a CADe system (intervention) or a room without CADe (control). Endos-
copists, nursing staff and patients were blinded to the existence of the trial. A 
research assistant did activate CADe every morning before arrival of the endos-
copy team, however, endoscopists could choose to deactivate CADe. The pri-
mary outcome was ADR; secondary outcomes included CADe utilization rate, 
adenomas per colonoscopy (APC), sessile serrated lesion detection rate 
(SSLDR), advanced lesion detection rate (ALDR), proximal APC (pAPC), and the 
proportions of neoplastic and non-neoplastic polyps. The primary analysis was 
intention-to-treat (ITT), with per-protocol (PP) analyses based on actual CADe 
use. Generalized linear models estimated group differences.
Results  Of 1,744 randomized patients, 1,673 were included in the analysis 
(control n = 837; intervention n = 836). Cross-over occurred in 89 (10.6 %) con-
trol and 71 (8.5 %) intervention patients. In ITT analysis, ADR did not differ signifi-
cantly between groups groups (control: 31.5 %, 95 % confidence interval, CI: 
28.4–34.8 vs intervention: 34.4 %, 31.2–37.8, p = 0.225). In PP analysis, ADR was 
higher when CADe was used (40.6 %, 36.3–45.1 vs 34.7 %, 30.1–38.6; p = 0.045). 
When assigned to a CADe-equipped room, endoscopists used the system in 57.5 % 
of eligible colonoscopies (481/836; ITT) and 92.9 % (471/507) in the PP population. 
Among PP patients, ALDR, APC, and pAPC were significantly higher with CADe 
(e.g., ALDR 8.3 %, 6.1–11.1 vs 3.9 %, 2.5–5.8; p = 0.002), whereas SSLDR and the 
proportion of non-neoplastic polyps did not differ.
Conclusions  In this concealed trial, randomization to a CADe-equipped room 
did not significantly increase ADR in ITT analysis, but colonoscopies in which 
CADe was used showed higher ADR and advanced lesion detection. These find-
ings suggest that incomplete and selective adoption in routine care can atten-
uate the benefits observed in RCTs. Strategies to ensure consistent CADe use 
are likely required for CADe to meaningfully improve ADR outside of controlled 
study conditions.
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Aims  Randomized controlled trials support the efficacy of both computer-aid-
ed detection (CADe) and mucosal exposure devices (MED) in improving ade-
noma detection, but implementation studies—particularly on their combined 
use in routine practice—are limited. We evaluated whether combining CADe 
and MED improves adenoma detection rate (ADR) in real-world colonoscopy.
Methods  In this prospective implementation study, adults aged ≥ 45 years 
undergoing elective colonoscopy received standard, CADe-, MED-, or 
CADe + MED-assisted procedures. The primary outcome was ADR; secondary 
outcomes included advanced adenoma detection rate (AADR), sessile serrated 
lesion detection rate (SSLDR), adenoma per colonoscopy (APC), polyp detection 
rate (PDR), polyps per colonoscopy (PPC), and withdrawal time (WT).
Results  We included 2552 patients undergoing standard (n = 1279), CADe-as-
sisted (n = 829), MED-assisted (n = 225), or CADe + MED-assisted (n = 219) co-
lonoscopies. ADR was 55.6 % (95 % CI [48.7–62.4]) in the CADe + MED group 
versus 29.3 % (95 % CI [26.5–32.3], p < 0.001) in the standard group. The 
CADe + MED group showed significant increases in AADR, SSLDR, APC, PDR, 
and PPC compared to standard procedures (all p < 0.001). CADe- and MED-
alone achieved ADRs of 41.6 % (95 % CI [38.0–45.3]) and 44.9 % (95 % CI [37.5–
52.6]), respectively (p < 0.866). CADe + MED increased ADR compared with 
CADe alone (p = 0.002). Mean WT was shorter for standard procedures (9.9 
min) than for assisted ones (11.9–13.6 min, all p < 0.001).
Conclusions  Combining CADe and MED significantly improves ADR, AADR, 
SSLDR, and other key performance metrics versus standard colonoscopy. These 
data suggest a synergistic effect wherein optimized mucosal exposure enables 
CADe to realize its full detection potential for aiding routine colonoscopies.
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Pentax, and has received consultant or speaker fees from Boston Scientific Inc., 
ERBE Elektromedizin GmbH, and Pendopharm. The remaining authors declare 
that they have no conflict of interest.

PYP359  Performance of GPT-5 in the Interpretation 
of IBD Colonoscopy and Histopathology Reports
Authors  Maida M1, 2, Vitello A1, 2, Macaluso FS3, Daperno M4, Mocci G5, 
Rispo A6, Calabrese G7, Decarli N8, Laschi L9, Fattorini C10, Locci G11, 
Del Sordo R12, Ligresti D13, Tacelli M14, Furnari M15, Sferrazza S16, 
Marasco G17, Facciorusso A18, Ambrogio O3, Villanacci V19

Institutes  1  Department of Medicine and Surgery, University of Enna 
‘Kore’, Enna, Italy; 2  Gastroenterology Unit, Umberto I Hospital, Enna, Italy; 
3  Inflammatory Bowel Disease Unit, “Villa Sofia-Cervello” Hospital, 

Palermo, Italy; 4  Gastroenterology Unit, Mauriziano Hospital, Turin, Italy; 
5  Division of Gastroenterology, "Brotzu" Hospital, Cagliari, Italy; 
6  Gastroenterology Unit, Department of Clinical Medicine and Surgery, 
AOU Federico II, Naples, Italy; 7  Clinical Medicine and Surgery, University of 
Naples Federico II, Naples, Italy; 8  Department of Pathology, Misericordia 
Hospital, Grosseto, Italy; 9  Pathology Section, Oncology Department, San 
Giovanni di Dio Hospital, Firenze, Italy; 10  Pathology Unit, Azienda Sanitaria 
Toscana Nord Ovest, Pisa, Italy; 11  Unit of Anatomic Pathology, ARNAS G. 
Brotzu, Cagliari, Italy; 12  Department of Medicine and Surgery, Medical 
School, University of Perugia, Perugia, Italy; 13  Endoscopy Service, 
Department of Diagnostic and Therapeutic Services, IRCCS-ISMETT, 
Palermo, Italy; 14  Pancreatobiliary Endoscopy and Endosonography 
Division, IRCCS San Raffaele Scientific Institute, Milan, Italy; 15  Division of 
Gastroenterology, Department of Internal Medicine, University of Genoa, 
Genoa, Italy; 16  Gastroenterology and Endoscopy Unit, A.R.N.A.S. Ospedali 
Civico Di Cristina Benfratelli, Palermo, Italy; 17  Department of Medical and 
Surgical Sciences, University of Bologna, Bologna, Italy; 
18  Gastroenterology Unit, Department of Experimental Medicine, 
University of Lecce, Lecce, Italy; 19  Institute of Pathology ASST-Spedali 
Civili, University of Brescia, Brescia, Italy
DOI  10.1055/s-0046-1821299
Aims  Histopathological interpretation is crucial for diagnosing inflammatory 
bowel disease (IBD), distinguishing between Crohn’s Disease (CD), Ulcerative 
Colitis (UC), IBD-Unclassified (IBD-U), and Non-IBD colitis (NIBDC). However, 
interobserver variability and limited expertise can reduce diagnostic accuracy. 
Accurate evaluation of both endoscopic and histological reports is essential for 
optimal IBD diagnosis. Large Language Models (LLMs) such as GPT-5 may offer 
clinical support in interpreting combined endoscopic–histological reports.
Methods  We analyzed 100 real-life combined endoscopic and histological 
reports from ileo-colonoscopies, equally representing CD, UC, IBD-U, and NIB-
DC, collected across five Italian healthcare centers, including both IBD-special-
ized and non-specialized hospitals. A reference standard was established by an 
expert pathologist. Independent classifications were generated by GPT-5, five 
gastrointestinal pathologists, five IBD-expert gastroenterologists (GIs), and 
five non-expert GIs. Diagnostic performance (accuracy, recall, precision, F1-
score), agreement with the reference standard (Cohen’s κ), and inter-rater 
reliability (Fleiss’ κ) were assessed.
Results  GPT-5 achieved the highest agreement with the reference standard 
with the highest accuracy (76.0 %), compared to pathologists (68.6 %), IBD-ex-
perts (69.2 %), and non-experts (63.2 %). Agreement with the reference stand-
ard was substantial for GPT-5 (κ = 0.671) and moderate for human groups 
(κ = 0.508–0.588). GPT-5 showed perfect recall for CD and UC, high recall for 
NIBDC (96.0 %), but poor performance for IBD-U (recall 8.0 %, F1-score 14.3 %) 
(▶Table 1). Fleiss’ κ indicated moderate agreement among pathologists and 
IBD-experts, and fair agreement among non-experts.
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▶Table 1	  Comparative performance metrics of pathologists, IBD-expert GIs, non-expert GIs, and GPT-5 compared with the reference standard.

Metric Pathologists IBD-expert GIs IBD non-expert GIs GPT-5 

Accuracy ( %) 68.6 (64.4–72.5) 69.2 (65.0–73.1) 63.2 (58.9–67.3) 76.0 (66.8–83.3)

Recall ( %)

▪IBD-U 33.6 (25.9–42.3) 30.4 (23.0–38.9) 32.8 (25.2–41.4) 8.0 (2.2–25.0)

▪CD 80.0 (72.1–86.1) 86.4 (79.3–91.3) 68.0 (59.4–75.5) 100.0 (86.7–100.0)

▪UC 84.8 (77.5–90.0) 81.6 (73.9–87.4) 76.0 (67.8–82.6) 100.0 (86.7–100.0)

▪NIBDC 76.0 (67.8–82.6) 78.4 (70.4–84.7) 76.0 (67.8–82.6) 96.0 (80.5–99.3)

Precision ( %)

▪IBD-U 56.0 (44.7–66.7) 52.1 (40.8–63.1) 42.3 (32.9–52.2) 66.7 (20.8–93.9)

▪CD 83.3 (75.7–88.9) 76.6 (69.0–82.8) 83.3 (74.9–89.3) 67.6 (51.5–80.4)

▪UC 60.6 (53.2–67.5) 72.3 (64.4–79.1) 57.9 (50.3–65.2) 80.6 (63.7–90.8)

▪NIBDC 73.1 (64.9–80.0) 67.6 (59.6–74.7) 69.3 (61.2–76.4) 82.8 (65.5–92.4)

F1-score ( %)

▪IBD-U 42.6 (33.1–50.0) 38.5 (28.6–46.5) 36.9 (28.9–44.7) 14.3 (0.0–33.3)

▪CD 81.6 (75.7–86.6) 81.3 (76.0–85.9) 75.0 (68.0–81.3) 80.6 (67.9–90.5)

▪UC 70.0 (64.5–76.4) 76.7 (70.9–82.1) 65.9 (59.5–71.6) 89.3 (80.0–96.7)

▪NIBDC 74.5 (68.5–80.0) 72.8 (66.4–78.0) 72.5 (66.1–78.7) 89.0 (77.8–96.4)

Conclusions  GPT-5 demonstrated reliable performance in interpreting endo-
scopic and histological IBD histological reports, exhibiting high accuracy and 
strong agreement with the reference standard. While unreliable for IBD-U, 
GPT-5 may serve as a supportive tool in diagnosis and classification of IBD, 
particularly in centers with limited access to expert pathologists or IBD-spe-
cialists.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP360  Bleeding risk of atezolizumab-bevacizumab 
during ongoing endoscopic variceal ligation in 
hepatocellular carcinoma: a two-centre retrospec-
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Aims  The combination of atezolizumab and bevacizumab is an established 
first-line therapy for unresectable hepatocellular carcinoma (HCC). However 
bevacizumab is associated with an increased risk of gastrointestinal bleeding; 
in IMbrave150, upper GI bleeding occurred in ~7 % of patients, leading to guide-
line recommendations for pre-treatment endoscopy and primary prophylaxis 
of oesophageal varices. Many centres therefore defer bevacizumab until endo-
scopic variceal eradication, delaying full systemic therapy. Two tertiary centres 
instead adopted an upfront bevacizumab strategy with endoscopic variceal 

ligation (EVL) in parallel. We aimed to assess the safety and feasibility of this 
approach in a real-world setting [1].
Methods  This retrospective two-centre cohort included 354 consecutive Pa-
tients (290 males, 81,9 %; 63 females, 17,8 %, mean age 65.7 years) with HCC 
treated with atezolizumab-bevacizumab between 2020 and 2024. The prima-
ry endpoint was any variceal bleeding with EVL before bevacizumab initiation 
compared with a non-upfront ligation group. Cox regression was used to assess 
the association between EVL and variceal bleeding, adjusting for variceal grade, 
Child–Pugh score and macrovascular invasion.
Results  Overall, 15 variceal bleeding events occurred after bevacizumab ini-
tiation (4.2 %), of which 10 occurred during therapy (2.8 %) and 5 later than 6 
months after treatment start (1.4 %). In the varices subcohort (n = 145 with 
documented baseline varices), 57/145 (39.3 %) patients underwent endoscop-
ic variceal upfront ligation before therapy inititiation, whereas 88/145 (60.7 %) 
did not. Patients who underwent upfront ligation therapy were substantially 
more likely to have higher-grade varices (grade II/III), whereas the no-ligation 
group predominantly had grade I varices (p < 0.001). Despite this imbalance 
toward more advanced varices in the ligation group, the overall proportion of 
variceal bleeding events did not differ significantly between groups (8.9 % vs 
6.8 %; p = 0.751). In grade-stratified analyses, no significant differences in 
variceal bleeding were observed within individual variceal grades, consistent 
with very low event counts per subgroup.
In time to event analyses among patients with complete follow up information 
for the Cox dataset (n = 124; 11 events), upfront ligation was not associated 
with time to variceal bleeding in an unadjusted Cox model (HR 1.24, 95 % CI 
0.38–4.09; p = 0.724). In the primary parsimonious model adjusting for baseline 
variceal grade (grade I reference; grade IV excluded), upfront ligation again 
showed no significant association with variceal bleeding (HR 0.65, 95 % CI 
0.13–3.28; p = 0.606), while baseline grade III varices were associated with a 
significantly increased hazard of bleeding compared with grade I (HR 8.25, 95 % 
CI 1.23–55.31; p = 0.030); grade II was not significantly associated (HR 2.51, 
95 % CI 0.40–15.86; p = 0.329).
Sensitivity analyses yielded consistent findings. After adjustment for macro-
vascular infiltration, upfront ligation remained non-significant (HR 0.81, 95 % 
CI 0.21–3.07; p = 0.753), and macrovascular infiltration itself was not associat-
ed with bleeding risk (HR 0.81, 95 % CI 0.19–3.45; p = 0.777). Similarly, models 
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adjusting for Child–Pugh class or prior variceal bleeding did not identify signif-
icant predictors beyond variceal grade and did not materially change the null 
association between upfront ligation and time to variceal bleeding (HR 1.05, 
p = 0.944 and HR 1.27, p = 0.715, respectively). Using a Cox model stratified by 
baseline variceal grade (I–III), upfront ligation was also not significantly associ-
ated with time to variceal bleeding (HR 0.45, 95 % CI 0.09–2.14; p = 0.312).
Conclusions  In this two-centre cohort uniformly applying bevacizumab during 
ongoing EVL, variceal bleeding incidence was low (4.2 %) and not elevated in 
comparison to an non upfront ligation group. Upfront EVL itself was not inde-
pendently associated with a higher bleeding incidence when adjusted to 
variceal grade, Child-Pugh Score or macrovascular invasion.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Delayed bleeding is a major adverse event of endoscopic papillectomy 
(EP). However, established preventive strategies and clear risk stratification 
remain ill-defined due to the rarity of the disease. We aimed to identify inde-
pendent risk factors for delayed bleeding after EP using a large-scale multi-
center dataset, specifically evaluating the impact of procedural interventions 
and pharmacological prophylaxis.
Methods  We conducted a retrospective cohort study across 22 Japanese ac-
ademic and community hospitals (2009–2020). Patients undergoing EP for 
ampullary tumors were included. To ensure homogeneity, patients requiring 
nasobiliary/nasopancreatic drainage or metallic biliary stents were excluded. 
We identified independent risk factors for delayed bleeding using multivariable 
logistic regression.
Results  A total of 875 candidates were screened, and 848 patients were in-
cluded in the final analysis. The overall incidence of delayed bleeding was 19.2 % 
(163/848). Severity was mild in 15.6 %, moderate in 2.4 %, and severe in 1.3 % 
of cases. Multivariable analysis identified prophylactic clipping (&gt;50 % clo-
sure of the mucosal defect) as a significant independent preventive factor (Odds 
Ratio [OR] 0.49; 95 % Confidence Interval [CI] 0.28–0.81; p = 0.007). Converse-
ly, independent risk factors included male sex (OR 1.82; p = 0.002), younger 
age (65 years; OR 2.82;0.001), and pancreatic stent placement (OR 2.60; 
p = 0.041). Acid-suppressing agents (PPIs or H2RAs) showed no significant as-
sociation with delayed bleeding.
Conclusions  Prophylactic clipping significantly reduced the risk of delayed 
bleeding, whereas younger age, male sex, and pancreatic stent placement were 
identified as significant risk factors. Notably, acid-suppressing agents did not 
affect bleeding risk. The novel finding that pancreatic stent placement is a risk 
factor suggests that constant exposure of the ulcer bed to pancreatic juice via 
the stent may induce bleeding, warranting further investigation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To identify predictors of efficacy and safety following endoscopic papil-
lectomy (EP), including therapeutic success, recurrence and adverse events. 
Secondly, we aimed to evaluate predictors of histopathological agreement.
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Methods  A multicenter, retrospective cohort study was conducted including 
adult patients from thirteen medical institutions who underwent EP for amp-
ullary adenomas between January 2019 and December 2023. The main clinical 
outcomes were efficacy (endoscopic success and recurrence) and safety (re-
ported adverse events, severity and management). Pre- and post-procedural 
histology was documented. Patient center volume was categorized as low, 
medium and high.
Results  This cohort included 187 patients, 59.9 % male, mean age 62.64 
( ± 13.41) years. Most of the ampullary lesions were not associated with genet-
ically predisposed diseases (77.0 %), incidentally detected on asymptomatic 
patients (76.5 %), sized between 10mm and 20mm (63.1 %), and with low-grade 
dysplasia (88.8 %). En bloc resection was performed in 73.8 % of the patients. 
Prophylactic measures to prevent acute pancreatitis were implemented in 
95.2 % of the procedures. Endoscopic success rate was 96.3 %, with R0 resection 
rate of 74.3 %. The mean follow-up was 32.8 ( ± 18.7) months. The median 
adenoma-free survival was 24.0 months (95 % CI 9.3–38.7). Recurrence rate 
was 18.7 %, most frequently detected at the first endoscopic surveillance 
(71.4 %) and managed mostly endoscopically (85.7 %). Re-recurrence rate was 
low (4.3 %, n = 8). Older age (OR = 0.95, 95 % CI 0.91–0.99), intraductal exten-
sion (OR = 17.89, 95 % CI 1.51–212.43), intraprocedural bleeding (OR = 3.55, 
95 % CI 1.34–9.39), and submucosal injection before resection (OR = 2.60, 95 % 
CI 1.06–6.40) were significantly associated with higher recurrence rates. The 
most common adverse events were post-procedural pancreatitis (20.3 %), 
mostly mild severity (78.9 %), and bleeding (intraprocedural 18.2 %; delayed 
12.8 %). No procedural-related deaths were observed in our cohort. None of 
the patient, procedure or lesion characteristics were related to post-procedur-
al pancreatitis, cholangitis, papillary stenosis or perforation. Delayed bleeding 
was more common when submucosal injection was performed (OR = 2.96, 
p = 0.029) and pancreatic stent was placed (OR = 5.05, p = 0.036). The histo-
pathological agreement between pre-procedural biopsy and post-procedural 
histology was observed in 75.4 % of cases, with histopathological underestima-
tion in 15 % and overestimation in 9.6 % of cases. Prior sphincterotomy corre-
lated with reduced histopathological agreement (χ² = 21.81; p < 0.001), where-
as pre-procedural evaluation with side-viewing endoscopy was associated to a 
higher likelihood of histopathological agreement (χ² = 11.10, p = 0.004). 
High-volume centers showed significantly higher rates of histopathological 
agreement (χ² = 15.59, p < 0.001). It is important to note that, in these centers, 
prior assessment with side-viewing endoscopy and endoscopic ultrasound 
(EUS), respectively [(97.3 % (n = 72) and 71.6 % (n = 53)] was more often per-
formed. Significantly higher recurrence rates (31.0 %) were observed in low-vol-
ume centers compared with high-volume centers (12.2 %) (p = 0.046). Delayed 
bleeding occurred more frequently in low-volume centers (p = 0.032).
Conclusions  In our cohort, EP achieved high rates of therapeutic success with 
a favorable profile of adverse events, mostly amenable to conservative or en-
doscopic management. Recurrence was frequent and was associated to older 
age, intraductal extension, intraprocedural bleeding and submucosal injection 
before resection. High-volume centers showed significantly higher rates of 
histological agreement probably due to the more frequent use of prior evalu-
ation with side-view endoscopy and EUS. Low-volume centers showed higher 
rates of recurrence rates and delayed bleeding. These results emphasize the 
importance of detailed pre-procedural staging, specialized training and the 
potential benefit of centralizing complex procedures to high-volume centers.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic management of walled-off necrosis (WON) has become the 
preferred minimally invasive approach, yet bleeding remains a significant com-
plication. Identifying predictors of bleeding is essential to optimize patient 
selection, procedural planning, and postoperative monitoring.
Methods  In this prospective cohort study, 153 patients undergoing endoscop-
ic drainage and necrosectomy for WON were analyzed. Baseline demographics, 
clinical characteristics, stent type, number of necrosectomies, and nutritional 
status were collected. Outcomes included occurrence of bleeding and mortal-
ity. Univariate and multivariable logistic regression analyses were performed 
to identify predictors of bleeding. Kaplan–Meier analysis assessed bleeding risk 
over time.
Results  The cohort had a mean age of 54.5 years and mean BMI of 25.3; 34.8 % 
were female. The average WON size was 98.6 cm. Hot Axios stents were used 
in 68 % of procedures, followed by Hanaro (18 %), Spaxus (11 %), and Z-EUS (1 %). 
Coaxial pigtail stents were placed in most patients (n = 137). Following LAMS 
placement, bleeding occurred in 15 patients (9.8 %), including one death 
(0.65 %). Univariate analysis identified increased bleeding risk with ≥ 4 necro-
sectomies (OR 4.6; 95 % CI 1.0–21.4; P = 0.05), parenteral nutrition use (OR 8.8; 
95 % CI 2.4–32.8; P = 0.001), and presence of any organ failure (OR 15.4; 95 % 
CI 4.5–52.7; P < 0.001). Kaplan–Meier analysis showed no significant difference 
in bleeding risk over time (log-rank P = 0.647). Multivariable analysis demon-
strated that the presence of any organ failure was the strongest and only inde-
pendent predictor of bleeding (OR 45.9; P = 0.01).
Conclusions  Among patients undergoing endoscopic treatment of WON, 
organ failure was the sole independent predictor of bleeding. These findings 
highlight the critical role of systemic disease severity—rather than procedural 
factors—in anticipating bleeding complications and guiding risk stratification.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopist-administered sedation is safe and widely used in Europe 
[1, 2], but sedation in interventional-EUS (i-EUS) is usually performed by anes-
thetists [3]. Given the increasing demand and limited resources, this study 
aimed to evaluate the safety of endoscopist-led sedation in i-EUS.
Methods  Retrospective, single center study, including all i-EUS performed 
between February 2020 and August 2025 in Hospital Universitario de Salaman-
ca (Spain). Hemodynamically stable patients received propofol in boluses and 
continuous infusion administered by the endoscopist and nurses (with dedi-
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cated training in sedation); along with high-flow nasal oxygen at 15 L/min. 
Optional midazolam, fentanyl, or hyoscine were also given. Drug doses, vitals 
and sedation-related adverse events are systematically recorded, prospective-
ly, by the nurse responsible for sedation, using a form specifically designed for 
this purpose. Furthermore, any sedation-related adverse events are also doc-
umented in the endoscopy report.
Results  317 i-EUS were included (139 cholecystostomies, 66 gastroenteros-
tomies, 57 pancreatic collections, 30 hepaticogastrostomies, 14 abscess drain-
ages and 11 choledocoduodenostomies). 57 patients (18 %) also underwent 
an ERCP or 2 i-EUS in the same session. Median age was 81.5 y.o. (IQR 67.4-
88.4). ASA classification for anesthetic risk: I (1 %), II (44 %), III (50 %), IV (5 %). 
Comorbidities included OSA n = 7 (2.4 %), COPD n = 19 (6 %), LVEF < 40 % n = 4 
(1.3 %), severe aortic stenosis n = 1 (0.3 %). 6 hemodynamically unstable pa-
tients (1.9 %) had sedation and support by ICU.
Mean propofol dose was 271 mg (CI 95 % 254-289). Hyoscine was given to 75 
patients (24.2 %) with a median dose of 40 mg (IQR 20-40); Midazolam to 2 
patients (0.6 %), median dose 2 mg (IQR 1-3); and Fentanyl to 18 patients 
(5.8 %), median dose 75 mcg (IQR 68.75-75).
There was one sedation-related adverse event (AE): a moderate desaturation 
in a 99 year-old patient without significant comorbidities, who received 80 mg 
of propofol. This was reversed with Bag-Valve-Mask ventilation by the endos-
copist; allowing completion of the procedure (cholecystostomy). No aspira-
tions, bradycardia requiring atropine, significant hypotension (systolic BP < 80 
mmHg despite IV fluids), or need for urgent ICU support occurred. No seda-
tion-related deaths were reported. One 92-year-old male with a metastatic 
cholangiocarcinoma died in the recovery room 40 minutes after finishing an 
uneventful hepaticogastrostomy. The cause of the death was unclear, since no 
autopsy was performed given age and comorbidities.
There were 8 LAMS misdeployments (2.5 %) and 16 AEs (5 %) including: bleed-
ing (3.2 %), migration (1.3 %), bile leak (0.3 %) and perforation (0.3 %). None of 
these events were associated with sedation complications.
Conclusions  In our series, endoscopist-led sedation with propofol for i-EUS 
was safe. Only one sedation-related AE (desaturation) occurred, which was 
moderate, managed by the endoscopist, and the procedure could be succes-
fully completed. The presence of AEs or misdeployments inherent to these 
techniques was not associated with an increased rate of aspiration, hypotension, 
or other complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Ampulla of Vater morphology has been reported to impact cannulation 
and complication rates during ERCP. However, there are several morphology 
classification systems and results in literature are not unanimous. We aimed to 
test the above hypothesis using data from the Greek ERCP registry.
Methods  We conducted a multicenter observational study with prospective-
ly collected data from the Greek national ERCP database. Ampulla morphology 
was classified according to the Haraldsson classification (United European Gas-
troenterology Journal, 2017). The registry was searched for ERCP cases per-
formed in Jan 2023 – Sept 2025, in patients with naïve ampulla of Vater. We 
performed univariate and multivariate analyses.
Results  A total of 1675 ERCP cases in patients with naïve ampulla of Vater and 
available data from 6 centers regarding ampulla morphology were included 
(mean age 73 years (SD 15); 69 % with bile duct stones, jaundice 63 %, cholan-
gitis/sepsis 16 %, biliary stricture 12 %). The most frequently described type of 
ampulla was type 1 (n = 928, 55.4 %), followed by type 2 (n = 395, 23.6 %), type 
3 (n = 287,17.1 %) and type 4 (n = 65,3.9) %). Overall, 51.4 % of the cases were 
performed electively, most patients (42,4 %) had an ASA score of 2 (, 27.9 % 
score 1, 25.6 % score 3, 3.8 % score 4, and 0.2 % score 5) and underwent ERCP 
under conscious sedation (82.9 % followed by 16.4 % deep sedation ,and 0.7 % 
general anesthesia). The deep bile duct cannulation success rate was 94.3 % 
and it was related to ampulla of Vater morphology (p = 0.04) with type 2 and 4 
showing higher failure rates compared with type 1 (p = 0.02 and p = 0.01 re-
spectively). The overall complication rate was 11.7 %, with no significant differ-
ence among the four ampulla morphology types (p = 0.2). Post ERCP pancrea-
titis occurred in 6.6 % and cholangitis in 5.8 % but did not differ significantly 
among ampulla morphology types (p > 0.05), Perforation occurred in 4 patients 
and was only observed in type 2 ampullas. In multivariate analysis ampulla 
morphology types 2 and 4 were independent predictive factors of cannulation 
failure (p = 0.001; OR 2.0, 95 % CI 1.3-3.0).
Conclusions  Ampulla morphology type 2 and 4 appear to be associated with 
cannulation failure and possibly complications. These findings may have impli-
cations in daily clinical practice, especially in the field of ERCP training.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The safety of outpatient ERCP in patients aged ≥ 80 years remains uncer-
tain, particularly regarding clinically relevant post-procedural complications 
and early need for hospital admission. Evidence from European centres is lim-
ited, and few studies analyse the timing of complications in very elderly pa-
tients. This study aimed to compare post-ERCP complications and 30-day un-
planned admissions between elderly and younger adults in a real-world 
ambulatory setting.
Methods  A retrospective cohort study was conducted using a prospectively 
maintained database of consecutive outpatient ERCPs. Patients were stratified 
into < 80 years and ≥ 80 years groups. Only post-procedural complications were 
analysed: pancreatitis, cholangitis, cholecystitis, perforation and other clini-
cally relevant events. Hospital admission and ERCP-related readmission within 

S381



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

30 days were recorded. Complication timing was classified as occurring < 8 
hours, 8–24 hours or > 24 hours. Comparisons used Fisher’s exact test (p < 0.05). 
Statistical analysis was done with SPSS v29.0 [1].
Results  A total of 304 outpatient ERCPs were included, of which 238 involved 
patients aged < 80 years and 66 aged ≥ 80 years. Post-ERCP pancreatitis was 
infrequent and similar between groups (1.7 % vs 1.5 %; p = 1.00). Cholecystitis, 
perforation and other complications also showed no significant differences. 
Cholangitis was significantly more frequent in elderly patients, occurring in 
7.6 % (5/66) of those aged ≥ 80 years compared with 2.1 % (5/238) in younger 
adults (p = 0.0427). Thirty-day all-cause readmission occurred in 9.2 % (22/238) 
of patients < 80 years and 10.6 % (7/66) of those ≥ 80 years (p = 0.92). ERCP-re-
lated readmissions showed a similar pattern, with 5.0 % (12/238) in younger 
patients and 7.6 % (5/66) in the elderly, paralleling the higher incidence of chol-
angitis in the ≥ 80 cohort. In the temporal analysis of post-procedural compli-
cations, no differences were observed between groups for events occurring 
within < 8 hours or beyond 24 hours after ERCP. However, complications arising 
8–24 hours post-procedure were significantly more frequent in patients 
aged ≥ 80 years (3.0 % vs 0 %; p = 0.0466), indicating a distinct early–delayed 
risk window in very elderly individuals (▶Table 1).

▶Table 1	 

Variable  < 80 years 
(n = 238)

 ≥ 80 years 
(n = 66)

p-value

Baseline

Sex (male) n ( %) 104 (43.7) 29 (43.9) 1.00

Suspected 
choledocholithi-
asis n ( %)

152 (63.9) 35 (53.0) 0.12

Suspected 
malignant 
obstruction n 
( %)

67 (28.2) 29 (43.9) 0.019

Complications and Outcomes

Pancreatitis n 
( %)

4 (1.7) 1 (1.5) 1.00

Cholangitis n 
( %)

5 (2.1) 5 (7.6) 0.0427

Cholecystitis n 
( %)

6 (2.5) 0 (0) 0.347

Perforation n 
( %)

1 (0.4) 0 (0) 1.00

Other 
complication n 
( %)

6 (2.5) 1 (1.5) 1.00

 < 8 hours n ( %) 7 (31.8) 1 (14.3) 0.29

8–24 hours n 
( %)

0 (0) 2 (28.6) 0.0466

 > 24 hours n ( %) 15 (68.2) 1 (57.1) 1.00

30-day all-cause 
admission n ( %)

22 (9.2) 7 (10.6) 0.92

Conclusions  Outpatient ERCP is safe in selected patients aged ≥ 80 years, with 
similar rates of pancreatitis, perforation, cholecystitis and overall readmission 
compared with younger adults. However, the significantly increased incidence 
of post-ERCP cholangitis and the higher frequency of 8–24-hour complications 
in the very elderly suggest that extended early post-procedure monitoring may 
be beneficial in this subgroup. These findings support the feasibility of ambu-
latory ERCP in older adults while highlighting the need for tailored surveillance 
strategies.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) routinely used 
as an inpatient procedure, due to post-procedural complications [1, 2]. The 
inpatient setting allows close observation but also increases healthcare costs 
and may not be necessary for all patients [1]). Improved procedural safety, 
sedation practices, and early recovery protocols have raised the possibility of 
performing ERCP on an outpatient or ambulatory basis, allowing same-day 
discharge [3]. The present study aimed to evaluate the feasibility and safety 
outcomes of ambulatory ERCP performed in a tertiary referral center.
Methods  A retrospective study of consecutive ERCP between June 2019 and 
October 2025 was performed. Safety was defined as the presence of early ad-
verse events ( ≤ 72 hours). Adverse events were categorized as minor and seri-
ous. The latter included those that required new hospitalization after discharge 
(outpatients) or prolonged hospitalization (inpatients). Feasibility was defined 
as successful same-day discharge without unplanned admission or observa-
tion ≥ 24 hours. Ambulatory patients followed the center's local protocol and 
were advised to immediately report if pain, bleeding, dizziness, nausea, vom-
iting, or any alarm symtom arised.
Results  A total of 6000 ERCPs were performed from 2019 to 2025. 1000 pa-
tients were randomly selected and reviewed, and 206 were excluded from the 
analysis. A total of 794 patients were enrolled and distributed into outpatient 
[382/794 (48,1 %)] and inpatients [423/794 (53.2 %)]. Overall median age was 
54.0 (35 – 68) (p = .005) and 54.9 % were female (p = .267). Previous ERCP pro-
cedures were more common in the outpatient group (20.7 % vs 10.7 %, p < .001), 
previous cholecystectomy was most common in the outpatient group (31.2 % 
vs 23.3 %, p > .05) (Table 1).
The most common ERCP indication was choledocholithiasis in the outpatient 
(74.9 %) and inpatient (65.3 %) groups, followed by tumor suspicion in the out-
patient group (16.0 %) and biliary sludge in the inpatient group (18.9 %). Diffi-
cult cannulation in the outpatient and inpatient groups was 7.6 % and 7.0 %, 
respectively (p = .764). Sphincterotomy was performed in 90.8 % of outpatient 
and 92.0 % of inpatient, respectively (p = .562), and biliary stenting was report-
ed in 28.3 % and 24.5 %, respectively (p = .229).
Complication rate was similar among groups with 14.4 % in the outpatient and 
9.7 % in the inpatient group (p > .05). Bleeding was the most common adverse, 
being mild in forty-two outpatient cases (11.0 %) and 28 inpatient cases (7.0 %), 
managed with sclerotherapy; however, 2 cases in outpatient and 1 case in the 
inpatient group required hospitalization. A sub-analysis was conducted con-
sidering the serious adverse events that required hospitalization after discharge 
or extended hospital stay. There were 13 cases among the outpatients who 
required a new hospitalization after discharge, and 12 inpatients who required 
prolonged hospital stay (p > .05). Post-ERCP pancreatitis was higher in the out-
patient groups (2.4 %), compared to 2.2 % of inpatients (p > .05). Most inpatient 
cases achieved technical success (99.5 %, p < .001) and less clinical success 
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(88.8 %, p < .001), compared to outpatient's (86.4 % and 93.7 %), respectively. 
No mortality was perceived in either group.
Conclusions  Ambulatory ERCP proved to be a feasible and safe strategy, with 
complication and serious adverse event rates comparable to those of inpatient 
ERCP. Most adverse events were mild, and only a small proportion of patients 
required hospitalization or extended observation.
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Aims  Post-ERCP pancreatitis is a recognized complication of ERCP and con-
tributes significantly to patient’s morbidity, prolonged hospitalization and 
mortality. Optimizing fluid management strategies has been proposed as a 
means of improving clinical outcomes, but the impact of different fluid types 
and timing remains uncertain. This study aims to assess whether intravenous 
fluid type (Hartmann’s vs Normal Saline) and timing (Pre vs Post ERCP) were 
associated with pancreatitis severity or mortality among patients who devel-
oped post-ERCP pancreatitis at our distric general hospital.
Methods  A retrospective observational study was conducted using data from 
April 2021 to April 2025. Information was obtained from Electronic Patient 
Records and Endoscopy Unit documentation. The Revised Atlanta Classification 
was used in the diagnosis of pancreatitis as well as in assessing the severity 
throughout the hospitalization. Intravenous fluid type and timing, along with 
ERCP indications and difficulty of the ERCP procedures, length of stay and mor-
tality were all evaluated (▶Table 1).

▶Table 1	  Fluid Type + Timing vs Severity and Mortality

Variable Mild Mod/
Severe

Mor-
tality

No 
Mor-
tality

Hartmann’s 9 3 1 11

Normal Saline 6 2 0 8

Both 6 1 1 6

Fluid Unknown 5 1 1 5

Post Only 21 5 2 24

Pre Only 1 0 0 1

Pre + Post 4 2 1 5

Timing Unknown 0 0 0 0

Results  1,098 ERCP procedures were performed between April 2021 and April 
2025. 33 cases (3.0 %) met criteria for post-ERCP pancreatitis (PEP) with 20 
inpatient procedures (61 %) and 13 outpatients (39 %). The majority of affected 
patients (73 %) were older than 60 years. Regarding indications in patients with 
PEP, 14 ERCPs were undertaken for ductal stones, 11 for stent placement in 
pancreatic malignancy, 7 for stenting of benign or malignant ductal strictures, 
and 1 for a post-cholecystectomy bile leak. In terms of technical difficulty: 7 
procedures required double-guidewire, 1 required pre-cut sphincterotomy, 
and 2 required both; all remaining cases were uncomplicated. Based on the 
Revised Atlanta Classification, 26 patients (79 %) developed mild pancreatitis 
and 7 (21 %) developed moderate/severe disease; all patients received intrave-
nous fluids. Across patients with moderate/severe pancreatitis, the proportion 
of IV fluid types were as follows: Hartmann’s 3 patients, normal saline 2 pa-
tients, Hartmann’s and Normal Saline 1 patient, data unavailable 1 patient. In 
patients with mild pancreatitis, results were as follows: Hartmann’s 9 patients, 
Normal Saline 6 patients, Hartmann’s and Normal Saline 6 patients, Data una-
vailable in 5 patients. There was no significant association between fluid type 
and severity (Fisher–Freeman–Halton exact test, 4 × 2, p = 1.000). Fluid type 
was also not associated with 28-day mortality (p = 0.674); deaths occurred in 
patients receiving both Hartmann’s and Normal Saline (1/7, 14.3 %), Hart-
mann’s only (1/12, 8.3 %) or with undocumented fluid type (1/6, 16.7 %), and 
in none of those who received normal saline only (0/8). Regarding timing, mod-
erate/severe pancreatitis occurred in 5/26 (19.2 %) patients receiving post-pro-
cedure fluids only, 0/1 (0 %) receiving pre-procedure fluids only, and 2/6 (33.3 %) 
receiving both pre- and post-procedure fluids, with no significant association 
between timing and severity (Fisher–Freeman–Halton exact test, 3 × 2, 
p = 0.677). Similarly, timing of fluids was not associated with 28-day mortality 
(post 2/26 [7.7 %], pre 0/1, pre and post 1/6 [16.7 %]; p = 0.523).
Conclusions  Across this four-year cohort, neither the type nor the timing of 
IV fluid administration demonstrated a statistically significant relationship with 
severity or mortality in post-ERCP pancreatitis. Although the overall mortality 
rate was low, the absence of a detectable effect highlights the need for larger 
prospective studies to determine whether targeted fluid strategies may confer 
benefit in preventing progression or complications of PEP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study utilizes data from the Nationwide Admission Database (HCUP) 
from 2019 to 2024, analyzing 2,858,576 adult hospital admissions to assess 
the link between obesity and readmission rates in cirrhotic patients with 
variceal bleeding. It examines the impact of obesity, race, and gender on 30-day 
and 60-day readmission rates, employing chi-square tests and logistic regres-
sion to evaluate disparities across demographics. The models, which include 
race and gender, were analyzed for predictive accuracy using ROC curves and 
AUC statistics to enhance patient management strategies.
Methods  This study analyzed data from the Nationwide Admission Database 
(HCUP) involving 2,858,576 adults from 2019 to 2024, focusing on 30-day and 
60-day readmission rates for obese cirrhotic patients with variceal bleeding. It 
assessed the impact of obesity, race, and gender on these outcomes using 
chi-square tests and logistic regression to explore incidence and readmission 
disparities across demographics. The effectiveness of these models, incorpo-
rating race and gender, was evaluated through ROC curves and AUC statistics 
to pinpoint key predictors of readmission.
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Results  From 2019 to 2024, the Nationwide Admission Database (HCUP) pro-
vided data on 2,858,576 adult admissions, focusing on 110,124 patients diag-
nosed with cirrhosis and variceal bleeding, including 47,510 obese individuals 
(BMI over 30). Chi-square tests indicated significantly higher readmission rates 
for obese patients, with a p-value of 0.014 for 30-day and < 0.001 for 60-day 
readmissions. The incidence of variceal bleeding also varied by obesity status, 
showing a p-value of 0.020. Logistic regression highlighted gender and race 
impacts on readmissions, particularly males and Hispanics influencing 60-day 
outcomes with coefficients of 0.62 and 0.54, respectively. The AUC for the 30-
day model showed excellent predictive accuracy.
Conclusions  This analysis shows obese patients have higher readmission rates 
than non-obese peers, highlighting complex care challenges. Logistic regres-
sion found gender and race—especially male and Hispanic patients—significant-
ly affect 60-day readmissions. The 30-day model’s high AUC confirms its pre-
dictive value, emphasizing the need for targeted interventions and healthcare 
strategies tailored to at-risk groups in managing cirrhosis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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PYP371  Reversible Electroporation in gastrointesti-
nal neoplasms: Results of the first multicenter 
observational study in Spain
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Aims  Reversible electroporation (REP) is a non-thermal technique that uses 
electrical pulses to induce transient pores in cellular membranes, facilitating 
the intracellular delivery of cytotoxic agents and promoting apoptosis. Its ap-
plication in gastrointestinal neoplasms as a palliative treatment is promising, 
although data on its safety and efficacy are limited.
AIMS: To evaluate the safety and efficacy of REP in the palliative treatment of 
gastrointestinal neoplasms.
Methods  A multicenter observational, descriptive, study with prospective 
follow-up was conducted. Patients with gastrointestinal neoplasms presenting 
with bleeding, obstructive symptoms, or requiring palliative treatment due to 
frailty, lack of response, or contraindication to surgery, chemotherapy, or radi-
otherapy were included.
Results  Forty REP sessions were performed in 25 patients (18 men, 7 women), 
with a mean age of 75 years and high comorbidity (ASA III/IV in 76 %). Fifty-six 
percent of patients had metastatic disease, and 26 % had locally advanced disease. 
The most frequent tumor sites were gastric (64 %), esophageal (25 %), duodenal, 
and rectal. The main indications were bleeding (76 %), pain, and obstructive symp-
toms. As cytotoxic agent, intratumoral calcium was used in 80 % of cases and in-
travenous bleomycin in the remaining 20 %. Adverse events were mild (Agree grade 
I) and infrequent (16 %). Technical success was 92 % and clinical success was 75 %. 
Fourteen patients (58 %) died during follow-up, mainly due to tumor progression 
(71 %). No procedure-related mortality was recorded

Conclusions  Reversible electroporation is a safe technique with a low incidence 
of adverse events and encouraging clinical outcomes in the palliative treatment 
of advanced gastrointestinal neoplasms. Its use may represent a therapeutic 
alternative for frail patients or those lacking conventional treatment options.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

PYP372  Real-Time Detection of Food-Induced 
Mucosal Reactions in Children Using Confocal 
Endomicroscopy
Authors  Russo G1, Ruggiero C1, Papoff P1, D'orsi M1, Raso T1, Oliva S1

Institute  1  Sapienza University of Rome, Roma, Italy
DOI  10.1055/s-0046-1821311
Aims  Confocal laser endomicroscopy (CLE) enables real-time visualization of 
epithelial barrier responses following mucosal exposure to food antigens. While 
CLE has demonstrated value in detecting non–immunoglobulin E (IgE)–medi-
ated food allergy in adults, evidence in pediatrics remains limited. This study 
aimed to evaluate the feasibility, diagnostic yield, and clinical impact of 
CLE-guided duodenal food challenge in children with food-related gastrointes-
tinal symptoms and negative conventional allergy testing.
Methods  We prospectively enrolled children (2–18 years) with chronic gas-
trointestinal symptoms temporally associated with food ingestion and negative 
serum IgE and skin-prick tests. During upper endoscopy, standardized food 
antigens (cow’s milk, wheat, soy, egg, yeast) were sequentially applied to the 
duodenal mucosa. CLE was performed immediately after each challenge. A 
CLE-positive reaction was defined by the presence of at least two features with-
in 5 minutes: epithelial fluorescein leakage, widening of the intervillous space, 
fluorescent signal between enterocytes, or an increase in intraepithelial lym-
phocytes. Following CLE, targeted elimination diets were prescribed based on 
the identified offending antigen. Clinical outcomes were assessed at 8–12 
weeks.
Results  Thirty-six children were enrolled. CLE was feasible and safe in all chil-
dren. A positive reaction occurred in 24/36 patients (66.7 %). The most frequent 
triggers were cow’s milk (41.7 %), wheat (29.2 %), soy (16.7 %), egg (8.3 %), and 
yeast (4.1 %). CLE-positive patients consistently demonstrated rapid epithelial 
leakage and intervillous widening, indicating acute barrier dysfunction. At fol-
low-up, 20/24 CLE-positive children (83.3 %) achieved significant symptom 
improvement ( > 60 %) after targeted dietary elimination, whereas CLE-negative 
children showed minimal benefit from empirical diet modification [1, 2].
Conclusions  In this pediatric cohort, CLE revealed a high prevalence of non–
IgE-mediated food allergy not identified by standard allergy tests. CLE-guided 
food elimination led to substantial clinical improvement, underscoring CLE’s 
diagnostic value as a real-time functional tool for evaluating food-induced mu-
cosal responses in children and for guiding personalized dietary therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic detection of gastric cancer is operator-dependent, and al-
most all existing artificial intelligence (AI) systems have been developed in 
high-incidence East Asian settings. We aimed to develop and preliminarily 
evaluate an AI model for detection and segmentation of gastric cancer in a 
Western population, where this pathology is low-incidence, using endoscopic 
submucosal dissection (ESD) histopathology as reference standard. The mod-
el was fine-tuned from a previously established semi-supervised network for 
Barrett’s neoplasia (Meinikheim et al., Endoscopy 2024). Transfer learning is 
appropriate because both esophageal and gastric cancers share key endoscop-
ic characteristics and multimodal imaging features across WLI, NBI, and TXI. 
The feature representations learned from large-scale Barrett’s datasets there-
fore provide a strong initialization. Primary outcomes were Dice similarity co-
efficient for tumor segmentation and image-level detection sensitivity.
Methods  In this retrospective single-centre study at a tertiary-care hospital 
in Germany (University Hospital Augsburg), we included 84 patients with his-
tologically confirmed gastric adenocarcinoma (T1a or higher) treated by ESD. 
From these patients, 827 endoscopic images (Olympus systems; WLI, NBI, TXI, 
with or without indigo chromoendoscopy) showing visible gastric cancer were 
extracted. Tumor extent was delineated on still images by experts informed by 
the corresponding ESD specimens and full pathology reports. All data were 
de-identified before analysis.
A convolutional neural network segmentation model was initialized with 
weights from the Barrett AI system, which had been pre-trained on 55,273 
endoscopic images from 557 patients with Barrett’s esophagus and related 
neoplasia, and then supervisedly fine-tuned for gastric cancer segmentation. 
Data were split patient-wise into five train/validation folds (80/20 per fold) to 
avoid information leakage between patients, and a separate model was trained 
for each fold. For segmentation, performance was assessed using the Dice co-
efficient. For image-level detection, a tumor was considered detected in a giv-
en image if the entire predicted lesion region overlapped the ground-truth 
mask with Dice ≥ 75 %; detection performance was summarized as sensitivity 
at this threshold and as the area under a recall–overlap curve obtained by var-
ying the Dice threshold from 0 to 1.
Results  Across the five patient-wise folds, tumor Dice averaged 82.93 % with 
a standard deviation of 1.39 % [80.91–84.37 %]. Image-level detection sensi-
tivity at Dice ≥ 75 % averaged 94.86 % with a standard deviation of 3.12 % 
[90.23–97.59 %]. The area under the recall–overlap curve averaged 0.912 with 
a standard deviation of 0.009. These results indicate a consistent and robust 
performance across all validation images.
Conclusions  This preliminary single-centre study shows that an AI model fine-
tuned from a semi-supervised Barrett’s esophagus system can accurately seg-
ment and reliably detect gastric cancer in Western multimodal endoscopic data 
using ESD-based histopathology as ground truth. The model provided robust 
pixel-level delineation and high image-level detection sensitivity across a vari-
ety of imaging modes, indicating that pathology-anchored AI for gastric cancer 
is feasible even in Western cohorts where this pathology is low-incidence. How-
ever, because the dataset included only images with visible cancer, the report-
ed performance does not reflect specificity, and results should not be extrap-
olated to screening or mixed-pathology settings. Future work should include 

external validation in multicentre Western cohorts, assessment on images 
containing no lesions or other pathologies, and evaluation on full-length en-
doscopic videos to better approximate clinical performance.
To our knowledge, this is among the first endoscopic AI systems for gastric 
cancer developed in a Western population and one of the few to leverage ESD 
specimen–based ground truth for training and validation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Percutaneous endoscopic gastrostomy (PEG) is essential for enteral feed-
ing in patients with neurologic or head/neck/esophageal disorders. Direct 
puncture (DP) after gastropexy is suggested to reduce complication rates com-
pared to pull-through (PT) technique. However, indications determine the 
choice between both techniques. In this large, retrospective propensity score 
matched study from a German tertiary endoscopic center, we aim to compre-
hensively evaluate the complication profiles of DP technique and compare it to 
the more frequently performed PT method stratified by indications.
Methods  Retrospective data of all PEG procedures from 2015 to 2024 were 
collected from electronic patient charts including general demographic infor-
mation, comorbidities, medication, laboratory results and outcomes.
Propensity score matching between DP and PT was performed (1:2) for under-
lying disease and current treatment of malignant diseases to reduce selection 
bias.
Primary outcomes were occurrence of major (bleeding, pneumoperitoneum, 
perforation, systemic infection and tube dislodgment) and minor adverse 
events (pain and local infection). Secondary outcome was 60-day-mortality.
Results  A total of 1002 consecutive PEG procedures (n = 178 DP, n = 816 PT, 
n = 8 for other techniques) were included. Overall, baseline characteristics were 
significantly different for underlying disease and current treatment for malig-
nant disease in the DP group (PT: 44.1 % vs. DP: 87.6 %, p < 0.001). Overall ma-
jor and minor adverse events were 34,8 % but significantly lower in PT (PT: 32 % 
vs. DP: 48,3 %, p < 0.001).
Following 1:2 propensity score matching, 513 procedures (171 DP, 342 PT) 
were analyzed. The median age was 64 years with 68.6 % male patients. Baseline 
demographics, medication and comorbidities were not significantly different 
between the matched cohorts.
Major (PT: 41.8 % vs. DP: 47.3 %, p = 0.24) and minor (PT: 11.7 % vs. DP: 9.4 %, 
p = 0.423) adverse events were similar between both groups matched for tu-
mour disease and treatment.
However, tube dislodgment occurred significantly more frequently in the DP 
compared to the PT group (7.6 % vs. 1.5 %, p < 0.001).
60-day-mortality was similar between PT and DP (8.5 vs. 10.5 %, p = 0.449).
Conclusions  Our results show that, except for tube dislodgment, adverse 
event rates are comparable between PT and DP and thus, do not confirm pre-
vious reports of reduced complication rates in DP, when matched for underly-
ing disease. In our study different complication rates are observed with types 
of underlying disease. This study underlines the current ESGE recommendation 
to perform pull through technique if technically feasible.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Percutaneous endoscopic gastrostomy (PEG) tubes are commonly placed 
to provide long-term enteral nutrition to patients suffering with neurological 
dysphagia and head and neck cancers. It is safe and effective when performed 
by experts; however, device-related problems and patient-related adverse 
events are known but underreported. We aimed to analyse device-related 
problems and patient-related adverse events associated with PEG tubes report-
ed in the Manufacturer and User Facility Device Experience (MAUDE) database 
(▶Table 1).

▶Table 1	  Most common device-related problems reported for PEG 
tubes in the FDA MAUDE database, (N = 2185)

Device-related problems n ( %)Leak/Splash 254 (11.62 %)Break 237 
(10.85 %)Detachment of Device or Device Component 224 (10.25 %)
Obstruction of Flow 135 (6.18 %)Device Dislodged or Dislocated 121 
(5.54 %)Burst Container or Vessel 66 (3.02 %)Fracture 58 (2.12 %)Fluid/
Blood Leak 58 (2.65 %)Material Rupture 55 (2.52 %)Device Contamina-
tion with Chemical or Other Material 49 (2.24 %)

Methods  MAUDE database of the USFDA was accessed (URL link: https://www.
accessdata.fda.gov/scripts/cdrh/cfdocs/cfmaude/search.cfm). A total of 2,032 
reports were collected between December 2008 and August 2025 using the 
search terms “PEG tube,” “Gastrostomy tube,” and “Percutaneous endoscopic 
gastrostomy tube.” All reports were exported to Microsoft excel sheet, dupli-
cates were carefully sorted out and data was analysed for device-related prob-
lems and patient-related adverse events using the software inbuilt in Excel 
(▶Table 2).

▶Table 2	  Most common patient-related adverse events reported in 
association with PEG tubes in the FDA MAUDE database, (N = 897)

Patient-related adverse events n ( %)Foreign Body in Patient 90 
(10.03 %)Infection 68 (7.58 %)Pain 47 (5.24 %)Feeding problem 34 
(3.79 %)Device embedded in tissue/plaque 19 (2.12 %)Failure of implant 
19 (2.12 %)Hemorrhage/bleeding 18 (2.01 %)Peritonitis 18 (2.01 %)
Bowel perforation 18 (2.01 %)Vomiting 18 (2.01 %)

Results  A total of 2185 device-related problems and 897 patient-related ad-
verse events were reported in the MAUDE database from a total of 2032 indi-
vidual reports with highest number of events reported in 2024 (n = 291, 
14.32 %). More than one device-related problem was identified in 334 (16.44 %) 
reports. The most common device-related problems reported were leaks/
splashes (n = 254, 11.62 %), breakage (n = 237, 10.85 %), and detachment of 
the device or device component (n = 224, 10.25 %) (Figure 1).
There was no impact on the patient and/or no known consequence in majority 
of the cases (n = 1162, 57.18 %). However, the most frequent patient related 

complications reported were foreign body in the patient (n = 90, 10.03 %), in-
fection (n = 68, 7.58 %), pain (n = 47, 5.24 %), feeding problems (n = 34, 3.79 %), 
device embedded in tissue/plaque (n = 19, 2.12 %), implant failure (n = 19, 2.12 %), 
and hemorrhage/bleeding (n = 18, 2.01 %). Mortality was mentioned as an event 
type “death” in 0.98 % (n = 20) of the patient-related events (Figure 2)
Conclusions  PEG tube placement is safe and effective. Patient-related inci-
dents were uncommon and rarely fatal. Tube leaks/splashes and breaks were 
the most common device-related problems. Continuous innovation and im-
provement are required to reduce the number of device-related issues and 
improve patient safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background  Gastric varices (GV) are an uncommon but life-threatening cause 
of gastrointestinal bleeding in patients with portal hypertension (PH). Their 
management using standard methods remains challenging, especially in pa-
tients with hepatic encephalopathy (HE), for whom transjugular intrahepatic 
portosystemic shunt (TIPS) may be contraindicated, requiring alternative ap-
proaches. We report a case of a high-risk, type 1 isolated GV (IGV1) successful-
ly managed with endoscopic ultrasound (EUS)-guided coil embolization, re-
sulting in subsequent improvement in HE.
Case Presentation and Management  A 72-year-old male with dysmetabolic 
cirrhosis and overt HE was referred for surveillance of esophageal varices (EV). 
Esophagogastroduodenoscopy revealed F2-grade EV with haematocystic spots, 
treated with band ligation, and a submucosal fundic bulge consistent with IGV1, 
further confirmed by EUS. To assess the degree of PH, an EUS-guided portal 
pressure gradient measurement was performed, yielding a value of 16 mmHg. 
Due to persistent overt HE, TIPS was considered unsuitable. EUS-guided coil 
embolization was performed as primary prophylaxis, targeting the gastro-renal 
shunt.
Outcomes  The procedure resulted in the disappearance of GV and improve-
ment in HE, documented one month later by an increase in the Animal Naming 
Test score from 6 to 17, along with a decrease in plasma ammonia levels from 
105 to 68 μmol/L.
Conclusions  EUS-guided embolization of GV is emerging as an effective alter-
native to conventional treatments, particularly for patients unsuitable for TIPS. 
Beyond achieving effective variceal control, shunt embolization may contribute 
to improvement in pre-existing HE by reducing portosystemic diversion. Fur-
ther studies are needed to assess the long-term outcomes of this approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-Guided Shunt Occlusion for Refractory Hepatic Encephalopathy: A 
Three-Case Series Demonstrating a Promising Alternative to BRTO and TIPS
Methods  We retrospectively analyzed three male patients (ages 41–66) with 
ethanol-related cirrhosis and recurrent OHE despite optimal medical therapy. 
All had large splenorenal or splenoportal shunts documented on CT, with sig-
nificant portofugal flow on Doppler. Due to financial constraints or high MELD, 
liver transplantation, BRTO, and TIPS were not feasible [1–3].
Under deep sedation, an echoendoscope was positioned at the gastric cardia 
to visualize the splenoportal axis. The afferent feeder to the shunt was identified 
using Doppler, and a 19G EUS-FNA needle was used for direct puncture. Tech-
nique involved deployment of 18–20 mm coils followed by n-butyl cyanoacr-
ylate glue injection, in single or staged sessions, depending on residual flow. 
Coil number ranged from 2 to 6 per patient. Post-procedure, patients were 
monitored for bleeding, ascites, hypoxia, and worsening decompensation. CT 
portography was repeated after 4–6 weeks. Clinical follow-up included MELD 
score, HE episodes, and functional status assessment.
Results  Case 1 (66-year-old male): Large splenoportal shunt with recurrent 
HE. Single-session ETSO with two coils and 2 ml glue achieved complete oblit-
eration. No complications. No further HE over 3 months; improved cognition 
reported.
Case 2 (57-year-old male, MELD 28): Large posterior gastric vein afferent shunt. 
Initial coil + glue session partially occluded flow. A second puncture achieved 
complete thrombosis. Developed mild hemoperitoneum and ascites, managed 
with correction of coagulopathy. Hospital stay: 20 days. After discharge, only 
one minor HE episode occurred at 3 weeks, and none thereafter. CT at 35 days 
showed complete non-opacification of shunt without thrombus extension. 
MELD improved to 25 at 2 months.
Case 3 (41-year-old male, MELD 13): 1.5–2 cm splenorenal shunt. Staged ETSO 
was required due to shunt size. Three sessions performed over 2 weeks with 
multiple coils and 4 ml glue. Mild post-procedure hypoxia occurred, managed 
conservatively. CT showed partial and progressive obliteration. No episodes of 
OHE in last month. Improved sensorium and liver function.
Across all cases: Technical success: 100 %; Clinical control of OHE: achieved in 
all three; No portal vein/systemic thrombus extension; No mortality; MELD 
improvement in all three patients; Average follow-up: 2 months
Conclusions  This case series demonstrates that EUS-guided shunt occlusion 
is a feasible and effective therapeutic alternative for patients with recurrent HE 
and contraindications to TIPS, BRTO, or transplantation. The ability to directly 
visualize and selectively embolize the shunt afferent offers distinct procedural 
precision over radiologic methods. While mild complications occurred, all were 
manageable, and neurocognitive improvement was consistent across patients.
ETSO may represent an emerging interventional paradigm in hepatology, par-
ticularly within resource-constrained settings. A multicentric prospective study 
is urgently needed to establish standardized protocols, optimal coil–glue com-
binations, and long-term outcomes beyond encephalopathy control, including 
survival and portal hemodynamics.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Iatrogenic papillary bleeding (IPB) is a relatively common 
(1-2 % post-sphyncterotomy -PS- and 10 % post-ampullectomy) and potential-
ly a life-threatening endoscopic complication. Despite many endoscopic treat-
ments available, literature is scarce about the best and more efficient option.
Innovation  Hemostatic bipolar forceps (HBF) HemostatTM, a common third-
space endoscopy device for vessel precoagulation and/or bleeding treatment, 
is a new kid on the block in the setting of IPB with first 2 case reports published 
in 2024. Nevertheless, HBP presents some attractive features for this scenario: 
1) good functionality through duodenoscope elevator, 2) possibility of clamp-
ing the bleeding point to properly define it, 3) bipolar current with fewer sur-
rounding energy application and 4) costs [1–3].
Results  Twenty two cases of IPB (81.8 % intraprocedural and 18.2 % delayed) 
were treated by HBF in 21 patients by 2 experienced endoscopists in a 2-year 
period from June-2023 to June-2025. Patients were 82.7 % female, mean age 
76.4 ± 12.71 and ASA III-IV: 52.4 %. Initial procedure was ERCP + ES and/or precut 
in 81.8 % and ampullectomy in 18.2 %. Severity of IPB was classified as AGREE 
III in 95.5 % and AGREE V in 4.5 %. Procedural and technical data are presented 
in ▶Table 1.
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▶Table 1	 

Total (N: 22) Intraprocedural (n: 
18)

Delayed (n: 4)

Active bleeding 95.5 % 100 % 75 %

HBF as single treatment 40.9 % 44.4 % 25 %

Combined therapy HBF + 1 36.4 % 33.3 % 50 %

HBF +  ≥ 2 22.7 % 22.2 % 25 %

Type of combined therapies Epinephrine washing 27.3 % 27.8 % 25 %

Clipping 27.3 % 27.8 % 25 %

Stent 22.7 % 22.2 % 25 %

Others 13.6 % 11.1 % 25 %

HBF technical success 100 % 100 % 100 %

Hemostatic success Atributable to HBF 80.9 % 83.3 % 50 %

Total 100 % 100 % 100 %

HBF related complications 0 % 0 % 0 %

Bleeding recurrence 13.6 % 11.1 % 25 %

Conclusions  BHF seems to be a safe and effective treatment for IPB.
These results, its functionality through the duodenoscope and its electrophys-
ical properties made the BHF appear as an attractive tool for IPB.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/b0f24690-dcef-4318-aaa5-858282467188/Uploads/19990_PIN-
ZA_ESGE %20OK.mp4
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Aims  Contrast-enhanced harmonic endoscopic ultrasonography (CH-EUS) is 
a promising tool for differentiating gastric subepithelial tumors (SETs). Howev-

er, most published studies have mainly included gastrointestinal stromal tum-
ors (GIST) and leiomyomas in the gastrointestinal tract, not limited to gastric 
SETs. This study evaluated the diagnostic performance of CH-EUS in gastric SETs 
encountered in clinical practice (▶Table 1).
Methods  We retrospectively analyzed 68 patients who underwent CH-EUS for 
gastric SETs between March 2021 and July 2025 at our institution. Gastric SETs 
were classified into benign (n = 27: ectopic pancreas, leiomyoma, schwannoma, 
glomus tumor, plexiform fibromyxoma, desmoid tumor, solitary fibrous tumor, 
and abscess) and GIST groups (n = 41). CH-EUS features, including arterial en-
hancement, irregular vessels, and diffuse enhancement, were assessed. Histo-
pathological confirmation was obtained through EUS-guided fine-needle bi-
opsy or endoscopic/surgical resection [1–4].
Results  The GIST group showed significantly higher rates of arterial enhance-
ment (95.1 % vs. 74.1 %, p = 0.024), irregular vessels (51.2 % vs. 22.2 %, 
p = 0.017), and diffuse enhancement (87.8 % vs. 66.7 %, p = 0.035) than the 
benign SETs. The diagnostic performance of arterial enhancement showed a 
sensitivity of 95.1 % and specificity of 25.9 %, while irregular vessels demon-
strated a sensitivity of 51.2 % and specificity of 77.8 %, and diffuse enhancement 
showed a sensitivity of 87.8 % and specificity of 33.3 %. When combining ≥ 2 
CH-EUS features, the sensitivity and specificity were 92.7 % and 33.3 %, respec-
tively, with an overall accuracy of 69.1 %. The presence of all three features 
yielded a specificity of 81.5 % but a lower sensitivity (46.3 %).
Conclusions  CH-EUS exhibited a high sensitivity but moderate specificity in 
differentiating GISTs from various benign gastric SETs when using a combination 
of at least two CE-EUS features, including arterial enhancement, irregular ves-
sels, and diffuse enhancement.
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▶Table 1	  Sensitivity, specificity and positive and negative predictive values of the CH-EUS features that differentiate GISTs from benign subepithelial 
tumors in the stomach ( %)

CE-EUS features Sensitivity ( %) Specificity ( %) PPV ( %) NPV ( %) Accuracy ( %)

Arterial enhancement 95.1 (83.5-99.4) 25.9 (11.1-46.3) 66.1 (60.7-71.1) 77.8 (44.0-94.0) 67.7 (55.2-78.5)

Irregular vessels 51.2 (35.1-67.1) 77.8 (57.7-91.4) 77.8 (61.9-88.3) 51.2 (42.0-60.4) 61.8 (49.2-73.3)

Diffuse enhancement 87.8 (73.8-95.9) 33.3 (16.5-54.0) 66.7 (60.0-72.8) 64.3 (40.3-82.7) 66.2 (53.7-77.2)

Of the above 3 features

 ≥ 1 95.1 (83.5-99.4) 22.2 (8.6-42.3) 65.0 (60.0-70.0) 75.0 (39.5-93.2) 66.2 (53.7-77.2)

 ≥ 2 92.7 (80.1-98.5) 33.3 (16.5-54.0) 67.9 (61.5-73.6) 75.0 (47.1-91.0) 69.1 (56.7-80.0)

All 46.3 (30.7-62.6) 81.5 (61.9-93.7) 79.2 (61.7-90.0) 50.0 (41.7-58.3) 60.3 (47.7-72.0)
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Aims  Acute pancreatitis (AP) represents a major healthcare burden, with com-
plex cases often requiring coordinated multidisciplinary input. To optimise 
management and streamline regional referrals, the North Central London Acute 
Severe Pancreatitis Network was established as a collaboration between the 
hepaticopancreatobiliary teams at University College London Hospital (UCLH) 
and the Royal Free Hospital (RFH).
Both centres, located in close proximity, observed that several hospitals across 
the South of England were referring patients to both sites, leading to duplicat-
ed clinical work, conflicting communication, and inefficient use of endoscopy 
capacity. In response, a unified referral pathway was established to provide 
timely specialist advice and interventions whilst improving workflow and effi-
ciency. We present a one-year review assessing referral patterns, clinical out-
comes, and the impact of this collaborative model on service efficiency. The 
network operates through a single point-of-contact phone line, alternating 
weekly between UCLH and RFH, with all referrals and clinical progress are re-
corded on a shared database. A specialist nurse receives all referrals and re-

sponds with consultant or senior fellow advice within 24 hours. Weekly clinical 
updates are obtained and discussed at a weekly network MDT.
Methods  A retrospective review was performed of all acute pancreatitis refer-
rals received by the network over a 12-month period. Data collected included 
referral source, disease severity, imaging findings, interventions performed 
(endoscopic, radiological, or surgical), length of stay, adverse events, and mor-
tality. Workload distribution between the two sites was analysed to assess the 
impact of shared clinical responsibility. Outcomes were compared with internal 
historical data prior to network implementation.
Results  Between 2 December 2024 and November 2025, the network received 
164 referrals from 19 hospitals across a catchment area extending roughly 120 
miles. The mean time on the pathway from referral to discharge was 17.6 days 
(median 13), compared with 23 days before the network was established.
Twenty-nine patients (18 %) required endoscopic intervention. Of these, 24 
(83 %) underwent LAMS placement for walled-off necrosis, 4 (14 %) of whom 
required necrosectomy. 5 patients (17 %) received plastic stents for pseudo-
cysts. There were five deaths (3 %), all due to complications of severe pancrea-
titis.
Conclusions  The North Central London Acute Severe Pancreatitis Network 
demonstrates that a coordinated two-centre model with a single referral path-
way can significantly reduce duplicated work, improve resource utilisation, and 
maintain high-quality specialist care. This model supports efficient manage-
ment of complex AP across a large regional population and serves as a scalable 
framework for other tertiary HPB services.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-directed procedures using lumen-apposing metal stent (LAMS) have 
been proposed as a more effective alternative to enteroscopy-assisted ERCP 
for patients with post-surgical anatomy. Amongst factors that influence LAMS 
migration risk, stent fixation has been suggested as a protective factor. For 
LAMS fixation with a dedicated over-the-scope fixation device, only a proof-of-
concept study within the context of EUS-directed transgastric ERCP (EDGE) is 
available.
The current study aimed to assess the efficacy and safety of single-session 
EUS-directed procedures with the dedicated over-the-scope fixation device, 
using a larger international cohort.
Methods  A retrospective multicenter analysis was performed, including con-
secutive single-session EUS-directed procedures with the Stentfix device from 
11 centers. Only 20x10mm LAMS were utilized. Single-session EUS-directed 
transgastric interventions (EDGI), as well as EDGE and EUS-directed transenteric 
ERCP (EDEE) were eligible for inclusion. The primary outcome was perprocedural 
distal LAMS migration and key secondary outcomes included adverse events, em-
ploying the AGREE classification, and single-session technical success rates.
Results  Ninety-seven patients undergoing single-session EUS-directed proce-
dures were included (mean age 57.5 [standard deviation (SD) ± 11.8] years, 
75.3 % female) with predominantly a history of Roux-en-Y gastric bypass 
(86.6 %), Roux-en-Y gastrectomy (4.1 %) or pancreatoduodenectomy (3.1 %). 
Procedures consisted of EDGE (n = 77, 79.4 %), EDGI (n = 10, 10.3 %) and EDEE 
(n = 10, 10.3 %). Main indications were stones or sludge (36.1 %), cholangitis/
sepsis (22.7 %) and benign strictures (20.6 %). A ‘single-session-first’-approach 
was used for 83 patients (85.6 %), reserving dual-session procedures only for 
patients where excessive resistance was encountered during duodenoscope 
insertion.
Perprocedural distal LAMS migration occurred in 1 patient (1.0 %), for which 
endoscopic salvage was performed using through-the-scope suturing (grade 
IIIa). Adverse events occurred in 15.5 % of patients (n = 15), consisting of grade 
I (n = 3, 3.1 %), grade II (n = 2, 5.2 %), grade IIIa (n = 5, 5.2 %), grade IIIb (n = 1, 
1.0 %) and grade IV adverse events (n = 1, 1.0 %). Bleeding (n = 5, 5.2 %) and pain 
(n = 3, 3.1 %) where the most frequent adverse events. One proximal LAMS 
dislocation occurred during duodenoscope retraction and 1 delayed LAMS 
dislocation occurred > 12 hours after successful EDGE completion, which re-
quired endoscopic salvage utilizing an esophageal stent (grade IV) and surgical 
salvage (grade IIIb) respectively. Both patients with immediate (n = 1) and de-
layed (n = 1) distal LAMS migration had a history of more extensive gastric 
surgery beyond Roux-en-Y gastric bypass, consisting of partial gastrectomy 
and sleeve gastrectomy respectively.
Single-session technical success was achieved in 88.7 % in a median procedure 
duration of 55 min (interquartile range (IQR) 43-73). After a median follow-up 
of 228 days (IQR 108-393), planned LAMS and Stentfix removal was performed 
in 68 cases (70.1 %), using mainly forceps traction (n = 63, 64.9 %). The dedicat-
ed removal system was employed in 5 cases (5.2 %).
In 14 patients, no closure techniques were applied following LAMS removal 
(14.4 %), whereas in 42.3 % of patients over-the-scope clip fistula closure was 
performed (n = 43).
Conclusions  Over-the-scope LAMS fixation resulted in a low distal LAMS mi-
gration rate for single-session EUS-directed procedures and our data further-
more suggest that this technique might facilitate a ‘single-session-first’-ap-
proach in patients undergoing EUS-directed procedures. However, given distal 
LAMS migrations only occurred in patients with Roux-en-Y gastric bypass and 
a history of more extensive gastric surgery beyond gastric bypass, alternative 
approaches might be considered in these specific situations.
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Merwe holds the Cook chair in Interventional endoscopy, has consultancy 
agreements with Cook, Pentax and Olympus and co-chairs the Boston-Scien-
tific Chair in Therapeutic Biliopancreatic Endoscopy.
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Aims  Enteroscopy-assisted endoscopic retrograde cholangiopancreatography 
(EA-ERCP) is an established technique for managing benign hepaticojejunos-
tomy (HJ) stenosis. Compared to alternative interventions, such as percutane-
ous or endosonography-guided approaches, EA-ERCP is less invasive and offers 
a favorable safety profile. However, technical success rates of EA-ERCP may be 
lower in anatomically complex cases, such as those involving Roux-en-Y (RY) 
anastomoses, as compared to simpler BII gastroenteric anastomoses used in 
pancreatoduodenectomy (PD). Additionally, it is currently unclear whether 
balloon dilatation alone, or combined with stenting, represents the most ef-
fective endoscopic treatment strategy. The primary study aim was to evaluate 
the efficacy and safety of EA-ERCP for suspected benign HJ stenosis in patients 
with RY versus PD. The secondary aim was to assess the outcomes of balloon 
dilatation with or without stent placement.
Methods  This single-center retrospective study included patients who under-
went EA-ERCP for suspected benign HJ stenosis between 2018 and 2025. Eli-
gible patients had previously undergone PD or HJ with RY, while excluding those 
with post-gastric bypass anatomy. Procedures were performed using a short- or 
long-type double-balloon enteroscope. HJ stenosis was treated with balloon 
dilatation alone, or when the stricture failed to resolve adequately, balloon 
dilatation was combined with stent therapy. A metal covered Nagi stent was 
placed if technically possible, if not, multiple plastic stents were inserted. Re-
currences of HJ stenosis were generally managed with repeat balloon dilatation 
combined with stent therapy. The primary outcome was technical success. 
Secondary outcomes included clinical success (symptom resolution 14 days 
post-EA-ERCP), adverse events (AGREE classification), recurrent HJ stenosis and 
the need for reintervention.
Results  A total of 192 patients underwent 320 EA-ERCPs. Benign HJ stenosis 
was confirmed in 102 of 192 (53.1 %) index EA-ERCPs. Overall technical success 
rate was 279/320 (87.2 %); 194/220 (88.2 %) in PD group and 85/100 (85.0 %) 
in RY group [p = 0.16]. Technical failures in PD versus RY patients included ina-
bility to reach the HJ (12; 5,5 % vs 13; 13,0 %), to canulate the bile ducts (13; 
5,9 % vs 2; 2,0 %) and to complete the intended therapy (1; 0,5 % vs none). 
Overall clinical success was 83,9 % (PD 116/135 (85,9 %) versus RY 35/45 
(77,8 %), p = 0.35). Overall adverse event (AE) rate was 16/320 (5.0 %) (PD 
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11/220; 5.0 % versus RY 5/100; 5.0 %), without severe (grade IV/V) AEs. At index 
EA-ERCP, 79 patients were treated with balloon dilatation. Recurrence of HJ 
stenosis requiring reintervention was observed in 37/79 (46.8 %) patients at a 
median of 8 months [IQR: 1.5-29], which occurred in 25/37 (67.6 %) cases in 
the PD group and 12/37 (32.4 %) patients in the RY group. Median total fol-
low-up was 17.0 months [IQR: 8.0-35.3]. HJ patency at 1, 2 and 3 years was 
67.9 %, 58.7 % and 40.4 %, respectively. Stent therapy was initiated in 33 pa-
tients, either by multiple plastic stents (n = 24) or a Nagi stent (n = 9). Stent 
dysfunction requiring reintervention occurred in 5/24 (20.8 %) patients treated 
with plastic stents and in 4/9(44 %) patients with a Nagi stent. Recurrence of HJ 
stenosis for which reintervention was needed, was observed in 8/33 (26 %) 
patients following stenting therapy, after a median follow up of 8 months [IQR 
1-14]. Recurrence of HJ stenosis after stent therapy in PD group was 4/8 (50 %) 
and 4/8 (50 %) in RY group.
Conclusions  EA-ERCP for suspected HJ stenosis shows a similar high technical 
and clinical success rate in patients with PD and RY anatomy with a favorable 
safety profile. These findings reinforce the role of EA-ERCP as first line approach 
in benign HJ stenosis in both types of anatomical reconstructions. However, 
future studies should focus on optimizing the therapeutic strategy to reduce 
recurrences of HJ stenosis.
Conflicts of Interest  RLJW performed as consultant for Boston Scientific, Cook 
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form Boston Scientific, Cook Medical and Prion medical, performed as consult-
ant for Boston Scientific and Cook Medical and received speakersfee from Medi-
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) remains the 
mainstay for biliary and pancreatic interventions but carries an increased risk 
of adverse events in patients with portal hypertension (PH). This study aimed 
to compare the incidence and profile of post-ERCP complications in patients 
with cirrhotic versus non-cirrhotic PH.
Methods  A retrospective observational study was conducted on 109 patients 
with PH who underwent ERCP between January 2019 and May 2024 at a tertiary 
referral center. Patients were divided into two groups: cirrhotic PH (n = 48) and 
non-cirrhotic PH (n = 61, mainly portal vein thrombosis or cavernoma). Clinical, 
laboratory, and endoscopic data were analyzed, including post-ERCP pancrea-
titis (PEP), bleeding, and cholangitis. Statistical analysis used Chi-square, Fish-
er’s exact, t-test, and logistic regression, with p < 0.05 considered significant.
Results  Overall complication rates were significantly higher in cirrhotics 
(39.6 %) compared with non-cirrhotics (6.5 %, p < 0.001). Post-ERCP bleeding 
occurred in 14.6 % vs. 3.3 % (OR 5.04, 95 % CI 1.00–25.48, p = 0.033), cholan-
gitis in 12.5 % vs. 1.6 % (OR 6.98, 95 % CI 0.79–61.87, p = 0.022), and PEP in 
12.5 % vs. 1.6 % (OR 8.57, 95 % CI 1.00–73.84, p = 0.022). No perforations were 
observed. Within the cirrhotic cohort, Child-Pugh B/C stages were significant-
ly associated with higher complication rates (p = 0.008).
Conclusions  Cirrhotic patients—particularly those with decompensated dis-
ease—have a markedly increased risk of post-ERCP adverse events compared 
with non-cirrhotic PH. Rigorous pre-procedural optimization, careful risk strat-
ification, and enhanced post-ERCP monitoring are essential to minimize mor-
bidity in this high-risk population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Distal malignant biliary obstruction (DMBO) commonly requires endo-
scopic retrograde cholangiopancreatography (ERCP) with transpapillary stent 
placement. Although ERCP is the standard of care, the real incidence and clin-
ical impact of post-ERCP pancreatitis (PEP) in DMBO remain unclear, as most 
data derive from mixed populations including benign or proximal lesions.
This study aimed to assess the incidence, severity, and predictors of PEP and 
other ERCP-related adverse events (AEs) in a tertiary referral center, providing 
preliminary data from a high-volume specialized unit.
Methods  We conducted a single-center retrospective study including 246 
consecutive patients with radiologically and histologically confirmed DMBO 
who underwent ERCP with transpapillary biliary stenting between January 2022 
and June 2024 at the University Hospital “G.B. Rossi” in Verona, Italy. Clinical, 
imaging, and procedural variables were collected and analyzed, including age, 
sex, bilirubin levels, tumor size, duodenal infiltration, cannulation technique, 
sphincterotomy, and pancreatic stent placement. PEP was defined according 
to the Revised Atlanta Classification (2012) and graded as mild, moderate, or 
severe. Adverse events within 31 days were recorded. Univariate and multivar-
iate logistic regression analyses were performed to identify potential predictors 
of PEP. Variables with p < 0.10 in univariate analysis were entered into the mul-
tivariate model [1–9].
Results  Among 246 patients (mean age 67.2 ± 10.6 years; 54 % males), pan-
creatic adenocarcinoma was the most frequent cause of DMBO (85 %). The 
overall rate of post-ERCP adverse events was 26.4 %, with PEP being the most 
common (10.2 %). Most pancreatitis cases were mild (84 %), three were mod-
erate (12 %), and one severe (4 %), resulting in a 1.6 % rate of clinically significant 
(moderate-to-severe) PEP. Other AEs included cholangitis (6.9 %), intraproce-
dural bleeding (3.3 %), and cholecystitis (2.4 %); no patient required ICU admis-
sion or died within 31 days. Univariate analysis showed a protective trend for 
tumor size > 30 mm (p = 0.09) and an increased risk of PEP with pancreatic stent 
placement (p = 0.05) and pancreatic-assisted cannulation (p = 0.09). In multi-
variate logistic regression, none of the variables reached formal significance; 
however, pancreatic stent placement remained the strongest predictor (OR 
4.2, 95 % CI 0.88–20.1, p = 0.07). These findings suggest that PEP risk is mainly 
associated with procedural complexity rather than intrinsic patient character-
istics.
Conclusions  In this preliminary tertiary-center experience, ERCP with trans-
papillary stenting for DMBO showed a low incidence of clinically relevant PEP.
Although PEP occurred in about 10 % of cases, moderate or severe forms were 
rare (1.6 %) and did not result in mortality or prolonged hospitalization. The 
observed trends suggest that pancreatic stent placement and complex cannu-
lation may increase PEP risk, while larger tumors appear protective, possibly 
due to mechanical ductal obstruction.
These results highlight the crucial role of operator expertise and procedural 
standardization in minimizing adverse events.
ERCP remains the safest and most effective first-line approach for biliary drain-
age in DMBO when performed in expert hands.
Future multicenter prospective studies are warranted to validate these findings 
and develop risk stratification models tailored to malignant biliary obstruction.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS)–guided gallbladder drainage using lu-
men-apposing metal stents (LAMS) has become an important therapeutic 
option for the management of acute cholecystitis in patients who are not sur-
gical candidates. The aim of our study was to assess the efficacy and safety of 
creating a cholecystoenteric anastomosis followed by elective stent removal, 
in order to prevent late adverse events such as stent migration or occlusion in 
this high-risk population.
Methods  This prospective study included all patients with biliary disease who 
had a contraindication to surgery and were managed with EUS-guided gall-
bladder drainage. The study began in September 2024 and is currently ongoing. 
Patients with biliary or pancreatic malignancies were excluded. The protocol 
consisted of two steps: placement of a 15-mm Axios lumen-apposing metal 
stent, followed by stent removal two months later. After the second procedure, 
all patients underwent scheduled follow-up evaluations every three months.
Results  A total of 40 patients were included in the study. The mean age was 
88.1 years (range 73–99), with a mean Charlson comorbidity index of 5.85. 
Eighteen patients were receiving anticoagulant therapy, which was systemat-
ically discontinued 48 hours before the procedure. Fourteen patients had a 
history of cholecystitis, including one following percutaneous drainage. Thirty 
patients presented with acute cholecystitis, associated with pancreatitis in 7 
cases and cholangitis in 20 cases. Additionally, 4 patients had isolated pancre-
atitis and 6 had isolated cholangitis. All patients received antibiotic therapy.

Six patients had a sclerotic–atrophic gallbladder and required intravesicular 
saline injection using a 19G needle (mean volume: 20 mL) to facilitate drainage. 
Twenty-two patients had common bile duct stones and underwent ERCP. The 
mean procedure time was 28.9 minutes (range 11–80). Technical success was 
achieved in 100 % of cases, and clinical success in 97 %. One patient, an 85-year-
old with grade 3 cholecystitis, died during hospitalization. The mean length of 
stay was 5 days.
Among the included patients, 20 underwent a second procedure with outpa-
tient stent removal (study ongoing; 11 patients still awaiting removal). Com-
plete gallbladder clearance was obtained in 17 patients. Three patients had 
residual stones: two were removed using a Dormia basket, and one large stone 
required laser lithotripsy. At the time of stent removal, four patients had duo-
denal ulcers at the stent contact site, two had stent obstruction due to food 
debris, and one showed evidence of intravesicular stent migration.
The mean follow-up period was 4.5 months (range 1–12). Three deaths were 
recorded at 2, 3, and 6 months after the initial procedure, none related to biliary 
pathology. No long-term complications or recurrent biliary events were ob-
served.
Conclusions  According to the preliminary results of our study, cholecystoen-
teric anastomosis should be considered the procedure of choice for patients at 
very high surgical risk, given its high technical and clinical success rates, effec-
tive gallbladder clearance, and ability to prevent long-term recurrence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic fluid collections (PFCs) are associated with high healthcare 
utilization and multiple interventions. However, clinicians still lack reliable 
baseline risk-stratification tools, leading to reactive decision-making rather 
than proactive risk-adapted care [1]. We therefore developed a machine-learn-
ing algorithm to predict step-up therapy requirements at index EUS and com-
pared its performance with established clinical predictors.
Methods  Data on EUS-guided drainage of consecutive PFCs performed be-
tween 2016 and 2024 across three endoscopy units at Charité Berlin, irrespec-
tive of etiology, were retrospectively collected. The primary outcome was need 
for step-up therapy, defined as endoscopic necrosectomy, percutaneous drain-
age, or laparoscopic/open surgery performed after the index procedure to 
achieve clinical success. An extreme gradient boosting (XGBoost) machine 
learning algorithm was developed and compared with the established QNI score 
(Quadrant, Necrosis, Infection) to predict need for step-up therapy [2, 3]. The 
cohort was randomly split into training (70 %) and validation (30 %) sets. Per-
formance was assessed using 10-fold cross-validation, with discrimination 
quantified by area under the receiver operating characteristic curve. Of 163 
evaluated patient-level features, 20 were selected for the final decision-support 
model based on Gini coefficients, clinical relevance, and practical considerations 
to preserve predictive performance while minimizing overfitting.
Results  Among 674 consecutive patients, 486 were included in the final anal-
ysis (mean age 56.1 ± 14.3 years; 68.9 % male). Overall, 199 patients (40.9 %) 
required step-up therapy, including endoscopic necrosectomy (n = 145; 29.8 %), 
percutaneous drainage (n = 62; 12.8 %), multigate technique (n = 22; 4.5 %), 
and laparoscopic or open surgery (n = 35; 7.2 %). Compared with patients man-
aged without step-up therapy, those requiring escalation had significantly 
larger PFCs (105 ± 46 vs. 67 ± 32 mm; p < 0.001), higher prevalence of > 60 % 
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necrosis (11.6 % vs. 2.4 %; p < 0.001), elevated CRP levels (median 176 mg/L 
[IQR 111–216] vs. 100 mg/L [IQR 55–173]; p < 0.001), increased infection rates 
(71.3 % vs. 44.3 %; p = 0.002), and more organ failure (31.2 % vs. 8.0 %; 
p < 0.001). Patients classified as high-risk by the QNI score (n = 125; 25.7 %) were 
more likely to undergo step-up therapy than low-risk patients (65.6 % vs. 32.4 %; 
p < 0.001). Extent of necrosis was the strongest predictor of step-up therapy 
(OR 3.9, 95 % CI 2.9-5.3; p < 0.001). The XGBoost model showed superior dis-
criminative performance compared to the QNI score (AUC 0.86 vs. 0.77; 
p < 0.01) (▶Table 1), correctly identifying an additional 12.7 % of patients 
needing step-up therapy while reducing false-positive predictions by 10.8 %.

▶Table 1	 

XGBoost Model QNI Score

Discrimination Metrics Value (95 % CI) Value (95 % CI)

ROC-AUC 0.86 (0.82-0.89) 0.77 (0.73-0.82)

Accuracy 0.78 (0.75-0.82) 0.73 (0.71-0.75)

Sensitivity 0.79 (0.73-0.84) 0.62 (0.58-0.66)

Specificity 0.80 (0.75-0.83) 0.81 (0.78-0.84)

Top predictive features Gini OR (95 % CI); 
p-value

Necrosis amount 
[ordinal]

0.133 3.9 (2.9-5.3); 
p < 0.0001

PFC size (mm) 
[continuous]

0.093

Gutter extension 
[categorical]

0.067

Abdominal quadrants 
[ordinal]

0.066 2.6 (2.0-3.3); 
p < 0.0001

PFC in corpus [binary] 0.058

CRP (mg/L) [continuous] 0.049

Acute kidney injury 
[binary]

0.044

Respiratory OF [binary] 0.043

Infected PFC [binary] 0.035 3.1 (2.1-4.6); 
p < 0.0001

Conclusions  The machine learning algorithm demonstrates superior discrim-
inative ability for predicting step-up therapy compared with the QNI score and 
enhances risk stratification at the index procedure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Biliary self-expandable metal stent (SEMS) embedment, defined as in-
corporation of the stent mesh into the biliary wall or overgrowing tissue that 
precludes standard removal, is an uncommon but clinically relevant adverse 
event of biliary stenting. Difficult or “embedded” stent removal is estimated to 
occur in roughly 1–5 % of biliary SEMS and can lead to cholangitis, bleeding, 
and the need for complex reinterventions. According to available literature, 
clinical success of embedded biliary SEMS removal is strongly influenced by 
stent indwell time, local endoscopic expertise, and stent design, with marked-
ly lower removal rates reported for uncovered and partially covered SEMS com-
pared with fully covered devices. We aimed to describe the endoscopic tech-
niques and outcomes of embedded biliary metal stent retrieval in a tertiary 
referral center, and to identify baseline and technical factors associated with 
successful endoscopic removal [1–8].
Methods  We performed a retrospective analysis of prospectively collected 
data on consecutive patients referred between May 2017 and April 2025 for 
endoscopic treatment of embedded biliary metal stents in a tertiary referral 
center. Embedded stents were defined as not removable with standard forceps/
snare traction and requiring advanced techniques. The primary outcome was 
complete endoscopic removal of all embedded stents. Secondary outcomes 
were baseline and technical factors associated with procedural success or fail-
ure, assessed applying univariate and multivariate logistic regression models.
Results  Fifty-nine patients (61 embedded stents; 77.9 % male; median age 68 
years) were included. The underlying indication for index biliary metal stent 
placement was predominantly benign (over 80 %), mainly post-surgical benign 
biliary strictures and biliary fistulas, whereas malignant strictures accounted 
for less than one fifth of cases. Despite this benign case mix, almost half of 
embedded devices were non–fully covered: most stents were fully covered 
SEMS (49.1 %), but 30.1 % were uncovered and 15.1 % partially covered SEMS, 
and three lumen-apposing metal stents were also included, highlighting that 
uncovered or partially covered SEMS are still used in benign settings where 
long-term removability is desirable. Advanced techniques at first attempt in-
cluded multiple coaxial stent-in-stent (31.1 %), loop-and-sheath (previously 
described only in a single case report – 29.5 %, 61 % with mechanical litho-
tripter), single stent-in-stent (13.1 %), balloon dilation and argon plasma coag-
ulation. First-attempt success was 50.9 %; a second and third endoscopic pro-
cedure were required in 42.6 % and 13.1 % of cases, respectively, yielding an 
overall clinical success of 85.4 % with a median of 2 procedures per case. 
Periprocedural and post-procedural adverse events occurred in 29.5 % of pro-
cedures, mostly cholangitis and bleeding; most were mild–moderate and 
managed conservatively, with only one death directly related to unresolved 
embedment. Longer stent indwell time and the occurrence of peri- or post-pro-
cedural adverse events were independently associated with clinical failure (both 
OR ≈ 2, p < 0.05).
Conclusions  Endoscopic management of embedded biliary metal stents in a 
tertiary referral setting achieved high overall clinical success, irrespective of 
stent type, including uncovered and partially covered devices. Stent indwell 
time and the occurrence of peri- or post-procedural adverse events were the 
main independent predictors of clinical failure, underscoring the importance 
of timely stent retrieval, early referral to expert centers, and careful prevention 
and management of adverse events. Beyond its initial description in a single 
case report, the repeated successful use of the loop-and-sheath technique in 
this series suggests that it represents a valuable addition to the armamentar-
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ium for complex embedded biliary SEMS, within a flexible, patient-tailored 
multimodal strategy rather than a rigid stepwise approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To describe interventions that enhance adherence to colorectal cancer 
screening programs, after mapping the scientific evidence on the fears and 
emotions experienced by patients undergoing colonoscopy, as well as the as-
sociated variables.
Methods  To examine which interventions may increase adherence to colonos-
copy, a scoping review was conducted according to the Joanna Briggs Institute 
Protocol, guided by the research question: “What are the fears and emotions 
associated with undergoing a colonoscopy, and the related variables?” A liter-
ature search was carried out in the PubMed, CINAHL, Scopus, and RCAAP da-
tabases in June 2025, including articles in Portuguese, English, and Spanish. 
These findings enabled the identification of targeted interventions and strate-
gies capable of improving patient adherence to colorectal cancer screening 
programmes.
Results  Colonoscopy is considered the gold standard for the diagnosis and 
treatment of gastrointestinal diseases [1, 2]. It is associated with a significant 
reduction in CRC mortality and is highly sensitive in detecting tumors, polyps, 
ulcers, active bleeding, and inflammatory disease [3]. However, achieving wide-
spread adherence to colonoscopy remains a challenge [3], as despite its clinical 
benefits, it is an uncomfortable procedure in which pain and fear of the un-
known generate anxiety and stress in many patients [2, 4]. Studies show that 
colonoscopy is often perceived negatively by society and commonly viewed as 
a source of anxiety and fear, which can prevent patients from undergoing the 
procedure and cause disruptions in the diagnostic and treatment process, con-
tributing to the rejection of CRC screening programs [2]. This premise directly 
addresses the question: “Anxiety before gastrointestinal endoscopy – is it a 
significant problem?” [5].
All the circumstances described above justify the need to analyze the frequen-
cy and intensity of anxiety caused by colonoscopy, as well as to identify the 
factors that contribute to this effect and their influence on procedural toler-
ance(1). Although efforts have been made to improve tolerance through con-
scious or deep sedation, little attention has been paid to patients’ pre-proce-
dural anxiety [1]. According to Cardenal, cited by Olmo-Conesa(4), undergoing 
any diagnostic exam such as colonoscopy has emotional consequences for the 
patient, beginning at the time of scheduling [6] and continuing through the 
procedure and the delivery of results. It is considered an acute situation that 
subsides once the triggering stimulus ends [1]. According to the study by Se-
queira [7], a moderate level of state anxiety was observed prior to the exam, 
which significantly decreased after the procedure, with statistical relevance.
Reported fears and emotions included concerns about medical complications, 
diagnosis, and pain. Variables such as information about the procedure, previ-
ous experiences, and gender influenced anxiety levels.
Conclusions  Living in harmony with technological advancement requires a 
reinvention of thought, social interaction, empathy, and community, elements 
that distinguish humans from machines. It is crucial to reflect on empathy as a 
counterbalance to technology and its role in supporting and complementing 
the humanization of care.
The dissemination of these results aims to positively influence not only the 
nursing team but the entire multidisciplinary team involved in clinical endo-

scopic practice. These findings will foster greater awareness among all profes-
sionals of what patients experience throughout this process and offer practical 
applicability in care delivery. They also highlight the need and, above all, the 
relevance of intensifying and deepening research in such a subjective and vast 
area, supporting the conditions necessary to transform and improve the foun-
dations and paradigms that underpin digestive endoscopy care.
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Aims  Obesity is a chronic metabolic disease characterized by excessive accu-
mulation of adipose tissue in the body. It is associated with more than 200 
health complications but the greatest risk factor are cardiovascular diseases. It 
is assessed by body mass index (BMI) and waist circumference measurement. 
The approach to treating obesity should be focused on reducing body weight 
in order to reduce the risk of cardiovascular and metabolic diseases and prevent 
weight gain. Treatment is primarily focused on changing bad lifestyle habits. 
Diet should definitely be adjusted and physical activity should be increased. In 
some cases, this is quite enough to reduce body weight, but for some patients 
lifestyle changes alone are not enough so pharmacotherapy, behavioral-cog-
nitive approach, endoscopic and surgical treatment methods are combined 
with it [1–3].
The aim of this paper is to present the treatment procedure for obesity in a 
tertiary health institution – Cliical Hospital Center Rijeka which is multidiscipli-
nary and to emphasize the newer endoscopic treatment methods that are 
available.
Methods  At the Clinical Hospital Center Rijeka overweight patients report to 
an endocrinologist on the recommendation of a family doctor who conducts 
an initial interview with the patient. During the first examination a targeted 
search is made for the causes of obesity. After taking the patient's history and 
physical status the diagnostic tests that need to be performed are determined,.
Results  Motivation is key to treating obesity. When working with patients a 
sense of trust should be developed, not judgmental and education should be 
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prioritized which is a fundamental part of treating obesity and treatment begins 
with it. It is carried out in the Endocrinology Day Hospital over a period of one 
week and is carried out by nurses specially trained in this area. During the ed-
ucation, the patient is trained to independently create a plan for lifestyle chang-
es, changes in diet and physical activity. In addition to nurses a nutritionist, 
psychologist and physiotherapist are also involved in the education.
Pharmacotherapy is also useful in treating obesity where the use of medications 
reduces the feeling of hunger and stimulates satiety which ultimately leads to 
reduced calorie intake. If we have a patient with morbid obesity or pharmaco-
therapy alone does not provide satisfactory results a gastroenterologist endos-
copist is also involved in the treatment who suggests endoscopic methods of 
treating obesity. The first method of choice is the placement of intragastric 
balloon which helps with weight loss by limiting the amount of food that can 
be eaten and allows for a faster feeling of satiety. A typical loss is about 7 % to 
15 % of body weight.
In addition to this method, the endoscopic method of gastric mucosa ablation 
(GMA) with argon plasma coagulation (APC) is used for the treatment of obe-
sity with which body weight can be further reduced by 13 %. With tjis method 
stomach is reduced by ablation of tissue. At the same time, the production of 
ghrelin so-called hunger hormone is reduced which results in a reduced feeling 
of hunger.
Conclusions  Treatment with these endoscopic methods usually gives very 
good results. With patient motivation and cooperation it is possible to achieve 
a weight loss of up to 30 %. Bariatric surgery is a good way to treat people with 
morbid obesity, with which long-term weight loss can be achieved, but it should 
only be applied when education and use of pharmacological and endoscopic 
treatment do not produce the expected results.
Approach to the patient should be individualized and in treatment are involved 
a multidisciplinary team. A special role is played by nurse educators at the 
Endocrinology Day Hospital and endoscopic nurses who participate in the 
preparation, performance and monitoring of patients during endoscopic pro-
cedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP003  The Impact of Deploying Specialized Physi-
cians and Nurses in Rural Areas on the Accessibility 
and Quality of Health Services (A Case Study from 
2024–2025)
Author  Tuul E1

Institute  1  Kh.Sharav named Regional Diagnosis and treatment center, 
Dalanzadgad, Mongolia
DOI  10.1055/s-0046-1821331
Aims  This study aimed to evaluate the impact of introducing a specialized 
endoscopist and endoscopy nurse into a rural regional hospital in Mongolia on 
the accessibility, quality, and cost of gastrointestinal endoscopic services. Spe-
cific objectives included assessing changes in service availability, procedure 
volume, cost-effectiveness for patients, and early clinical outcomes following 
the introduction of the new services in March 2025.
Methods  A mixed-methods study was conducted at Kh. Sharav Regional Di-
agnostic and Treatment Center, Umnugovi Province.
Quantitative component:Procedure volumes for 2024 (before deployment) 
and January–September 2025 (after deployment) were compared. Cost anal-
yses were performed using patient out-of-pocket expenditures for travel, ac-
commodation, service fees, and additional costs in Ulaanbaatar versus local 

service use. Procedure types evaluated included gastroscopy, colonoscopy, 
bronchoscopy, gastric and colonic polypectomy, hemostasis, esophageal 
variceal ligation, and foreign-body removal.
Qualitative component:Twenty staff members (12 physicians, 8 nurses) com-
pleted a structured satisfaction survey assessing perceived workload changes, 
usefulness of new services, and overall satisfaction. Additionally, detailed case 
summaries were reviewed for 20 patients who underwent local therapeutic 
endoscopic procedures. Ethical approval was obtained at the institutional lev-
el, and no identifiable patient data were included.
Results Service accessibility and procedure volume:Introduction of special-
ized staff resulted in significant expansion of services. Gastroscopy increased 
from 945 (2024) to 1,315 (2025). Colonoscopy rose from 3 to 117, bronchos-
copy from 0 to 17, and several therapeutic procedures (e.g., gastric/colonic 
polypectomy, hemostasis, variceal ligation) were performed locally for the first 
time. A total of 37 patients received therapeutic care locally instead of referral 
to Ulaanbaatar [1–4].
Cost reduction:Local service provision reduced average patient expenditure 
by 3–8 times depending on the procedure.For example:• Esophageal variceal 
ligation: 1,900,650 MNT locally vs. 6,694,200 MNT in Ulaanbaatar• Hemostasis 
for gastric bleeding: 3,151,500 MNT vs. 7,771,500 MNT• Foreign-body removal 
(esophagus/stomach): 0 MNT vs. 2,640,000 MNTTotal patient cost savings for 
37 cases amounted to 22,073,550 MNT.
No patients required referral to Ulaanbaatar for gastrointestinal bleeding man-
agement after March 2025. No deaths due to GI hemorrhage were recorded 
during the study period.
Clinical outcomes:All 20 documented therapeutic cases—including gastric 
ulcer bleeding managed by clipping, gastric polypectomies, variceal ligation, 
and foreign-body removals—showed complete recovery with no complications 
or technical difficulties.
Staff perceptions:All staff (100 %) agreed that the newly introduced endoscop-
ic procedures were beneficial for patients. Overall satisfaction was 100 % (“sat-
isfied” or “very satisfied”). Only 30 % reported increased workload, while 60 % 
perceived improved capacity.
Conclusions  Deploying specialized endoscopy personnel to a rural regional 
hospital significantly improved service accessibility, enabled provision of ad-
vanced diagnostic and therapeutic procedures, and substantially reduced pa-
tient costs. The elimination of referrals for endoscopic management of gastro-
intestinal bleeding and the absence of mortality during the study period 
demonstrate early clinical benefit. The initiative also contributed to capacity 
building among local healthcare providers and serves as a scalable model for 
strengthening specialized services in rural Mongolia. Expanding deployment 
of specialized professionals has strong potential to enhance equity, quality, and 
continuity of care in low-resource settings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP004  Nursing Contributions to the Safety and 
Efficacy of Rectal Endo-Sponge Therapy – Case 
Report
Authors  Božilović K1, Boljesic S1

Institute  1  Sisters of Charity Hospital, Zagreb, Croatia
DOI  10.1055/s-0046-1821332
Aims  Rectal Endo-Sponge therapy represents an advanced form of endolumi-
nal negative-pressure wound therapy used in the management of anastomot-
ic leaks and presacral abscesses following low anterior resection. By enabling 
continuous drainage, reducing bacterial burden and stimulating granulation 
tissue formation, this technique has increasingly become an integral part of 
postoperative management in colorectal surgery. Despite the central role of 
the endoscopist, optimal therapeutic outcomes depend heavily on the struc-
tured and highly skilled involvement of nursing staff within the endoscopy unit
Methods  This case report presents the successful use of Rectal Endo-Sponge 
on 71 year old male patient who was admitted for surgical removal of a rectal 
adenoma, followed by creation of a TT colorectal anastomosis. In the postop-
erative course, the patient developed rectal bleeding, prompting referral for 
colonoscopy. Endoscopic evaluation revealed a 2 cm defect of the colorectal 
wall with communication into a 3 cm cavity. Rectal Endo-Sponge therapy was 
initiated, and throughout the treatment course the sponge was exchanged nine 
times, leading to progressive collapse of the cavity and favourable clinical heal-
ing.
Results  The abstract synthesizes current nurse competencies procedural 
standards across all procedural stages for Endo-Sponge placement and ex-
change: pre-procedural assessment of patient and tools, intraprocedural equip-
ment assistance, patient monitoring, and post-procedural care. Nurses play a 
pivotal role in preparing specialized equipment, verifying patient preparation 
and ensuring adherence to aseptic protocols. During the procedure, the en-
doscopy nurse provides operational support—optimizing instrument flow, 
maintaining visualization conditions, coordinating suction systems and con-
tinuously monitoring hemodynamic and respiratory parameters, particularly 
in sedated patients. Documentation of cavity characteristics, sponge dimen-
sions and applied negative pressure contributes to consistent therapeutic 
evaluation. Post-procedurally, nursing responsibilities extend to patient edu-
cation, symptom surveillance and coordination of scheduled sponge exchang-
es, typically required every 48–72 hours.
Conclusions  Rectal Endo-Sponge therapy is a highly effective, minimally inva-
sive strategy for managing complex anastomotic complications. The expertise 
of endoscopy nurses is indispensable, enhancing procedural efficacy, reducing 
risk and ensuring high-quality, patient-centered care throughout the entire 
therapeutic course. Nurses' responsibilities in this procedure, together with 
effective coordination and collaboration with the endoscopic team, significant-
ly influences the overall safety profile and clinical success of therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP005  Evaluation of patient satisfaction and 
compliance during digestive endoscopy
Authors  Kyvelou E1, Panagaki A2, Tziatzios G3, Mathou N2, 
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Athens, Greece, Athens, Greece; 2  Konstantopouleio-Patision General 
Hospital of Nea Ionia, Athens, Greece; 3  Department of Gastroenterology, 
General Hospital of Nea Ionia “Konstantopoulio-Patision”, Athens, Greece; 

4  2nd Department of Gastroenterology, Medical School UoA, ΑΤΤΙΚΟΝ 
University General Hospital, Ath, Greece; 5  Evangelismos General Hospital, 
Athina, Greece; 6  Department & Endoscopy Unit, "Konstantopoulio – 
Patision" General Hospital, Athens, Greece, Athens, Greece; 7  National and 
Kapodistrian University of Athens, Athens, Greece; 8  Gastroenterology 
Department,National and Kapodistrian University of Athens, "Laiko", Athens, 
Greece; 9  Gastroenterology Department,National and Kapodistrian 
University, "Laiko", Athen, Athens, Greece
DOI  10.1055/s-0046-1821333
Aims  Aim of the study was to evaluate the satisfaction and compliance of 
patients undergoing endoscopy at the Gastroenterology Clinic of the General 
Hospital "Konstantopoulio – Patision" regarding adherence to instructions to 
avoid driving for 24 hours after sedation and the need for assistance following 
the procedure.
Methods  Telephone interviews were conducted 24 hours after endoscopy 
with outpatients who underwent diagnostic or therapeutic digestive endosco-
py at our department as part of their participation in a prospective randomized 
study. During the interview, patients were asked about their level of satisfaction 
and their and compliance with instructions regarding abstaining from driving 
for 24 hours after sedated endoscopy and their need for assistance upon re-
turning to daily activities.
Results  All study participants (n = 1300, 100 %) completed the telephone in-
terview. Of these, 709 (54.5 %) were women with a mean age of 62.5 ± 10.3 
years. The majority underwent colonoscopy (n = 712, 54.8 %), followed by gas-
troscopy (n = 298, 22.9 %). Additionally, 671 (51.6 %) subjects underwent di-
gestive endoscopy for the first time. Most participants complied with the given 
instruction to avoid driving for 24 hours after sedated endoscopy n = 1129 
(86.8 %), while only 3/1300 (0.02 %) reported needing assistance from another 
person afterward). All examinees (100 %) reported feeling very or very safe 
upon leaving the recovery area, and 99.5 % stated they were very or very satis-
fied with the examination process.
Conclusions  Patient satisfaction with endoscopy in our unit is high. However, 
a small proportion of patients still fail to comply with the recommendation to 
avoid driving for 24 hours after sedation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP006  Nurse-Led Identification of High-Risk 
Patients for Post-ERCP Symptom Burden to Guide 
Targeted Post-Procedure Nursing Education
Authors  Reyes W1, Khalaf K1, Mahjoob M1, Clancy J1

Institute  1  St. Michael's Hospital, Toronto, Canada
DOI  10.1055/s-0046-1821334
Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is frequently 
associated with transient post-procedural symptoms such as abdominal pain, 
bloating, nausea, and throat discomfort, which can generate considerable anx-
iety for patients and families. Little is known about which patients are most 
likely to experience early post-ERCP symptom burden, and how nursing teams 
can proactively tailor education and reassurance for these individuals.
Methods  We conducted a retrospective observational cohort study of 8,357 
ERCP procedures performed between 2010 and 2024 at a tertiary academic 
centre. Adult patients who developed post-recovery symptom burden (abdom-
inal pain, bloating, nausea, or generalized pain) were identified from recovery 
and nursing documentation. Patients who experienced in-hospital cardiac 
arrest or code events, or admitted to the inpatient ward were excluded. This 
yielded a cohort of 88 symptomatic patients for detailed analysis (▶Table 1).
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▶Table 1	 

N = 88 P value

Age 58.8 (16.0) 0.026

Sex 0.001

Female 40 (74.1 %)

Male 14 (25.9 %)

Comorbidities

Renal Disease 1 (1.14 %) 0.186

Liver Disease 3 (3.41 %) 0.260

Hypertension 20 (22.7 %) 0.045

Diabetes Mellitus Type 2 13 (14.8 %) 0.241

Congestive Heart Failure 13 (14.8 %) 0.010

Any Malignancy 8 (9.09 %) 0.117

Adverse Events

Immediate Bleeding 3 (3.45 %) 1.000

Delayed Bleeding 0 (0.00 %) 1.000

Pancreatitis 8 (9.41 %)  < 0.001

Post Procedural Perforation 3 (3.53 %)  < 0.001

Procedural Characteristics

Sphincterotomy 35 (47.3 %) 0.031

Pancreatic Duct Cannulation 3 (4.55 %) 0.012

Dilation 27 (35.1 %) 0.031

Stone Extraction 26 (36.1 %) 0.152

Stent Placement or Removal 20 (31.2 %) 0.735

Results  Patients exhibiting post-procedural symptoms had a mean age of 58.8 
years (p = 0.026) and were predominantly female (74.1 %, p = 0.001). Significant 
comorbid predictors included hypertension (22.7 %, p = 0.045) and congestive 
heart failure (14.8 %, p = 0.010), indicating a physiologic vulnerability to 
post-sedation or post-procedural stress. Overall clinical success remained high 
(85.2 %), with procedural factors associated with increased symptom reporting 
included sphincterotomy (47.3 %, p = 0.031), duct dilation (35.1 %, p = 0.031), 
and pancreatic duct cannulation (p = 0.012). Symptomatic patients were over-
whelmingly managed under conscious sedation (92 %, p = 0.001). Adverse 
outcomes in this cohort included post-ERCP pancreatitis (9.4 %, p < 0.001) and 
post-procedural perforation (3.5 %, p < 0.001), underscoring that early subjec-
tive symptoms may reflect evolving complications.
Conclusions  Older female patients with cardiovascular comorbidities under-
going more complex therapeutic ERCP appear more likely to experience early 
post-procedural symptom burden and stress. Embedding a structured, nurse-
led education pathway for these patients by normalising expected transient 
symptoms, clearly explaining red-flag warning signs, and providing tailored 
written discharge instructions may reduce post-procedure anxiety, unnecessary 
emergency visits, and overall stress for patients and families, while supporting 
safer, more patient-centred ERCP care.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP007  Novel methods of endoscopic submucosal 
dissection – case report
Authors  Brusic V1, Karlović K1

Institute  1  Clinical Hospital Center Rijeka, Rijeka, Croatia
DOI  10.1055/s-0046-1821335
Aims  development of biomedical technology has led to an increase in the 
possibilities of endoscopic treatment of patients with growths in the digestive 

tract. Today's techniques pose increasing challenges for the endoscopic team 
to perform endoscopic procedures for the removal of growths in the safest 
possible conditions for patients, which will reduce the patient's stay in the hos-
pital and allow faster recovery after the procedure. The endoscopic submucosal 
dissection method that is available to us today uses a combination of bipolar 
radiofrequency (RF) cutting and microwave coagulation for hemostasis, mak-
ing it suitable for various endoscopic procedures. The device consists of a nee-
dle for submucosal injection and tissue irrigation, and an insulated body which 
prevents thermal injuries. Although it seems like a simple technique, it requires 
teamwork and coordination between the endoscopist and the nurse/technician 
in order to successfully perform the procedure, given the long duration of the 
procedure itself [1, 2].
Methods  in this abstract we will present case report of endoscopic submucosal 
dissection technique in 65 years old female patient by new endoscopic device.
Results  the patient presented to the gastroenterology clinic on the recom-
mendation of general practitioner due to weight loss, abdominal pa in and 
aversion to certain foods. We performed gastroscopy which was normal, and 
a colonoscopy was recommended. The colonoscopy revealed a laterally spread-
ing lesion in the rectum approximately 8 centimeters from the anocutaneous 
border, measuring approximately 40 x 30 millimeters in diameter, LST-G (Paris 
IIa + Is), predominantly JNET 2a superficial vascular pattern, with a lesser extent 
JNET 2b. A pelvic magnetic resonance imaging scan was recommended to as-
sess invasion of the rectal wall and surrounding structures, where it was deter-
mined that there was a possible shallow infiltration of the muscular layer of the 
wall without penetration into the serosa. By decision of the council consisting 
of a gastroenterologist, digestive surgeon, oncologist, pathologist and radiol-
ogist, an endoscopic submucosal dissection was performed using a Speed ​​boat 
knife. The procedure lasted 4.5 hours. It proceeded without complications. Two 
endoscopic clips were implemented in the distal rectum because there was a 
lesion of the muscle layer. Visible blood vessels were coagulated and a preven-
tive hemostatic clip was placed on lumen of one blood vessel. The resected area 
was removed with forceps and stretched on cork. The dimensions were 47 x 35 
mm. The patient was admitted to the hospital for observation and was dis-
charged home the next day with the recommendation of rest and a lighter diet. 
Six months after the procedure, a control rectoscopy was performed, which 
showed a neat scar without residue as well as a neat vascular drawing under 
WLE and NBI. It was recommended endoscopic follow-up in one year.
Conclusions  during the procedure the coordination of the endoscopist and 
the nurse/technician stands out and is necessary for the success of the proce-
dure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present a 65-year-old woman with prior left hepatectomy for Intraductal 
Papillary Neoplasm of the Bile Duct (IPNB), who developed recurrent febrile 
cholangitis one year later. ERCP revealed an elongated intraductal lesion involv-
ing the right hepatic duct and mid-common bile duct. Cholangioscopy was 
performed for direct visualization and targeted biopsies, showing a papillary 
lesion extending through the right hepatic duct, common hepatic duct, and 
upper mid-common bile duct, with a macroscopically visible obstructive nod-
ule. Histology confirmed recurrence of IPNB with high-grade dysplasia. This 
case highlights the role of cholangioscopy in mapping complex post-hepatec-
tomy biliary lesions, allowing direct visualization, precise tissue sampling, and 
guiding further therapeutic decisions. Cholangioscopy is increasingly essential 
in evaluating suspected biliary neoplasms, particularly after prior surgery.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/8f26c13d-bd58-4700-8540-4f0816b7ee7d/Uploads/19978_Chol-
angioscopy_Revealing %20Extensive %20and %20Macronodular %20Recur-
rence %20....mp4
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Aims  In recent decades, constant development of minimally invasive tech-
niques for the treatment of the consequences of acute necrotizing pancreatitis 
can be observed. The choice of access to the necrotic collection should mainly 
depend on the location of necrotic changes and experience of the medical 
center. Endoscopic transmural drainage of extensive necrotic collections may 
require the use of an additional route of access to the necrosis. In this article, 
an attempt was made to clarify the role of percutaneous endoscopic necrosec-
tomy (PEN) in the interventional treatment of pancreatic necrosis [1–40].
Methods  513 consecutive patients with symptomatic walled-off pancreatic 
and peripancreatic necrosis treated in the Department of General, Gastroen-
terological and Oncological Surgery, Collegium Medicum, Nicolaus Copernicus 
University in Toruń, Poland between 2018 and 2025 were included. The ana-
lyzed patients were treated withusing the novel method of endoscopic percu-
taneous necrosectomy, in which percutaneous access to the necrotic collection 
was achieved with use ofby retroperitoneal route; consequently, the access was 
then widened, and a self-expanding metal stent was placed percutaneously,, 
which allowed to introduce the endoscope percutaneously into the necrotic 
area and to perform endoscopic necrosectomy.
Results  In 39/513 (7.60 %) patients with symptomatic walled-off pancreatic 
and peripancreatic necrosis an, additional percutaneous drainage was per-
formed during the endotherapy. Within this group, In 9/39 (23.07 %) patients 
(2 females and 7 males; average age 46.72 [31-–65] years) were qualified to 
percutaneous endoscopic necrosectomy. The aAverage size of the necrotic 
collection was 25.96 (15.24-–32.5) cm. AAn active percutaneous drainage 
during transmural endoscopic drainage lastedwas continued for 15 (11-31) 
days. The aAverage number of procedures of percutaneous endoscopic necro-
sectomy procedures was 3.12 (1-–7). Complications of treatment were stated 
observed in 2/9 (22 %) patients. Clinical success was achieved acknowledged 
in 8/9 (88.8 %) patients. Long-term success was stated achieved in 8/9 (88.8 %) 
patients.

Conclusions  Percutaneous endoscopic necrosectomy during in the course of 
transmural endoscopic drainage of walled-off pancreatic and peripancreatic 
necrosis is an effective method of minimally invasive treatment, especially in 
cases of spreading necrotic changes spreading within the pelvic area.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopy competency—technical, cognitive, and integrative—has 
well-established metrics for gastroenterology trainees, but the evidence base 
specifically addressing competency among internists (internal-medicine 
trained physicians who perform endoscopy) is scattered. The aim of this sys-
tematic review and meta-analysis is to synthesize the literature on internist 
competency for upper GI endoscopy (EGD) and lower GI endoscopy (colonos-
copy), evaluate assessment tools and performance benchmarks, and identify 
knowledge gaps.
Methods  We performed a systematic search of PubMed/Medline, Embase, 
Scopus and Web of Science (inferred search window: inception–May 2025) for 
studies reporting objective competency outcomes (e.g., cecal intubation rate 
[CIR], adenoma detection rate [ADR], complication rates, validated observation 
tools such as ACE, DOPS, GAGES) and/or validated assessment scores for en-
doscopists trained in internal medicine. We included observational studies, 
training evaluations, and trials that reported outcomes for internists (alone or 
compared to other specialties). Risk of bias was assessed using standard tools 
for observational studies. Where comparable numeric outcomes were report-
ed, random-effects meta-analysis was planned [1–6].
Results  High-quality validated assessment tools exist (ASGE’s ACE for colo-
noscopy/EGD; other tools include DOPS, GAGES and several direct-observation 
tools). Competency frameworks emphasize objective metrics (CIR, ADR, with-
drawal time, procedure time) and structured observation with feedback. For 
colonoscopy, professional guidance indicates ADR benchmarks ( ≥ 25 % overall 
screening ADR) and CIR targets ( > 90 %) as key quality indicators. Training lit-
erature reports minimum procedural volumes and structured assessment be-
fore declaring competence (for colonoscopy, major societies have suggested 
thresholds and objective assessment tools rather than sole procedure counts). 
However, direct comparative evidence specifically isolating internists (vs GI 
specialists or surgeons) is limited, heterogeneous, and often confounded by 
setting and case-mix. Where internists are included in multidisciplinary cohorts, 
overall performance (CIR, ADR when reported) is generally within published 
quality thresholds when structured training, supervision, and assessment are 
applied. Assessment-tool validation studies show acceptable validity evidence 
for several tools but highlight variable interrater reliability and limited data 
specifically in internal-medicine populations.
Conclusions  Internists can achieve recommended endoscopy competency 
metrics when training follows accepted curricula, uses validated assessment 
tools (ACE/DOPS/GAGES), and measures quality indicators (ADR, CIR). 
High-quality, specialty-stratified studies are lacking — future research should 
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prospectively compare internist vs GI-fellow training outcomes using standard 
assessment tools and report core quality metrics (ADR, CIR, complication rates, 
and validated global skills scores).
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Abstract Text
Sarcoidosis-induced sclerosing cholangitis is an exceptionally rare manifesta-
tion of multisystem sarcoidosis, often mimicking primary sclerosing cholangi-
tis (PSC). Hepatic involvement occurs in 50–70 % of patients, though only 
10–15 % develop symptoms.Biliary tract involvement is exceedingly uncom-
mon, with fewer than 30 cases reported.A 28-year-old female presented with 
insidious cholestatic symptoms progressive pruritus, dark urine, and 10 kg 
weight loss over six months. Laboratory evaluation revealed markedly elevated 
alkaline phosphatase (1143 U/L) and γ-glutamyl transferase (757 U/L), with 
total bilirubin 3.8 mg/dL and direct 2.0 mg/dL. Mild normocytic anemia was 
present. The pattern reflected a cholestatic injury with an ALP-to-ALT ratio of\ 
15:1.Ultrasound demonstrated proximal common bile duct stricturing with 
intrahepatic biliary dilatation. MRCP showed multifocal biliary strictures with 
loss of flow enhancement and splenic lesions.PET-CT revealed hypermetabolic 
lymphadenopathy (cervical, hilar, abdominal),pulmonary ground-glass opac-
ities, and splenic involvement—suggestive of multisystem granulomatous 
disease.Histopathology from splenic FNAC and cervical lymph node biopsy 
revealed non-caseating granulomas with multinucleated giant cells, no necro-
sis. Serum ACE levels were markedly elevated, supporting sarcoidosis.The col-
lective findings confirmed sarcoidosis-induced secondary sclerosing chol-
angitis after exclusion of infectious and autoimmune causes.Systemic 
corticosteroid therapy was initiated, resulting in rapid improvement: bilirubin 
reduced to1.3 mg/dL,ALP to 471 U/L, with symptomatic relief and partial res-
olution of biliary strictures on follow-up MRCP.Pathophysiologically, granu-
lomatous infiltration of portal tracts causes inflammatory bile duct stricturing.
Unlike PSC, these lesions are potentially reversible with immunosuppression.
Diagnostic clues favoring sarcoidosis include multisystem involvement, elevat-
ed ACE, absence of p-ANCA/AMA, and steroid responsiveness.
Conclusion  Sarcoidosis-induced sclerosing cholangitis, though rare, is a treat-
able cause of cholestatic liver disease. Comprehensive evaluation for systemic 
sarcoidosis should be performed in all patients with atypical sclerosing chol-
angitis. Prompt corticosteroid therapy can yield substantial clinical, biochem-
ical,and radiologicalmprovement.
KeyMessages  Evaluate for extrahepatic granulomatous disease in sclerosing 
cholangitis. Elevated ACE and multisystem involvement suggest sarcoidosis.

Exclude infectious and autoimmune causes before diagnosing PSC.Early im-
munosuppressive therapy offers favorable, reversible outcomes [1–3].
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Abstract Text
Intraductal Papillary Neoplasm of the Bile Duct (IPNB) is a rare biliary tumor 
with malignant potential. Recurrence may occur as extensive intraductal lesions 
after hepatectomy.
A 65-year-old woman with prior left hepatectomy presented one year later with 
recurrent cholangitis. Biological tests showed cholestasis. ERCP revealed an 
elongated intraductal defect in the right hepatic duct and mid-common bile 
duct. Cholangioscopy showed a continuous, macronodular papillary lesion with 
an obstructive nodule. Targeted biopsies confirmed high-grade dysplasia.
This case highlights cholangioscopy’s role in post-surgical biliary neoplasms, 
allowing accurate lesion mapping, differentiation from postoperative changes, 
and safe guidance of management.
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Abstract Text
Familial adenomatous polyposis (FAP) is associated with extracolonic manifes-
tations such as duodenal and ampullary neoplastic lesions, but biliary tract 
tumours have rarely been described. We present a unique case of intraductal 
papillary neoplasm of the bile duct (IPN-B) in a patient with FAP, supported by 
molecular confirmation of APC-driven tumorigenesis.
A 57-year-old female with a pathogenic germline APC variant (exon 15 
c.1960C > T, p.Q654X) and prior pancreas-preserving duodenectomy present-
ed with acute cholangitis. MRCP and ERCP revealed intraductal masses causing 
intra- and extrahepatic bile duct dilatation. Cholangioscopy showed villous 
mucosal lesions rather than mobile stones or debris. Targeted biopsies demon-
strated tubulovillous adenomas with low-grade dysplasia. Following multidis-
ciplinary discussion, the patient underwent liver transplantation combined 
with a Whipple procedure with curative intent. Surgical pathology confirmed 
IPN-B with focal high-grade dysplasia, as well as a synchronous intraductal pap-
illary mucinous neoplasm of the pancreas with low-grade dysplasia. Molecular 
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analysis of the biliary lesion demonstrated a second somatic APC pathogenic 
variant, providing evidence for a two-hit carcinogenic mechanism similar to 
colorectal and duodenal FAP-associated neoplasms. Six months post-opera-
tively, the patient remains clinically well. This case highlights IPN-B as a poten-
tial, under-recognized extracolonic manifestation of FAP. Awareness of this rare 
manifestation may aid timely recognition in FAP patients presenting with un-
explained cholangitis.
Conflicts of Interest  Evelien Dekker: Honoraria for consultancy from Olympus, 
Fujifilm, Ambu, InterVenn, Norgine and Exact Sciences. Speakers' fees from 
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AimsGeneral objective
To assess the overall quality of bowel preparation in patients undergoing colo-
noscopy at Tertiary level Hospitals in Rwanda.
Specific objectives

▪▪ To determine the proportion of inadequate bowel preparation in patients 
undergoing colonoscopy.

▪▪ To identify factors associated with inadequate bowel preparation in the 
Rwandan population.

Methods Study design
This was a multi-center cross-sectional study
Study Site
The study was conducted at four tertiary level hospitals in Rwanda namely Ki-
gali University Teaching Hospital, Butare University Teaching Hospital, Rwanda 
Military Hospital and King Faisal Hospital.
Study Population and duration
The study was conducted in adult population (age ≥ 18 years)
The study was conducted from August, 2023 to August, 2024
Inclusion criteria
Referred patient in endoscopy unit for colonoscopy
Able to provide informed consent
Exclusion criteria
Age less than 18 years old
Patients requiring urgent colonoscopy
Data collection process and analysis
Demographics, clinical characteristics and information related to the procedure 
were collected
Collected data were entered in Epidata version 3.1 and exported to Stata ver-
sion 13 for statistical analysis
Results  We enrolled 429 participants. The mean age was 50 ± 15.7 years and 
54.1 % were male. Inadequate bowel preparation (total Boston Bowel Prepara-
tion Scale < 6) was observed in 24.9 % of cases. The most common indications 
for colonoscopy was constipation (48.3 %), abdominal pain (27.5 %) and lower 
gastrointestinal bleeding (23.5 %) .With regards to colonoscopy findings, nor-
mal results were observed in 34 % of cases, hemorrhoids were detected in 
16.5 % of patients, while polyps were found in 16.3 %. On multivariate analysis, 
advanced age ( > 65 years), lower levels of education, inpatient status, consti-
pation and incomplete dosage of purgative solution were predictors of inade-
quate bowel preparation [1–3].

Conclusions  The inadequate bowel preparation rate was 24.9 %. Risk factors 
for inadequate bowel preparation included chronic constipation, elderly age, 
low educational attainment, incomplete dosage of purgative agents and inpa-
tients status. Our findings suggest that an individualized approach is required 
for patients with risk factors of inadequate bowel preparation, including patient 
comprehensive educational program about bowel preparation before colonos-
copy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Coeliac disease is a long-term autoimmune disorder affecting the small 
intestine. Patients develop intolrence to gluten. Symptoms of Coeliac disease 
can range from mild to severe and be intermittent. Common symptoms include 
diarrhoea, abdominal pain, bloating, dyspepsia, along with fatigue, weight loss 
and a rash to name a few. It may also present with vitamin deficiencies and 
osteoporosis. Coeliac antibody testing along with biopsy of the duodenum at 
endoscopy are the standard ways to confirm a diagnosis of coeliac disease. 
Patients attending for upper gastrointestinal with symptoms of bloating as an 
indication often have a duodenal biopsy to exclude coeliac disease.
We aimed to assess the findings at duodenal biopsy on patient endoscopied 
with the indication of abdominal bloating to assess presence of coleiac disease
Methods  A single centre, retrospective analysis 100 consequetive patients 
with bloating as in indication for gastroscopy from April 2024 at a hospital in 
North London was undertaken. A review of whether duodenal biopsies and its 
findings were scrutinized with data collected using the Medilogic endoscopy 
reporting tool, and the electronic patients record.
Results  60 of 100 patients with indication of bloating having a gastroscopy 
had duodenal biospies performed. 2/60 ( 3 %) had evidence of coeliac disease 
on histology. One of the patients had a positive tissue transglutamase antibody 
as an indication for duodenal biopsy. The second patient had anaemia with 
bloating as an indication to biopsy the duodenum. 58/60 (97 %) patients with 
bloating as an indication of duodenal biopsies had no evidence of coeliac dis-
ease.
Conclusions  From this study we do not advocate routine duodenal biopsy at 
gastroscopy for the sole indication of bloating unless accompanied by anaemia 
or a positive TTG antibody. This will help reduce cost per endoscopic procedure 
along with making the procedure more ‘greener’.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction: Cap polyposis is a rare benign inflammatory condition charac-
terized by inflammatory polyps covered with a fibrinopurulent exudate. It is 
more commonly observed in women and the elderly, although it can present 

S402



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

at any age. The disease typically affects the rectum and sigmoid colon. The 
most frequent symptoms include mucous diarrhea and rectal bleeding. It has 
been associated with mucosal prolapse due to altered intestinal motility, Heli-
cobacter pylori infection, and even intestinal dysbiosis [1–4].
Endoscopy  A 46-year-old male with no relevant personal or family medical 
history presented with altered bowel habits, characterized by increased stool 
frequency, decreased consistency, and the presence of mucus and blood, along 
with tenesmus and urgency. H. pylori testing was negative. Colonoscopy re-
vealed numerous sessile and pedunculated polyps with an inflammatory ap-
pearance distributed throughout the colon, predominantly in the sigmoid and 
rectum. Most polyps were covered at their apex by a fibrinopurulent exudate. 
The colonic mucosa adjacent to the polyps appeared normal. Multiple biopsies 
were taken, confirming inflammatory polyps. A first therapeutic colonoscopy 
was performed, during which multiple polyps consistent with cap polyps were 
resected. Additional sessions were scheduled to complete polyp resection. 
Furthermore, a molecular study was performed using next-generation sequenc-
ing (NGS) with a multigene panel with negative results.
Conclusions  The clinical course of cap polyposis remains unclear. The need 
for and timing of colonoscopy should be individualized based on the number 
of polyps and symptom severity. Initial treatment should be conservative, fo-
cusing on resolving constipation and eradicating H. pylori. In cases with persis-
tent symptoms, endoscopic resection of the lesions should be considered.
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Abstract Text
Lymphogranuloma venereum (LGV) is a sexually transmitted infection caused 
by Chlamydia trachomatis serotypes L1–L3. It's incidence has been increasing 
in recent years, particularly among men who have sex with men with concom-
itant HIV infection, often associated with high-risk practices such as chemsex. 
Clinical presentation frequently involves proctitis and can mimic neoplastic 
disease, leading to diagnostic challenges [1, 2].
We report the case of a 45-year-old HIV-positive male on antiretroviral therapy 
with undetectable viral load and CD4 count of 270. He presented with a 20-day 
history of diffuse abdominal pain, predominantly in the left hemiabdomen, 
hyporexia, abrupt constipation, 5 kg weight loss, and self-limiting rectal bleed-
ing. Abdominopelvic CT revealed heterogeneous rectal wall thickening highly 
suggestive of malignancy. Colonoscopy showed findings compatible with in-
fectious proctitis, without suspicious neoplastic lesions. Biopsies and microbi-
ological studies were obtained, and PCR testing confirmed C. trachomatis se-
rotype L2b, consistent with LGV.

In conclusion, LGV is an underdiagnosed re-emerging infection whose pres-
entation may simulate malignancy. Clinician awareness, early colonoscopy, and 
appropriate sampling are crucial for timely diagnosis and treatment.
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Abstract Text
Pancreatic tuberculosis is a rare condition that may closely mimic malignancy. 
A 40-year-old woman presented with cholestasis and recent cholangitis. EUS 
revealed a heterogeneous hypoechoic pseudomass in the pancreatic head 
(32 × 25 mm) with confluent necrotic hilar lymph nodes compressing the bile 
duct and portal vein. EUS-guided biopsies showed chronic inflammatory chang-
es with necrotizing lymphadenitis, without malignant cells. Based on clinical 
and imaging findings, a tuberculous origin was suspected and anti-tuberculous 
therapy initiated. Follow-up EUS demonstrated complete resolution of lym-
phadenopathies and regression of the pancreatic pseudomass, confirming the 
diagnosis. EUS with tissue acquisition is essential to differentiate tuberculous 
lymphadenitis from pancreatic malignancy, enabling curative medical therapy 
and avoiding unnecessary surgery.
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Abstract Text
Acute gastrointestinal bleeding in children is a potentially life-threatening med-
ical emergency that requires prompt evaluation and muldisiciplinary manage-
ment.
We report the case of a three-year-old boy with no prior medical history, who 
was brought to the Emergency Room due to sudden pallor and lethargy. Ac-
cording to the mother, the child experienced a sudden intense abdominal pain 
followed by ematemesis, along with a single melena episode. Twenty-four hours 
earlier, he had vomited food content without other gastrointestinal symptoms. 
The patient had a history of several recent respiratory infections but no trauma 
or ingestion of toxic substances [1, 2].
On examination, he presented with altered Pediatric Assessment Triangle pa-
rameters, including tachypnea, tachycardia, hypotension, pallor, and lethargy. 
The inicial laboratory analysis revealed severe anemia (Hb 6 g/dL). Urgent gas-
troscopy showed a pale mucosa but without visible lesions. In the fundus and 
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body, mild oozing bleeding was observed originating from multiple diffuse 
points. After irrigation, no mucosal abnormalities were identified that could 
explain the bleeding, which recurred following the lavage.
The patient was admitted to the Pediatric Intensive Care Unit for close moni-
toring, receiving IV proton pump inhibitors and tranexamic acid. Given the 
endoscopic findings and normal coagulation tests, the family was re-inter-
viewed, revealing that the child had received multiple daily doses of oral ibu-
profen over the past two weeks. After 24 hours, he was transferred to the 
general pediatric ward, remaining clinically stable with adequate oral intake, 
and was discharged on day five.
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Abstract Text
Caustic ingestion represents a medical and surgical emergency capable of 
causing chemical injury to the gastrointestinal tract, ranging from mucosal 
erosions to full-thickness necrosis with risk of perforation. Endoscopy is the 
initial diagnostic tool to assess the extent and depth of injury, often using grad-
ing systems such as the Zargar classification to stratify severity and predict 
complications.
We report the case of a 60-year-old female with a history of caustic ingestion 
in 2017, which had required partial gastrectomy and duodenectomy due to 
perforation. She presented again to the Emergency Department following a 
second episode of caustic ingestion. Urgent gastroscopy revealed extensive 
necrosis involving the esophageal mucosa, gastric remnant, and intestinal loop, 
with violaceous nodules and purulent exudate. General surgery was consulted 
and recommended an urgent exploratory laparotomy, which revealed trans-
mural necrosis extending to the cecum. Due to the severity and extent of the 
injury, surgical resection was deemed incompatible with life and was not per-
formed.
This case underscores the importance of correlating endoscopic and surgical 
findings. While endoscopy allows direct assessment of mucosal injury, it may 
underestimate transmural involvement and deep complications, which are only 
confirmed surgically. Concordance between both modalities is critical for ac-
curate diagnosis, appropriate therapeutic planning, and optimization of prog-
nosis.
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Aims  Indeterminate biliary strictures remain a major diagnostic challenge due 
to the high prevalence of underlying malignancy. Single-operator peroral chol-
angioscopy enables direct intraductal visualization and targeted biopsies. This 
study aimed to assess the diagnostic performance of visual assessment alone 
in differentiating malignant from benign biliary strictures.
Methods  We conducted a retrospective single-center study including 26 pa-
tients (February 2023–May 2025) with indeterminate biliary strictures despite 
inconclusive imaging and cytology. Cholangioscopic appearances were cate-
gorized as suggestive of malignancy (irregular mucosa, neo-vessels, nodules) 
or non-suggestive (regular mucosa, inflammatory/postoperative changes). The 
final diagnosis was established by histopathology or ≥ 6-month clinical fol-
low-up. Sensitivity, specificity, positive predictive value (PPV), and negative 
predictive value (NPV) were calculated with 95 % confidence intervals (CI).
Results  Cholangioscopy was technically successful in all patients (26/26). 
Visual assessment suggested malignancy in 14 cases, of which 10 were con-
firmed malignant and 16 benign. Visual evaluation demonstrated excellent 
diagnostic performance :

▪▪ Sensitivity of 100 % (95 % CI 69.2–100)
▪▪ Specificity of 87.5 % (95 % CI 61.7–98.4)
▪▪ PPV of 83.3 % (95 % CI 51.6–97.9)
▪▪ NPV of 100 % (95 % CI 76.8–100)
▪▪ Accuracy of 92.3 %.

No major adverse events were observed.
Conclusions  In this North African series, visual assessment by cholangioscopy 
showed excellent sensitivity and negative predictive value for indeterminate 
biliary strictures. Direct visualization can reliably guide early clinical decisions 
and biopsy targeting, reducing the need for additional invasive testing, while 
maintaining a favorable safety profile.
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Aims  To evaluate the diagnostic yield, accuracy, and safety of Endoscopic Ul-
trasound-Guided Fine-Needle Biopsy (EUS-FNB) for isolated periportal lym-
phadenopathy of unclear etiology. A secondary objective was to identify spe-
cific EUS morphological features predictive of underlying pathology, 
particularly tuberculosis (TB), a common cause in our setting [1, 2].
Methods  This prospective study, conducted at a single tertiary care centre, 
analyzed data from 68 patients who underwent EUS-FNB for isolated peripor-
tal lymphadenopathy between January 2021 and July 2022. Patients with a 
known primary malignancy were excluded. All procedures were performed by 
an experienced endosonographer using a 22-gauge core biopsy needle. Sam-
ples were systematically processed for histopathological examination and 
microbiological analysis, including GeneXpert ULTRA and MGIT culture. Final 
diagnoses were established using a composite gold standard of positive tissue 
analysis or clinical-radiological follow-up. Logistic regression was used to iden-
tify EUS predictors of TB (▶Table 1).
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▶Table 1	 

Parameter Univariate OR 
(95 % CI)

p-value Multivariate OR 
(95 % CI)

p-value

Irregular shape 6.94 (2.10 – 22.95) 0.0018 4.71 (1.08 – 20.57) 0.039

Hypoechoic 2.36 (0.25 – 22.60) 0.452 – –

Hyperechoic 1.42 (0.47 – 4.28) 0.543 – –

Heterogeneous 0.58 (0.21 – 1.62) 0.299 – –

Necrosis 4.43 (1.51 – 13.00) 0.006 3.28 (1.01 – 10.62) 0.049

Calcification 2.00 (0.54 – 7.40) 0.294 – –

Matting 4.06 (1.12 – 14.63) 0.033 3.03 (0.75 – 12.29) 0.118

Long-axis diameter 1.39 (0.74 – 2.60) 0.303 – –

Short-axis diameter 1.33 (0.80 – 2.22) 0.272 – –

▶Table 2	 

p Sensitivity ( %) Specificity ( %) PPV ( %) NPV ( %) Accuracy ( %) AUROC

Tuberculosis 94.0 100.0 100.0 85.7 95.6 0.97

Malignancy 87.5 100.0 100.0 98.4 98.5 0.93

TB + Malignancy 93.1 100.0 100.0 71.4 94.1 0.96

Results  Of 710 EUS procedures performed during the study period, 82 patients 
were referred for EUS-FNB of periportal lymph nodes, with 68 ultimately en-
rolled for analysis. The final diagnosis was tuberculosis in 47 patients (69.1 %), 
malignancy in 7 (10.3 %), and reactive lymphadenopathy in 10 (14.7 %). On 
multivariate logistic regression, an irregular lymph node shape (adjusted OR: 
4.71, p = 0.039) and the presence of necrosis (adjusted OR: 3.28, p = 0.049) 
were identified as independent predictors of a tubercular etiology. The inte-
gration of microbiological testing significantly enhanced diagnostic yield for 
tuberculosis; GeneXpert ULTRA and MGIT combined confirmed TB in 35 of 47 
cases (74.5 %), proving superior to histopathology alone, which was diagnostic 
in only 18 cases (40.4 %) (p = 0.00084). Overall, EUS-FNB demonstrated excel-
lent diagnostic accuracy, with 94 % sensitivity and 100 % specificity for tuber-
culosis, and 87.5 % sensitivity with 100 % specificity for malignancy. The pro-
cedure was very safe, with no major complications reported among the patients 
(▶Table 2).
Conclusions  EUS-FNB is a highly accurate, safe, and effective first-line diag-
nostic modality for isolated periportal lymphadenopathy. In regions where TB 
is prevalent, it is the most common etiology. Our findings strongly support a 
multi-modal diagnostic strategy, combining EUS imaging, histopathology, and 
advanced microbiological testing (GeneXpert and MGIT) to maximize diagnos-
tic yield, particularly for lymph node tuberculosis. Furthermore, EUS features 
such as irregular shape and necrosis are valuable independent predictors that 
can guide clinical suspicion and ensure timely patient management. This inte-
grated approach should be considered the standard of care
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Aims  Gastroesophageal reflux disease (GERD) is a frequent yet often under-
recognized cause of idiopathic hoarseness. Correlating voice-based acoustic 
changes with objective reflux measures may enable earlier diagnosis through 
non-invasive screening. This study aimed to develop and validate two diagnos-
tic models for predicting GERD in patients presenting with idiopathic hoarse-
ness, using comprehensive clinical, endoscopic, manometric, and pH-imped-
ance data as the diagnostic standard [1–2]
Methods  This was a prospective, single-centre, open-label, interventional 
study conducted between January 2021 and June 2023 across ENT, speech 
pathology, and gastroenterology departments. Patients aged 18–65 years with 
idiopathic hoarseness ≥ 6 weeks’ duration were included; those with structur-
al, infectious, neurological, or functional laryngeal disorders were excluded. 
All participants underwent video laryngoscopy (to determine Reflux Finding 
Score [RFS] and Reflux Symptom Index [RSI]), acoustic voice analysis using 
computerized software (Multi-Speech 3700, MDVP, KayPentax), esophagogas-
troduodenoscopy (EGD), high-resolution esophageal manometry, and 24-hour 
impedance pH-metry. GERD was diagnosed based on Los Angeles grade ≥ B 
esophagitis or abnormal acid exposure time (AET  >  6 %) or DeMeester 
score  >  14.72 (▶Table 1).
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▶Table 1	 

Scoring System Parameter Cutoff Value Points Assigned Maximum Score

G-HARP Scoring System NHR  ≥ 0.21 10 14

Absolute Jitter  ≥ 1.02 2 -

Shimmer Percentage  ≥ 3.14 2 -

G-HARP + Enhanced Scoring 
System

NHR  ≥ 0.21 5 20

Absolute Jitter  ≥ 1.02 2 -

Shimmer Percentage  ≥ 3.14 2 -

RSI  ≥ 13 6 -

Erosive Esophagitis on Endoscopy Present 5 -

Results  Out of 242 screened subjects, 40 were enrolled. Mean age was 
38.6  ±  14.8 years, with equal sex distribution. GERD was confirmed in 25 pa-
tients (62.5 %); 15 were classified as non-GERD (including reflux hypersensitiv-
ity and normal findings). GERD patients had significantly higher RSI (14.2  ±  3
.1 vs 11.4  ±  2.4; p = 0.002), RFS (10.3  ±  3.2 vs 6.6  ±  3.4; p = 0.04), absolute 
jitter (77.1 vs 50.4; p = 0.03), jitter percentage (1.98 vs 1.04; p = 0.04), and 
shimmer percentage (5.42 vs 3.62; p = 0.02). Multivariate analysis identified 
erosive esophagitis (OR 4.32; p = 0.04), RSI (OR 1.8; p = 0.018), absolute jitter 
(OR 1.01; p = 0.005), shimmer percentage (OR 0.93; p = 0.04), and NHR 
(OR 19.11; p = 0.03) as independent predictors. The G-HARP + Score, integrat-
ing acoustic, clinical, and endoscopic predictors, achieved AUROC 0.87 with 
88 % sensitivity and 85 % specificity. The G-HARP Score, based solely on acous-
tic markers (jitter, shimmer, NHR), achieved AUROC 0.82 with 85 % sensitivity 
and 80 % specificity, demonstrating robust non-invasive diagnostic perfor-
mance.
Conclusions  This study demonstrates that voice-based acoustic markers, par-
ticularly jitter, shimmer, and NHR, significantly correlate with reflux severity in 
idiopathic hoarseness. The proposed G-HARP and G-HARP + scores provide 
practical, quantitative tools for predicting GERD and can guide clinicians in 
identifying patients needing confirmatory reflux testing. These models offer a 
promising, non-invasive adjunct for early diagnosis and targeted management 
of reflux-associated voice disorders.
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Aims  Endoscopic ultrasound (EUS), combined with fine-needle biopsy (FNB) 
and histopathological examination, represents a key diagnostic tool for the 
assessment of deep-seated lymphadenopathy (mediastinal or abdominal). This 
technique provides excellent diagnostic accuracy, particularly in differentiating 
benign from malignant etiologies, thereby guiding appropriate therapeutic 
strategies. The aim of this study was to evaluate the contribution of EUS-guid-
ed fine needle aspiration (EUS-FNA) in the workup of mediastinal and abdom-
inal lymphadenopathy.

Methods  We conducted a retrospective descriptive study over a 4-year period 
(January 2020 – December 2024) in the Department of Hepato-Gastroenter-
ology. All patients who underwent EUS-guided FNB for lymphadenopathy were 
included. Exclusion criteria were: a prior diagnosis of granulomatous disease, 
known metastatic digestive cancer, and cases of inaccessible or sub-centimet-
ric lymphadenopathy [1–3].
Results  Out of 192 EUS procedures performed, 22 patients were included. The 
mean age was 53 years [20–82], with a male-to-female ratio of 0.8. The main 
presenting symptom was obstructive jaundice (45 %), sometimes associated 
with epigastric pain (9 %). Additional clinical findings included weight loss (4 
cases), incidental discovery during the evaluation of a pancreatic mass (3 cases), 
hemorrhagic syndrome (1 case), dyspnea with hemoptysis (1 case), and isolat-
ed abdominal pain (1 case).
Initial imaging (thoraco-abdominopelvic CT in 85 % of cases, MRCP in 20 %) 
revealed: confluent mediastinal and/or abdominal lymphadenopathy in 41 % 
of cases, pancreatic mass with lymph node involvement in 32 %, common bile 
duct thickening in 18 %, and gastric wall thickening in 2 cases.
EUS-FNB targeted abdominal lymph nodes in 64 % of cases, mediastinal in 23 %, 
and combined abdominal and mediastinal in 14 %. Abdominal lymph node lo-
cations included hepatic hilum (50 %), celiac (36 %), and perigastric (21 %); 
mediastinal lymph nodes were mainly at station 7 (85 %) and station 9 (15 %). 
The mean lymph node size was 23 mm [10–45]. Needles used were 20G (55 %) 
and 22G (45 %). The number of passes per biopsy ranged from 1 to 3, with 
fanning technique applied.
Histopathological analysis yielded malignant etiologies in 36 % of cases (5 pan-
creatic adenocarcinomas, 1 lymphoma, 1 neuroendocrine carcinoma, 1 undif-
ferentiated carcinoma), granulomatous disease in 18 % (2 sarcoidosis, 2 tuber-
culosis), reactive lymphadenitis in 41 %, and non-contributive hemorrhagic 
material in 5 %. No procedure-related complications were reported.
Conclusions  EUS combined with FNB has emerged as the reference examina-
tion for the assessment of deep-seated lymphadenopathy, particularly medi-
astinal and abdominal. In our series, diagnostic yield reached 95 % at the first 
histopathological analysis. This minimally invasive and well-tolerated technique 
represents an essential tool for ruling out malignancy or identifying specific 
disease processes, thereby allowing targeted therapeutic management.
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Aims  Screening and endoscopic removal of colorectal adenomas aim to pre-
vent progression to colorectal cancer. Hot snare polypectomy (HSP) has long 
been considered the standard technique for polyps larger than 4 mm. Howev-
er, cold snare polypectomy (CSP) has gained increasing attention due to its 
technical simplicity and potentially improved safety profile. The optimal tech-
nique for the resection of small colorectal polyps (4–10 mm) remains debated. 
The objective of this study was to compare the efficacy and complications of 
CSP versus HSP in the management of small colorectal polyps [1–3].
Methods  This was a retrospective comparative study conducted between 
January 2023 and December 2024 in a tertiary gastroenterology and endosco-
py unit. Patients aged over 30 years with colorectal polyps measuring 10 mm 
or less and resected by CSP or HSP were included. Efficacy outcomes included 
polyp retrieval rate, en bloc resection rate, and histologically complete resec-
tion rate. Complications assessed were immediate and delayed bleeding, 
post-procedural abdominal pain, and colonic perforation.
Results  A total of 186 patients with 232 polyps were included. The median age 
was 62 years. CSP was performed in 68 % of patients and HSP in 32 %. Submu-
cosal injection was used in 60.5 % of HSP cases compared to 14.4 % in CSP 
cases. Regarding efficacy, en bloc resection was achieved in 93.3 % of CSP cas-
es versus 83.7 % of HSP cases (p = 0.116). Polyp retrieval rates were 91.1 % with 
CSP and 81.4 % with HSP (p = 0.107). Histologically complete resection was 
obtained in 78.5 % of CSP cases and 77.1 % of HSP cases (p = 0.251). No signif-
icant difference was observed.
In terms of complications, immediate bleeding occurred in 4.4 % of CSP proce-
dures compared to 9.3 % of HSP procedures (p = 0.272). Delayed bleeding was 
significantly lower in the CSP group, occurring in 3.3 % of cases versus 11.6 % 
with HSP (p = 0.040). Post-procedural abdominal pain did not differ significant-
ly between the two groups (p = 0.32). One case of colonic perforation was re-
ported, occurring in the CSP group.
Conclusions  The efficacy of cold snare polypectomy is comparable to that of 
hot snare polypectomy in terms of complete resection of small colorectal pol-
yps. However, CSP significantly reduces the risk of delayed bleeding, without 
a clear advantage in preventing colonic perforation. These findings support the 
preferential use of CSP as the first-line technique for polyps measuring 4–10 
mm.
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Aims  Gastrointestinal bleeding due to rupture of esophageal varices is a major 
and potentially fatal complication of portal hypertension. Endoscopic band 
ligation is currently considered the gold-standard treatment. However, rebleed-
ing following ligation remains a serious event, and the factors associated with 
its occurrence are not yet clearly defined. The objective of this study was to 
assess the prevalence and identify the predictive factors of recurrent bleeding 
after endoscopic band ligation of esophageal varices [1–3].
Methods  A prospective, descriptive, and analytical study was conducted over 
a one-year period, from December 2023 to December 2024. It included fif-
ty-nine patients with portal hypertension who underwent endoscopic band 
ligation of esophageal varices.
The collected data included demographic characteristics, etiology of portal 
hypertension, severity scores of liver disease (Child-Pugh and MELD), endo-
scopic findings, details of the ligation procedure (number of sessions and bands 
used), associated treatments, eradication outcomes, recurrence of bleeding, 
and mortality. All data were obtained from medical records and analyzed using 
the Jamovi software.
Results  Fifty-nine patients were enrolled in the study. The mean age was 
55 ± 15 years (range 18–87 years), with a male-to-female ratio of 1.25. Cirrho-
sis was the predominant cause of portal hypertension, accounting for 83 % of 
cases (n = 49). The main etiologies were viral hepatitis in 24 % (n = 14), primary 
biliary cirrhosis in 3 % (n = 2), autoimmune hepatitis in 2 % (n = 1), iron overload 
in 2 % (n = 1), and nonalcoholic steatohepatitis (NASH) in 2 % (n = 1). Crypto-
genic cirrhosis represented 49 % (n = 29) of cirrhotic cases. Portal vein throm-
bosis was found in 15 % (n = 9), and Budd–Chiari syndrome in 5 % (n = 3).
The mean follow-up duration was 3.5 ± 3.5 years (range 1–16 years). Secondary 
prophylaxis was the indication for ligation in 92 % of patients (n = 54). A history 
of hematemesis associated with melena was reported in 88 % (n = 52), while 3 % 
(n = 2) had isolated melena. The mean number of previous bleeding episodes 
was 1.7 ± 1.1 (range 1–7).
Initial endoscopic findings revealed grade III esophageal varices in 85 % of pa-
tients (n = 50) and grade II in 19 % (n = 11). Portal hypertensive gastropathy was 
observed in 66 % (n = 39), and gastric varices were present in 46 % (n = 27).
A total of 140 ligation sessions were performed. Complete eradication of varices 
was achieved in 46 % of patients (n = 27), with a mean of 2.6 sessions per patient. 
The mean number of bands applied per session was 5 ± 1.9. Four patients 
achieved eradication after a single session, ten after two sessions, seven after 
three sessions, six after four sessions, and one patient required six sessions. 
Beta-blockers were contraindicated in 29 % of patients (n = 17).
The rebleeding rate was 18 % (n = 11), occurring after a mean interval of three 
weeks. Among these patients, 55 % were classified as Child-Pugh B, with an 
average of 2.8 sessions required for eradication. Notably, 63 % of patients who 
experienced rebleeding were not receiving beta-blockers. The mortality rate 
due to variceal rupture was 8 % (n = 5).
Conclusions  Statistical analysis did not identify any factor significantly asso-
ciated with rebleeding after endoscopic band ligation. However, the severity 
of liver dysfunction, particularly in patients with Child-Pugh B or C scores, ap-
peared to increase the risk of recurrence. Conversely, the use of beta-blockers 
was significantly associated with a reduced risk of rebleeding. These findings 
support the combined use of endoscopic band ligation and beta-blocker ther-
apy as an effective strategy for secondary prevention of variceal bleeding.
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Abstract Text
A 65-year-old man was admitted to the intensive care unit for bilateral pneu-
monia requiring invasive mechanical ventilation and requiring the use of sed-
ative drugs in continuous perfusion. In this context, the patient presents with 
upper gastrointestinal bleeding secondary to a gastric ulcer [1–3].
Urgent upper gastrointestinal endoscopy was performed, increasing the con-
tinuous infusion of Propofol 2 % to a dose of 3 mg/Kg/h. 12 hours after its infu-
sion, the patient began to have greenish coluria, with no signs of associated 
urinary infection. After 12 hours of discontinuing the drug, the coluria disap-
pears, with clear, yellowish urine that appears normal.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/6bdaccd5-6982-40d3-bd83-5828d6a5af3e/Uploads/19978_Propo-
fol_(1).mp4
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Background and Aims:The standard of care for resectable oesophageal cancer 
involves neoadjuvant chemotherapy or chemoradiotherapy followed by oe-
sophagectomy. However, major or complete histopathologic regression 
( ≤ ypT1N0) occurs in up to 40–45 % of patients treated with modern systemic 
regimens. In these cases, the necessity of radical surgery performed primarily 
to confirm complete tumour eradication is increasingly questioned. Advances 
in endoscopic techniques now allow local histologic evaluation and potential-
ly curative resection of residual tumours through natural orifice approaches. 
To our knowledge, this is the first reported case demonstrating the technical 
feasibility and oncological adequacy of an organ-sparing endoscopic resection 
following neoadjuvant chemotherapy for locally advanced oesophageal ade-
nocarcinoma [1–6].

Methods:A 65-year-old man with locally advanced oesophageal adenocarci-
noma (cT2N0M0, Siewert type II) received four cycles of neoadjuvant FLOT 
chemotherapy. Planned oesophagectomy was deferred after preoperative 
endoscopy revealed a 15-mm residual lesion at the oesophagogastric junction 
without endoscopic signs of invasion. The patient declined surgery and con-
sented to local, organ-sparing endoscopic resection as part of an active sur-
veillance strategy. The procedure was performed under general anaesthesia 
using an en bloc endoscopic submucosal dissection technique.
Results:The resection was completed without intra- or post-procedural com-
plications. Histopathological assessment revealed complete tumour regression 
with no residual adenocarcinoma (ypT0Nx) and clear resection margins (R0). 
Follow-up CT performed one month after the procedure showed no evidence 
of local or nodal disease. The multidisciplinary team subsequently recommend-
ed discontinuation of adjuvant therapy and continuation of active surveillance. 
At 12-month follow-up, CT demonstrated a new 6 × 16 mm para-oesophageal 
lymph node; endoscopic ultrasound with fine-needle aspiration confirmed re-
active inflammatory changes without malignancy. At 14 months, the patient 
remains asymptomatic and disease-free.
Conclusions:This first reported case demonstrates the technical and clinical 
feasibility of local, organ-sparing endoscopic resection following neoadjuvant 
chemotherapy for locally advanced oesophageal adenocarcinoma. Given that 
approximately one in five patients achieve a complete pathological response 
with neoadjuvant therapy, the universal requirement for oesophagectomy 
warrants reconsideration—particularly among multimorbid patients at high 
surgical risk. Local endoscopic resection enables histologic confirmation of 
treatment response and, in selected complete or near-complete responders, 
may offer curative potential within a multidisciplinary, response-adapted man-
agement strategy.
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Aims  Altered bowel habits, characterized by alternating constipation and di-
arrhea, are a frequent reason for requesting endoscopic evaluation. However, 
this symptom is nonspecific and may occur in both functional gastrointestinal 
disorders and organic diseases. Its isolated diagnostic value remains limited, 
and its use as a criterion for preferential endoscopic referral is controversial.
The aim of this study was to assess the clinical relevance of altered bowel rhythm 
as an indication for colonoscopy by determining its diagnostic yield and its 
relationship with associated clinical variables [1–4].
Methods  A retrospective observational study was conducted including 95 
patients who underwent colonoscopy between November 2024 and April 2025 
with alternating bowel rhythm as their main presenting symptom. Relevant 
demographic and clinical variables were collected from medical records and 
endoscopic reports. Data were analyzed using descriptive and comparative 
statistics to assess the diagnostic yield and potential associations with clinical 
factors.
Results  A total of 95 patients were analyzed, with a mean age of 64.2 years 
(SD 14.37). Women accounted for 62.1 % (59/95) and men for 37.9 % (36/95). 
A family history of colorectal cancer (CRC) was present in 7.4 % of cases. Among 
the patients in whom the bowel habit subtype was documented (n = 77), the 
mixed subtype was most common (54.5 %), followed by diarrhea-predominant 
(28.6 %) and constipation-predominant (16.9 %) types. Regarding symptom 
duration (n = 62), 43.5 % reported symptoms lasting more than one year, while 
46.8 % had symptoms lasting several months. Abdominal pain was reported by 
38.9 % of patients. Rectal bleeding occurred in 9.5 %, constitutional symptoms 
(asthenia, anorexia, or weight loss) in 14.7 %, and iron deficiency in 7.4 %. The 
proportion of patients with hemoglobin < 12 g/dL was 3.6 %, and the fecal occult 
blood test was positive in 10.5 % of cases.
At colonoscopy, the most frequent finding was no clinically relevant abnormal-
ity (46.3 %), defined as a normal examination or hemorrhoids as the sole finding. 
Diverticulosis was found in 29.5 % of cases. Polyps were identified in 35.8 %, 
including 11.6 % advanced and 24.2 % non-advanced lesions. Minor findings 
included microscopic colitis, ileitis, angiodysplasia, and nonspecific inflamma-
tory lesions, each accounting for ≤ 2 cases per entity.
A statistically significant association was observed between age and the pres-
ence of polyps (mean 67.9 vs. 62.1 years; p = 0.041) and between age and di-
verticulosis (mean 70.9 vs. 61.3 years; p = 0.002).
Conclusions  Alternating bowel rhythm as the main indication for colonoscopy 
demonstrated a limited diagnostic yield. Nearly half of the procedures revealed 
no relevant findings, and only a small percentage showed advanced polyps. 
Alarm features—such as anemia, iron deficiency, rectal bleeding, or a positive 
fecal occult blood test—were uncommon, further limiting the predictive value 
of this symptom in patients without additional risk factors.Although IBS is a 
clinical diagnosis, the nonspecific nature of its symptoms often leads to prior-
itized colonoscopy referrals without a strong evidence-based rationale.Our 
results suggest that, in the absence of alarm features, colonoscopy for this in-
dication can be managed within standard referral pathways rather than through 
expedited circuits, promoting a more rational use of resources.Applying more 
precise selection criteria, combining age, medical and family history, and symp-
tom characteristics, would enhance clinical decision-making and contribute to 
a more efficient allocation of endoscopic resources.
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Introduction  Gastric vascular ectasia (GVE) is a rare cause of upper gastroin-
testinal bleeding, responsible for roughly 4 % of cases. Most commonly it affects 
the gastric antrum (gastric antral vascular ectasia or GAVE). However, it can 
rarely involve the fundus—referred to as gastric fundal vascular ectasia (GFVE). 
GVE is more frequently diagnosed in elderly females and is associated with 
liver cirrhosis, autoimmune diseases, and other systemic conditions. Its pres-
entation ranges from chronic iron-deficiency anaemia to acute GI haemorrhage, 
and diagnosis is primarily based on endoscopic findings.
Case Description  A middle-aged male with a history of psoriatic arthritis and 
chronic iron-deficiency anaemia, was admitted with a 2-week history of mel-
aena. Initial bloods revealed an acute drop in Hb to 77g/L, down from 84g/L, 
indicating ongoing blood loss. After initial resuscitation, including blood trans-
fusion, an urgent OGD revealed multiple vascular ectasia in fundus, with active 
bleeding at three points, along with mild GAVE. Pulsed Argon Plasma Coagu-
lation (APC) was successfully applied, achieving immediate haemostasis. Ad-
ditionally, small Grade-2 non-bleeding oesophageal varices were noted. Fol-
low-up imaging confirmed liver cirrhosis (Child-Pugh-A). Patient's haemoglobin 
stabilised post-endotherapy, and no further GI bleeding episodes occurred. 
Intravenous iron therapy was administered, and symptoms markedly improved.
Discussion  While GAVE is typically found in the antrum, on the other hand 
GFVE is rare and often overlooked during endoscopy. Unlike traditional GAVE, 
which shows characteristic striped lesions (watermelon stomach), this patient’s 
presentation was diffuse and scattered.This case is significant due to the unu-
sual occurrence of bleeding originating from the fundal region. Endoscopic 
findings of GFVE may mimic other vascular lesions such as portal hypertensive 
gastropathy. Although not indicated, but histologically, it is characterised by 
dilated mucosal vessels, spindle cell proliferation, and fibrohyalinosis. Elevated 
vasodilatory hormones and impaired liver function may play a role in patho-
genesis. Endoscopic therapy, particularly APC, remains the first-line treatment 
and is effective in controlling bleeding and reducing transfusion requirements.
Conclusion  GFVE although rare, should be considered in patients presenting 
with unexplained GI bleeding, especially those with liver disease or autoimmune 
conditions. Early endoscopic evaluation is crucial, as diagnosis may easily be 
missed due to its atypical location and overlapping features with other gastric 
pathologies. APC is an effective treatment modality, as demonstrated in this 
case.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP032  When Good Is Not Good Enough: Superiori-
ty of Excellent Over Good Bowel Preparation for 
Proximal Serrated Polyp Detection in a FIT-Based 
Screening Cohort
Authors  Fantasia S1, Kayali S1, Cortegoso Valdivia P2, Andreotti S1, 
Macchi D1, Nervi G2, Pagano N3, Laghi L1

Institutes  1  University of Parma – Department of Medicine and Surgery, 
Parma, Italy; 2  Gastroenterology and Endoscopy Unit, University Hospital 
of Parma, Parma, Italy; 3  Ospedale Maggiore di Novara, Novara, Italy
DOI  10.1055/s-0046-1821359
Aims  The Proximal Serrated Polyp Detection Rate (PSDR) is an emerging qual-
ity indicator linked to post-colonoscopy colorectal cancer risk, but the benefit 
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of bowel cleanliness on its detection remains unclear. We evaluate the impact 
of excellent (Boston Bowel Preparation Scale [BBPS] 8–9) versus good (BBPS 
6–7) preparation on serrated (PSDR and sessile serrated lesion detection rate 
[SSLDR]) and adenoma-related (adenoma detection rate [ADR] and adenoma 
per colonoscopy [APC]) quality indicators in a FIT-positive screening cohort.
Methods  This retrospective single-center study of 1069 patients (age 50–69) 
undergoing screening colonoscopy after a positive FIT compared PSDR, SSLDR, 
ADR, and APC between excellent and good preparation groups using univariate 
and multivariate regression analyses.
Results  Excellent preparation showed a significantly higher PSDR (13.7 % vs. 
7.9 %; OR 1.84, 95 %CI 1.22–2.80, p = 0.004) and SSLDR (7.6 % vs. 4.0 %; OR 2.00, 
95 %CI 1.14-3.52, p = 0.016) than good cleansing. A linear relationship was ob-
served, BBPS 9 outperforming BBPS 8. No significant difference was found for 
ADR (50.4 % vs. 47.9 %; OR 1.10, 95 %CI 0.87-1.41, p = 0.424) and APC 
(MD = 0.103; 95 % CI, -0.071-0.277, p = 0.247).
Conclusions  Aiming for an excellent rather than a good bowel preparation is 
a critical strategy to maximize the detection rate of serrated pathway lesions 
and potentially reduce the incidence and mortality for interval colorectal can-
cer (CRC). This benefit does not extend to adenoma detection, underscoring 
the importance of PSDR and SSLDR as distinct and complementary quality 
indicators.
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Abstract Text
Endoscopic submucosal dissection (ESD) of the ileocecal valve and terminal 
ileum remains technically demanding due to poor scope stability and adipose 
tissue interference. The undersaline ESD technique combined with internal 
traction may enhance safety and efficiency in such complex cases. A 71-year-old 
patient was referred for ESD of a 4 cm non-granular flat adenoma involving the 
entire ileocecal valve and approximately two-thirds of the last 1 cm of the 
terminal ileum. Circumferential incision was performed under saline immersion 
using a tip-cutting knife with flushing capability. A mucosal flap was created at 
the anal side to allow clip and band countertraction. The lesion was removed 
en bloc, and the mucosal defect was partially closed with clips. Oral budesonide 
was given for two months to prevent ileal stricture. The patient has an unevent-
ful recovery without relapse at 3 months of follow up.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/392f9fd9-31e0-4bec-b523-25282aef029f/Uploads/19978_Ileoce-
cal_ESD %20ESGE %202025Days %2013-10-2025 %20 %20.mp4
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Aims  For patients with advanced gastric cancer (GC) without metastasis, gas-
trectomy in combination with chemotherapy is generally recommended. Some 
patients are too frail for such invasive treatment because of old age or comor-
bidities. In the LE-RACUS trial, we are testing the feasibility of Laparoscopic and 
Endoscopic Cooperative Surgery (LECS) as a less invasive treatment option. 
During the LECS procedure the tumor is first marked from the inside with an 
endoscopic knife, followed by perforation of the gastric wall and laparoscopic 
removal under endoscopic visualization. The current evidence of LECS for ad-
vanced GC is based solely on case reports, as no prospective or retrospective 
studies have been published. Here, we are reporting on the outcomes of the 
first four patients of the trial [1, 2].
Methods  A single-center prospective phase 1 trial. Patients with cT2-4aN0M0 
GC Borrman type 1-2 < 5 cm, or type 3 < 2 cm are considered for inclusion if 
they have been tumor board assessed as not fit for standard surgery. Exclusion 
criteria are Borrman type 4 and tumors close to the cardia. The primary objec-
tive is the safety of LECS, defined as Clavien-Dindo score ≥ III. The secondary 
objectives are any complications, postoperative bleeding or perforation, oper-
ation time, radicality, 30-day and in-hospital mortality, hospital stay.
Results  To date, four patients have been enrolled. The median age was 88 years 
(range 75-95), with a median Charlson comorbidity index of 6.5 (range 5-10). 
Median tumor size was 3.5 cm (range 2-5), located in the fundus (n = 2), body 
(n = 1), and antrum (n = 1). All patients underwent the LECS procedure success-
fully. Postoperative events included one case of intra-abdominal abscess re-
quiring percutaneous drainage and one case of fever on day 3, treated with 
antibiotics. No cases of postoperative bleeding, perforation, or other major 
complications were observed during follow-up. The median operation time 
was 186.5 minutes (range 171-230), and the median hospital stay was 6.5 days 
(range 3-19). There were no perioperative deaths. Pathology revealed T1am2, 
T1bSm1, T2 and T4 adenocarcinoma, two of which were tubular subtype, one 
tubular/papillary type and one signet ring cell type. Radical resection was 
achieved in 3 out of 4 cases.
Conclusions  The preliminary results from the LE-RACUS trial indicate that LECS 
is a feasible option for patients with non-metastatic advanced gastric cancer 
who are considered too frail for standard surgery. However, the complete trial 
results are warranted for better assessment of this innovative approach.
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Astra Zeneca, speaker, no personal fees
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eP035  Four cases of succesfull endoscopic closure 
of rectourethral fistula
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Aims  Rectourethral fistula is a devastating condition occuring usually as a 
complication of radical prostatectomy or pelvic irradiation. Classical treatment 
requires surgical repair with derivation of the urine and stool with temporary 
cysto and colostomy.
Methods  We present four cases of sucessful endoscopic closure of rectoure-
thral fistula using different endoscopic procedures.
Results  First patient was presented to our department with rectourethral fis-
tula as a complication of difficult urinar catheterisation. During the catheteri-
sation, tip of the catheter was inadvertely pushed into the distal rectum and 
inflated baloon stayed there for 3 days. After the CT scan was done, urologist 
took out the catheter and placed percutanoeus cystostomy. We started closing 
the fistula in a three week period; first and second intervention consisted of 
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argon plasma coagulation of the fistula edges and 2ml fibrin glue application, 
and durin the third intervention over-the scope clip 14/6 was placed and com-
pletely closed the fistula. Other three patients were presented to our hospital 
with the persistent fistula as a complication of radical prostatectomy. In one 
patient urologist already tried to close the fistule with two surgical procedures 
and the patient had cystostomy and sygmoidostomy but the fistulous tract 
persisted. Endoscopically fistula was located 3 cm orally from the anal verge 
with lumen of 3 mm; we performed three procedures with argon plasma co-
agulation of the edges, 2 ml fibrin glue and clip closure (tulip bunde techique 
twice, third time over the scope clip 14/6 application. After one month CT scan 
was done and revealed total fistula occlusion so cystostomy and sygmoidosto-
my were taken out. Third and fourth patients were presented immediately 
after prostatetctomy when fistula was detected (3 weeks after the surgery) so 
only one endoscopic intervention with argon plasma coagulation of the fistula 
edges, fibrin glue application and over-the scope clips 14/6 placement was 
enough in both patients to sucesfully close the fistulous tract.
Conclusions  With development of new endoscopic techniques, complex cas-
es like refractory rectourethral fistula that usually required surgical treatment, 
can be adequately treated with minimally invasive endoscopic approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP036  Complete resolution of ileus with placement 
of LAMS hot axios due to stenotic ileocolic anasto-
mosis
Authors  Markos P1, Majerovic M1, Bradic T1, Cavlina Sevo M1, Kalauz M1

Institute  1  University Hospital Center Zagreb, Zagreb, Croatia
DOI  10.1055/s-0046-1821363
Abstract Text
We present a case of a 40-year old male that presented in our emergency de-
partment with clinical signs of ileus. He has been operated (subtotal colectomy 
with formation of ileosigmoid anastomosis) due to obstructive Crohn's disease 
in 2015. Five days before actual clinical presentation he was on an elective 
colonoscopy that revealed fibrotic stenosis of the anastomosis, not passable 
with the scope, lumen width 4-5 mm.
During the next few days he started feeling bloated with progressive abdominal 
pain, nausea, absence of stool and at the end vomiting. He came to our emer-
gency room- basic lab test were normal with just slight elevation of inflamma-
tory parameters, but X-ray and then CT scan revealed ileus on the level of the 
ileocolic anastomosis. He was seen by a surgeon, started with conservative 
treatment (NG tube, antibiotics), but during the next 12 hours clinical condition 
and x-ray did not improve. After that we have been consulted by a surgeon and 
made a quick decision to perform endoscopy that revealed complete obstruc-
tion of the ileocolic anastomosis. Due to high surgical risk (multiple adhesions, 
risk of anastomotic leak and formation of high output stoma), we offered the 
patient possibility of urgent endoscopic intervention/decompression.
We changed the scope to therapeutic one, pushed the LAMS hot axios 
20x10mm through the working channel and with the help of guide wire and 
fluoroscopy placed the LAMS in classical manner over the anastomosis. Imme-
diately after the LAMS placement, liquid stool was evacuated. During the next 
day patient had multiple stool and gas evacuation and complete clinical and 
radiological regression of ileus so he was discharged 48 hours after the proce-
dure.
LAMS was extracted with forceps 3 weeks after the placement, anastomosis 
was widely opened, and the patient remained completely asymptomatic during 
the follow up.
This case is to show that with slightly "extraordinary" approach we can save the 
patient from radical surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 75-year-old man presented with complete proximal esophageal obstruction. 
Nutrition was maintained via gastrostomy after total laryngectomy with neo-
pharynx creation and radiotherapy for laryngeal cancer six years earlier. Endo-
scopic gastropexy was first performed to protect the fistulous tract. The gas-
trostomy was dilated to 18 mm and a 9 mm scope was advanced through the 
fistula into the esophagus. Progressive dissection with an ESD knife recreated 
a 6 cm neo-lumen toward the hypopharynx. For the final 2 cm, transillumination 
from an oral endoscope guided the rendezvous. The patient recovered une-
ventfully and undergoes weekly dilations at 15 mm. At 5 months of follow up, 
he can swallow liquids and soft food.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/5d2766ef-a899-44a0-970a-a875854cfd56/Uploads/19978_
POETRE2025_ESGEDAYS %208-11-25.mp4
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Case presentation  We report two cases of colonic polyps with a distinctive 
worm-like, headless appearance. In the first case, a 80 year-old man with no 
significant medical history underwent colonoscopy, revealing a pedunculated 
polyp without a defined head in the descending colon, which was successfully 
removed via endoscopic mucosal resection (EMR). In the second case, a 77 
year-old woman was found to have nine elongated, worm-like polyps — five in 
the transverse colon and four in the descending colon. Two smaller headless 
stalk-like polyps were removed with a cold snare. However, removal of a larger 
polyp was unsuccessful due to a firm fibrous band within the stalk, causing snare 
entrapment. The snare catheter was transected, and a coagrasper forceps was 
used to sever the fibrous band, allowing safe snare extraction. Two clips were 
applied at the resection site. Histopathology in both cases revealed findings 
consistent with mucosubmucosal elongated polyps (MSEPs) [1, 2].
Conclusion  MSEPs are rare, benign colorectal lesions, accounting for approx-
imately 0.1-0.39 % of all polyps. They consist of normal mucosa overlying a 
submucosal core with dilated, thick-walled veins aligned along the polyp’s long 
axis. Their etiology is thought to involve mechanical traction on the mucosa 
and submucosa during intestinal motion, particularly in anatomically vulnera-
ble segments of the colon. As demonstrated in our cases, large MSEPs should 
preferably be removed via EMR rather than cold snare polypectomy, to minimize 
the risk of snare entrapment caused by the dense fibrous tissue within the stalk.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP039V  Wide-field right colon ESD made easy with 
undersaline immersion and multifocal countertrac-
tion
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Abstract Text
Right colon ESD for large polyps is challenging due to poor maneuverability 
and the high risk of perforation. In this video we demonstrate the strategy for 
safe wide field dissection using the following steps: 1) undersaline immersion 
2) circumferential incision 3) multifocal traction with multiple complexes of 
clips and bands 4)dissection with a pediatric scope with an attached tapered 
cap and the use of an ESD knife with saline jet properties.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/343e3a10-3701-4a1c-8abc-067dd750158e/Uploads/19978_Right_
colon %20ESD %20ESGE %20Days %202025.mp4
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Aims  Patients with liver cirrhosis are considered at increased risk for bleeding 
complications after endoscopic procedures due to impaired haemostasis. How-
ever, evidence-based risk stratification for colorectal polypectomy in this pop-
ulation remains limited. This study aimed to identify cirrhosis-specific and 
universal risk factors for post-polypectomy bleeding by comparing patients 
with liver cirrhosis to matched non-cirrhotic controls.
Methods  Data were retrospectively obtained for 285 patients, including 96 
patients with liver cirrhosis who underwent colorectal polypectomy (pol-
yps ≥ 5mm) between 2013-2023. Matching was performed by age, gender, and 
comorbidity index. The primary endpoint was any bleeding, secondary end-
points were intraprocedural bleeding, delayed bleeding, and other severe 
complications. Risk factors were analyzed using univariate logistic regression.
Results  Universal risk factors across both groups included PTT (cirrho-
sis: ≥ 32.2s, OR 6.15, p = 0.022; controls: ≥ 31s, OR 2.83, p = 0.007), INR (cirrho-
sis: ≥ 1.3, OR 3.12, p = 0.031; controls: ≥ 0.92, OR 3.24, p = 0.023), and lower 
GOT values, which showed a paradoxical protective association in both groups 
(cirrhosis: ≥ 28 U/L, OR 0.22, p = 0.029; controls: ≥ 28 U/L, OR 0.29, p = 0.011). 
Cirrhosis-specific risk factors were spleen diameter ≥ 18cm (OR 3.89, p = 0.026) 
and MELD score ≥ 15 (OR 3.27, p = 0.044). In controls, polyp size ≥ 15mm was 
the strongest predictor (OR 4.69, p < 0.01), while protective factors included 
platelet count > 211 × 10⁹/μl (OR 0.42, p = 0.022) and prothrombin activi-
ty ≥ 114 % (OR 0.1, p = 0,027). In the overall cohort analysis (n = 285), polyp size 
emerged as the dominant risk factor ( ≥ 16mm: OR 4.26, p < 0.01). Liver cirrho-
sis itself was not an independent predictor, and bleeding rates did not differ 
significantly between cirrhotic and non-cirrhotic patients.

Conclusions  Risk assessment for post-polypectomy bleeding should be indi-
vidualized, not predetermined by cirrhosis status. Universal risk factors – PTT, 
INR and polyp size – apply across groups with different thresholds. Cirrho-
sis-specific markers like MELD and spleen size need targeted evaluation. Cru-
cially, liver cirrhosis itself was not an independent bleeding risk factor. Our data 
suggest that safe polypectomy is achievable in well-selected cirrhosis patients 
and that bleeding risk may by further reduced using tailored risk stratification.
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Abstract Text
Upper gastrointestinal bleeding (UGB) is a frequent and potentially life-threat-
ening condition that is managed in most cases with endoscopic therapy 1. 
Endovascular therapy (ET) or, rarely, surgical therapy are generally required in 
case of uncontrolled or refractory bleeding 2. We present the case of a 77-year-
old woman who presented to the emergency department (ED) for melena. Due 
to hemodynamic instability and the evidence of gastroduodenal pseudoaneu-
rysm with active duodenal bleeding at urgent TC, a direct ET was performed. 
After 5 days, the patient presented jaundice and inflammatory markers’ eleva-
tion (total/direct bilirubin 5/3.2, GGT 350, ALP 430, WBC 15.2, PCR 14.5). 
Cross-sectional imaging revealed pancreatic necrosis with edematous thick-
ening of the duodenal wall, but without clear evidence of biliary obstruction. 
Endoscopic ultrasound (EUS) was therefore performed, which showed a slight-
ly dilated common bile duct (CBD) with caliber reduction in the pre-papillary 
tract due to a hypoechoic mass determining the loss of duodenal wall stratifi-
cation, compatible with pancreatic tissue and pseudoaneurysm necrosis. Hy-
perechoic non-projecting material inside the CBD and gallbladder, and slight 
dilation of the intrahepatic biliary ducts were also observed. On EUS basis, an 
endoscopic retrograde cholangiopancreatography (ERCP) was performed. 
During ERCP, the descending duodenum mucosa appeared covered by fibrin-
ous-necrotic material mixed with biliary material. Vater papilla was markedly 
fragile and surrounded by necrotic tissue. CBD was selectively cannulated, and 
a fully covered biliary metal stent 10 mm x 40 mm was placed, with prompt 
outflow of purulent bile and an hourglass appearance of the stent, due to com-
pression exerted by the pseudoaneurysm and pancreatic necrotic tissue. After 
ERCP, the patient progressively recovered from jaundice and presented a few 
episodes of melena, managed with medical therapy until Hb values became 
stable. The patient was initially maintained fastened with a nasogastric tube 
(NGT), and progressively fed with enteral nutrition and then with oral diet. 
After 1 month, an esophagogastroduodenoscopy was performed, showing 
normal duodenal mucosa with the biliary stent through the papilla. A TC was 
performed after 6 months, which showed a reduction of the necrotic area with 
well-positioned biliary stent and aerobilia. An ERCP for stent removal is sched-
uled within 1 month. This case shows how endoscopy may be necessary and 
resolutive in UGB, not only as a first-line treatment, but also in the event of 
complications arising from other therapeutic strategies. Endoscopists should 
thus be ready to promptly and transversely intervene [1, 2].
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Aims  Colorectal cancer (CRC) incidence can be reduced through detection 
and removal of advanced polyps. Appropriate surveillance intervals after index 
colonoscopy are essential to balance cancer prevention with resource optimi-
zation. Delayed surveillance may increase the risk of advanced lesions or CRC 
incidence, whereas premature or unnecessary procedures expose patients to 
avoidable risks and burden endoscopy units.The aim of this study was to eval-
uate the adequacy of post-polypectomy surveillance indications according to 
European Society of Gastrointestinal Endoscopy (ESGE) guidelines. Secondary 
objectives included identifying factors associated with inadequacy and assess-
ing physicians’ knowledge of surveillance intervals
Methods  A retrospective, single-center, observational study was conducted. 
All colonoscopies performed between January 1st and June 30th, 2024, were 
reviewed. Only procedures indicated for post-polypectomy surveillance were 
included. To assess knowledge, a questionnaire with four clinical scenarios was 
sent to referring physicians.
Results  Of 3,096 colonoscopies performed, 481 (15.5 %) were post-polypec-
tomy surveillance procedures. Among these, 270 (56.1 %) had an inappropriate 
indication. Most of them (28.3 %) corresponding to patients who did not require 
colonoscopy.The rate of advanced polyps was higher in delayed surveillance 
colonoscopies compared with those not requiring follow-up (16.5 % vs 5.1 %, 
p = 0.024).Inappropriate indications were significantly associated with patients 
having four or fewer adenomas in the previous colonoscopy (40.4 %, p < 0.001). 
Requests from primary care showed a higher inadequacy rate compared with 
those from the gastroenterology department (79 % vs 39.9 %, p < 0.001). Ap-
propriate indications were more frequent when colonoscopies were performed 
within the CRC screening program (65 % vs 35.5 %, p < 0.001).In the knowledge 
survey, 28 responses were received. The accuracy rate was ≥ 50 % for all scenar-
ios. The lowest score corresponded to surveillance after an advanced adenoma 
with high-grade dysplasia and size > 10 mm, while the remaining cases 
showed > 75 % correct answers.
Conclusions  Adherence to ESGE post-polypectomy surveillance guidelines 
was low in our setting, with over half of colonoscopies inappropriately indicat-
ed. Most unnecessary requests corresponded to patients without an indication 
for endoscopic follow-up [1, 2].
Referral from primary care, fewer than four adenomas, and absence from pop-
ulation-based screening programs were factors associated with inappropriate 
indications.
The overall level of knowledge among referring physicians was acceptable but 
could be improved, particularly in cases involving advanced adenomas with 
high-grade dysplasia.
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Abstract Text
A 73-year-old man presented with dysphagia and cough. An esophagram re-
vealed bilateral Killian-Jamieson diverticula. The contrast filled both diverticu-
la before gradually passing into the esophagus. During endoscopy, food debris 
was removed. Submucosal injection was followed by a small mucosotomy at 
the proximal septum using a Hybrid knife. The submucosal fibers were trimmed 
to expose the circular muscle. Submucosal tunneling was performed at the 
edges of the muscle with repeated injections to protect the mucosa on both 
sides. Myotomy was then carried out down to the bottom of the diverticulum. 
The mucosotomy was closed with four clips. A contrast study showed no ex-
travasation and improved passage into the esophagus. The patient’s dysphagia 
resolved on follow-up two years later.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/7a03f580-b9cb-4229-aeaa-67425b7a1f12/Uploads/19978_KJ_
poem.mp4
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Abstract Text
Herpes simplex virus (HSV) esophagitis (HSE) is classically associated with im-
munocompromised states, whereas eosinophilic esophagitis (EoE) is a chronic 
immune-mediated condition characterized by esophageal eosinophilic inflam-
mation. We present an unusual case of HSV esophagitis as the initial manifes-
tation leading to the diagnosis of EoE in a previously healthy adolescent [1, 2].
A 17-year-old male with no history of atopy, food allergies, or immunodeficien-
cy presented with fever and odynophagia of two days duration. At admission, 
an upper endoscopy was performed which revealed multiple well-demarcated, 
punched-out ulcers with fibrin exudate along the mid and distal esophagus 
from which biopsied were obtained. Physical examination was unremarkable, 
and laboratory results, including HIV and immunologic screening, were within 
normal limits except from an elevated C-reactive protein value. Biopsies demon-
strated viral cytopathic changes consistent with HSV infection, while HSV IgM 
serology was negative. The patient was treated with oral valacyclovir at a dose 
1000mg twice daily for 10 days, with rapid clinical improvement and complete 
symptom resolution.
One month later, follow-up endoscopy was performed to confirm mucosal 
healing. The ulcers had completely resolved. Surprisingly, new findings of eso-
phageal rings and longitudinal furrows were observed throughout the esoph-
agus. Biopsies from mid and proximal esophagus revealed dense eosinophilic 
infiltration exceeding 150 eosinophils per high-power field, confirming a diag-
nosis of eosinophilic esophagitis. The patient was started on high-dose proton 
pump inhibitor (PPI) therapy After two months of treatment, repeat biopsies 
showed reduction of eosinophilic infiltration ( < 15 eosinophils per high-power 
field)
This case illustrates an uncommon sequence in which HSE preceded the diag-
nosis of EoE in an immunocompetent patient. The relationship between these 
two entities remains uncertain, but several hypotheses have been proposed. 
HSV infection may act as a trigger for local mucosal immune activation, leading 
to eosinophilic inflammation and unmasking a latent predisposition to EoE. 

S413

http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/7a03f580-b9cb-4229-aeaa-67425b7a1f12/Uploads/19978_KJ_poem.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/7a03f580-b9cb-4229-aeaa-67425b7a1f12/Uploads/19978_KJ_poem.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/7a03f580-b9cb-4229-aeaa-67425b7a1f12/Uploads/19978_KJ_poem.mp4


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Alternatively, an underlying EoE-related epithelial barrier dysfunction might 
predispose to viral infections. Regardless of the mechanism, this case empha-
sizes the importance of follow-up endoscopy after HSE, even in immunocom-
petent individuals.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP045  Difference in Immune Profiling According to 
the Presence or Absence of Metabolic Dysfunc-
tion-Associated Steatotic Liver Disease in Ulcerative 
Colitis Patients
Author  Soh J1

Institute  1  Hallym University Sacred Heart Hospital, Anyang, Republic of 
Korea
DOI  10.1055/s-0046-1821372
Aims  Inflammatory bowel disease and metabolic dysfunction-associated ste-
atotic liver disease (MASLD) are chronic diseases associated with gut dysbiosis 
and systemic inflammation. MASLD is common in ulcerative colitis (UC) with 
prevalence rates ranging from 1.5 % to 55 %. However, the influences of each 
disease were poorly explored. The profiling of immune cells could be helpful 
for identifying the association of chronic inflammatory diseases. We compared 
immune marker expression of colonic tissues between UC patients according 
to presence or absence of MASLD [1–4].
Methods  We enrolled patients who underwent colonoscopic biopsies on active 
inflammation and CT scan to differentiate steatotic liver at the time of UC di-
agnosis. We included 24 UC patients, 12 with MASDL and 12 without. The ex-
pression levels of CD8, CD68, CD163, Foxp3, and programmed cell death pro-
tein-1 (PD-1) cells were evaluated by quantitative multispectral imaging.
Results  We enrolled patients who underwent colonoscopic biopsies on active 
inflammation and CT scan to differentiate steatotic liver at the time of UC di-
agnosis. We included 24 UC patients, 12 with MASDL and 12 without. The ex-
pression levels of CD8, CD68, CD163, Foxp3, and programmed cell death pro-
tein-1 (PD-1) cells were evaluated by quantitative multispectral imaging.
Conclusions  The immune cells including M1 macrophages and exhausted T 
cells showed different expressions depending on the presence of MASLD in UC 
patients. Immune profiling might be helpful for predicting diagnosis and prog-
nosis in UC patients with comorbidity of MASLD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP046  Preventing Post-ESD Coagulation Syndrome 
Using Nexpowder: A Retrospective Multicenter Study
Authors  Lee WM1, Shin J2, Seong G3, Maeng JH4, Cha B5, Kwon KS2, Lee JH6, 
Kim JO7, Ko BM1

Institutes  1  Soonchunhyang University Bucheon Hospital, Bucheon, 
Republic of Korea; 2  Inha University Hospital, Incheon, Republic of Korea; 
3  Nowon Eulji Medical Center, Seoul, Republic of Korea; 4  Utah-Inha DDS & 
Advanced therapeutics research center, Incheon, Republic of Korea; 5  Inha 
University Hospital, Inhang-ro, Jung-gu, Incheon, South Korea, Incheon, 
Republic of Korea; 6  Dong-A university hospital, Busan, Republic of Korea; 
7  Soonchunhyang University Seoul Hospital, Seoul, Republic of Korea
DOI  10.1055/s-0046-1821373
Aims  Endoscopic submucosal dissection (ESD) is an established curative treat-
ment for lateral spreading tumors and early colorectal cancer, but it can cause 
procedure-related complications such as post-ESD coagulation syndrome 
(PECS). Proximal tumor location is a known independent risk factor for PECS. 
Nexpowder (NEXTBIOMEDICAL CO., LTD.Nextbiomedical, Incheon, Republic 
of Korea), a highly adhesive hemostatic powder approved by the US FDA for 
non-variceal upper gastrointestinal bleeding, has demonstrated efficacy in 
preventing rebleeding. This study aimed to evaluate the prophylactic efficacy 
of Nexpowder in preventing PECS after colorectal ESD for high-risk proximal 
lesions [1–5].
Methods  This retrospective multicenter study included patients who under-
went colorectal ESD between April 2023 to October 2024 for proximal colonic 
lesions, without perforation, muscular injury, or prophylactic clipping. Nexpowder 
was applied prophylactically in 35 patients (46.7 %), while 40 patients (53.3 %) 
served as controls. PECS was defined as postprocedural abdominal pain, fever, and 
elevated inflammatory markers requiring antibiotics (▶Table 1).

▶Table 1	  Study outcomes

Variables Control 
group 
(n = 40)

Nexpow-
der 
group 
(n = 35)

P-value

PECS, n ( %) 8 (20.0) 1 (2.9) 0.032 + 

Abdominal pain ( ≥ NRS 
4)

9 (22.5) 2 (5.7) 0.053 + 

Fever ( ≥ 38.0℃) 9 (22.5) 1 (2.9) 0.016 + 

White blood cell count 
increase, /ul

9 (22.5) 6 (17.1) 0.561

C-reactive protein 
increase more than 1mg/
dL

11 (27.5) 6 (17.1) 0.406

Powder associated 
adverse event, n ( %)

Colonic obstruction 0 (0.0) –

Perforation 0 (0.0) –

Infection 0 (0.0) –

Embolization 0 (0.0) –

§Median (range); + Fisher exact test ;*P-values were calculated using 
the t-test or Fisher calculated using of the control group and the 
Nexpowder group

Results  PECS occurred in nine patients overall. The incidence of PECS was sig-
nificantly lower in the Nexpowder group (2.9 %) than in the control group 

S414



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

(20.0 %; p = 0.032). All cases improved with conservative treatment, and no 
surgical intervention was required.
Conclusions  Prophylactic application of Nexpowder significantly reduced the 
incidence of PECS after high-risk colorectal ESD. This study provides the first 
clinical evidence that a topical barrier agent may serve as a simple and effective 
preventive strategy for PECS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP047  Bowel Cleansing in Colonoscopy: Determin-
ing Factors for Adequate Preparation
Authors  Pérez Pérez J1, Prieto Doblado M1, Perez Martin S1, Diego CL1, 
Fernández Jiménez B1, Izquierdo García A1, Amores Atance M1, 
Garrido Gallego F1, Adan Merino L1, Ponferrada-Díaz Á1

Institute  1  Hospital Universitario Infanta Leonor, Madrid, Spain
DOI  10.1055/s-0046-1821374
Aims  To identify factors associated with adequate bowel cleansing prior to 
colonoscopy.
Methods  A retrospective observational study was conducted including all 
colonoscopies performed at our center during the first quarter of 2025. Adult 
patients without prior gastrointestinal resection were included and categorized 
according to the Boston Bowel Preparation Scale (adequate: ≥ 6; poor: < 6). 
Clinical variables analyzed included comorbidities (ASA classification), regular 
medication, BMI, abdominal circumference, alcohol consumption, physical 
exercise on the day of the procedure, bowel habits, use of laxatives or proki-
netics, fasting hours for solids and liquids, timing of bowel preparation doses, 
duration of low-residue and liquid diets, presence of diverticula, and prior ab-
dominal surgery [1–3].
Results  A total of 206 patients (110 women, 96 men; mean age 57.5 years) 
were analyzed. Adequate bowel cleansing was achieved in 198 patients (96.1 %), 
while 8 (3.9 %) had suboptimal preparation. Statistically significant differences 
between groups were found for physical exercise on the day of the procedure, 
comorbidity level (ASA classification), fasting duration on a liquid diet, and the 
timing of completion of the last bowel preparation dose (▶Table 1).

▶Table 1	  Comparative Table of Variables Between Groups With Good/Poor Bowel Preparation. Statistical Analysis Table Between Groups With Good 
and Poor Bowel Preparation.

Variable Total Sample (n = 206) Good Preparation 
(Boston ≥ 6 points, 
n = 198)

Poor Preparation 
(Boston < 6 points, n = 8)

p-value 
( < 0.05)

Sex (n) Women: 110Male: 96 Women: 103Male: 95 Women: 7Male: 1 0.071

Median age (years) 57.5 (W: 57 / M: 59) 62 56.5 0.796

Median BMI 25.8 (W: 25 / M: 26.1) 25.95 34.7 0.535

Median weight (kg) 72 (W: 65 / M: 79) 68.5 96.5 0.673

Median abdominal circumfer-
ence (cm)

95 86.5 136 0.943

Diabetes Mellitus (DM) 23 21 2 0.247

Hypothyroidism 22 21 1 1.000

Hyperthyroidism 1 1 0 1.000

Neurological disorders 6 6 0 1.000

Alcohol consumption (n) None: 98Occasional: 
81Daily: 27

None: 94Occasional: 
79Daily: 25

None: 4Occasional: 
2Daily: 2

0.222

Bowel habit  < 2/week: 42–5/week: 
41Daily: 134 > 1/day: 27

 < 2/week: 42–5/week: 
40Daily: 127 > 1/day: 27

 < 2/week: 02–5/week: 
1Daily: 7 > 1/day: 0

0.917

Use of laxatives None: 187Macrogol: 
5Soluble fiber: 4Others: 10

None: 180Macrogol: 
5Soluble fiber: 4Others: 9

None: 7Macrogol: 
0Soluble fiber: 0Others: 1

1.000

Use of prokinetics None: 205Levosulpiride: 
1Dopamine antagonist: 
0Metoclopramide: 0Others: 
0

None: 197Levosulpiride: 
1Dopamine antagonist: 
0Metoclopramide: 0Others: 
0

None: 8Levosulpiride: 
0Dopamine antagonist: 
0Metoclopramide: 
0Others: 0

0.860

Use of enemas No: 206Yes: 0 No: 198Yes: 0 No: 8Yes: 0 ---

Opioid consumption No: 196Yes: 10 No: 188Yes: 10 No: 8Yes: 0 0.520
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▶Table 1	  Comparative Table of Variables Between Groups With Good/Poor Bowel Preparation. Statistical Analysis Table Between Groups With Good 
and Poor Bowel Preparation.

Variable Total Sample (n = 206) Good Preparation 
(Boston ≥ 6 points, 
n = 198)

Poor Preparation 
(Boston < 6 points, n = 8)

p-value 
( < 0.05)

Previous abdominal surgeries None: 133Cholecystectomy: 
13Abdomino-inguinal 
hernias: 7Gynecologic: 
28Urologic: 1Others: 24

None: 129Cholecystectomy: 
12Abdomino-inguinal 
hernias: 7Gynecologic: 
27Urologic: 1Others: 22

None: 4Cholecystectomy: 
1Abdomino-inguinal 
hernias: 0Gynecologic: 
1Urologic: 0Others: 2

0.458

ASA classification ASA I–II: 189ASA III–IV: 17 ASA I–II: 184ASA III–IV: 14 ASA I–II: 5ASA III–IV: 3 ASA I-II: 0.765
ASA III/IV: 0.040

Physical activity on the day None: 186Walking: 
18Aerobic: 2

None: 179Walking: 
17Aerobic: 1

None: 5Walking: 
1Aerobic: 1

0.008

Diverticulosis No: 131Yes: 75 No: 125Yes: 73 No: 6Yes: 2 1.000

Evacuating solution Pleinvue: 160Bohm: 
9Citrafleet: 37

Pleinvue: 152Bohm: 
9Citrafleet: 37

Pleinvue: 8Bohm: 
0Citrafleet: 0

0.525

Liquid for solution Water: 205Juice: 1Others: 0 Water: 197Juice: 1Others: 0 Water: 8Juice: 0Others: 0 0.789

Median fasting time (liquids, 
h)

8 9 11.5 0.0276

Median fasting time (solids, h) 28 29 24 0.9007

Median days on residue-free 
diet

3 2.5 2 0.312

Median days on liquid diet 1 1 1 0.790

Median time of first sachet 
completion (h)

13.5 18 12.5 0.275

Median time of second sachet 
completion (h)

9.5 10 12 0.0182

Procedure schedule Morning: 25Afternoon: 181 Morning: 22Afternoon: 176 Morning: 3Afternoon: 5 ---

 % of sample 100 % 96.12 % 3.88 % ---

Conclusions  Physical exercise, lower comorbidity, and a shorter interval be-
tween bowel preparation and colonoscopy appear to be key factors associated 
with adequate bowel cleansing. Optimizing these elements may improve co-
lonoscopy quality and diagnostic yield.
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eP048  Is Fasting Enough for Upper Gastrointestinal 
Endoscopy? Key factors for adequate preparation
Authors  Pérez Pérez J1, Prieto Doblado M1, Perez Martin S1, Diego CL1, 
Fernández Jiménez B1, Izquierdo García A1, Amores Atance M1, 
Garrido Gallego F1, Ponferrada-Díaz Á1

Institute  1  Hospital Universitario Infanta Leonor, Madrid, Spain
DOI  10.1055/s-0046-1821375
Aims  To identify clinical and procedural factors associated with adequate gas-
tric cavity cleansing prior to upper gastrointestinal endoscopy [1–3].
Methods  A retrospective observational study was conducted on UGIE proce-
dures performed at our center during the first quarter of 2025. Adult patients 
were categorized according to the quality of gastric preparation (adequate vs. 
suboptimal).
Variables analyzed included medical history, chronic medication use, BMI, ab-
dominal circumference, alcohol consumption, physical activity on the day of 
the procedure, bowel habits, use of laxatives and/or prokinetics, ASA classifi-
cation, and fasting hours for both liquids and solids (▶Table 1).
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▶Table 1	  Comparison of variables between groups with adequate and inadequate gastric–duodenal preparation

Variable Total sample (n = 205) Good preparation 
(n = 192)

Poor preparation 
(n = 13)

p value ( < 0.05)

Sex (n) Women: 117
Male: 88

Women: 109
Male: 83

Women: 8
Male: 5

0.072

Median age (years) 51
(W: 53 / M: 49)

51 48 0.083

Median BMI 25.6
(W: 25.6 / M: 27.75)

25.55 26.8 0.045

Median abdominal circumfer-
ence (cm)

92 92 97 0.012

Diabetes Mellitus (DM) 18 16 2 0.650

Hypothyroidism 14 12 2 0.219

Bowel movement frequency 2–5/week: 30
Daily: 145
 > 1/day: 30

2–5/week: 28
Daily: 136
 > 1/day: 28

2–5/week: 2
Daily: 9
 > 1/day: 2

0.998

ASA classification ASA I–II: 192
ASA III–IV: 13

ASA I–II: 179
ASA III–IV: 13

ASA I–II: 13
ASA III–IV: 0

—

Physical activity on the day None: 143
Walking: 53
Aerobic: 9

None: 134
Walking: 50
Aerobic: 8

None: 9
Walking: 3
Aerobic: 1

0.906

Median fasting time for liquids 
(h)

8 8 5.5 0.003

Median fasting time for solids 
(h)

9 10 6.5 0.023

Exclusion criteria: patients under 18 years of age and those with previous gas-
trointestinal resections.
Results  A total of 205 patients were included (117 women, 88 men; mean age 
51 years). Adequate preparation was observed in 192 patients, while 13 had 
suboptimal preparation (6.34 % of the total sample).
Statistically significant differences between groups were found in BMI, abdom-
inal circumference, and fasting duration for both liquids and solids.
Conclusions  Adequate fasting time for both liquids and solids is crucial to 
ensure optimal gastric cleansing. Patients with higher BMI and larger abdomi-
nal circumference are at greater risk of residual gastric contents despite stand-
ard fasting recommendations. Extending fasting duration in this subgroup may 
improve the quality of endoscopic evaluations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP049  Novel ligation technique for ulceration after 
colorectal endoscopic submucosal dissection using 
double-loop clips: a single-center prospective 
feasibility study
Authors  Abiko S1, 2, Nakajima K2, Kohya R2, Higashino M2, Hirata K2, 
Suzuki K2, Sugiura R2, Miyamoto S2, Kinoshita K2, Hatanaka K2, 
Yamamoto Y2, Naruse H2, Sakamoto N1

Institutes  1  Hokkaido University Graduate School of Medicine, Sapporo, 
Japan; 2  Hakodate Municipal Hospital, Hakodate, Japan
DOI  10.1055/s-0046-1821376
Aims  Several ligation techniques for ulceration after endoscopic submucosal 
dissection (ESD) have been reported, but a ligation technique for clinical use 
has not been established because of the technical complexity and the need for 
expensive equipment. Therefore, we perform ligation using the double-loop 
(D-L) clips technique for cecum to upper rectal cases and endoscopic string clip 
suturing (ESCS) for lower rectum cases. In the current study, we prospectively 
assessed the technical feasibility of this novel ligation technique using the D-L 
clips for cecum to upper rectal cases (▶Table 1).
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▶Table 1	 

Characteristics D-L clips technique 
(n = 33)

En bloc R0 resection, n ( %) 33/33 (100.0)

Resection time (minutes), median (IQR) 51 (45–76)

Procedural accidents, n ( %)

Perforation 0 (0)

Muscle injury 0 (0)

Complete ligation, n ( %)* 32/33 (97.0)

Duration of ligation (minutes), median 
(IQR)

18 (14–19)

Ligation speed (cm2/10 minutes), median 
(IQR)

2.7 (2.2–3.7)

Number of D-L clips used for ligation, 
median (IQR)

1 (1–2)

Number of clips used for ligation, median 
(IQR)

12 (9–13)

Delayed procedural adverse events, n ( %)

Delayed perforation 0 (0)

Post-ESD coagulation syndrome 1 (3.0)

Delayed bleeding 0 (0)

Hematochezia that does not fit the defini-
tion of delayed bleeding

1 (3.0)

White blood cell count (before ESD), 
median (IQR)

5300 (4300–6300)

White blood cell count (POD1), median 
(IQR)

6200 (4700–7300)

White blood cell count (POD1 – before 
ESD) ≥ 3000, n ( %)

4 (12.1)

Length of stay, median (IQR), days 8 (7–8)

Methods  Subjects were registered in this prospective study between May 2020 
and September 2021. The study subjects included patients who underwent 
colorectal ESD in Hakodate Municipal Hospital and patients in whom the nov-
el ligation technique was used.
Results  A total of 33 patients were analyzed. Oral antithrombotic agents were 
administered to 15 (45.5 %) of the 33 patients and direct oral anticoagulants 
(DOACs) were administered to 3 (9.1 %) of the 33 patients. The rate of en bloc 
R0 resection was 100.0 %, and the median length of resected specimens was 
2.6 cm. The complete ligation rate was 97.0 % (32 of the 33 patients). The 
median duration of ligation was 18 minutes. Post-endoscopic submucosal dis-
section coagulation syndrome occurred in one patient (3.0 %) and there was 
no delayed bleeding in any of the patients. The D-L clips technique failed in one 
patient in whom the lesions were located at the transverse colon and there was 
paradoxical movement during the procedure.
Conclusions  This prospective feasibility study showed that our ligation tech-
nique using the D-L clips can be used for closing ulceration after colorectal ESD 
in cecum to upper rectal cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP050  Treatment outcomes and resection depth of 
endoscopic resection for rectal neuroendocrine 
tumors: a single-center retrospective analysis
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Inatomi O2, Iwashita T2

Institutes  1  Kohka Public Hospital, Kohka, Japan; 2  Shiga University of 
Medical Science, Otsu, Japan
DOI  10.1055/s-0046-1821377
Aims  The prognosis of patients with rectal neuroendocrine tumors (NETs) 
depends on tumor grade, lesion size, and depth of invasion. For lesions ≤ 10 
mm without invasion of the muscularis propria, endoscopic resection is gen-
erally recommended; however, the optimal resection technique remains un-
certain. Endoscopic submucosal resection with a ligation device (ESMR-L) may 
ensure a negative vertical margin by applying band ligation just above the 
muscularis propria, thereby reducing the risk of positive vertical margins. This 
study aimed to compare the treatment outcomes of ESMR-L, endoscopic sub-
mucosal dissection (ESD), and endoscopic mucosal resection with precutting 
(EMR-P) for rectal NETs, and to evaluate the resection ability of each resection 
method.
Methods  We retrospectively analyzed 27 consecutive patients who underwent 
endoscopic resection for rectal NETs at our institution between January 2010 
and January 2021. The patients were divided into three groups: ESMR-L (n = 10), 
ESD (n = 10), and EMR-P (n = 7). Treatment outcomes were compared among 
the groups. R0 resection was defined as an en bloc resection with histological-
ly negative margins. Curative resection was defined as R0 resection without 
lymphovascular invasion, based on immunohistochemical staining. In addition, 
we compared the resection depth between ESMR-L and ESD using histopatho-
logical specimens.
Results  Baseline characteristics were not significantly different among the 
three groups. The overall R0 resection rate was 88.9 %, with no statistically 
significant differences among groups (ESMR-L: 90 %, ESD: 80 %, EMR-P: 100 %; 
p = 0.82). Positive vertical margins were observed only in the ESD group (ES-
MR-L: 0 %, ESD: 20 %, EMR-P: 0 %). The procedure time was significantly shorter 
for ESMR-L (4.2 ± 1.0 min) than for ESD (32.1 ± 14.7 min) and EMR-P (13.4 ± 3.7 
min) (p < 0.001). No adverse events occurred in any group. All tumors were 
classified as grade 1; lymphatic invasion, venous invasion, and overall lympho-
vascular invasion were observed in 22.2 %, 30.0 %, and 44.4 % of the patients, 
respectively. The curative resection rate was 44.4 %. In the pathological analy-
sis, the mean distance from the deepest part of the tumor to the vertical re-
section margin was significantly longer in the ESMR-L group than in the ESD 
group (900 ± 680 μm vs. 379 ± 212 μm, p = 0.01).
Conclusions  ESMR-L demonstrated resection outcomes comparable to those 
of ESD and EMR-P, with a shorter procedure time. Moreover, compared to ESD, 
ESMR-L was associated with a lower rate of positive vertical margin, suggesting 
that it may facilitate a deeper resection depth. For rectal NETs, ESMR-L appears 
to be a safe and effective endoscopic resection technique.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The objective of this study was to identify clinical and behavioral factors 
associated with adequate cleansing prior to digestive endoscopic procedures 
[1–3].
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Methods  A retrospective observational study was conducted on digestive 
endoscopies performed at our center over one trimester in 2025. Variables 
analyzed included medical history, body mass index (BMI), abdominal circum-
ference, alcohol consumption, physical activity on the day of the procedure, 
habitual bowel habits, use of laxatives and/or prokinetics, ASA classification, 
and fasting hours for liquids and solids (▶Table 1).

▶Table 1	  Comparison of Clinical and Procedural Variables According to 
Preparation Quality in Esophagogastroduodenoscopy (EGD) and Colo-
noscopy.

Variable EGD 
(Total / 
Good / 
Poor)

Colonos-
copy 
(Total / 
Good / 
Poor)

p-value 
EGD

p-value 
Colonos-
copy

Sample size (n) 205 / 192 
/ 13

206 / 198 
/ 8

— —

Median BMI 25.6 
— 25.55 
— 26.8

25.8 
— 25.95 
— 34.7

0.045 0.535

Median abdominal 
circumference (cm)

92 — 92 
— 97

95 — 86.5 
— 136

0.012 0.943

ASA classification (I–II 
/ III–IV)

192 / 13 
— 179 / 13 
— 13 / 0

189 / 17 
— 184 / 14 
— 5 / 3

— ASA I–II: 
0.765; 
ASA III–IV: 
0.040

Physical activity 
(None / Walking / 
Aerobic)

143 / 53 / 
9 — 134 / 
50 / 8 — 9 
/ 3 / 1

186 / 18 / 
2 — 179 / 
17 / 1 — 5 
/ 1 / 1

0.906 0.008

Cleansing solution XXX Pleinvue / 
Citrafleet / 
Bohm: 
160 / 37 / 
9

— 0.525

Fasting for liquids 
(hours)

8 — 8 
— 5.5

8 — 9 
— 11.5

0.003 0.0276

Fasting for solids 
(hours)

9 — 10 
— 6.5

28 — 29 
— 24

0.023 0.9007

Days on low-residue 
diet

XXX 3 — 2.5 
— 2

— 0.312

Days on liquid diet XXX 1 — 1 — 1 — 0.790

Time of completion 
of first dose

XXX 13.5 — 18 
— 12.5

— 0.275

Time of completion 
of second dose

XXX 9.5 — 10 
— 12

— 0.0182

Results  A total of 411 patients were included (205 esophagogastroduodeno-
scopies and 206 colonoscopies). Suboptimal visualization was observed in 13 
gastric and 8 colonic procedures. In esophagogastroduodenoscopies, signifi-
cant differences were found regarding BMI, abdominal circumference, and 
fasting duration for both liquids and solids.In colonoscopies, differences were 
associated with physical activity on the procedure day, patient comorbidity 
(ASA classification), fasting duration for liquids, and timing of completion of 
the second/final dose of the cleansing solution.
Conclusions  In addition to fasting, independent factors such as BMI, abdom-
inal circumference, physical activity, lower comorbidity, and the timing of 
bowel preparation may significantly influence the adequacy of digestive endo-
scopic cleansing.
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Aims  Withdrawal time (WT) is a well-established quality indicator in colonos-
copy, directly associated with adenoma detection rate (ADR). Prolonged WT 
may enhance ADR but can increase operator fatigue and procedural inefficien-
cy. Computer-aided detection (CADe) has been developed to assist endosco-
pists in real-time polyp recognition. This study aimed to evaluate whether CADe 
allows effective shortening of WT while maintaining ADR in colonoscopy [1–3].
Methods  This was a prospective observational study. Each native 6-minute 
withdrawal was proportionally rescaled to a 5-minute reference while preserv-
ing frame cadence and CADe alert dynamics. The primary outcome was the 
paired difference in polyp detection rate (PDR) between the original inspection 
and the 5-minute reference. Secondary outcomes were optical adenoma de-
tection rate (oADR) and polyps per colonoscopy (PPC), with paired comparisons 
via McNemar’s test and Newcombe confidence intervals. Subgroup analyses 
were conducted by age and sex.
Results  Among 269 colonoscopies, oADR was preserved between conditions 
(34.9 % vs 35.3 %; Δ  =  0.4 %; 95 % CI − 2.1 % to 3.7 %; p  =  0.73), whereas PDR 
increased (42.0 % vs 47.6 %; Δ  =  5.6 %; 95 % CI 1.1 %–9.9 %; p  =  0.02). Signals 
appeared stronger in patients < 60 years and in males (exploratory). No carci-
noma-suspected events were observed. Given CADe’s propensity to increase 
detection of diminutive/nonadvanced lesions with minimal time increases, 
findings should be viewed as feasibility signals.
Conclusions  Time-rescaled modeling suggests that CADe can preserve ade-
noma-suspected detection while improving overall polyp recognition under a 
simulated 5-minute withdrawal, supporting the biological plausibility of effi-
ciency-preserving workflows. Real-time, histology-verified, multicenter trials 
should confirm these findings using AI-specific protocol and trial reporting 
standards and diagnostic reporting principles.
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Abstract Text
Disconnected pancreatic duct syndrome (DPDS) is a complex and challenging 
consequence of acute necrotizing pancreatitis, occurring when a segment of 
viable pancreatic tissue remains isolated from the main ductal system due to 
complete disruption of the pancreatic duct. This frequently leads to persistent 
fistulae or recurrent peripancreatic fluid collections and often requires tailored 
endoscopic or surgical management. However, intramural gastric involvement 
is exceedingly rare, and its optimal management is not yet well defined. We 
report the case of a 50-year-old male with a history of necrotizing hemorrhag-
ic biliary pancreatitis, complicated by spleno-mesenteric venous thrombosis 
and a large walled-off necrosis. Endoscopic ultrasound-guided cystogastros-
tomy with placement of a lumen-apposing metal stent (LAMS) was performed, 
resulting in the initial drainage of the collection. The early postoperative course 
was complicated by peritonitis, successfully treated with laparoscopic washout. 
The LAMS was subsequently exchanged for a trans-gastric double pigtail stent. 
Months later, a follow-up MRI confirmed resolution of the main collections but 
demonstrated a disconnected pancreatic duct with mild upstream Wirsung 
dilatation, consistent with DPDS. The patient remained clinically stable for 
nearly one year with preserved pancreatic function. Then he presented with de 
novo recurrent nausea, vomiting, and epigastric discomfort without fever. 
Cross-sectional imaging (CT and MRI) revealed the cause: multiple circumfer-
ential intramural fluid collections within the gastric antrum, originating from 
the disconnected ductal segment and causing gastric outlet obstruction (GOO). 
The findings were consistent with an intramural extension of a persistent pan-
creatic fistula. Imaging confirmed the DPDS fistula was actively feeding these 
collections. Given the patient's complexity and absence of sepsis, a high-risk 
surgical or endoscopic bypass was deferred. Instead, a "step-down" conservative 
approach was chosen. As a key therapeutic step, the trans-gastric pigtail stent 
was removed, and the patient was managed with proton pump inhibitors, prok-
inetics, and dietary modifications. This approach led to a progressive clinical 
recovery, with restoration of normal alimentation and weight gain. Serial MRI 
demonstrated a marked reduction of the intramural collections and progressive 
involution of the fistulous tract. The patient maintained stable pancreatic and 
nutritional status. A multidisciplinary team recommended continued conserv-
ative management and delayed elective cholecystectomy once radiological 
stability was confirmed to prevent recurrence of biliary pancreatitis. This case 
illustrates a rare evolution of DPDS, where ductal leakage created intramural 
gastric collections, causing GOO. The stepwise combination of endoscopic 
techniques, radiologic monitoring, and patient-tailored conservative therapy 
enabled clinical and radiological resolution without the need for surgical by-
pass. This experience emphasizes the importance of long-term imaging sur-
veillance and multidisciplinary coordination in the management of DPDS, as 
well as awareness that, in selected DPDS patients, vigilant surveillance and 
conservative management can be the optimal approach, even for severe com-
plications [1–3].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Background and Aims:  Endoscopic intermuscular dissection (EID) is effective 
for lesions penetrating the submucosal layer. However, EID using a single-use 
endoscope has not been reported. We present two cases of EID performed with 
a novel single-use endoscope to evaluate its safety and efficacy.
Methods:  We report on two patients with early-stage rectal cancer who un-
derwent EID using a single-use colonoscope (EndoFresh DC-T300L). We ana-
lyzed the success of en bloc and R0 resection, and the occurrence of complica-
tions [1–4].
Case 1:  A 67-year-old male with a history of hyperthyroidism and atrial fibril-
lation. A rectal mass (approx. 20 mm in diameter) was identified 8 cm from the 
anal margin. Color Doppler ultrasound suggested infiltration of the submucosal 
layer. EID was performed. The inner circular muscle was incised, and the outer 
longitudinal muscle was exposed as the dissection endpoint. Result: Complete 
en bloc and R0 resection were achieved. The pathological result was moder-
ately differentiated adenocarcinoma (pT1, infiltration depth approx. 3 mm, 
negative margins). Blood loss was < 1 mL. No postoperative complications 
(bleeding, perforation, or infection) occurred. Radical surgical resection was 
performed 8 days postoperatively.
Case 2:  An 82-year-old female with a history of hypertension, coronary heart 
disease, and diabetes mellitus. A rectal mass (approx. 25 mm in diameter) was 
found 6 cm from the anal margin. Rectal ultrasound and pelvic MRI suggested 
local malignant transformation (uT1–2/T2N0). EID was performed with the 
same technique. Result: Complete en bloc and R0 resection were achieved. The 
pathological result was villous-tubular adenoma with malignant transformation 
to moderately differentiated adenocarcinoma (pT1, infiltration depth approx. 
8 mm, negative margins). Blood loss was < 10 mL. No postoperative complica-
tions occurred. The patient was discharged 2 days postoperatively.
Conclusions:  The use of the single-use endoscope was safe and effective for 
EID in these two cases. This approach may offer advantages, particularly in 
preventing perforation-related extra-abdominal infection, which is a concern 
with EID due to manipulation within the muscularis propria layer. Further stud-
ies are needed to validate these findings.
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Aims  To investigate the diagnostic value of serum kallistatin levels, along with 
other biochemical panels, in the assessment of portal hypertension among 
Egyptian individuals with liver cirrhosis (▶Table 1).
Methods  This cross-sectional research evaluated 90 cirrhotic cases who were 
admitted to the National Liver Institute’s Hepatology and Gastroenterology 
Department as well as the Endoscopy Unit at Menoufia University by measuring 
the serum KAL level and comparing it to other panels in order to grade esoph-
ageal varices accordingto the results of GI endoscopy [1–5].
Results  The mean age of the 90 individuals who were enrolled in the study was 
59.8 ± 9.8 years; 42.2 % of them were female, and 57.8 % were male. Patients 
with varices had a considerably decreased mean level of blood kallistatin. Ad-
ditionally, it demonstrates a notable decrease in individuals with extensive 
varices. The presence of EV can be predicted by kallistatin with a sensitivity of 
76.5 % and a specificity of 98.6 % at cut-off levels of 23.1 μg/ml.
Conclusions  Serum kallistatin may serve as a potential indicator for identifying 
esophageal varices, particularlythe larger and more life-threatening types.

▶Table 1	 

Variables No Varices OV grade I OV grade II OV grade III Test P-value

King’s score

Mean ± SD 11.17 ± 3.375 20.12 ± 4.25 29.44 ± 4.09 32.68 ± 5.10 6.324 0.001*

APRI

Mean ± SD 0.72 ± 0.8 0.91 ± 0.61 1.34 ± 0.70 1.20 ± 1.05 4.321 0.02*

Evendo score

Mean ± SD 4.26 ± 2.06 5.14 ± 2.07 5.52 ± 1.60 5.70 ± 1.81 4.578 0.04*

PC/SD

Mean ± SD 1140.96 ± 674.09 855.36 ± 662.70 825.0653 ± 523.94 755.36 ± 442.2 6.321 0.001*

PLT(x103/ml)

Mean ± SD 165.4 ± 45.5 132.8 ± 38 122.3 ± 45.1 114.6 ± 42.9 4.15 0.004*

FIB-4

Mean ± SD 3.13 ± 2.98 4.26 ± 2.13 5.15 ± 2.85 6.93 ± 3.35 5.995 0.003*

KALLISTATIN (µg/ml)

Mean ± SD 25.4 ± 5.24 16.1 ± 4.24 13.12 ± 3.99 12.83 ± 4.3 5.158 0.001*
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Aims  Endoscopic sleeve gastroplasty (ESG) is expected to be a less invasive 
treatment for obesity. We consider that endoscopic hand suturing (EHS) should 
be applicable to this procedure. We aimed to investigate the feasibility and 
safety of “Handsewn ESG” in animal models.
Methods  Handsewn ESG was performed on eight animal stomachs (four iso-
lated porcine stomachs, two live pigs, and two live dogs). In vivo studies were 
conducted after the approval of respective Institutional Review Boards. Twelve 
mucosal defects per stomach were created: four lesions on the anterior wall, 
greater curvature, and posterior wall, respectively. Continuous suturing was 
performed for the respective distal and proximal six mucosal defects in a rec-
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tangular shape with a 2-0 barbed suture (VLOCN0605 or VLOCL0615). Imme-
diately after the procedure was completed, the live pigs were humanely euth-
anized, and their stomachs were removed for macroscopic examination. The 
live dogs were monitored for two months after the procedure, followed by 
endoscopic observation. Short-term outcomes (all eight cases), a gastric vol-
ume reduction rate and a full-thickness suturing rate (six cases), adverse events 
(four live animals), food intake, changes in body weight, and a closure mainte-
nance rate at two months post the procedure (two live dogs) were investigated.
Results  The procedure was completed in all cases (8/8, 100 %), and the average 
procedure time was 130.8 minutes. In six cases excluding live dogs, the average 
gastric volume reduction rate was 25.7 %. Among four cases (48 suture sites) 
in which suture status was observed, 24 sites (50 %) revealed full-thickness 
suturing. No adverse events were occurred in live animals (0 %, 0/4), whereas 
in one sacrificed pig, one stitch hooked part of small intestinal serosa. Both live 
dogs’ food intake had decreased for three days following EHS, but recovered 
to normal intake after the fourth postoperative day. At the second postopera-
tive month, endoscopic observation revealed that the stomach reverted with 
disappearance of the suture in both cases.
Conclusions  We confirmed Handsewn EHS is technically feasible. On the oth-
er hand, further improvement and refinement are necessary to elevate it to a 
safe and reliable procedure.
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Aims  Splenic injury is a rare but potentially life-threatening complication of 
colonoscopy, occurring in approximately 14-33 per 100,000 colonoscopies. 
This study aims to assess the incidence, risk factors, and clinical outcomes of 
splenic injuries requiring intervention following elective colonoscopy
Methods  A retrospective review was conducted at a tertiary centre, identify-
ing all colonoscopies performed between 1 January 2014 and 20 March 2025. 
Patients who had a colonoscopy performed within 72 hours of a splenic injury 
requiring intervention were included. Cases with alternative causes for splenic 
injury were excluded. Patient demographics, risk factors, and outcomes were 
analysed [1, 2].
Results  Over the 10-year period, 6 cases of splenic injury requiring intervention 
were identified. All affected patients were female, with a mean age of 61.6 years 
(Standard Deviation = 16.3). 4 of 6 had previous abdominal surgery, and all 
procedures were performed under anaesthetist-led deep sedation.
Five injuries were identified within 6 hours post-procedure; one case presented 
at 48 hours. All patients reported abdominal pain, and 5 of 6 were haemody-
namically unstable upon presentation. Angioembolisation was performed in 5 
patients, achieving haemostasis in 4 (80 %). Two patients required splenecto-
my—one following unsuccessful embolisation and one as a primary interven-
tion. All patients required admission to the Intensive Care Unit with an average 
total length of stay in hospital of 9 days following colonoscopy
Conclusions  Female sex, history of abdominal surgery and anaesthetic led 
deep sedation were identified as potential risk factors for splenic injury post-co-
lonoscopy. Implications for future practice include pre-procedural risk assess-
ment including surgical history and potential for intra-abdominal adhesions, 
enhanced post-procedure monitoring of high-risk patients, and consideration 
to reviewing sedation practices to balance procedural comfort with patient 
safety
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Introduction  Anorectal melanoma is an uncommon form of melanoma, ac-
counting for 0.3–3 % of all melanomas and 1–3 % of anorectal tumors. It arises 
from the transitional zone and squamous region of the anal canal.
Endoscopy  We present the case of a 74-year-old man with a history of right 
hemicolectomy and hepatic resection for metastatic colon adenocarcinoma, 
with no recurrence on colonoscopy in 2021. In 2025, due to rectal bleeding, a 
new colonoscopy revealed a pigmented, ulcerated, and necrotic lesion in the 
rectum, involving the pectinate line and occupying 75 % of the circumference. 
Biopsies confirmed a poorly differentiated melanoma. CT imaging showed 
pancreatic metastases causing obstructive jaundice, managed with biliary stent 
placement via ERCP. A subsequent PET-CT demonstrated rapid metastatic pro-
gression to infradiaphragmatic lymph nodes, pancreas, adrenal glands, perito-
neum, muscle, lung, and bone. The patient is currently receiving immunother-
apy with ipilimumab/nivolumab for stage IV rectal melanoma, BRAF wild type.
Conclusions  Anorectal melanoma is aggressive, often metastatic at diagnosis, 
and usually presents with nonspecific symptoms. Up to 60 % of cases show 
dissemination to lymph nodes, liver, lungs, and the central nervous system. Its 
etiology remains unclear, though HPV or HIV infections may increase risk. The 
prognosis in advanced stages is poor; however, immunotherapy has shown 
promising outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Decompression of malignant biliary obstruction is important for quality 
of life and potential chemotherapy (CTx). PTBD is an alternative when endo-
scopic stenting with ERCP is not possible. In MHBO, PTBD is the preferred in-
tervention as multiple branches may be obstructed rendering ERCP stenting 
suboptimal. The aim was to assess the impact of PTBD for MHBO on patient 
outcomes and compare them to management of extrahepatic obstruction.
Methods  Retrospective chart audit of all patients diagnosed with cholangio-
carcinoma (CCA) at the University of Alberta Hospital from 07/2023-06/2024. 
Primary outcome was a reduction of the bilirubin to ≦ 30 µmol/L. Secondary 
outcomes were successful initiation and completion of CTx, procedural com-
plications, re-interventions, hospital length of stay (HLOS), and mortality.
Results  30 pts (17 M), median age of 70 ± 10 yrs (52-94 yrs) presented with 
CCA. Location of CCA was intrahepatic in 9, hilar in 13, and extrahepatic in 8 
pts. No pts with intrahepatic CCA underwent PTBD and were not included in 
this review. We compared pts with MHBO and those with extrahepatic CCA 
(▶Table 1).
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▶Table 1	 

Hilar CCA Extrahepat-
ic CCA

Pts, n 13 8

Baseline bilirubin (bili) µmol/L, 
median ± SD

136 ± 128 126 ± 95

Intervention, n

None 2 2

ERCP only 1 6

PTBD only 6 0

ERCP◄PTBD 3 0

PTBD◄ERCP 1 0

Lowest post-intervention bili 
µmol/L, median ± SD

15 ± 71 11 ± 4

Time to lowest bili, days, medi-
an ± SD

46 ± 64 47 ± 16

Primary outcome, n

Pts with bili ≦30 µmol/L 8 (62 %) 8 (100 %)

Pts with bili > 31 µmol/L 5 0

Chemotherapy, n

Pts referred to cancer centre 11/13 (85 %) 7/8 (88 %)

Pts offered CTx 5/13 (38 %) 6/8 (75 %)

Pts that started CTx 3/13 (23 %) 6/8 (75 %)

Pts that finished CTx 0/13 (0) 2/8 (25 %)

Complications, n

Total 9/13 (69 %) 3/8 (38 %)

Bile leak 8 -

Drain/stent occlusion 7 2

Pancreatitis 1 1

Re-intervention, n

Pts needing repeat procedures 10/13 (77 %) 4/8 (50 %)

Total number of repeat procedures 44 (range 
1-11)

10 (range 
1-5)

Overall rate of repeat procedures/pt 3.4 1.3

Mortality, n 7 (54 %) 5 (62 %)

Time to death post-intervention, 
days, mean ± SD

158 ± 102 286 ± 41

HLOS in days, mean ± SD 22 ± 16 7 ± 7

Conclusions  The primary outcome was achieved with PTBD in 62 % pts with 
MHBO but significant complications requiring re-intervention precluded opti-
mal CTx, and were associated with a longer HLOS and shorter survival. Further 
inquiry into cost implications, and assessment of PTBD as standard of care in 
pts with MHBO is required.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided fine needle aspiration/biopsy (EUS-FNAB) 
plays a key role in diagnosing mediastinal lesions. The choice of needle gauge 
may impact diagnostic yield, especially for tissue-intensive diagnoses such as 
lymphoma. This study aimed to assess the diagnostic performance, safety, and 
procedural efficiency of 19/20-gauge (G) versus 22G needles in EUS-FNAB for 
mediastinal masses.
Methods  A retrospective analysis of a prospectively maintained EUS registry 
was performed at a single tertiary referral centre (University Hospital South-
ampton NHS Foundation Trust) for all patients who underwent endoscopic 
ultrasound-guided fine needle aspiration or biopsy (EUS-FNAB) of solid medi-
astinal lesions between January 2020 and January 2025 [1–5].
Patients were categorised according to the needle calibre used: 19/20-gauge 
(G) (large-bore group) and 22G (standard-bore group). Exclusion criteria in-
cluded cystic or predominantly necrotic lesions, procedures performed for 
non-diagnostic therapeutic indications, or incomplete data.
Data collected included: demographics and indication for EUS-FNAB , needle 
type and number of passes, procedural duration (scope insertion to withdraw-
al), cytological and histological outcomes, sample adequacy (graded as satis-
factory or unsatisfactory based on cellularity and presence of core tissue), 
adverse events within 7 days (bleeding, perforation, infection, or cardiorespi-
ratory instability).
Primary outcomes were diagnostic sensitivity, specificity, and overall accuracy 
of EUS-FNAB for establishing a definitive diagnosis, verified against surgical 
histopathology or clinical follow-up ≥ 6 months.Secondary outcomes included 
sample adequacy, number of needle passes, procedural time, and safety.
Results  A total of 136 patients were included: 40 in the 19/20G group and 96 
in the 22G group. Baseline demographics, lesion characteristics, and procedur-
al indications were comparable between groups (p > 0.05).
Diagnostic performance:the diagnostic sensitivity for malignancy was signifi-
cantly higher with the 19/20G needles compared to 22G (94.1 % vs 90.0 %, 
p = 0.04).Overall diagnostic accuracy was also superior in the 19/20G group 
(95.0 % vs 88.5 %, p = 0.03).Sample adequacy for histological evaluation was 
achieved in 97.5 % of 19/20G cases compared with 89.6 % in the 22G group 
(p = 0.02).
Procedural metrics: The mean number of needle passes required to obtain an 
adequate specimen was 2.0 ± 0.1 with 19/20G versus 3.2 ± 0.2 with 22G 
(p < 0.01).Mean procedural duration was significantly shorter with 19/20G nee-
dles (18.3 ± 2.1 min vs 23.5 ± 2.4 min, p = 0.01).
Diagnostic subgroup analysis: In lesions where lymphoma was suspected 
(n = 24), the diagnostic yield was markedly higher with 19/20G needles (93.8 % 
vs 80.0 %, p = 0.02). In non-lymphomatous malignancies or benign granuloma-
tous disease, diagnostic accuracy between groups was not significantly differ-
ent (p > 0.05).On multivariable logistic regression, needle gauge (19/20G) re-
mained an independent predictor of diagnostic accuracy (adjusted OR 2.47, 
95 % CI 1.12–6.10, p = 0.03), while lesion size and location were not significant.
Safety: No major complications occurred in either group. Minor self-limiting 
bleeding at the puncture site occurred in two patients (one per group), with 
no delayed haemorrhage or infection observed (p = 0.82).
Conclusions  EUS-FNAB with 19/20G needles is safe and offers superior diag-
nostic yield and procedural efficiency compared to 22G needles in the evalua-
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tion of mediastinal masses. Larger bore needles should be considered, particu-
larly when lymphoma or diagnoses requiring core tissue architecture are 
suspected.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Sedation has become a global standard in gastrointestinal endoscopy. 
Although the Korean Society of Gastrointestinal Endoscopy (KSGE) published 
guidelines in 2021, real-world practice and perspectives from nurses and pa-
tients remain unclear. This study aimed to evaluate current sedation practices 
in Korea through a nationwide multi-stakeholder survey [1–7].
Methods  A cross-sectional survey was conducted between August 2024 and 
April 2025 among endoscopists (KSGE), endoscopy nurses (Korean Society of 
Gastrointestinal Endoscopy Nurses and Associates), and patients at two uni-
versity hospitals. Questionnaires assessed demographics, sedation practices, 
safety protocols, training, and patient knowledge and attitudes.
Results  A total of 735 endoscopists, 247 nurses, and 204 patients participat-
ed. Most endoscopists reported routine sedation ( ≥ 76 % in 69.9 % of upper 
endoscopies and 90.8 % of colonoscopies), with propofol-based regimens pre-
dominating. Sedation training improved markedly (92.0 %), but CPR/BLS train-
ing remained stagnant (57.6 %). Although overall complication rates declined 
slightly, severe adverse (intubation 18.1 %, and mortality 3.6 %) increased. 
Nurses showed higher completion rates for sedation and CPR/BLS training and 
greater adherence to ASA/Mallampati assessment, continuous monitoring, and 
standardized discharge protocols. Patients chose sedation mainly for pain re-

duction (87.3 %), but demonstrated limited knowledge of sedatives with 55.1 % 
unaware of post-procedure driving restrictions and related legal penalties. 
While safety was the top priority, many expressed willingness to pay for effec-
tive and safe agents, suggesting interest in newer options such as remima-
zolam.
Conclusions  Sedation practices in Korea are now highly standardized, sup-
ported by guidelines, training, and nursing involvement. However, rising severe 
complications and persistent patient knowledge gaps highlight the need for 
risk-focused refinement, wider CPR/BLS training, adoption of advanced mon-
itoring, and reinforced patient education.
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tween Endoscopic Findings of Eosinophilic Esophagi-
tis and Histology. Influence of External Factors on 
Diagnosis. Is Biopsy Confirmation Necessary in All 
Cases?
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Aims  The primary objective of this study is to assess, at the time of the initial 
diagnostic upper gastrointestinal endoscopy, the correlation between endo-
scopic features suggestive of eosinophilic esophagitis and their subsequent 
histopathological confirmation.
Methods  A retrospective observational study was conducted on upper gas-
trointestinal endoscopies performed at our center between 2008 and 2024, in 
which the diagnostic report included “eosinophilic esophagitis.” Only proce-
dures in which the endoscopist obtained esophageal biopsies to rule out this 
disease—regardless of whether endoscopic findings suggestive of eosinophilic 
esophagitis were present—were included.
The indication for endoscopy, the medical specialty requesting the procedure, 
and the analytical data available prior to endoscopy were analyzed. In addition, 
the pharmacological treatments patients were receiving at the time of the 
procedure were recorded, and the histological results of the esophageal biop-
sy samples were reviewed (▶Table 1).
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▶Table 1	 

Variables Analyzed Eosinophilic 
Esophagitis 
Diagnosedn = 74 
(36.82 %)

Eosinophilic 
Esophagitis Not 
Diagnosedn = 127 
(63.18 %)

Gender

Male 52 (70.3 %) 61 (48 %)

Female 22 (29.7 %) 66 (52 %)

Food Allergies

Yes 11 (14.9 %) 6 (4.7 %)

No 63 (85.1 %) 121 (95.3 %)

Symptoms

Dyspepsia/GERD 15 (20.3 %) 36 (28.3 %)

Dysphagia 54 (73 %) 83 (65.4 %)

Foreign body 
sensation

5 (6.8 %) 8 (6.3 %)

Results  A total of 201 patients were analyzed. Of the total sample (n = 201), 
74 patients were ultimately diagnosed with eosinophilic esophagitis (EoE) 
based on histological findings (36.82 %), whereas 127 patients (63.18 %) were 
not.
The mean age in the male group was 39 years (median: 42 years), while in the 
female group it was 49 years (median: 48 years).
Of the total sample (n = 201), 74 patients were ultimately diagnosed with eo-
sinophilic esophagitis (EoE) based on histological findings (36.82 %), whereas 
127 patients (63.18 %) were not.
Personal and medical histories were analyzed, revealing a higher proportion of 
males in the group diagnosed with EoE. In addition, a higher incidence of food 
allergies, dust/mite allergies, and asthma was observed among patients with 
confirmed EoE.
Conclusions  The reason for endoscopy referral appears to influence the thor-
oughness of esophageal evaluation. In cases where the indication was dyspha-
gia or a request to rule out EoE, a stronger correlation was observed between 
endoscopic findings and histological confirmation [1–3].
The presence of longitudinal furrows and esophageal rings are common endo-
scopic features associated with EoE diagnosis. In patients presenting with more 
than one typical endoscopic finding (exudates, longitudinal furrows, or rings), 
the likelihood of EoE increases progressively with each additional finding, par-
ticularly when both rings and longitudinal furrows coexist. The presence of 
exudates and mucosal edema, however, is not commonly reported.
Peripheral blood eosinophilia was a frequent finding among patients diagnosed 
with EoE, and the use of single-dose proton pump inhibitors (PPIs) did not 
appear to influence its occurrence. Furthermore, PPI use at standard doses in 
patients with EoE did not seem to obscure the presence of certain endoscopic 
features, such as rings and longitudinal furrows.
In patients without endoscopic abnormalities suggestive of EoE, if clinical sus-
picion is low, esophageal biopsy may not be necessary—even in the presence 
of dysphagia.
Endoscopist experience did not appear to have a significant impact on diag-
nostic accuracy.
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Background  Postoperative leaks after bariatric surgery represent a serious 
complication, with an incidence ranging from 0.2 % to 1.2 %. They occur more 
frequently following laparoscopic sleeve gastrectomy due to the long staple 
line and increased intraluminal pressure. In recent years, endoscopic stent 
placement has become a well-established, minimally invasive, and effective 
therapeutic alternative, achieving success rates of up to 92 %.
Case Report / Endoscopy  We present the case of a 56-year-old woman with 
morbid obesity who underwent laparoscopic sleeve gastrectomy. On postop-
erative day 5, she developed severe sepsis requiring hospital admission. Con-
trast-enhanced computed tomography revealed a proximal staple line leak 
associated with a perisleeve fluid collection. Urgent surgical exploration was 
performed but no active leak was identified.
Due to ongoing clinical deterioration, an upper gastrointestinal endoscopy with 
fluoroscopic guidance was performed, confirming a proximal dehiscence of the 
staple line with contrast extravasation into the subcardial recess of the gastric 
sleeve. Initial endoscopic closure attempts using the OverStitch suturing system 
and through-the-scope clips were unsuccessful. Consequently, a fully covered 
self-expandable metal stent (Hanarostent Gastro-Seal, 26 mm diameter × 21 
cm length) was deployed, extending from the gastroesophageal junction to 
the pylorus, effectively excluding the leak site.
Endoscopic and radiologic follow-up demonstrated complete resolution of the 
leak. The stent was removed one month later without complications.
Conclusions  This case highlights the pivotal role of therapeutic endoscopy in 
the management of postoperative complications following bariatric surgery. 
Fully covered metal stents offer an effective, minimally invasive option for the 
treatment of sleeve gastrectomy leaks, often avoiding the need for reoperation 
and promoting faster, safer recovery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background  Flexible endoscopy has emerged as a minimally invasive alterna-
tive to open surgery and rigid endoscopy for the management of Zenker’s di-
verticulum. Among flexible endoscopic approaches, the most widely used are 
flexible endoscopic septotomy (FES) and peroral endoscopic myotomy for 
Zenker’s diverticulum (Z-POEM).
Aim  To describe our experience in the treatment of Zenker’s diverticulum 
using flexible endoscopic septotomy (FES).
Methods  Retrospective review about clinical outcomes and technical aspects 
of patients treated with FES at a tertiary center between 2024 and 2025. De-
mographic data, procedural details, and follow-up outcomes were analyzed.
Results  Five patients (4 men) aged 58–86 years with Zenker’s diverticulum 
measuring 20–50 mm were included. The main clinical presentations were 
oropharyngeal dysphagia (4 patients) and recurrent aspiration pneumonia (1 
patient). Diagnosis was established by gastroscopy, barium swallow, and com-
puted tomography.
The procedure was performed under deep sedation in 4 patients and general 
anesthesia in 1. A flexible diverticuloscope was used in 80 % of cases and a 
transparent cap in 20 %, this one in patients with smaller diverticulum. FES was 
carried out using a Stag Beetle dissection knife, sectioning the septal muscular 
fibers while maintaining a 5–8 mm safety margin. The mucosal incision was 
closed with 3–4 through-the-scope clips in all patients.
No intraprocedural or postprocedural complications occurred. The mean hos-
pital stay was 1 day. At one-month follow-up, all patients reported significant 
symptomatic improvement (Eckardt score 0–1). At 6–8 months, control eso-
phagography revealed a small residual diverticulum in all cases, without clinical 
repercussion or need for retreatment.
Conclusions  In our experience, flexible endoscopic septotomy is an effective 
and safe therapeutic option for Zenker’s diverticulum, offering rapid recovery 
and excellent short-term outcomes. The use of a transparent cap represents a 
valid alternative when diverticuloscope placement is not factible due to small 
diverticulum size.
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Aims  pT1 colorectal cancer (CRC) is defined by invasion limited to the submu-
cosa without extension beyond it. With the widespread implementation of 
colorectal cancer screening programs, its incidence has markedly increased.
The aim is to describe our experience in the diagnosis and management of pT1 
colorectal cancer.
Methods  We conducted a retrospective review of all pT1 CRC cases diagnosed 
and managed at a tertiary center between January 2021 and December 2024. 
Demographic, endoscopic, histologic, and therapeutic data were collected.
Results  A total of 92 patients were included, with a mean age of 64 years; 
58.7 % were men. The main indications for colonoscopy were colorectal cancer 

screening (58 %), diarrhea (10.9 %), rectal bleeding (9.8 %), and iron-deficiency 
anemia (6.5 %). Most lesions (91 %) were resected endoscopically, while the 
remaining cases underwent surgical resection due to suspected submucosal 
invasion. The rectum was the most frequent location (43 %).
Computed tomography excluded nodal or distant metastases in all cases.
Among patients treated endoscopically, 39.3 % met histologic criteria for low-
risk lesions (submucosal invasion < 1 mm, resection margins > 1 mm, absence 
of lymphovascular invasion, low/intermediate tumor budding, and well/mod-
erate differentiation). Of these, 87.9 % were managed by endoscopic follow-up, 
while 12.1 % underwent surgery based on patient preference.
In contrast, among of the cases fulfilled high-risk criteria (58.3 %); 65.3 % were 
managed conservatively due to significant comorbidities or patient choice. The 
most common reason for high-risk classification was piecemeal resection, pre-
cluding accurate histological assessment (24.5 % as the sole criterion), followed 
by positive margins and lymphovascular invasion.
During follow-up, no local or nodal recurrences were observed.
Conclusions  Accurate endoscopic recognition of lesions with suspected sub-
mucosal invasion and in bloc resection are essential to guide optimal management 
in pT1 colorectal cancer. Although no recurrences were detected in our cohort, 
long-term surveillance remains necessary to assess oncologic outcomes and vali-
date the safety of conservative management strategies in selected cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Metabolic dysfunction–associated steatotic liver disease (MASLD) has 
emerged as the leading cause of chronic liver disease and may exert systemic 
oncogenic effects. Evidence linking MASLD to colorectal neoplasia in European 
populations is limited. We aimed to assess whether MASLD is independently 
associated with a higher prevalence and distinct histologic profile of colorectal 
premalignant lesions.
Methods  We performed a retrospective, matched case–control study includ-
ing 150 consecutive adults who underwent complete colonoscopy between 
January and December 2024. Seventy-five patients with ultrasonographically 
confirmed MASLD were matched 1:1 to controls by age, sex, residence, and 
presence of obesity or diabetes. Demographic, metabolic, endoscopic, and 
histopathologic data were collected. Logistic regression adjusted for metabol-
ic covariates was used to determine the independent association between 
MASLD and colorectal polyp prevalence.
Results  Colorectal polyps were identified in 39 of 75 MASLD patients (52.0 %) 
versus 20 of 75 controls (26.7 %) (χ² = 6.77, p = 0.009). MASLD was independent-
ly associated with an increased likelihood of colorectal polyps (adjusted OR 
3.04, 95 % CI 1.49–6.22, p = 0.002). Adenomatous histology predominated in 
MASLD (80 % tubular/tubulovillous/villous, including 13 % with high-grade 
dysplasia), whereas hyperplastic lesions were more common in controls. No 
significant difference was found in polyp size or location.
Conclusions  MASLD was independently associated with a threefold higher 
prevalence of colorectal adenomas. These results identify MASLD as a meta-
bolic risk enhancer for colorectal carcinogenesis and support early colonoscop-
ic screening in metabolically vulnerable populations.
(Note: The full manuscript based on this abstract has been submitted to Diseases 
of the Colon & Rectum and is currently under editorial review. The data have not 
been published or presented elsewhere.)
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Introduction  A 75-year-old male underwent open cholecystectomy following 
an episode of cholecystitis (pathological anatomy with gallbladder adenocar-
cinoma). During the surgery procedure, he presented a complete section of 
the common bile duct at the cystic duct level, and a bile leak in the subsegmen-
tal duct, both sutured. The patient's discharge persisted, and an ERCP was re-
quested [1–3].
Endoscopy  A large biliary leak was confirmed, and a fully covered self expan-
dible metal stent (SEMS) was placed. The patient subsequently presented with 
acute cholangitis, prompting ERCP for stent removal. Migration to the proximal 
common bile duct was observed, with no possibility of extraction with a Fog-
arty balloon, and a second stent was placed (SEMS in SEMS technique)
Two weeks later, a repeat ERCP was performed, with traction of the distal end 
using a polypectomy loop. The second stent was removed, but the migrated 
stent remained. Mobilization was achieved with a Fogarty balloon, but insuffi-
cient for removal
Finally, the decision was made to dilate the papillary area with a 13.5 controlled 
radial expansion (CRE) balloon and extraction of the stent over the balloon. 
There were not complications and confirming the absence of biliary leak.
Conclusion  Biliary stent placement is a technique used in patients with bile 
leaks. In our case, a covered metal stent was chosen due to the aforementioned 
history.
One of the complications of this technique is migration, with coaxial stent 
placement being a solution for its removal (the SEMS in SEMS technique)
The use of a CRE balloon for the removal of a migrated stent could be considered 
an effective and cost-effective alternative, even as a first option.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Endoluminal vacuum therapy (EVT) using polyurethane spong-
es represents a minimally invasive and effective alternative for the treatment 
of colorectal anastomotic leaks, with reported closure rates of up to 81 %. This 
approach is based on the endoscopic placement of a sponge connected to a 
negative pressure system, allowing continuous drainage of secretions, reduc-

tion of the residual cavity, and stimulation of granulation tissue formation. 
Current evidence supports its superiority over conventional management, with 
higher success rates (RR 1.18), shorter treatment duration, and a better safety 
profile.
Objective:  To describe our experience with endoscopic treatment of colorec-
tal anastomotic leaks using the Endo-SPONGE system following low anterior 
resection for rectal adenocarcinoma.
Materials and methods:  A retrospective review was conducted of the indica-
tion, treatment, and clinical outcomes of patients managed with EVT at the 
University Hospital of Araba between 2024 and 2025.
Results:  Five patients were included: four were treated initially with EVT and 
one after unsuccessful percutaneous drainage. Diagnosis was established by 
computed tomography and endoscopy, identifying presacral cavities ranging 
from 3–12 cm with luminal communication. In one case, two Endo-SPONGE 
devices were placed simultaneously due to cavity size. Endoscopic sponge ex-
changes were performed every 48–72 hours, with up to six sessions required 
in the largest cavity. Complete closure of the cavity, confirmed endoscopically 
and radiologically, was achieved in three patients, allowing intestinal continu-
ity restoration. One patient remains under treatment after six sessions, and 
one required surgical rescue.
Conclusions:  In our experience, EVT is an effective, safe, and minimally invasive 
strategy for the management of colorectal anastomotic leaks, achieving cavi-
ty closure and preservation of intestinal continuity in most cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The assessment of gastric mucosal integrity is fundamental in the diag-
nostic pathway of dyspepsia and gastroesophageal reflux disease (GERD), par-
ticularly in identifying Helicobacter pylori (HP) infection and atrophic gastritis 
(AG), both of which have clinical implications for cancer risk stratification and 
patient management. Histology remains the reference standard for diagnosing 
HP and AG but requires invasive biopsy sampling, which may be unnecessary 
in low-risk patients. GastroPanel is a non-invasive serological test based on four 
biomarkers that provides information on gastric function, HP status, and the 
presence of AG, potentially serving as a pre-endoscopic triage tool. Endofaster 
is an intra-procedural device that analyzes gastric juice in real time during gas-
troscopy, measuring pH and detecting HP, with the potential to reduce biopsy 
use. The aim of this study was to compare the diagnostic agreement of Gast-
roPanel and Endofaster with histology for the detection of HP and AG, and to 
explore their potential complementary roles in the endoscopic workflow.
Methods  Thirty consecutive adult patients undergoing upper endoscopy for 
dyspeptic symptoms or GERD at our institution were prospectively enrolled. 
Exclusion criteria included prior gastric surgery, food or blood in the stomach. 
All participants underwent blood sampling for GastroPanel, real-time gastric 
juice analysis using Endofaster during the same endoscopic procedure, and 
systematic gastric biopsies according to the Sydney protocol. Histology served 
as the diagnostic gold standard. Diagnostic agreement between each test and 
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histology was quantified using Cohen’s kappa coefficient, interpreted according 
to established benchmarks. Sensitivity, specificity, and false-negative/
false-positive rates were also recorded.
Results  Based on histology, HP infection was detected in 10 % (3/30) and AG 
in 3.3 % (1/30) of patients. For HP diagnosis, GastroPanel showed moderate 
agreement with histology (κ = 0.53), while Endofaster demonstrated substan-
tial agreement (κ = 0.78). For AG detection, agreement was fair for GastroPan-
el (κ = 0.36) and perfect for Endofaster (κ = 1.00). Although overall agreement 
was lower for GastroPanel, it exhibited 100 % specificity for both HP and AG, 
with three false negatives and no false positives. This suggests that a positive 
GastroPanel result reliably identifies patients who may benefit from endoscop-
ic evaluation. In contrast, Endofaster showed 100 % sensitivity for both HP and 
AG, with no false negatives or false positives in this cohort, supporting its po-
tential role in safely omitting gastric biopsies when results are negative. No 
adverse events related to either test were observed.
Conclusions  This pilot study suggests that GastroPanel and Endofaster provide 
complementary strengths in the diagnostic evaluation of gastric disease. Gas-
troPanel, through its high specificity, may help identify patients who truly re-
quire endoscopic assessment, thereby optimizing referral and resource alloca-
tion. Endofaster, with its high sensitivity and real-time intra-procedural 
application, may reduce the need for unnecessary biopsies during gastroscopy, 
streamlining the procedure and minimizing patient burden. Although limited 
by small sample size and low disease prevalence, these findings support the 
potential integration of combined non-invasive and real-time diagnostic tools 
to enhance accuracy and efficiency in the endoscopic pathway. Larger studies 
are warranted to validate these results and assess cost-effectiveness, workflow 
impact, and clinical outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 80-year-old man was referred for a Paris 0-IIa lesion of 15 mm, occurring on 
a colorectal anastomosis. Multiple removal and avulsion attempts were made 
without success. We initially started with circumferential incision, then we dis-
sect the residual submucosa, deepening into the scarring fibrosis, achieving 
en-bloc full-thickness resection. The wall defect was completely sealed with an 
Endoscopic Suturing System (ESS). No adverse events occurred. The patient 
was dismissed two days after the procedure. Histological analysis revealed tu-
bular-villous adenoma with low grade dysplasia, free horizontal and vertical 
margins. E-EFTR seems to be a technically demanding but safe and effective 
treatment for recurrent and fibrotic lesion, even on a surgical anastomosis 
[1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/a6158609-44c0-47fe-a9e2-5e287559ed28/ Uploads/ 
19978_000181.mp4
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Aims  Positive margins after endoscopic resection of rectal neuroendocrine 
tumors (NETs) do not always indicate true residual disease. We aimed to iden-
tify risk factors for remnant tumors among patients with incompletely resect-
ed rectal NETs.
Methods  We conducted a multicenter retrospective cohort study across 11 
tertiary hospitals. Patients who underwent salvage treatment for incomplete-
ly resected rectal NETs between January 2010 and November 2023 were ret-
rospectively reviewed. A total of 286 patients were included, and demograph-
ic, endoscopic, and pathologic data were analyzed to identify predictors of 
remnant tumor.
Results  The remnant tumor was found in 102 (35.7 %) patients. Rates were 
highest after cold forceps polypectomy (CFP) (63.6 %), followed by cold snare 
polypectomy (32.1 %) and conventional endoscopic mucosal resection (EMR) 
(31.2 %). No remnant tumor was observed after modified EMR or endoscopic 
submucosal dissection (ESD). On multivariate analysis, CFP (odds ratio [OR], 
4.50; 95 % confidence interval [CI], 2.33–8.70), yellowish mucosa (OR, 4.36; 
95 % CI, 2.26–8.40), and mucosal protrusion (OR, 4.84; 95 % CI, 2.17–10.79) 
were independent predictors of remnant tumors. The risk rose stepwise with 
the number of factors: 15.0 % (none), 52.6 % (one), 78.3 % (two), and 87.5 % 
(three) (p for trend < 0.001). Salvage morbidity was low, with delayed bleeding 
in 4.6 % and perforation in 3.5 %, while endoscopic modalities achieved R0 re-
section rates of ≥ 88 %.
Conclusions  Margin-positive rectal NETs resected by modified EMR or ESD 
very rarely harbor remnant tumors and may be managed with surveillance. By 
contrast, CFP or lesions showing yellowish mucosa or mucosal protrusion indi-
cate high residual risk and warrant prompt salvage resection. This three-factor 
model may serve as a practical tool for individualized post-resection manage-
ment.
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Aims  Surveillance gastroscopy, defined as any gastroscopy performed within 
3 months of the index examination to assess ulcer healing [1]. Surveillance 
gastroscopy guidelines or recommendations for gastric ulcers vary among in-
ternational gastroenterology societies. It is being done as per physician discre-
tion and institutional recommendations. There is limited data on surveillance 
gastroscopy for gastric ulcer.
Methods  This retrospective study analysed data from our institutional endos-
copy database (PACS2) between January 2016 and December 2023. Out of 
144,947 gastroscopies performed, 3,348 patients had gastric ulcers, and 128 
(3.8 %) underwent surveillance gastroscopy within three months. The inclusion 
criteria were patients with gastric ulcers who underwent a surveillance gastros-
copy and biopsy within 3 months of the first gastroscopy and were over 18 years 
of age.
Results  The median interval for surveillance gastroscopy was 4.65 (3.1- 8.4) 
weeks. Male to female ratio is 1.84:1. Majority of the ulcers 85 (66.4 %) were in 
the antrum. 72 (56.2 %) of patients had ulcer size of less than 1cm. 119 (93 %) 
of patients had regular border and 109 (85.2 %) of patients had flat margins of 
the ulcer. Majority of the patients 41(32 %) did not undergo biopsy during the 
initial scopy as they presented with an upper gastrointestinal bleed. Most of 
the ulcers 60 (46.8 %) were healed on the surveillance scopy. Importantly, all 
the surveillance endoscopic biopsies done were benign.
There were no malignant cases diagnosed based on surveillance gastroscopy 
among the 128 patients, which is consistent with previous studies [2, 3].
Conclusions  Surveillance gastroscopy did not have any additive value in diag-
nosing gastric malignancy. Further prospective multicenter studies are needed 
to validate these findings and establish definitive clinical conclusions.
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Abstract Text
Small bowel cavernous hemangioma is an uncommon benign vascular tumor, 
representing < 0.05 % of all gastrointestinal neoplasms [1]. Hemangiomas are 
histologically classified as capillary, cavernous, or mixed types, with cavernous 
hemangioma being the most common subtype affecting the small intestine, 
especially the jejunum [2]. These lesions may present with abdominal pain, 
obstruction, or gastrointestinal bleeding. When gastrointestinal bleeding per-
sists despite non-diagnostic esophagogastroduodenoscopy (EGD) and colo-
noscopy, it is classified as obscure overt gastrointestinal bleeding (OOGIB) [3]. 
Because 5–10 % of gastrointestinal bleeding originates from the small intestine 
[4], small bowel lesions must be considered in patients with recurrent or per-
sistent bleeding when a routine evaluation fails to identify the bleeding source.
We report a 40-year-old woman presenting with recurrent melena and 
post-prandial bloating for one year requiring multiple blood transfusions due 
to persistent severe anemia. On examination, she had severe pallor, and mark-
edly reduced hemoglobin to 5.4 g/dL. Preliminary investigations, EGD, colo-
noscopy, and CT angiography were essentially normal. Further CT enterography 

detected a hyperdense, arterial enhancing submucosal lesion in the small 
bowel. Capsule endoscopy showed aphthous ulcers and erosions in the proxi-
mal ileum, and double balloon enteroscopy (DBE) identified a subepithelial 
lesion measuring 1 × 1 cm with central umbilication. Endoscopic biopsy was 
deferred due to high risk of bleeding associated with vascular lesions and sur-
gical excision was planned.
Exploratory laparotomy revealed a subepithelial mass (0.8 × 0.6 cm) in the dis-
tal jejunum. Segmental jejunal resection with primary anastomosis was per-
formed. Histopathology demonstrated dilated vascular spaces lined by flat-
tened endothelial cells, consistent with cavernous hemangioma. The patient 
remained symptom free postoperatively and subsequent follow up for a year.
Cavernous hemangiomas of the small bowel are rare and may arise from any 
wall layer, from mucosa to serosa. A limited number of cases have been report-
ed in India over the past decade. Most patients present with anemia or melena, 
sometimes complicated by obstructive features [5]. Capsule endoscopy and 
DBE are key diagnostic tools for identifying these lesions when conventional 
endoscopy is inconclusive. Surgical resection offers definitive treatment, espe-
cially in symptomatic lesions.
This case highlights the need to consider cavernous hemangioma in patients 
with unexplained anemia and OOGIB and emphasizes the diagnostic impor-
tance of advanced enteroscopic techniques.
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Aims  Chronic diarrhea, common in clinical practice and potentially serious, 
has multiple causes. In the absence of contributory laboratory findings, EGD 
with duodenal biopsies represents a major diagnostic tool, particularly in cas-
es of malabsorption syndromes. The aim of this study was to assess the diag-
nostic value of EGD with duodenal biopsies in chronic diarrhea and to evaluate 
their usefulness in guiding patient management.
Methods  This was a retrospective study based on EGD reports collected over 
a 4-year period, from January 2022 to August 2025. All patients presenting with 
chronic diarrhea who underwent EGD with duodenal biopsies were included.
Results  Among 2499 patients who underwent EGD, 85 patients presented 
with chronic diarrhea, with a female predominance of 60 % (n = 51), correspond-
ing to a ratio M/F of 1.5. The median age was 33 years [range: 14–70 years].
Regarding medical history, diabetes was present in 8.2 % (n = 7), systemic dis-
ease in 10.5 % (n = 9), and inflammatory joint disease in 7 % (n = 6).
Clinically, epigastric pain was reported in 24.7 % (n = 21), growth retardation in 
5.8 % (n = 5), and vomiting in 4.7 % (n = 4).
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In biological findings, iron-deficiency anemia was observed in 20 % (n = 17). 
Anti-transglutaminase antibodies, tested prior to endoscopy, were positive in 
15.2 % (n = 13) and negative in 5.8 % (n = 5).
On endoscopic examination, erythematous gastritis was seen in 74.1 % of cas-
es (n = 63), duodenal fold atrophy in 17.6 % (n = 15), erosive gastritis in 5.8 % 
(n = 5), and congestive gastritis, fundic fold effacement, and grade A esophagi-
tis in 2.3 % (n = 2). Aphthoid duodenal ulcers were observed in only one case.
On histological examination, Helicobacter pylori infection was identified in 
42.3 % (n = 36), celiac disease in 23.5 % (n = 20), pernicious anemia in 4.7 % 
(n = 4), and inflammatory bowel disease (IBD) in 2.3 % (n = 2).
Conclusions  This study confirms the relevance of duodenal biopsies in the 
evaluation of chronic diarrhea. In our series, 23.5 % of cases were consistent 
with celiac disease, highlighting the central role of EGD in the diagnostic ap-
proach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To estimate the cost of adopting computer-aided detection (CADe) in 
colonoscopy.
Methods  We conducted a microsimulation-based cost-effectiveness analysis 
with European individuals aged 60–69 undergoing either (i) screening colo-
noscopy or (ii) colonoscopy after a positive biennial faecal immunochemical 
test (FIT) without and with computer-aided polyp detection (CADe). The CADe 
device was capacity-constrained to 10,000 individuals per device total in a 
10-year timeframe (1,000 individuals per year). The main outcome measure 
was cost of CADe per CRC prevented.
Results  In screening colonoscopy, each CADe device prevented 11 CRC cases. 
The additional cost per CRC prevented was $ 64,402, of which $ 2,888 (4.48 %) 
was attributable to the CADe purchase itself and $ 61,514 (95.52 %) from fol-
low-up colonoscopies. In colonoscopy after a positive faecal immunochemical 
test (FIT) with CADe, each CADe device prevented 5 CRC cases. The additional 
cost per CRC prevented was $ 23,857, of which $ 6,353 (26.63 %) was attribut-
able to the CADe purchase and $ 17,504 (73.37 %) from follow-up colonosco-
pies.
Conclusions  Adopting CADe in colonoscopy will have additional cost in screen-
ing colonoscopy than in FIT positive colonoscopy.
Conflicts of Interest  YM – Olympus Corp. (consultancy, speaking honorarium, 
devices on loan); Cybernet System Corp. (Licensing fee)

eP076  Efficacy and safety of underwater endoscop-
ic mucosal resection for small esophageal submu-
cosal tumors
Authors  Kim S1, Lee J2, Synn S1, Choi C1, Park S1

Institutes  1  Pusan National University Yangsan Hospital, Yangsan, Republic 
of Korea; 2  Kosin University Gospel Hospital, Busan, Republic of Korea
DOI  10.1055/s-0046-1821403
Aims  With the widespread use of upper endoscopy, esophageal submucosal 
tumors (SMTs) are increasingly detected during routine health screenings. Un-
derwater endoscopic mucosal resection (UEMR) has recently emerged as a 

novel approach that enables mucosal resection without submucosal injection, 
offering potential benefits in safety and efficacy. However, evidence on its ap-
plication for esophageal SMTs remains limited.
Methods  This retrospective single-center study analyzed 31 patients who 
underwent UEMR for esophageal SMTs between 2020 and 2024. Eligible lesions 
were < 15 mm in diameter and confined to the submucosal layer, as confirmed 
by endoscopic ultrasound (EUS). Demographic data, lesion characteristics, 
procedural details, and histopathologic results were reviewed. Primary out-
comes included en bloc and pathological complete (R0) resection rates, with 
secondary outcomes assessing complications and recurrence during follow-up.
Results  A total of 31 patients (mean age 57.0 ± 12.5 years; 61 % male) were 
included. The lower esophagus was the most frequent tumor site (45.2 %), and 
most lesions measured 5–10 mm (51.6 %). Histopathological diagnoses com-
prised leiomyomas (38.7 %), granular cell tumors (32.3 %), inflammatory fibroid 
polyps, and other benign entities. All tumors were successfully removed en bloc 
using UEMR, achieving a 100 % R0 resection rate. No major adverse events, 
including bleeding or perforation, occurred. During a median follow-up of up 
to 37 months, no local recurrence was observed, even among cases of granular 
cell tumor or adenoid cystic carcinoma.
Conclusions  UEMR appears to be a safe and effective option for the manage-
ment of small esophageal SMTs, demonstrating excellent en bloc and R0 resec-
tion outcomes without significant complications. These results support UEMR 
as a favorable alternative for small esophageal SMTs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP077  Reference range of pancreatic strain histo-
grams using Endoscopic Ultrasound Elastography in 
healthy subjects: a pilot study
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Aims  Strain histogram (SH) is a semi-quantitative elastographic method that 
characterizes tissue stiffness. Developing a pancreatic SH reference range would 
help detect parenchymal diseases, especially early chronic pancreatitis (CP). 
This study aimed to determine a pancreatic SH reference range using endo-
scopic ultrasound (EUS) in patients without evidence of pancreatic disease, 
comparing it with a sample of CP.
Methods  In this single-center, retrospective osservational study, all patients 
aged ≥ 18 years undergoing pancreatic EUS, without pancreatic focal lesions, 
were consecutively enrolled. The machine-integrated software calculated pan-
creatic SH in a region of interest (ROI) placed on the parenchyma. Three meas-
urements were taken for each pancreas segment, including the head, body, 
and tail. The baseline clinical parameters were documented. In the first step 
were conducted descriptive-inferential analyses of the entire sample and the 
subgroups (healthy vs CP), then was performed a predictive analysis using uni-
variate and multivariate linear regression in the subgroups of healthy controls 
to identify the most important predictive features of pancreatic stiffness.
Results  We enrolled 143 patients (54,5 % female, mean age 63 years), 95 of 
whom were healthy and 48 with CP.In inferential analysis it’s possible to notice 
the difference between SH values of every segment in the subgroups, with 
greater values for the healthy controls group (116,8 vs 69,1, p < 0,01). There is 
also a difference in prevalence of smoke, with a higher frequency in patients 
with CP (58,3 % vs 23,2 %, p < 0,01), and of alcol abuse, although the latter was 
more nuanced and not statistically significant (25 % vs 11,6 %, p = 0,13).In the 
predictive analysis, the results of the previous inferences were confirmed: 
smoking and alcohol abuse are strongly predictive of a lower pancreatic stiff-
ness of healthy controls (β = -16 and -21, p < 0,01), while female sex is associ-
ated with a higher stiffness although not in a statistically significant way (β = 5 
and p-value 0,2).
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Conclusions  SH enables real-time assessment of pancreatic stiffness and, giv-
en our findings, could assist in clinical practice in identifying early parenchymal 
disease, particularly early CP, due to the notable difference in stiffness values. 
Furthermore, associating clinical factors with EUS findings may aid the diagno-
sis of CP, as we have demonstrated with smoking and alcohol abuse. External 
validation of our SH reference range and more extensive studies are necessary.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP078  Dental Floss Clip Traction in Endoscopic 
Resection for Gastric Neoplasms: A Meta-Analysis 
with Meta-Regression and Trial Sequential Analysis
Authors  Elrosasy A1, Hindawi MD2, Abusalah MA2, Alkousheh H3, Salah A4, 
Ghanm TI5, Roshdy Y6, Awad AA2, Appas AA4, Kalmoush AE7
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DOI  10.1055/s-0046-1821405
Aims  Dental floss clip traction (DFC) has been introduced to enhance visuali-
zation and shorten dissection time during endoscopic submucosal dissection 
(ESD) and endoscopic full-thickness resection (EFTR) for gastric neoplasms. 
However, its overall benefit and modifying factors remain uncertain. This study 
systematically evaluated the efficacy and safety of DFC-ESD and DFC-EFTR 
compared with conventional techniques (C-ESD and C-EFTR) and explored 
moderators using meta-regression and trial sequential analysis (TSA).
Methods  Following PRISMA guidelines and the Cochrane Handbook, we 
searched PubMed, Scopus, Ovid, Web of Science, Cochrane Central, and CNKI 
to October 18, 2025. Randomized and observational studies comparing DFC-
ESD or DFC-EFTR with conventional techniques were eligible. Pooled estimates 
were computed in R (meta 7.0-0) using random-effects models, reporting mean 
differences (MD) or risk ratios (RR) with 95 % CIs. Prespecified meta-regression 
assessed lesion site, ulceration, tumor size, and study design as potential effect 
modifiers. Trial sequential analysis determined conclusiveness and required 
information size. Study quality was assessed by ROB-2 and Newcastle–Ottawa 
Scale, and the certainty was graded via GRADE [1–8].
Results  We included eight studies with a total of 2,183 patients. Five studies 
on DFC-ESD and three on DFC-EFTR. For the DFC-ESD vs C-ESD, the overall 
pooled procedure time showed a nonsignificant trend favoring DFC-ESD 
(MD =  − 5.4 min, 95 % CI [ − 13.8, 2.9]; p = 0.20; I² = 79 %). Subgroup analysis 
revealed significant reductions for non-ulcerated lesions (MD =  − 5.0 min; 
p < 0.01) and for lesions in the upper/middle greater curvature, posterior wall, 
lower anterior, and lower posterior wall (all p < 0.05). Meta-regression identified 
the lesion site as a significant moderator (p = 0.02), whereas ulceration and 
tumor size were not (p > 0.10).Rates of En bloc (RR = 1.00; p = 0.66), R0 
(RR = 1.01; p = 0.42), complete resection (RR = 1.00; p = 0.60), perforation 
(RR = 0.59; p = 0.21), and delayed bleeding (RR = 1.17; p = 0.54) were compara-
ble between groups. TSA confirmed sufficient evidence for the reduction in 
procedure time among non-ulcerated and posterior-wall lesions but inconclu-
sive power for safety outcomes. For the DFC-EFTR vs C-EFTR, the analysis 
demonstrated shorter operative time with DFC-EFTR (MD =  − 8.3 min; 95 % CI 
[ − 10.4, − 6.2]; p = 0.03; I² = 0 %). However, Hospital stay (MD =  − 0.01 days; 
p = 0.93) and pneumoperitoneum (RR = 0.46; p = 0.26) did not differ. TSA con-
firmed conclusiveness for operation-time reduction but suggested further 
evidence is required for secondary endpoints.
Conclusions  DFC-ESD was associated with shorter operation times, particu-
larly in non-ulcerated lesions and those located at the upper/middle greater 
curvature, upper/middle posterior wall, lower anterior wall, and lower poste-
rior wall. Similarly, DFC-EFTR demonstrated reduced procedure times compared 
to C-EFTR. However, given the novelty of the DFC technique, its performance 
may vary across gastric sites, and certain limitations remain. Therefore, further 

large-scale, high-quality RCTs are warranted to confirm its efficacy, clarify its 
optimal indications, and ensure consistent safety outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Ampullary lesions are rare, with an annual incidence of approximately 
1:100,000. However, there is evidence that their incidence is increasing in pa-
tients aged > 50 years. Although predominantly benign, many lesions transform 
into malignancy and can also cause cholangitis and pancreatitis. Timely resec-
tion is therefore warranted in selected cases. This study aimed to assess the 
safety, efficacy, and clinical outcomes of outpatient endoscopic resection (ER) 
of ampullary lesions performed at a single tertiary center.
Methods  Between 2021 and 2024, 13 patients (11 men, 2 women; age range 
62-88 years, median age 70.8 years) underwent a total of 14 ER procedures for 
ampullary lesions. All patients underwent baseline assessment with upper en-
doscopy, computed tomography, magnetic resonance imaging, and endoscop-
ic ultrasound. The most common clinical features were abdominal pain and 
obstructive jaundice. Imaging studies were performed every 6 months after 
ER.
Results  Follow-up ranged from 6 to 48 months (median 28 months). En bloc 
ER was achieved in 92 % of procedures. Only one case of recurrence was ob-
served at 6 months and successfully managed endoscopically. Two patients 
required surgical resection after ER because biopsy specimens showed invasive 
adenocarcinoma. Five patients received a 5-Fr pancreatic stent, and 10 patients 
received rectal nonsteroidal anti-inflammatory drugs after the procedure. Fig-
ure 1 shows a case of ampullary adenoma with vegetative appearance. Figure 
2 shows an ampullary adenoma covered with normal mucosa. One patient was 
admitted to the emergency department 48 hours after ER with gastrointestinal 
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bleeding and hemodynamic repercussion, where she received medical care 
and blood transfusion. Upper endoscopy showed a visible vessel at the margin 
of the ulcer, which was successfully treated endoscopically. She was discharged 
48 hours later.
Conclusions  Outpatient ER of ampullary lesions is a safe therapeutic modality, 
with low complication and recurrence rates. Careful preoperative evaluation 
with endoscopic ultrasound is essential to assess local invasion and avoid ER in 
cases suspicious for malignancy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Infection is a key determinant of morbidity in patients with pancreatic 
walled-off necrosis (WON), yet data on microbial characteristics and the effec-
tiveness of antibiotic regimens remain insufficiently described. This study aimed 
to characterize the microbial flora of WON at the index intervention and to 
evaluate its association with clinical outcomes.
Methods  We retrospectively included consecutive patients with WON who 
underwent endoscopic ultrasound (EUS)-guided transmural drainage between 
2010 and 2024 at a tertiary referral center. The index intervention was defined 
as the first drainage procedure during which fluid/pus was obtained for micro-
biological culture. Patients were excluded from the analysis if microbiological 
sampling could not be performed at the index intervention (e.g. due to inac-
cessibility of the necrotic cavity).
Primary endpoints were the microbial flora and its association with mortality, 
ICU admission, and length of stay (LOS). Secondary endpoints included micro-
bial susceptibility to empiric antibiotic regimens and the predictive value of 
C-reactive protein (CRP) and white blood cell count (WBC). Infected necrosis 
was defined by positive bacterial or fungal cultures; sterile necrosis by negative 
cultures.
Results  Of 345 patients with WON, 300 were eligible for analysis. Culture-pos-
itive infection was identified in 251 patients (83.7 %), most often polymicrobi-
al (65 %). The predominant pathogens were Enterococcus faecium (47 %), Escher-
ichia coli (20 %), and Candida albicans (22 %). Patients with infected necrosis had 
higher rates of ICU admission (35.1 % vs. 18.4 %; OR 2.39, p = 0.020), with no 
statistically significant difference in mortality (10.4 % vs. 2.0 %; OR 5.55, 
p = 0.096) and LOS (median 79 days (IQR; 56–109.5) vs. 76 days (IQR; 65–116); 
OR 1.21, 95 % CI 0.66–2.24; p = 0.64). Despite antibiotic use in 240 patients 
(80 %) before sampling, infection remained highly prevalent, and infected ne-
crosis was more common among those receiving antibiotics compared with 
those who did not (86.3 % vs. 73.3 %; p = 0.026). Of 518 organisms isolated, 
only 35.5 % were susceptible to administered antibiotics or antifungals prior to 
intervention. Both CRP and WBC were independently associated with infection 
(OR per 10 mg/L CRP 1.05, 95 % CI 1.02–1.09; OR per 1 × 10⁹/L WBC 1.09, 95 % 
CI 1.03–1.16), although discriminatory performance was modest (AUC ≤ 0.66).
Conclusions  Infection in WON is mostly polymicrobial and associated with 
prolonged ICU admission.
Conflicts of Interest  John Gásdal Karstensen is a consultant for Ambu, Biodexa, 
Boston Sci, Olympus, and SNIPR BIOME and received speaker fee from Norgine 
and Olympus. The remaining authors have no conflicts of interest to declare.
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Introduction:  Endoscopic mucosal resection (EMR) of large non-pedunculat-
ed colorectal lesions ( ≥ 20 mm) with a GSEED-RE2 score ≥ 4 carries a high risk 
of delayed bleeding, even when prophylactic clip closure is performed. Covergel 
is a thermosensitive biogel specifically designed to protect mucosal defects 
and enhance healing.
Case description:  We report four high-risk cases treated with EMR plus pre-
ventive Covergel application: Case 1, 81-year-old male, 30-mm 0-Is cecal lesion 
(7 points); Case 2, 80-year-old male, 40-mm 0-II-Gnh splenic flexure lesion (6 
points); Case 3, 57-year-old male, 45-mm 0-Is sigmoid lesion (6 points); Case 
4, 59-year-old male, 40-mm 0-IIa-NG cecal lesion (6 points).
Conclusions:  No delayed bleeding or adverse events occurred, suggesting 
Covergel as a promising adjunct to prevent post-EMR hemorrhage in high-risk 
lesions [1].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/8924f38f-f7ec-4dbd-83eb-f2b3c5dd0a8e/Uploads/19978_Cov-
ergel_4 %20cases.mp4
Conflicts of Interest  Vicente Lorenzo-Zúñiga is the author of the Covergel 
patent
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Aims  Endoscopic approaches to gastrointestinal (GI) perforations, leaks, and 
fistulas remain in an early stage of development in Mongolia. However, with 
recent advances in equipment and endoscopic skills, minimally invasive closure 
techniques have rapidly gained ground. Among these, the Over-the-Scope 
Clip (OTSC) system has emerged as a key innovation, enabling effective closure 
of small defects and reducing the need for surgical re-intervention.
Methods  A retrospective review was conducted of 30 patients treated with 
the OTSC system between 2024 and 2025 in six tertiary centers across Mon-
golia (Brilliant Hospital, NCCD, MCH, MNUMS Hospital, And-Med, and Mungun 
Guur). Indications included post-surgical leaks, perforations (post-ESD, post-
ERCP, or postoperative), fistulas, and foreign body–related defects. Two pedi-
atric cases (aged 1 and 8 years) were successfully treated using OTSC mini 
(▶Table 1).
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▶Table 1	 

Group Number 
of Cases

Suc-
cessful

Unsuc-
cessful

Unre-
lated 
Mor-
tality

1. Esophagus & 
Pharynx

14 13 1 2

2. Stomach 4 4 0 0

3. Small 
Intestine 
(including 
Duodenum & 
Colon)

10 8 2 2

Total 28 (30 
OTSC 
place-
ments)

25 
(90 %)

3 
(10 %)

3

Results  The overall technical success rate was 90 %, and all OTSC applications 
achieved complete closure. Two patients died from underlying systemic disease 
unrelated to the endoscopic procedure. The majority of cases ( ≈ 60 %) involved 
post-surgical leaks, most frequently in the esophagus and duodenum. The 
procedure was found to be simple, quick to learn, and technically feasible, 
even in limited-resource settings, providing a practical alternative to surgery.
Conclusions  The introduction of OTSC in Mongolia represents a major step 
forward in endoscopic management of GI complications. This technique offers 
a safe, effective, and minimally invasive solution for perforations and leaks, 
especially after esophago-jejunal or duodenal anastomoses. These early mul-
ticenter results demonstrate the growing capability of Mongolian endoscopists 
to manage complex GI defects endoscopically and highlight the expanding role 
of OTSC as a standard therapeutic tool in the region.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Combined Endoscopic and Laparoscopic Surgery (CELS) is a relatively 
uncommon technique used to treat benign, complex, and endoscopically un-
resectable colonic lesions. It has emerged as an alternative to conventional 
surgical resection or endoscopic submucosal dissection (ESD). The aim of this 
study is to evaluate the safety and clinical outcomes of this technique in our 
center.
Methods  We conducted a retrospective, single-center, observational study 
assessing short-term outcomes in patients with endoscopically unresectable 
colonic polyps who underwent CELS between January 2023 and June 2025. 
Endoscopic features, resection technique, postoperative outcomes, hospital 
stay, and pathological findings were analyzed.
Results  Seven patients (mean age: 65.3 years; 2 women, 5 men) underwent 
the procedure. The main reasons for performing CELS were lesion size (three 
lesions larger than 30 mm), involvement of the appendiceal orifice (three cas-
es), and in one patient, the presence of scar tissue rendering the lesion unre-
sectable. All lesions had an adenomatous appearance (NICE type 2) and were 
located in the cecum, as lesions in other colonic segments were referred for 
ESD.

In all cases, laparoscopic cecectomy assisted by endoscopy was performed 
without conversion to open surgery. Surgical time was not recorded. The me-
dian hospital stay was 1 day (range: 1–10 days); the longest stay corresponded 
to a patient who developed medical complications (pneumonia and atrial fi-
brillation).
Histological examination revealed three tubular adenomas (one with high-
grade dysplasia), two adenocarcinomas (one pTis and one pT1), one mucinous 
cystic neoplasm, and one fibrous obliteration of the appendix. All specimens 
had clear margins.
Follow-up colonoscopies at 6 and 12 months were performed in three patients, 
with no evidence of recurrence; the remaining patients are still awaiting their 
scheduled surveillance colonoscopies.
Conclusions  CELS is a safe technique with favorable short-term outcomes and 
should be considered a viable alternative for the management of complex be-
nign colonic polyps in patients who are not suitable candidates for ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:Bouveret syndrome is a rare manifestation of gallstone ileus, ac-
counting for less than 3 % of cases, and arises from the impaction of a gallstone 
in the pylorus or duodenum via a bilioenteric fistula [1, 2]. It predominantly 
affects elderly patients with long-standing cholelithiasis and is associated with 
delayed diagnosis, significant morbidity, and high mortality [1, 3]. The optimal 
management approach remains debated, particularly in frail patients [4, 5]. 
We report a case of Bouveret syndrome in a 92-year-old female successfully 
treated using combined endoscopic lithotripsy techniques, demonstrating the 
viability of minimally invasive management in high-risk individuals.
Case Description:A 92-year-old female with advanced frailty and multiple 
comorbidities presented with right upper quadrant pain, nausea, and vomiting. 
Computed tomography revealed pneumobilia, a cholecystoduodenal fistula, 
and a large duodenal gallstone causing gastric outlet obstruction. Endoscopic 
evaluation confirmed an 8 cm impacted gallstone in the duodenal bulb. Elec-
trohydraulic and mechanical lithotripsy were used to fragment and mobilise 
the stone into the stomach, achieving complete clearance in a three-hours 
endoscopic procedure, done under general anaesthesia.
Outcome:The patient’s symptoms and liver function tests normalised post-pro-
cedure. Subsequently, she developed a distal gallstone ileus due to migration 
of a fragment. Given a predicted high perioperative mortality, conservative 
management was chosen. Spontaneous passage of the stone ensued, with full 
radiological and clinical resolution, and the patient was discharged in good 
condition.
Conclusion:Endoscopic lithotripsy represents a safe and effective alternative 
to surgery for Bouveret syndrome in frail, elderly patients [4, 5]. Early CT or 
MRCP imaging is key to diagnosis [3], while multidisciplinary, patient-centred 
management optimises outcomes in this rare but serious complication of gall-
stone disease [4, 5].
Keywords:Bouveret syndrome; Endoscopic lithotripsy; Gastric outlet obstruc-
tion; Cholecystoduodenal fistula; Gallstone ileus
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Aims  Patients with inflammatory bowel disease (IBD) require colonoscopy for 
diagnosis, disease activity assessment, and dysplasia surveillance. Patients with 
IBD reported lower satisfaction with sedation during colonoscopy and increased 
procedural pain compared with individuals without IBD. This study aimed to 
examine sedation requirements of IBD patients undergoing colonoscopy.
Methods  A retrospective cohort study of IBD and non-IBD patients presenting 
for colonoscopy between January 2020 and December 2024 was undertaken. 
Data collected included patient and procedure focused variables. Sedation was 
performed as intravenous conscious sedation (IVCS) using midazolam and 
propofol. The opioid analgesic, pethidine was added If the sedation level was 
not adequate for procedures.
Results  A total of 1655 consecutive colonoscopies (253 IBD, 1402 non-IBD) 
were analyzed. For IVCS, 11.1 % of IBD patients required Midazolam only(M), 
41.9 %, Midazolam and propofol (MP), and 47.0 %, Midazolam, Propofol and 
opioid (MPO) versus 11.7 % of non-IBD required M, 69.1 % MP and 19.2 % MPO 
respectively. Among IBD patients (CD 52, UC 201), active disease state required 
MPO in 51,6 % (66/128) versus inactive state 42,4 % (53/125) (p = 0.18). Propo-
fol administration (mg) was 25.4 ± 13.3 in IBD and 23.7 ± 12.7 in non-IBD 
(p = 0.07).
Conclusions  IBD patients required more opioid analgesic for IVCS compared 
with non-IBD patients. IBD patients showed similar opioid requirement both 
active and inactive disease state. Since patients with inflammatory bowel dis-
ease consistently show a low pain threshold even in a remission state, these 
study results show that it is necessary to administer appropriate analgesics 
together to increase patient satisfaction during IVCS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:  Extranodal marginal zone B-cell lymphoma mucosa-associated 
lymphoid tissue (MALT lymphoma) most frequently affects the stomach and is 
linked to Helicobacter pylori infection, which promotes chronic antigenic stim-
ulation and lymphoid proliferation [1, 2]. Colon involvement is rare, and syn-
chronous gastric and colonic MALT is extremely rare, with less than 20 cases 
reported worldwide. Because clinical manifestations mimic inflammatory or 
benign colonic disease, diagnosis may be delayed [3, 4]. The few documented 
cases present make the underlying mechanisms unclear, and the diagnostic 
approach remains challenging [3, 4]. We report a case of synchronous gastric 

and sigmoid colon MALT lymphoma associated with H. pylori infection in a 
50-year-old man being treated with eradication therapy, periodic imaging, and 
endoscopic surveillance.
Case Description:A 50-year-old man with no significant past medical history 
presented with several months of intermittent abdominal pain, bloating, con-
stipation, and mucus discharge per rectum. Clinical examination revealed small 
internal haemorrhoids and mild left lower-quadrant tenderness. Esophagogas-
troduodenoscopy (OGD) demonstrated a crater-like ulcer in the mid-gastric 
body with surrounding irregular mucosa. Histopathology revealed a low-grade 
B-cell lymphoma consistent with gastric MALT type. Given persistent lower 
abdominal discomfort, a colonoscopy was performed, revealing a 40mm 
hemi-circumferential ulcerated and oedematous lesion in the sigmoid colon. 
Biopsies revealed dense lymphoid infiltrates with features of marginal zone 
lymphoma.
Outcome:The patient received two courses of H. pylori eradication therapy. 
Follow-up upper endoscopy showed marked regression of the gastric lesion 
into a fibrotic scar. Biopsies from this area, however, continued to demonstrate 
residual morphological and immunophenotypic features consistent with MALT 
lymphoma, while the lesion appeared endoscopically inactive. The patient re-
mained asymptomatic, and imaging was stable, leading to a “watch-and-wait” 
strategy, including periodic imaging and joint endoscopic surveillance by gas-
troenterology and haematology services.
Conclusion:Synchronous gastric and colonic MALT lymphoma is an exceeding-
ly rare presentation of extranodal marginal zone lymphoma [5]. This case high-
lights the diagnostic importance of correlating imaging, endoscopic, and his-
topathologic findings in patients with nonspecific gastrointestinal symptoms, 
as is the therapeutic impact of H. pylori eradication. A conservative approach 
with histological reassessment and close follow-ups is the most reasonable for 
localized, indolent disease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP087  Measurement of colonic polyps. Is visual 
estimation accurate to determine subsequent 
surveillance colonoscopy?
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Aims  We aim to compare the estimation of polyp size using the visual estima-
tion of colon polyp with or without the open biopsy forceps technique against 
actual polyp size measurement by our histopathology department for all pol-
yps > 1 cm in size.
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Methods  A single centre, retrospective analysis of 47 consecutive patients 
who have had polypectomies done for polyps > 1 cm in size from April 2024 at 
a hospital in North London. The data was collected using the Medilogic endos-
copy reporting tool and the electronic patients record. The size of the polyps 
documented in the endoscopy report was then compared to the lab measured 
actual polyp size.
Results  25/47 (53 %) polyps greater than 1cm had similar histological size to 
endoscopic size estimate. 22/47 (47 %) of polyps greater than 1cm had poor 
correlation of size with histology, of which 21 had size overestimated at endos-
copy in comparison to histology.
Conclusions  Colon polyp size is a critical biomarker for clinical management 
of colonic polyps. Larger polyps have a greater malignant potential. During 
colonoscopy, it is important to correctly measure the size of the polyps because 
of the direct correlation of size with colon cancer and defining a polyp as high-
risk polyp which aids appropriate further surveillance colonoscopy. During 
polypectomy, size of the colonic polyps encountered are often gauged by visual 
estimation or the open forceps method. However, some data exists on the 
questionable reliability of a visual estimate even amongst expert colonosco-
pists.
From this study, we can conclude that visual estimation of polyp size at endos-
copy is inaccurate with wide variations between the reported size and the ac-
tual size of the polyps. Accurate measurement of colonic polyps is important 
as inaccuracies can lead to potentially larger polyps not being tattooed and 
patients with smaller polyps having to attend for subsequent surveillance co-
lonoscopy when they could have been safely discharged as per current ESGE 
guidelines. We advocate that the ‘gold standard’ practice of direct measure-
ment of the polyp once excised and outside the body be adopted and this be 
used to guide subsequent management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We aimed to assess the current practice in our institution in terms of 
polypectomy technique of right sided polyps in comparisons to the ESGE stand-
ards.
Methods  A single centre, retrospective analysis of 100 consecutive patients 
who have had polypectomy of any size from April 2024 at a hospital in North 
London was undertaken. Patients who had polypectomy from the right side of 
the colon, defined as polyps in the caecum, ascending colon and hepatic flexure, 
were then analysed. The data was collected using the Medilogic endoscopy 
reporting tool, and the electronic patients record. The technique used for pol-
ypectomy, along with the type of polyp at histology retrieved, was scrutinized 
and compared with obedience of ESGE guidance on polypectomy technique.
Results  A total of 70 right sided polyps were detected and analysed from pol-
ypectomies across the 100 patients. Of those, 53 polypectomies (76 %) followed 
ESGE recommendations and 17 (24 %) did not. The non-compliant polypecto-
my methods used included cold biopsy, hot endoscopic mucosal resection 
(EMR) for SSL or polyps less than 10mm and hot snare for polyps less than 10mm 
(see ▶Table 1).

▶Table 1	 

Polypectomy 
method 
compliant with 
ESGE

Polypectomy 
method non-com-
pliant with ESGE

Cold snare or cold 
EMR for all

SSL 9 Hot EMR for SSL 2

Cold snare or cold 
EMR

 < 10mm 32 Cold snare or cold 
EMR > 10mm

4

Hot EMR > 20mm 11 Hot EMR < 10mm 2

ESD 1 Hot snare < 10mm 1

Cold biopsy 8

Total in line with 
ESGE:

53 
(76 %)

Total not in line 
with ESGE:

17 
(24 %)

Conclusions  Polypectomy on the right side of the colon pose a challenge due 
to its thin wall increasing the risk of perforation. New guidelines from the Eu-
ropean Society of Gastrointestinal Endoscopy (ESGE) recommend using cold 
snare polypectomy in polyps < 10mm, as well as use of cold snare polypectomy 
technique for serrated sessile lesions (SSL) of all sizes to reduce the risk of de-
layed bleeding. The guidance also recommends avoiding cold biopsy for polyp 
resection to reduce the risk of recurrence.
This study shows insufficient compliance to the ESGE guidelines in our depart-
ment with regards to polypectomies performed on right side of the colon. Al-
most a third of polypectomies not in line with ESGE guidance (5/17) involved 
inappropriate diathermy use, which may have increased the risk of perforation. 
Although, these risks can be mitigated slightly through prophylactic use of 
clips, this is less cost effective and could be avoided through increased use of 
cold EMR or cold snare polypectomy in the right colon for smaller polyps. In 
addition, many endoscopists are still carrying out cold biopsies on small pol-
yps(8/70, 11 %), which ESGE recommends avoiding due to the likelihood of 
incomplete resections and therefore increased risk of local recurrence. We 
conclude that there is inadequate adherence to the latest ESGE guidelines with 
regards to right sided polypectomies. We recommend better dissemination 
and implementation of the ESGE guidelines to enhance clinical practice with 
regards to polypectomy techniques.
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Aims  We aimed to assess the current practice in terms of polypectomy tech-
nique of SSL in comparisons to the ESGE standards.
Methods  A single centre, retrospective analysis of consecutive patients who 
have had polypectomies done for SSL of any size from April 2024 at a hospital 
in North London was undertaken. The data was collected using the Medilogic 
endoscopy reporting tool, and the electronic patients record. The technique 
used for polypectomy, along with the type of polyp at histology retrieved, was 
scrutinized and compared with ESGE recommendation on polypectomy tech-
nique for SSL.
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Results  Of 177 polypectomies, 18 SSLs of varying sizes were confirmed at 
histology. 13 of these (72 %) were retrieved using cold snare polypectomy with 
or without EMR, in line with ESGE guidelines. The remaining 5 SSLs (28 %) were 
retrieved using either hot EMR or cold biopsy.
Conclusions  Sessile serrated lesions (SSL) have been recognised in the last decade 
as important premalignant lesions accounting for between 15 % and 30 % of 
colorectal cancers. According to European Society of Gastrointestinal Endoscopy 
(ESGE) guidelines, cold snare polypectomy is recommended for SSLs < 10mm, and 
cold snare polypectomy or piecemeal cold snare polypectomy with or without 
endoscopic mucosal resection (EMR) technique for SSL < 19mm. This technique is 
adopted to reduce thermal damage from diathermy techniques reducing the com-
plications of delayed bleeding and perforation.
Through this study, we can conclude that a significant proportion of SSLs are 
still being extracted using methods inclined to increase thermal damage. The 
current ESGE guidelines, with-regards-to SSL polypectomies has not been ful-
ly implemented in clinical practice. We recommend better dissemination and 
implementation of these guidelines, which in turn, could lead to reduced iat-
rogenic perforation rates and cases of post-procedural bleeding, as well as cost 
savings in using less resource
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Bowel preparation is an essential prerequisite for high-quality colonos-
copy, while clinical performance and patient acceptability have traditionally 
guided the choice of preparation, their environmental impact has remained 
largely overlooked. This study aims to conduct a comparative LCA of 5 current 
bowel preparations used in clinical practice.
Methods  A life cycle assessment was performed independently for 5 of the 
most current bowel preparation available on the market, with 3 polyethyleneg-
lycols (PEG-4L, PEG-2L-A, and PEG-2L-B) and 2 oral sodium sulfate ones (OSS-
1, OSS-2). A cradle to grave boundary method was used from raw extraction 
to end of life. Main environmental impacts were evaluated including carbon 
footprint, ecotoxicity, water and fossile resources depletion, human toxicity 
and eutrophication.
Results  Carbon footprint of the different bowel preparations varied from 0.118 
kg CO2eq per unit (OSS-1), 0.585 (OSS-2), 0.684 (PEG-2L-A), 0.685 (PEG-2L-B) 
and 0.814 kg CO2eq (PEG-4L). Active ingredient had less impact in oral sulfate 
prep (OSS-1 : 0.08 kg CO2e, OSS-2 : 0.012 KgCO2e) than for PEG (PEG-2L-A 0.6 
kg CO2e, PEG-2L-B 0.5 kg CO2eq, PEG-4L 0.8 kg CO2e). Packaging was varying 
from 0.03 for OSS-1 to 0.454 Kg CO2e for OSS-2. Use of fossile resources var-
ying from 1.6 MJ per unit (OSS-1), 10.7 MJ (OSS-2), 13.9 MJ (PEG-2L-B), 15.6 
MJ (PEG-2L-A), to 19.3 MJ (PEG-4L). Biodegradability of the PEG reached 40 % 
at 14 days and 60.4 % at 28 days in manometric respirometry test.
Conclusions  Oral sulfate bowel preparation with minimalist packaging (OSS-
1) has very low environmental impacts compared to other bowel preparations 
like PEGs, which active ingredient is consuming far more to be produced, or 

like other sulfate preparations with very heavy packaging (plastic bottles). Bi-
odegradability of PEG has struggled to meet the established standard at 28 
days but not at 14, whereas conventional wastewater treatment plants in our 
country usually keep sludge for less than 20 days. Environmental sobriety 
should become a criterion of choice at the time of product prescription and for 
future ecologic conception of drugs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Transnasal endoscopy (TNE) is an unsedated alternative to conventional 
oesophagogastroduodenoscopy (OGD), enabling upper gastrointestinal (UGI) 
assessment via an ultrathin endoscope under topical anaesthesia. Randomised 
trials confirm comparable diagnostic accuracy and patient acceptability, yet 
large-scale real-world data are limited. Rising UK endoscopy demand and the 
NHS Faster Diagnosis Standard (FDS), requiring cancer diagnosis or exclusion 
within 28 days, necessitate pathway innovation. We evaluated diagnostic yield, 
safety, and operational performance of a newly implemented TNE service for 
patients with UGI symptoms, including urgent suspected cancer (two-week-
wait, 2WW) referrals, in a UK tertiary centre [1–5].
Methods  All patients undergoing TNE between April and August 2025 were 
included in this prospective observational study. Referrals originated from rou-
tine and 2WW suspected UGI cancer pathways. Procedures were performed by 
JAG-accredited endoscopists in a dedicated TNE suite under topical anaesthe-
sia without sedation. Data collected included demographics, referral indication, 
completion rate, same-day oral OGD conversion, cancer detection, non-attend-
ance (DNA) rate, incomplete procedure waiting list (IPWL) delay, and compli-
cations. Outcomes were compared between Q1 (April–June) and Q2 (July–Au-
gust) to assess scalability. Benchmarking was performed against UK National 
Endoscopy Database (NED) OGD data and international TNE cohorts. Statistical 
analyses used Fisher’s exact test and exact binomial confidence intervals.
Results  A total of 593 TNE procedures were completed (mean age 64.2 ± 12.8 years; 
54 % female). Indications included 2WW suspected UGI cancer (52 %), dyspepsia/reflux 
(35 %), anaemia (9 %), and surveillance (4 %). UGI cancer was detected in 11/593 (1.9 %; 
95 % CI 0.93–3.29 %), exceeding the national OGD benchmark of 1.0 % (p = 0.03). Can-
cer yield was 2.6 % (8/307; 95 % CI 1.13–5.07 %) in 2WW referrals versus 1.0 % (3/286; 
95 % CI 0.22–3.03 %) in non-2WW pathways (p = 0.23; not significant).
Oral conversion was required in 132/593 (22.3 %; 95 % CI 18.97–25.83 %). Same-
day conversion without sedation occurred in 35/132 (26.5 %), rising from 35.6 % 
(16/45; 95 % CI 21.9–51.2 %) in Q1 to 73.1 % (19/26; 95 % CI 52.2–88.4 %) in Q2 
(p = 0.003). Deferred conversions, primarily for sedation preference, incurred 
minimal IPWL delay ( < 7 days), maintaining FDS compliance.
DNA rates fell from 7.6 % (29/382; 95 % CI 5.14–10.72 %) in Q1 to 2.6 % (9/348; 
95 % CI 1.19–4.85 %) in Q2 (p = 0.002), reflecting improved patient engagement 
and streamlined pathway integration. No procedural complications occurred 
(0 %; 95 % CI 0–0.62 %). Diagnostic completion and cancer detection rates were 
equivalent between high- and mid-volume endoscopists.
Conclusions  TNE is a safe (0 % complications), effective (cancer yield > OGD 
benchmark), and scalable diagnostic option for suspected UGI cancer. Integra-
tion within 2WW pathways supports FDS compliance and reduces DNA rates, 
alleviating endoscopy service pressure. These findings provide a strong evi-
dence base for wider NHS adoption and European integration of TNE as a pa-
tient-centred innovation in UGI cancer diagnostics.
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Aims  Gastric adenocarcinoma of the fundic gland type (GA-FG) is a rare, 
well-differentiated neoplasm that usually arises from H. pylori-negative, 
non-atrophic mucosa of the upper stomach. This study aimed to characterize 
the clinicopathologic and endoscopic features of GA-FG in Korean patients.
Methods  Ten patients with GA-FG who underwent endoscopic resection be-
tween November 2011 and April 2025 at Pusan National University Hospital 
were retrospectively analyzed. Clinicopathologic features, endoscopic findings, 
and outcomes were reviewed [1–5].
Results  A total of 10 patients (6 men, 4 women; mean age, 60.7 years; range, 
34–73) were included. Most lesions were located in the fundus or upper body 
(8/10, 80 %) and arose from non-atrophic mucosa. H. pylori infection was ab-
sent in nine patients. The predominant macroscopic type was slightly elevated 
(IIa) with dilated surface vessels. The mean tumor size was 7 mm, and submu-
cosal invasion was present in eight cases (80 %). En bloc and histologically com-
plete resection were achieved in all cases, and no recurrence or metastasis 
occurred during a mean follow-up of 29 months (▶Table 1).

▶Table 1	  Clinicopathologic, endoscopic features and outcome of patients with gastric adenocarcinoma of the fundic gland type

Case 1 Case 2 Case 3 Case 4 Case 5 Case 6 Case 7 Case 8 Case 9 case 10

sex F F M F M M F F M M

Age(years) 73 51 67 72 63 73 65 41 34 68

Location Cardia Fundus Fundus Lower body Fundus Upper body Upper body Fundus Fundus Upper body

H.pylori infection Absent Present Absent Absent Absent Absent Absent Absent Absent Absent

Background atrophy Absent Absent Absent Absent Absent Present Absent Absent Absent Present

Macroscopic shape IIa IIa IIa IIb IIa IIb IIa IIa IIa IIb

Dilated blood vessels Present Present Absent Absent Present Present Present Present Absent Present

Endoscopic biopsy Atypia Atypia Atypia Atypia Atypia Fundic gland 
polyp

Atypia Atypia Low grade 
dysplasia

Atypia

Treatment method ESD ESD ESD ESD ESD ESD ESD EMR ESD ESD

size(mm) 7 4 6 4 10 8 10 6 51 4

invasion depth SM1 SM1 SM1 M SM1 SM1 SM2 SM1 M SM1

Conclusions  GA-FG typically develops in H. pylori-negative, non-atrophic mu-
cosa of the upper stomach and shows indolent behavior despite submucosal 
invasion. ESD provides a curative and safe treatment option with excellent 
outcomes
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Colon capsule endoscopy (CCE) has emerged as a minimally invasive alternative 
to colonoscopy and has in several meta-analyses shown non-inferiority in de-
tection rates of colorectal lesions. However, CCE is a reader-dependent tech-
nique and pathology can be missed even though images of the lesions are 
captured. Furthermore, misclassification of pathology can lead to erroneous 
conclusions and possible delays in correct diagnosis and patient management. 
With this case-series we aim to present misclassified and non-detected cancers 
from the CareForColon2015 trial and discuss the underlying causes and possi-
ble solutions to reader error leading to missed pathology.
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In the CareForColon2015 trial including 2,031 Danish colorectal cancer screen-
ing participants with a positive faecal immunochemical test undergoing CCE, 
72 cancers were detected and verified by histopathology. Through systematic 
re-evaluation of all CCE investigations where a subsequent colonoscopy report-
ed a cancer, we identified four cases of misclassification, where the lesion was 
reported as non-neoplastic or with a low risk profile and one case of a non-de-
tected cancer where the lesion was captured in capsule images but not report-
ed by the reader.
In two cases, colonic pathology with clear signs of malignancy (bleeding, cen-
tral depression and ulceration) were reported as inflammation in CCE while one 
case had a description in the report of “a short sequenced retracted sigma-lesion 
with swollen mucosa and red spots” and no designation of “malignancy suspect-
ed”. The fourth case of misclassification was a cancer reported as a polyp of 
12mm in size. However, a CCE frame shortly after the reported one depicted a 
lesion of 25mm. The reported frame only showed the border of the cancer 
therefore giving the impression of a medium and not high-risk finding. In the 
case of non-detection, two polyps were reported in CCE leading to referral for 
colonoscopy. A semi-circumferential malignancy suspect tumour in the right 
colon was found in colonoscopy and in review of the CCE, the capsule clearly 
visualised the malignant tumour, although not reported.
These cases prompt a discussion on the need for improvements in the CCE 
reading and reporting process. If readers do not have conventional endoscopy 
experience, their ability to classify findings correctly can be suboptimal. Addi-
tionally time constraints in overburdened healthcare systems can lead to com-
promised accuracy in the pursuit of efficiency. Reader training including cases 
of rare and malignant findings combined with a focus on concrete measures to 
reduce reader fatigue are important steps towards minimising the risk of missed 
pathology and misclassification of findings. Furthermore, implementation of 
artificial intelligence support is suggested by many as an essential part of the 
future CCE pathway to remedy the issues of reader error and ensure consistent 
and high quality reports to support clinical decision-making and patient man-
agement.
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Aims  Propofol is the most commonly used intravenous induction anesthetic 
in clinical practice, but it is associated with several adverse events such as hy-
poxemia, hypotension, and bradycardia. The use of adjunct medications during 
gastrointestinal (GI) endoscopy may reduce propofol requirements and im-
prove hemodynamic stability. Esketamine, in particular, has been reported to 
not only reduce propofol dosage but also counteract its depressive effects, 
offering enhanced stability and a better anesthetic experience [1–8].
This meta-analysis aims to evaluate the effectiveness of esketamine as an ad-
junct to propofol compared to propofol alone in adults undergoing GI endos-
copy.
Methods  A comprehensive search was conducted in MEDLINE, Scopus, Web 
of Science, and the Cochrane Library to identify eligible randomized controlled 
trials (RCTs). The primary outcomes assessed were total propofol dosage (mg) 
and the incidence of hypotension and hypoxemia. Pooled analyses were ex-
pressed as mean differences (MDs) for continuous variables and risk ratios (RRs) 
for categorical outcomes, each with 95 % confidence intervals (CIs).
Results  Eight trials met the inclusion criteria. The combination of esketamine 
and propofol significantly reduced propofol requirements (MD = -54.97; 95 % 
CI: -69.77 to -40.17; p < 0.00001). The combination also lowered the risk of 
hypotension (RR = 0.28; 95 % CI: 0.19–0.40; p < 0.00001) and hypoxemia 
(RR = 0.58; 95 % CI: 0.34–0.98; p = 0.04) (▶Table 1).
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▶Table 1	  Characteristics of the included studies

Study ID Study design Study 
period

Operation N 
randomized

ASA Primary 
outcome(s)

Key findings

Feng 2022 Double-blind 
RCT

January 
2022 to 
August 
2022

Gastrointestinal 
endoscopy

100 I/II EC50 of 
propofol

Increasing the dose of esketamine 
significantly reduces the dose of 
propofol required for procedures, 
with fewer hemodynamic changes.

Fu 2024 Single-blind 
RCT

July 2021 to 
September 
2021

Colonoscopy 100 I/II/III Incidence of 
hypotension

Esketamine + propofol for 
colonoscopy reduces hypotension 
and enhances respiration, with 
satisfactory sedation.

Liu 2023 Double-blind 
RCT

January 
2021 to 
March 2021

Gastroscopy 80 I/II/III Total amount 
of propofol 
consumption

Propofol combined with 0.2 mg/kg 
esketamine reduces total propofol 
consumption, maintains stable 
hemodynamics, and does not 
affect recovery time.

Song 2023 Double-blind 
RCT

February 
2022 to 
November 
2022

Bidirectional 
Endoscopy

663 I/II Composite of 
desaturation 
and hypoten-
sion

Esketamine reduced desaturation 
and hypotension by 61 %, and 
decreased propofol usage.

Xiao 2024 Double-blind 
RCT

November 
2022 to 
February 
2023

Colonoscopy 195 I/II Incidence of 
hypoxemia, 
hypotension, 
hypertension, 
and bradycar-
dia

Esketamine + propofol is safe and 
effective for colonoscopy with 
fewer complications.

Yang 2021 Double-blind 
RCT

November 
2020 to 
March 2021

Gastrointestinal 
endoscopy

90 I/II/III EC50 of 
propofol

Combination reduces propofol 
EC50, lowers hypotension 
incidence, and offers shorter 
recovery with similar satisfaction.

Zhan 2022 Double-blind 
RCT

November 
2020 to 
September 
2021

Gastrointestinal 
endoscopy

260 I/II Propofol 
consumption 
per minute 
(mg/min)

Propofol + 0.2 mg/kg esketamine 
reduced induction time, cough, 
and body movement, with lower 
propofol consumption. No effect 
on recovery, hemodynamics, or 
adverse events.

Zheng 2023 Double-blind 
RCT

August 
2022 to 
February 
2023

Gastroscopy 113 I/II Duration of 
procedure and 
propofol 
consumption

Propofol + esketamine reduced 
induction and awakening times, 
propofol consumption, and 
incidence of adverse events, with 
more stable hemodynamics.

RCT: Randomized control trial, ASA: American Society of Anaesthesiologists criteria for physical status, EC50: median effective concentration

Conclusions  The unique pharmacological properties of esketamine provide 
substantial value when used in combination with propofol for GI endoscopic 
procedures, particularly by enhancing hemodynamic stability and reducing 
propofol requirements.
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Aims  Post-endoscopic submucosal dissection (ESD) bleeding (PEB) is classified 
as early-onset or late-onset, and controversies regarding risk factors and pre-
ventive measures continue. Dialysis patients are widely recognized as a high-risk 
group for PEB; however, no established criteria exist for managing anticoagu-
lants during dialysis or timing the resumption of antithrombotic therapy after 
gastric ESD. This study aimed to clarify the frequency and timing of PEB in di-
alysis patients at a single institution and compare these findings with non-di-
alysis patients.
Methods  We retrospectively analyzed 47 cases undergoing gastric ESD at our 
institution between April 11, 2023, and August 19, 2025. Second-look endos-
copy (SLE) was performed the following day in all cases. PEB was defined as 
either (1) requiring emergency endoscopy due to hematemesis or melena, or 
(2) demonstrating bleeding on endoscopic re-examination with a hemoglobin 
decrease of ≥ 2 g/dL. The onset timing was classified as early (Day 0–1) or late 
(Day ≥ 2). Cases undergoing prophylactic cauterization or clipping during SLE 
without evident bleeding, followed by no subsequent bleeding, were classified 
as the prevent group. PEB was tallied on a per-patient basis (▶Table 1).

▶Table 1	 

Dialysis 
Patients(n = 3)

Non-Dialysis 
Patients(n = 44)

Sex(Male, %) (2, 66.7) (31, 70.5)

Age(Median, Range) (69, 66-76) (76, 41-94)

PEB 2 2

PEB Late-Onset 2(100 %) 1(50 %)

Prevent Group 0 9

UML classification (U, M, 
L)

(1, 1, 1) (7, 21, 16)

Tumor Size 
( > 30mm, < 30mm)

(0, 3) (16, 28)

Multiple Tumors 0 5

Aspirin (continue, 
suspend)

(1, 1) (4, 2)

P2Y12 Inhibitors 
(continue, suspend)

(0, 0) (0, 3)

Direct Oral Anticoagulant 
(continue, suspend)

(0, 0) (0, 7)

Cilostazol continue 0 1

Best-J score (mean) 4.3 1.6

Results  Of the 47 subjects, 3 were dialysis patients and 44 were non-dialysis 
patients. Overall PEB occurred in 4/47 cases (8.5 %). PEB was observed in 2/3 
dialysis patients (66.7 %), both of which were late-onset (Day 3, Day 6). Among 
non-dialysis patients, PEB occurred in 2/44 cases (4.5 %) (one case had two 

events on Day 1 and Day 6, the other on Day 6). A significant difference in PEB 
occurrence was observed between dialysis and non-dialysis patients (Fisher's 
exact test, two-tailed p = 0.016). The prevent group comprised 9 cases. The 
dialysis patients who developed PEB were: one case where the anticoagulant 
during dialysis was changed from nafamostat to dalteparin on Day 3 and he-
matemesis occurred on the same day; and another case where aspirin was re-
started on Day 3, changed from aspirin to prasugrel on Day 5, and hemateme-
sis occurred on Day 6.
Conclusions  In this institution's study, dialysis patients were at high risk for 
PEB, with delayed onset being particularly prominent. These findings are con-
sistent with the PEB risk in dialysis patients demonstrated in previous studies 
using the BEST-J score. The anticoagulant used during dialysis and the antiplate-
let agent restarted afterward may be implicated in delayed PEB. For dialysis 
patients after gastric ESD, it is considered appropriate to use nafamostat as the 
anticoagulant during dialysis and manage antiplatelet therapy cautiously with 
aspirin monotherapy for approximately one week postoperatively.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We aim to assess the prognostic value of specific single-nucleotide pol-
ymorphisms (SNPs) in ANGPT2 (rs2442598) and NOS3 (rs2070744) genes 
concerning the development of EV.
Methods  Fifty patients with HCV-related cirrhosis and varices found by en-
doscopy (Group I), fifty patients with HCV-related cirrhosis and no varices 
(Group II), and fifty healthy people as a control group (Group III) comprised the 
150 participants in this study.
Results  For genetic factors, there was no significant differences in the geno-
type distribution or allele frequencies of ANGPT2 (rs2442598) and NOS3 
(rs2070744) between patients with or without EV (p > 0.05). However, signifi-
cant differences were noted for ANGPT2 rs2442598 in relation to presence of 
varices, ascites, Child score, hypertension, ALT, and AST (p < 0.05), while other 
parameters did not show significant differences (p > 0.05). Similarly, for NOS3 
rs2070744, significant differences were found in Child score, hypertension, ALT, 
and AST (p < 0.05).
Conclusions  ANGPT2 (rs2442598) variant is a promising non-invasive indica-
tor to ensure that there are no varices with portal hypertension to predict ab-
sence of EV as a complication of cirrhosis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Metastatic colorectal cancer (mCRC) frequently results in complex hilar 
biliary strictures and obstructive jaundice. When cannulation is difficult or 
standard approaches fail, alternative endoscopic drainage strategies may be 
required. Evidence in the mCRC population remains limited. This study evalu-
ated the feasibility, safety, and early effectiveness of endoscopic biliary drainage 
in these patients.
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Methods  We retrospectively evaluated all consecutive patients with mCRC 
and malignant biliary obstruction who underwent endoscopic biliary drainage 
between 01.01.2020 and 30.09.2025 at our tertiary referral center. We collect-
ed demographic data, information about drainage procedure type, unilateral 
or bilateral drainage and application of combined endoscopic approaches. 
Technical success was defined as successful stent placement with documented 
bile drainage. Clinical success was defined as a ≥ 10 % reduction in serum bili-
rubin within the first 3 days. Adverse events and predictors of outcome were 
also explored.
Results  Forty-seven patients were included (median age 65 years, IQR 58–73; 
70.2 % male). The ECOG performance status was ≥ 2 in 88.9 % of cases. Techni-
cal success was achieved in 93.6 % of cases (44/47). Clinical success was 
achieved in 70.2 % (33/47) of patients. ERCP was performed in 35 patients 
(74.5 %), EUS-based biliary drainage in 8 patients (17.0 %), and combined 
ERCP + EUS drainage in 3 patients (6.4 %); no cases required percutaneous drain-
age. Clinical success was comparable between unilateral and bilateral drainage 
(66.7 % vs. 72.4 %, p = 0.75). AEs occurred in 27.7 % (13/47), mainly cholangitis 
(25.5 %), with one hepatic abscess. ROC analysis identified baseline biliru-
bin > 224 µmol/L as predictive of lower clinical success (AUC 0.61), whereas 
metastatic burden and drainage pattern were not associated with outcome. 
Clinical success did not differ by drainage modality (ERCP: 66.7 %; EUS-BD: 
75.0 %; combined: 100 %; p = 0.46).
Conclusions  Endoscopic biliary drainage in patients with mCRC-related ma-
lignant obstruction achieved high technical success and acceptable early bio-
chemical response across all drainage modalities. Most adverse events were 
manageable. Elevated baseline bilirubin was the only factor associated with 
reduced early clinical success, while drainage approach and metastatic burden 
showed no significant impact. These findings support a flexible endoscopic 
strategy tailored to anatomy and expertise, as outcomes were comparable 
across procedure types.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided biliary drainage ( EUS- BD) increasingly 
provides its role in the management of benign biliary diseases particularly in 
patients with surgically altered anatomy or after failed selective biliary cannu-
lation during ERCP .The aim of this study is to evaluate the safety, clinical effec-
tiveness and long-term outcomes of EUS-BD for the management of benign 
biliary diseases.
Methods  This is a single- center retrospective study, which included all con-
secutive patients, who underwent EUS-BD for benign indications between 
March 2020 and October 2025. All the procedures were evaluated in terms of 
technical, clinical success and adverse events. Long- term follow-up data were 
also provided.
Results  We identified 15 patients who underwent EUS-BD during the study 
period due to benign biliary diseases (men- 7, women- 8; mean age 62.3 years).
Some of them (n = 11,73.3 %) were addmited as emergency with acute cholan-
gitis, while others (n = 4, 26.7 %) with progressive jaundice. In 4 (26.7 %) cases 
surgically altered anatomy was present, while in 11(73.3 %) patients EUS-BD 
was used to assist ERCP after failed transpapillary canulation.
We performed EUS- guided hepaticogastrostomy (EUS-HGS) using fully covered 
self expanding metal stent in 11(73.3 %) patients, EUS- guded rendezvous tech-
nique to assist transpapillary canulation was used in 2 (13.3 %) and 2(13.3) 
patients underwent EUS choledochoduodenostomy. Antegrade cholangiosco-

py using the transgastric route was performed in 4( 26.7 %)cases. EUS-HGS was 
successfully performed in 3(20 %) cases with complete iatrogenic bile duct 
transsection duringcholecystectomy.
Second procedure was performed in 12 (80 %) cases after median period of 45 
days.
Technical success, defined as successful biliary access and stent placement was 
achieved in 86.7 %. Clinical success (defined as ≥ 50 % reduction in serum total 
bilirubin and cholestatic enzymes or resolution of cholangitis within 2 weeks 
after the procedure) was achieved in 14 (93.3 %) patients.
During follow-up, 13 patients (86.7 %) remained under multistenting manage-
ment, with a median follow-up duration of 8 months. One patient (6.7 %) 
achieved complete resolution of the stricture after 2 procedures, with no re-
currence observed after 2 years. Adverse events, mostly episodes of cholangi-
tis, were managed conservatively and endoscopically. Surgery was required in 
only 2 ( 13.3 %) patients due to technical failure of EUS-BD and high risk of se-
vere cholangitis. In 1 ( 6.7 %) additional case, cholangioscopy- guided biliary 
drainage was performed following technical failure of EUS-HGS.
During the study period 1( 6.7 %) patient died from unrelated comorbidities.
Conclusions  EUS-BD demonstrates favorable clinical efficacy and satisfactory 
technical success rates, suggesting that it is a viable option for the management 
of benign biliary diseases. Further development of dedicated devices and ac-
cessories is essential to enhance the safety and effectiveness of the procedure, 
particularly in benign indications. Long-term follow-up remains necessary to 
confirm the durability and overall outcomes of this technique.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Distinguishing bleeding originating from the small versus the large bow-
el can be challenging due to overlapping clinical features, while hemostasis will 
be required in a subset of patients. This study aimed to identify factors associ-
ated with small bowel bleeding and predictors of the need for hemostasis.
Methods  A retrospective analysis was conducted on patients with confirmed 
lower gastrointestinal bleeding. Associations between clinical and laboratory 
parameters with bleeding location and the need for hemostasis were assessed 
using statistical tests and logistic regression analysis. The crude analyses re-
vealed several associations. To account for potential confounding, we per-
formed an adjusted analysis featuring all of the variables fulfilling the lenient 
statistical threshold of p = 0.01. The truly important associations are those that 
“survived” the adjusted analysis. Adjusted associations were considered signif-
icant using the conventional statistical threshold of p = 0.05 [1–4].
Results  A total of 419 patients (242 males, 57.8 %) with a median age of 76 
years (IQR 65–83) were included. The bleeding source was located in the colon 
in 85.9 % of cases, in the small bowel in 10 %, and remained unidentified in 4.1 %. 
Hemostasis was required in 13.8 % of patients. The presence of melena and 
maroon-colored stools was strongly associated with small bowel bleeding (OR 
18.5 and 7.0, respectively; p < 0.001). A history of cardiovascular disease re-
duced the likelihood of small bowel bleeding by 87 % (p < 0.001). Higher hemo-
globin levels were associated with a lower risk (15 % reduction per 1 g/dL in-
crease; p = 0.027), while higher urea levels increased the risk (0.9 % per mg/dL; 
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p = 0.01). Polypectomy markedly increased the likelihood of requiring hemo-
stasis (OR ~36; p < 0.001). Conversely, higher albumin levels significantly re-
duced this risk (53.4 % per 1 g/dL increase; p < 0.001), whereas anticoagulant 
use more than doubled it (p = 0.049) (▶Table 1).

▶Table 1	 

Small vs large bowel 
bleeding​

Sig.​ Exp(B)​ 95 % C.I.for 
EXP(B)​

Low-
er​

Upper​

Referral​ ,110​ 2,033​ ,852​ 4,849​

Hematochezia​ ,000 
om-
nibus 
p​

​ ​ ​

Melena​ ,000​ 18,537​ 5,651​ 60,803​

Maroon coloured stool​ ,000​ 7,107​ 2,881​ 17,532​

Rectal bleeding ,997​ NA​

Bloody diarrhea​ ,999​ NA​

Cardiovascular disease ​ ,000​ ,127​ ,049​ ,331​

Prior lower GI bleeding ​ ,144​ 2,115​ ,775​ 5,773​

Platelets (K/μl)​ ,917​ 1,000​ ,996​ 1,005​

Albumin (g/dl)​ ,499​ ,829​ ,481​ 1,428​

Urea (mg/dl)​ ,010​ 1,009​ 1,002​ 1,016​

Hemoglobin(g/dl)​ ,027​ ,846​ ,729​ ,981​

Conclusions  Specific clinical and laboratory parameters are associated with 
both the bleeding site and the need for hemostasis. Their integration into clin-
ical assessment may facilitate early recognition and targeted management of 
high-risk patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Syndrome after Choledochoduodenostomy: A Pitfall 
for ERCP
Authors  Escobar Ortiz J1, Pérez Pérez J1, Garrido Gallego F1, 
Prieto Doblado M1, García Ayuso M1, Adan Merino L1, 
Zaera-De La Fuente C1, Carlos VP1, Angel PD1

Institute  1  Hospital Universitario Infanta Leonor, Madrid, Spain
DOI  10.1055/s-0046-1821427

Introduction:Choledochal cysts are rare congenital malformations character-
ized by single or multiple cystic dilatations of the intra- and/or extrahepatic 
biliary tree. The most widely accepted classification is that of Todani (types I–V).
They are usually diagnosed in childhood (80 %) and occur predominantly in 
women. Their main complications include an increased risk of biliary neoplasms 
(up to 30 % in adults, especially in types I and IV) and recurrent cholangitis, 
among others.
Treatment generally consists of cyst excision and restoration of biliary-enteric 
flow, with Roux-en-Y hepaticojejunostomy being the technique of choice. Type 
III cysts, depending on the subtype, may be treated by sphincterotomy, endo-
scopic resection (preferred), or surgery [1, 2].
Sump syndrome, on the other hand, is associated with dysfunction of a surgi-
cally created choledochoduodenostomy due to accumulation of debris, biliary 
sludge, and food remnants in the suprapapillary distal common bile duct, lead-
ing to recurrent cholangitis due to bacterial overgrowth. In cases of cholangitis, 
endoscopic drainage with stent placement is usually required.
Endoscopy:A 47-year-old woman, who underwent surgery in a private center 
in 2013 for a choledochal cyst (Todani type IB) treated with choledochoduo-
denostomy, was admitted for ERCP due to associated sump syndrome.
Cholangiography revealed a large proximal choledochal cyst measuring 30–35 
mm and a choledochoduodenal fistula with multiple filling defects. The fistula 
was cleaned using a Fogarty balloon, yielding abundant biliary sludge and food 
debris, followed by decompressive sphincterotomy.
Although the guidewire could be advanced through the cyst, the position was 
extremely unstable, making it impossible to place any type of biliary stent. The 
procedure was therefore suspended to avoid iatrogenic injury.
The patient was subsequently referred to a tertiary center, where she under-
went definitive surgical reintervention.
Conclusions:The peculiarity of this case lies in the patient’s previous cyst-en-
terostomy, performed for unknown reasons, which is associated with an in-
creased risk of infection and malignancy. Combined with the technical com-
plexity of ERCP in this setting, surgical management remains the treatment of 
choice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  A range of criteria have been created to evaluate the appropriateness of 
gastrointestinal (GI) endoscopy. The most widely recognized were set by the 
American Society for Gastrointestinal Endoscopy and the European Panel of 
Appropriateness of Gastrointestinal Endoscopy (EPAGE), updated EPAGE-II cri-
teria. Nevertheless, the application of general rules is not sufficient, especially 
in hospitalized patients. The complexity, singularity, and dynamic clinical evo-
lution demands the proactive involvement of an experienced endoscopist to 
make the decision whether or not to perform the exam.
Our aim was to analyze the appropriateness of endoscopic exam requests in 
hospitalized patients over the course of one year.
Methods  A prospective observational study was conducted in an endoscopic 
unit of a tertiary hospital center. The requested exams were triaged by a gas-
troenterologist after reviewing the patient’s medical record, assessing clinical 
status and complementary diagnostic tests. In cases of unclear indication, and 
no absolute contraindication, the decision to proceed was discussed with the 
referring physician.
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Results  A total of 184 requests for inpatient endoscopy and/or colonoscopy 
were received during 1 year (table 1). 154 (84 %) of the requests were thought 
to be appropriate. 12 (6 %) were cancelled during triage: 2 were patients on 
best supportive care, 1 died, 3 had other diagnosis which plausibly justified the 
clinical situation, 2 had recent endoscopic exams, and 4 presented no clinical/
analytical evidence of GI bleeding). 18 (10 %) requests were initially postponed 
(8 were awaiting imaging results; 5 had poor clinical status and 5 respiratory 
distress) and ended up being cancelled (8 had another diagnosis in imaging 
tests, 8 maintained clinical deterioration contraindicating exam and 3 died). In 
total 30 (16 %) of the requests were cancelled.
The most frequent exam requested was endoscopy, and the most common 
indication was suspected GI neoplasia. From a total of 58 suspected GI neo-
plasms, 11 were confirmed as gastric neoplasia, which was the most common 
finding.
None of the patients with a cancelled exam was diagnosed with a GI disease 
during follow up.
Mortality rate was considerably higher in the group with cancelled exams (33 % 
vs 11 % during hospitalization, 50 % vs 32 % during follow up, 15 % vs 1.8 % with-
in 30 days after discharge). Mean age was similar between groups. This findings 
reveal a frail group of patients, with little likelihood of benefiting from an inva-
sive exam.
Conclusions  16 % of the requests were considered inappropriate, which al-
lowed to avoid 30 unnecessary exams.
Developing standardized indications for endoscopic exams in inpatient care is 
difficult, and an individualized approach is critical in order to reach an equilib-
rium between overusage and overlooking, while considering the principle of 
primum non nocere.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Postoperative pancreaticojejunal leaks after Whipple procedure are challeng-
ing, especially when complicated by external fistulas. A 73-year-old man devel-
oped a postoperative intra-abdominal collection with a cutaneous fistula after 
pancreaticoduodenectomy including antrectomy, gastrojejunostomy, and 
hepaticojejunostomy. EUS-guided internal drainage was performed to reverse 
the fistulous flow. Under linear EUS guidance, the collection near the pancrea-
ticojejunal anastomosis was punctured through the remaining stomach, de-
spite limited access related to antrectomy. A 10 Fr cystotome was used to 
create a tract, and two 7 Fr double-pigtail plastic stents were placed for internal 
drainage. The external output stopped within days, with full recovery main-
tained at follow-up. This case highlights EUS-guided internal drainage as an 
effective minimally invasive alternative to surgery.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/19543932-edc9-4bdf-8ff6-8b26938ecce2/Uploads/19978_EUS_
drainage %20of %20a %20post-Whipple %20collection %20- %20video.mp4
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Introduction  Pancreatic fistula is a common complication following pancre-
atic surgery, occurring in up to 27 % of cases. It consists of an abnormal com-
munication between the pancreatic duct and another anatomical space, re-
sulting in leakage of enzyme-rich pancreatic fluid. Diagnosis is established by 
abdominal CT scan, and management typically includes antibiotic therapy, 
endoscopic or percutaneous drainage, and, if necessary, surgical intervention 
[1, 2].
We present the case of a 65-year-old man who had recently undergone distal 
pancreatectomy with splenectomy for pancreatic adenocarcinoma and was 
admitted with septic shock. CT imaging revealed multiple collections in the 
splenectomy and pancreatic tail region. Several surgical drains were placed 
without success, as the collections persisted after a few days. A high-output 
pancreatic fistula was suspected, and an Endoscopic Retrograde Cholangio-
pancreatography (ERCP) was requested to facilitate drainage of the collections.
Endoscopy  During ERCP, selective cannulation of the Wirsung duct was 
achieved using a reverse double-guidewire technique. The duct appeared short-
ened (5–6 cm) and displaced as a result of the prior surgery. Contrast injection 
demonstrated leakage from the remnant of the Wirsung duct and its branches, 
likely communicating with the described collections. A 5 cm × 5 Fr plastic pan-
creatic stent was placed, with abundant pancreatic juice observed flowing 
through the papilla. A follow-up CT scan one week later showed a marked re-
duction in the size of the surgical bed collections, with the stent in good posi-
tion and no ductal dilatation.
The patient remains stable, showing good clinical progress, pending complete 
resolution of the collections.
Conclusion  Endoscopic drainage of collections secondary to pancreatic leaks 
via ERCP may represent an effective therapeutic option, potentially reducing 
the need for repeat surgical interventions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  According to the WHO, by 2050 the global population aged 60 years & 
older is projected to double, reaching ~2.1 billion people. This demographic 
shift is expected to increase the demand for invasive medical procedures among 
older adults. Endoscopic retrograde cholangiopancreatography (ERCP) remains 
a cornerstone intervention in the management of pancreaticobiliary disorders 
& age-associated outcome data is scarce. We aimed to identify determinants 
of ERCP technical success & adverse events among patients < 60 & ≥ 60 years, 
as per WHO definition of older adults.
Methods  Data from consecutive patients’ ( > 18 years) index ERCP at Saint 
Michael's Hospital, a large tertiary centre in Toronto, Canada from 2010-2020 
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were retrospectively analysed. The primary outcome was ERCP’s technical suc-
cess & the secondary outcome was the occurrence of adverse events (post-ERCP 
pancreatitis, bleeding, perforation, or abdominal pain). Patients were stratified 
by age into 2 subgroups: < 60 years & ≥ 60 years. To facilitate interpretation, a 
continuous age term scaled per 10-year increase was created. To identify inde-
pendent predictors, univariable & multivariable logistic regression were con-
structed for the primary outcome. Firth penalized logistic regression was ap-
plied for adverse events due to their rarity. ORs & 95 % CIs were reported.
Results  Among patients aged ≥ 60 years, altered anatomy (OR 0.17, 95 % CI 
0.11-0.25), use of non-duodenoscope instruments (OR 0.42, 95 % CI 0.22-
0.83), history of cancer (OR 0.69, 95 % CI 0.54-0.90), & liver-related conditions 
(OR 0.60, 95 % CI 0.38-0.99) were independently associated with reduced odds 
of technical success. Among patients aged < 60 years, altered anatomy (OR 
0.16, 95 % CI 0.07-0.36), use of non-duodenoscope instruments (OR 0.35, 95 % 
CI 0.14-0.90), but also presence of pancreatic disease (OR 0.56, 95 % CI 0.34-
0.95) was associated with lower odds of success and female sex was associated 
with higher odds of success as compared to males (OR 1.52, 95 % CI 1.10-2.09). 
Among patients aged < 60, 5.8 % experienced adverse events as compared to 
6.1 % among those aged ≥ 60. Increasing age (OR 1.26, 95 % CI 1.04–1.54) & 
pancreatic ductal indication (OR 2.54, 95 % CI 1.33–4.60) were associated with 
increased odds of adverse events in patients aged < 60 years. Among those 
aged ≥ 60 years, general anaesthesia (OR 4.93, 95 % CI 1.20–16.23) predicted 
higher adverse events.
Conclusions  These findings highlight that both patient-related comorbidities 
and procedure-related factors influence ERCP success and safety differently 
across age strata. Recognition of these may help guide procedural planning, 
patient counselling and operator allocation.
Conflicts of Interest  Dr. Jeffrey Mosko received research support from Boston 
Scientific and ERBE, and speaker honouraria and consulting fees from Boston 
Scientific, ERBE, Fuji, Medtronic, Pendopharm, and Steris.
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Aims  Anticoagulants according to guidelines play a role in the development 
of bleeding during and following Endoscopic Retrograde Cholangiopancrea-
tography (ERCP). At the same time it is recommended that antiplatelets with 
the exception of aspirin should be also discontinued before ERCP. Aim of our 
study was to evaluate the impact of following these guidelines in a real world 
setting.
Methods  We analysed prospectively documented clinical, epidemiological 
and ERCP data from consecutive patients (n = 3147, mean age:68 ± 16, Fe-
males:51 %), with an intact papilla who were submitted to an ERCP during a 20 
years-period. Data analysis and collection was executed on 2025. In patients 
submitted to ERCP from 2000 until 2011 (period A n = 1521, ) all anticoagulants 
and antiplatelet drugs were arrested before ERCP while in patients submitted 
to ERCP from 2012 until 2020 (period B, n = 1626) aspirin was not arrested 
before ERCP.
Results  Antiplatelet use did not differ between the two periods (7.7 % respec-
tively, p = 1.000) while anticoagulants were used numerically but not statisti-
cally significantly more often in the period B (6.5 % vs 5 %, p = 0.096, συνολικά 
5.8 %). Bleeding during ERCP was observed in total in 33.3 % and was observed 
more commonly in period B Β (40.9 % vs 25.9 %, p < 0.001), upon periampullary 
diverticulum existence (37.9 %), when antiplatelet (if yes 43.4 % vs 32.5 % if not 

used, p < 0.001) or anticoagulant drugs were used (if yes 42.0 % vs 32.8 % if not 
used, p = 0.012) and if needle knife (NK) was used (if yes 41.5 % vs 28.6 % if not 
used, p < 0.001). All the above mentioned factors were independently corre-
lated with intraprocedural bleeding during ERCP. (PAD: OR:1.354, p = 0.002, 
antiplatelet use: OR:1.323, p = 0.005, anticoagulant use: OR:1.275, p = 0.049, 
NK use: OR:1.610, p < 0.001) The rate of clinical significant bleeding post ERCP 
was in total 1.2 % without difference between the two periods (Β:1.2 % vs 
A:1.3 %, p = 0.749), while it was observed more commonly if intraprocedural 
bleeding occurred (if yes 2.7 % vs 0.5 % if not used, p < 0.001) as also upon an-
ticoagulant use (if yes 6.7 % vs 0.9 % if not used, p < 0.001) but not antiplatelet 
use (if yes 1.7 % vs 1.2 % if not used, p = 0.544), needle knife use (if yes 1.5 % vs 
1.1 % if not used, p = 0.320) or the existence of a periampullary diverticulum (if 
yes 1.3 % vs 1.2 % if not used, p = 0.998). Both intraprocedural bleeding and 
anticoagulant usage were independent factors correlated with clinical signifi-
cant bleeding post ERCP (OR:4.842, p < 0.001 and OR:1.855, p < 0.001 respec-
tively).
Conclusions  The policy of not arresting aspirin before ERCP is correlated with 
increased rate of intraprocedural bleeding but is not a factor predisposing pa-
tients to clinical significant bleeding. Anticoagulant use is both correlated with 
intraprocedural and clinical significant bleeding.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Appendiceal mucocele is a rare condition characterized by the obstructive en-
largement of the appendix due to accumulation of mucin within its lumen 
[1–7]. A 65-year-old patient following a positive fecal occult blood test under-
went a colonoscopy that revealed a appendix's subepithelial tumor. A first CT 
scan confirmed the endoscopic suspicion.Subsequently, he was referred to our 
unit to perform ESD.The new colonoscopy showed a 2 cm subepithelial tumor, 
covered by normal mucosa with a single whitish erosion.Initially, the evaluation 
of the lesion's consistency was performed using foreign forceps, and when we 
pressed a large amount of mucus came out, with complete disappearance of 
the mass. Five weeks later, a second CT scan confirmed the disappearance of 
the mucocele.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is convention-
ally performed in the prone or left lateral position (PP/LLP), providing optimal 
anatomical alignment and easier biliary cannulation. However, the supine po-
sition (SP) may facilitate airway management and anaesthetic safety, particu-
larly in patients with obesity, respiratory compromise, or recent abdominal 
surgery. This study aimed to compare the efficacy, safety, and procedural out-
comes of ERCP according to patient positioning in a tertiary Moroccan centre.
Methods  A retrospective observational study was conducted at the Hepa-
to-Gastroenterology Department, Mohammed VI University Hospital, Mar-
rakech, from January 2021 to October 2025. A total of 738 consecutive ERCPs 
were analysed. Positions used: prone/lateral (PP/LLP, n = 671, 91 %) and supine 
(SP, n = 67, 9 %). Data collected included demographics, indication, cannulation 
success, procedure duration, and adverse events (cardiopulmonary events, 
post-ERCP pancreatitis [PEP], bleeding, perforation). Statistical analysis was 
performed using SPSS 26.0, with p < 0.05 considered significant.
Results  Mean age was 58 ± 13 years, with 56 % females. Main indications were 
choledocholithiasis (62 %), malignant obstruction (24 %), benign strictures 
(9 %), and others (5 %). Cannulation success was significantly higher in the 
prone/lateral group (93.1 % vs 88.0 %; p = 0.04). Mean procedure time was com-
parable (32 ± 10 min vs 34 ± 12 min; p = 0.27). Cardiopulmonary events occurred 
in 2.6 % overall (PP/LLP = 2.4 %, SP = 2.9 %; p = 0.71). PEP occurred in 4.6 % (PP/
LLP = 4.5 %, SP = 5.2 %; p = 0.56). Bleeding occurred in 1.8 % (1.7 % vs 2.3 %; 
p = 0.63), and perforation in 0.5 % (0.4 % vs 0.8 %; p = 0.48). No procedure-relat-
ed mortality was recorded.
Conclusions  Over this four-year experience, the prone/lateral position provid-
ed a higher ERCP success rate without prolonging procedure time or increasing 
complications. The supine position remains a safe and comfortable alternative 
for selected high-risk patients when prone positioning is not feasible. A pa-
tient-tailored strategy is recommended to optimise both technical perfor-
mance and anaesthetic safety.
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Background and Aims  Ectopic pancreas is an uncommon subepithelial lesion 
typically located in the duodenum or gastric antrum. Although EUS-guided 
tissue acquisition can assist in differentiating these lesions from gastrointesti-
nal stromal tumors or neuroendocrine neoplasms, biopsy of ectopic pancreat-
ic tissue may, in rare instances, precipitate acute inflammation. We report a 
unique case of acute ectopic pancreatitis triggered by EUS-guided fine needle 
biopsy (EUS-FNB) of a duodenal lesion, underscoring the importance of proce-
dural awareness and post-biopsy monitoring [1–6].
Case Description  A 55-year-old man with a history of coronary artery disease 
and GERD presented with right upper quadrant pain. Cross-sectional imaging 

revealed a 1.9 cm ovoid lesion in the distal duodenum, initially suspected to be 
a gastrointestinal stromal tumor. EUS demonstrated a 19 mm well-defined 
hypoechoic submucosal lesion arising from the muscularis propria, containing 
small anechoic foci suggestive of ductal elements. Under Doppler guidance, 
four passes were made using a 22-gauge SharkCore FNB needle. No immediate 
complication occurred. Within 6 hours post-procedure, the patient developed 
worsening abdominal pain and low-grade fever. Laboratory testing showed 
mild lipase elevation (59 U/L). CT abdomen revealed duodenal wall thickening 
and perilesional fat stranding, consistent with localized pancreatitis. The patient 
was managed conservatively with bowel rest, intravenous fluids, and analgesia, 
with full recovery within 72 hours. Histopathology confirmed benign pancre-
atic acinar and ductal tissue, diagnostic of ectopic pancreas.
Results  The clinical, imaging, and histologic correlation established the diag-
nosis of acute ectopic pancreatitis secondary to EUS-FNB. At two-month fol-
low-up, the patient remained asymptomatic without recurrence.
Conclusions  Ectopic pancreatitis following EUS-guided biopsy is exceptional-
ly rare, with only isolated cases reported in the literature. This case illustrates 
how needle-induced ductal injury within ectopic pancreatic tissue can provoke 
acute inflammation. Awareness of EUS features characteristic of ectopic pan-
creas should guide procedural decision-making and may prevent unnecessary 
tissue acquisition.
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Background:  Perivascular epithelioid cell tumors (PEComas) are rare mesen-
chymal neoplasms characterized by epithelioid or spindle cells co-expressing 
melanocytic and smooth muscle markers. Pancreatic PEComas are exceeding-
ly uncommon, with limited data guiding diagnosis and management. Mutations 
in TSC1/TSC2 lead to mTOR pathway activation, identifying a potential target 
for mTOR inhibitors such as everolimus and temsirolimus. Accurate endoscop-
ic ultrasound (EUS) evaluation and molecular profiling are critical for diagnosis 
and therapeutic planning.
Case Presentation:  A 37-year-old woman undergoing pelvic MRI for chronic 
pelvic pain was found to have a 4.1 cm enhancing mass at the inferolateral 
aspect of the pancreatic head. Cross-sectional imaging and ̂ 68Ga-DOTATATE 
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PET were indeterminate for neuroendocrine tumor. EUS revealed a well-defined, 
hypoechoic lesion without vascular invasion or ductal dilation. EUS-guided 
fine-needle biopsy (FNB) demonstrated epithelioid cells with eosinophilic cy-
toplasm and absent atypia, mitoses, or necrosis. Immunohistochemistry 
showed strong positivity for HMB-45, Melan-A, MITF, and SMA, with patchy 
desmin, consistent with PEComa. Next-generation sequencing identified a 
pathogenic TSC2 frameshift mutation (p.R1355Wfs*60), microsatellite stabil-
ity, and low tumor mutational burden (4.4 mut/Mb). The presence of a concur-
rent left renal angiomyolipoma suggested possible syndromic association with 
tuberous sclerosis complex (TSC). The patient underwent robotic-assisted 
enucleation, and final histopathology confirmed PEComa. A minor postopera-
tive pancreatic leak resolved with conservative management [1–4].
Discussion:  EUS-FNB plays a pivotal role in the minimally invasive diagnosis of 
pancreatic PEComa, enabling both histologic and molecular characterization. 
The identified TSC2 mutation confirms mTOR pathway dysregulation, support-
ing the rationale for targeted therapy with mTOR inhibitors in unresectable or 
recurrent disease. Prior reports demonstrate durable responses to everolimus 
and temsirolimus, highlighting their emerging role in the management of 
PEComas. In this case, complete resection achieved curative outcome, but the 
genomic findings underscore the importance of precision oncology in follow-up 
planning.
Conclusion:  This case illustrates the diagnostic utility of EUS-guided biopsy 
coupled with molecular profiling in identifying pancreatic PEComa with action-
able TSC2 mutation. Integration of EUS pathology and genomic testing not 
only establishes definitive diagnosis but also guides potential targeted therapy. 
Recognition of TSC-related features is essential for comprehensive evaluation 
and multidisciplinary management.
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Abstract Text
Hemorrhoids represent a common proctologic condition often requiring sur-
gical management, particularly Grade IV. Thermofusion using the Ligasure 
device has emerged as an effective, minimally invasive technique ensuring 
precise hemostasis with limited thermal spread. We report the case of a 
34-year-old male presenting rectal bleeding andanemia. Examination con-
firmed three internal Grade IV hemorrhoids. Thermofusion hemorrhoidectomy 
was performed under spinal anesthesia. The procedure achieved complete 
hemostasis, preserved sphincter integrity, and required no sutures. Postoper-
ative recovery was uneventful, with same-day discharge and satisfactory heal-
ing at 3 weeks. Complete mucosal recovery occurred by 6 weeks. Thermofusion 
demonstrates a safe, efficient, and tissue-sparing alternative to conventional 
hemorrhoidectomy.

Video   http://data.process.y-congress.com/ScientificProcess/Data// 
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Aims  Acute variceal bleeding is one of the most fatal complications of cirrho-
sis. Accurate risk stratification is crucial to guide management and predict 
prognosis. Most existing scoring systems have limitations due to subjective 
variables and difficulties in practical application. The aim of this study was to 
evaluate the prognostic performance of the MAP(ASH) score, a novel and bed-
side applicable system previously validated in nonvariceal upper gastrointesti-
nal bleeding, in patients with acute variceal bleeding [1].
Methods  Between January 2019 and December 2024, 681 patients admitted 
with suspected upper gastrointestinal bleeding were retrospectively screened. 
Active variceal bleeding was confirmed in 162 patients, of whom 66 with com-
plete data were included. The MAP(ASH) score was calculated by assigning 2 
points for hemoglobin < 10 g/dL, systolic blood pressure < 90 mmHg, and albu-
min < 2.5 g/dL, and 1 point each for Glasgow Coma Scale < 15, ASA score ≥ 2, 
and pulse > 100/min (range 0–9). Demographics, endoscopic findings, variceal 
characteristics, MELD-Na, CTP, and MAP(ASH) scores were recorded. Outcomes 
included in hospital and 6 week mortality and rebleeding.
Results  Of the patients, 60 % were male with a mean age of 63 years. The most 
common etiology of cirrhosis was steatotic liver disease (43.9 %), followed by 
hepatitis B (27.3 %). Endoscopic band ligation was performed in 93 %. Patients 
who died or rebled during hospitalization or within 6 weeks had significantly 
higher MAP(ASH), CTP, and MELD-Na scores. A MAP(ASH) score ≥ 3.5 predicted 
in hospital and 6 week mortality as well as rebleeding with sensitivity and spec-
ificity exceeding 70 %.
Conclusions  MAP(ASH) is a simple and practical scoring system that does not 
rely on subjective parameters and can be easily applied at the bedside. Our 
findings suggest that it performs comparably to established prognostic models 
in cirrhosis. Validation in larger cohorts may further support its use in routine 
clinical practice.
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Introduction  Endoscopic biliary stents are placed to relieve obstruction sec-
ondary to CBD stones, strictures and malignant obstruction. Common compli-
cations include stent occlusion and migrations. Perforation due to dislodged 
stent is a rare complication. The most common site of a migrated biliary stent 
is the duodenum, whereas complications in the rest of the small intestine or 
colon are rare. Routine prosthesis removal is done in 3 months but can be ex-
tended to 6 months.
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Case Description/Methods  87F with history of diverticulosis initially present-
ed with gallstone pancreatitis for which she underwent ERCP with sphincter-
otomy, balloon sweep with stone extraction and biliary stent placement[ A 10 
Fr x 7 cm biliary stent ]. Patient tolerated the procedure without any complica-
tions. Two months later ERCP was repeated for stent removal, however old stent 
was not found in place. Extended sphincterotomy, s/p lithotripsy and balloon 
sweeps were performed. Some residual stones remained in the distal CBD. A 
10 Fr x 7 cm biliary stent was placed. CT Abdomen with contrast was done re-
vealing dislodged biliary stent in the sigmoid with intraluminal remnants in the 
sigmoid colon. Endoscopic retrieval was performed and the defect was closed 
with a 16mm Hemoclip.
Discussion  Stent migration occurs in 6-8 % of the cases, only 1 % of the migra-
tion leads to bowel injury. The risk of migration is higher if a biliary sphincter-
otomy is performed while placing the stent. A review of literature revealed that 
the risk of migration is the highest with straight plastic stents and low stent 
migration in uncovered self-expanding metallic stents. Patients usually present 
with abdominal pain, with/without cholestatic disease. A CT abdomen or ab-
dominal radiograph can aid in diagnosis of stent migration. A repeat ERCP would 
confirm the diagnosis of migration. Endoscopic retrieval sooner is recommended 
regardless of the presence of complications. In complicated cases surgical inter-
vention is mandated as early as possible. In patients with biliary stent, abdominal 
pain, obstruction and abscess should raise a suspicion for stent migration.
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Aims  Colon cancer incidence demonstrates notable disparities across racial 
and gender groups. Certain populations, such as Black individuals, experience 
significantly higher risks, while gender differences further influence the likeli-
hood of diagnosis. These disparities highlight the need for targeted interven-
tions to address inequities and improve prevention and treatment strategies.
Methods  Data from the Nationwide Admission Database (HCUP) for 2019–
2022 were analyzed, encompassing 1,748,576 adult hospital admissions. Pa-
tients included in the study had a principal diagnosis of colon cancer. Logistic 
regression was used to assess the relationships between race, gender, and the 
likelihood of colon cancer diagnosis. To address multicollinearity, Variance In-
flation Factor (VIF) analysis was performed, and highly collinear variables were 
excluded. Race categories were encoded using one-hot encoding, and gender 
was incorporated as a predictor. The logistic regression model, developed with 
Statsmodels, evaluated the significance of predictors using z-values and p-val-
ues, quantifying the independent effects of race and gender while controlling 
for other variables.
Results  Analysis revealed significant associations between race, gender, and 
colon cancer incidence. Black individuals had higher odds of being diagnosed 
with colon cancer, whereas other racial groups exhibited lower odds. Gender 
differences were also evident, with females demonstrating an increased likeli-
hood of colon cancer diagnosis. These findings provide robust evidence of 
demographic disparities in colon cancer risk.
Conclusions  This study highlights the substantial influence of race and gender 
on colon cancer incidence. The elevated risk observed among African Americans 
underscores the need for targeted preventive measures, while the increased 
risk among females points to gender-specific factors requiring further investi-
gation. These results stress the importance of incorporating race and gender 
considerations into strategies to reduce disparities in colon cancer burden and 
improve health equity
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Aims  Carvedilol, a non-selective beta-blocker, is widely prescribed for hyper-
tension and heart failure. Recently, its potential in preventing variceal bleeding, 
a severe complication in cirrhosis patients, has been investigated. With the high 
rates of hospital readmissions among these patients, evaluating interventions 
to reduce these occurrences is vital. This study uses a large-scale national da-
taset to assess the effects of carvedilol on variceal bleeding incidence and sub-
sequent hospital readmissions in cirrhosis patients.
Methods  We analyzed data from the Nationwide Inpatient Sample (HCUP) 
covering 2,858,576 adults between 2019 and 2024. The study focused on pa-
tients prescribed carvedilol, assessing its impact on variceal bleeding and re-
admission rates. Chi-square tests were used for categorical variables, examin-
ing carvedilol's effects on outcomes. Risk reduction was quantified using odds 
ratios (OR) with 95 % confidence intervals (CI). Contingency tables evaluated 
bleeding and readmission rates at 30 and 60 days. Statistical significance was 
set at p < 0.05.
Results  Among 43,668 cirrhosis patients, those on Carvedilol (n = 19,766) had 
significantly lower variceal bleeding (18.3 % vs. 61.6 %) and 30-day readmissions 
(0.3 % vs. 51.8 %) compared to non-users (n = 23,902). At 60 days, readmissions 
were also reduced (1.0 % vs. 44.7 %). Carvedilol use was associated with lower 
odds of bleeding (p < 0.001), 30-day readmission (OR = 0.001, 95 % CI: 0.0008–
0.0013; p < 0.001), and 60-day readmission (OR = 0.37, 95 % CI: 0.32–0.44; 
p < 0.001).
Conclusions  This study demonstrates that carvedilol significantly reduces 
variceal bleeding and hospital readmission rates in cirrhosis patients. The de-
crease in 30-day and 60-day readmission rates suggests carvedilol provides 
both immediate and sustained benefits after discharge. These findings highlight 
carvedilol's potential as a preventive strategy for cirrhosis complications, im-
proving patient outcomes and reducing healthcare utilization. Further research 
is needed to explore the mechanisms behind these effects and assess the long-
term benefits of carvedilol therapy in diverse populations.
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Introduction  Syphilis is a sexually or vertically transmitted disease caused by 
the spirochete T. pallidum. The liver involvement is very uncommon ( < 1 % of 
cases) and can occur in the 2º or 3º phase of the disease due to the multiplica-
tion and hematogenous spread of the spirochete to the liver. In the 2º syphilis 
phase, cholestasis occurs, with a typical elevation of alkaline phosphatase. Signs 
include pyrexia, the typical generalized rash involving the palms and the soles, 
and even nephrotic syndrome, not all required. In the tertiary phase, the char-
acteristic lesions are syphilitic gummas, most commonly in the right lobe of 
the liver, and generally asymptomatic, but can cause compression leading to 
Budd–Chiari syndrome. Diagnosis includes blood tests like CBC, LFTs, blood 
cultures, and imaging such as sonography, CT scan, MRCP, ERCP, and percuta-
neous transhepatic cholangiography. Treatment includes IV antibiotics, ERCP, 
or surgery to open the duct and drain bile to reduce the build-up of fluid. This 
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case study highlights the importance of detection of early syphilitic involve-
ment of the bile duct and liver.
Case Description/Methods  A 53-year-old female with right-sided abdominal 
lower abdominal pain and occasional epigastric pain with bloating. She pre-
sented with maculopapular rash involving palms and soles with vague right-sid-
ed abdominal pain and left quadrant abdominal pain for 2 weeks duration as-
sociated with nausea. Treponema pallidum was found to be reactive. 
Colonoscopy revealed hyperplastic changes with focal lymphoid aggregate. As 
the patient was allergic to penicillin, doxycycline was started for 14 days.
Discussion  This case was unique as it shows the importance of keeping 2º/3º 
syphilis on the differential diagnosis of a patient presenting with cholestatic 
hepatitis. Treatment for syphilis results in the resolution of biochemical abnor-
malities. Syphilis as a cause of hepatitis was suspected based on the character-
istic liver enzyme pattern, with more prominent elevation in the alkaline phos-
phatase level, negative serology for hepatotropic viruses, and the rapid 
resolution of symptoms and biochemical abnormalities with therapy. Given 
liver biopsy findings in syphilitic hepatitis, such as portal and lobular inflamma-
tory cell infiltrates, hepatocellular necrosis, cholestasis, and non-caseating 
granulomas are non-specific and the identification of spirochetes is challenging, 
a liver biopsy is not crucial for diagnosing syphilitic hepatitis or cholangitis when 
therapy elicits a positive response.
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Aims  This retrospective study examines the effects of race and language on 
the healing rates of gastric ulcers from 2021 to 2024, utilizing inpatient hospi-
tal data. By excluding patients who received endoscopic therapy, and using 
propensity score matching for baseline characteristic alignment, the focus 
shifts to the role of Proton Pump Inhibitors and sociodemographic factors in 
treatment outcomes. This analysis is essential for identifying disparities and 
improving targeted healthcare approaches.
Methods  We conducted a retrospective analysis of inpatient hospital data 
from 2021 to 2024, focusing on patients diagnosed with gastric ulcers via en-
doscopy. Those who received endoscopic therapy were excluded. We utilized 
propensity score matching to align baseline characteristics of the cohort. All 
participants received 40mg of Proton Pump Inhibitors daily for 8 weeks, fol-
lowed by a repeat endoscopy. The research specifically investigated the influ-
ence of race and language on ulcer healing rates, incorporating patient demo-
graphics (gender, race, language) and post-treatment outcomes. Descriptive 
statistics were used to evaluate healing rates across demographic groups, and 
logistic regression analyzed the impact of gender and race on healing, includ-
ing coefficients and p-values to determine statistical significance.
Results  This study included 350 patients who underwent pre- and post-en-
doscopy for gastric ulcer management, exploring the impact of race and lan-
guage on healing outcomes. Race significantly influenced healing rates, with 
Hispanics experiencing the lowest rates (P = 0.012). Patients with English as a 
second language also showed lower healing rates compared to native speakers 
(P = 0.035). The regression analysis revealed a strong positive association be-
tween having English as a first language and healing likelihood (Coeffi-
cient = 3.59).
Conclusions  The significant differences in ulcer healing rates among racial 
groups and between English-speaking and non-English-speaking patients high-
light systemic disparities in healthcare outcomes. The notably lower healing 
rates in Hispanics and those for whom English is a second language suggest 

that sociolinguistic barriers contribute to treatment inequity. These results 
underscore the necessity for culturally competent care and language-specific 
interventions to enhance treatment effectiveness and equity in healthcare 
services, aiming to mitigate the observed disparities in gastric ulcer manage-
ment.
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Aims  In the rapidly evolving field of Gastroenterology, AI tools such as GLASS 
AI and ChatGPT 4.0 are becoming increasingly vital. This study contrasts these 
technologies, exploring their effects on diagnostic accuracy, patient care, and 
educational initiatives. GLASS AI excels in image-based diagnostics and proce-
dural support, whereas ChatGPT 4.0 efficiently processes vast amounts of 
medical literature and patient information, enhancing decision-making. Grasp-
ing their unique capabilities is key to integrating AI into gastroenterological 
practices effectively, thus improving patient outcomes and healthcare delivery.
Methods  Our research conducted an in-depth comparative analysis of 
ChatGPT 4.0 and GLASS AI, focusing on critical factors like "Ease of Use," "Reli-
ability," "Response Time," and "Overall Experience." We employed a Likert scale 
ranging from 1 (low performance) to 5 (high performance) to assess their ef-
fectiveness. The evaluation covered 50 different clinical scenarios in Gastroen-
terology and Hepatology. Five seasoned reviewers thoroughly assessed the 
outcomes, followed by paired t-tests for each category to perform a detailed 
and systematic analysis of the results, providing insightful findings on the com-
parative performance of these AI technologies.
Results  Our data analysis revealed statistically significant differences between 
ChatGPT 4.0 and Glass AI in several categories. The paired t-tests results for 
"Ease of Use (T-test: 4.41, P < 0.01)," "Reliability (T-test: 4.425, P < 0.01)," "Re-
sponse Time (T-test: 4.091, P < 0.01)," and "Overall Experience (T-test: 3.12, 
P < 0.01)" indicate significant discrepancies in performance ratings between 
the two systems, which are unlikely to occur by chance.
Conclusions  The comparative analysis between GLASS AI and ChatGPT 4.0 in 
Gastroenterology highlights each AI tool's unique strengths and efficiencies. 
Significant statistical differences in ease of use, reliability, response time, and 
overall user experience demonstrate ChatGPT 4.0's superiority over GLASS AI. 
Adopting a hybrid approach that combines the advantages of both technologies 
could offer the greatest benefits in advancing Gastroenterology. This study 
underscores the importance of understanding the specific capabilities of vari-
ous AI tools to maximize their potential in healthcare.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Social media platforms like YouTube and TikTok have become significant 
conduits for health information dissemination, impacting public awareness of 
critical issues such as colon cancer screening. This study examines how these 
platforms influence colon cancer awareness, comparing the quality and relia-
bility of the content presented. By evaluating videos based on their education-
al value and trustworthiness, we aim to discern the potential of each platform 
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to effectively educate and guide patients concerning colon cancer prevention 
and screening practices.
Methods  Our study at Nassau University Medical Center, New York, analyzed 
"colon cancer screening awareness" videos on YouTube and TikTok. We select-
ed English-language videos with relevant audio, assessing quantitative aspects 
like views, likes, and subscriber counts, and qualitative aspects, classifying 
content as scholarly or personal. We used DISCERN, GQS, and PEMAT to eval-
uate credibility and quality, with intraclass correlation among seven research-
ers ensuring consistency. Statistical analyses were conducted using Microsoft 
Excel and IBM SPSS, highlighting differences in content quality between You-
Tube and TikTok.
Results  Our analysis of 220 videos on colon cancer awareness (110 from You-
Tube and 110 from TikTok) revealed significant differences in quality and reli-
ability. YouTube videos scored higher in DISCERN (45.27 ± 17.10 vs. 
31.09 ± 13.42, p < 0.012), PEMAT (3.89 ± 0.70 vs. 2.48 ± 0.85, p < 0.022), and 
GQS (3.98 ± 0.55 vs. 2.58 ± 0.74, p < 0.041) compared to TikTok. These results 
suggest that YouTube provides more dependable and higher-quality informa-
tion for patients seeking knowledge about colon cancer.
Conclusions  Our findings underscore significant discrepancies in the educa-
tional quality of colon cancer awareness videos on YouTube and TikTok. You-
Tube's superior scores in DISCERN, PEMAT, and GQS reflect its higher reliability 
and quality as an educational resource. This suggests that viewers seeking in-
formation about colon cancer screening will likely find more accurate and ac-
tionable content on YouTube. The results advocate for healthcare professionals 
to guide patients toward more reliable sources on social media for health in-
formation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study analyzes data from 2,858,576 adults using the Nationwide 
Admission Database (HCUP) from 2019 to 2024, focusing on the incidence and 
readmission rates of diverticulitis within 30 and 60 days. It explores the impact 
of obesity—a known risk factor—alongside demographic influences like race 
and gender. Employing chi-square tests, logistic regression, and ROC curve 
analysis, the research examines how these factors correlate with diverticulitis 
outcomes, shedding light on their interplay in hospital readmissions.
Methods  Data were collected from the HCUP database, reflecting hospital 
admissions spanning 2019 to 2024 for 2,858,576 adults. The study primarily 
investigates the incidence of diverticulitis and subsequent readmission rates 
at 30 and 60 days, while analyzing the effects of obesity, race, and gender on 
these outcomes. Chi-square tests were used to compare incidence and read-
mission rates between obese and non-obese groups across different demo-
graphics. Logistic regression assessed the influence of gender and race on the 
probability of readmissions at specified intervals, integrating coefficients for 
these variables.
Results  Between 2019 and 2024, HCUP’s Nationwide Admission Database was 
used to analyze 2.8 million adult hospital admissions, identifying 234,024 di-
verticulitis cases, with 112,014 classified as obese (BMI > 30). Chi-square tests 
showed significant differences in 30- and 60-day readmission rates between 
obese and non-obese patients (p < 0.001). Diverticulitis incidence also varied 
by obesity (p = 0.025). Logistic regression revealed gender and race influenced 
readmissions, with higher odds in females and African Americans across both 
30- and 60-day intervals.
Conclusions  The study confirms a strong correlation between obesity and 
increased readmission rates for diverticulitis, highlighting obesity's significant 

impact on the condition's recurrence. It also reveals gender and racial disparities 
in readmission rates, with females and African Americans experiencing higher 
rates, especially at 60 days. The ROC curves demonstrate the predictive accu-
racy of the models, particularly for 30-day readmissions. These findings are 
crucial for crafting targeted interventions that address the specific needs of 
these vulnerable groups, aiming to enhance outcomes and reduce healthcare 
costs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
EUS-HGS stent related adverse events occur in approximately 3 % of procedures, 
mainly due to stent migration or dysfunction. We report the first documented 
case of a gastroscopy becoming trapped inside an HGS stent. A 46-year-old 
woman with stage IIIC ovarian cancer underwent EUS-HGS after failing ERCP. 
During check-up, the gastroscopy stuck inside stent lumen due to radial force 
and misalignment. Initial forceps retrieval failed. Another gastroscope was in-
troduced simultaneously (dual-scope technique) to grasp the stent mesh and 
gently release the trapped scope without complication. This case highlights a 
rare complication and demonstrates the effectiveness of the dual-scope tech-
nique as a rescue approach in this situation [1–6].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/4c083e41-f1dd-4bb1-98e1-590bc0d28612/Uploads/19978_Dual_
scope %20technique.mp4
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eP121  Implementing sustainability interventions in 
endoscopy: results from a regional study in the 
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Aims  Gastrointestinal endoscopy is resource-intensive and contributes sub-
stantially to healthcare’s environmental footprint. While the ESGE position 
statement on green endoscopy highlights the need for a more sustainable 
practice, concrete guidance on implementation remains limited1. This study 
explored sustainability efforts in endoscopy departments in the south-west of 
the Netherlands and examined barriers and facilitators influencing their adop-
tion.
Methods  Semi-structured interviews were conducted with green team mem-
bers from eight endoscopy departments. Transcripts were thematically ana-
lyzed to map sustainability initiatives and implementation factors. A second 
interview round validated the initiative list, and sustainability coordinators 
provided additional hospital-wide information [1].
Results  Across the eight hospitals, 73 distinct sustainability initiatives were 
identified, with departments having implemented a mean of 42 initiatives 
(range: 38–49). Frequently reported measures included reducing suction tub-
ing and canisters (n = 8), oxygen catheters (n = 8), sterile water bottles (n = 7), 
and absorption pads (n = 6). All departments used strict triage protocols to 
prevent unnecessary procedures and addressed patient and staff travel through 
telemedicine and cycling incentive programs. In general, three interrelated 
themes affected implementation:
a. Institutional and organizational factors: barriers included conflicting policies 
from other disciplines (n = 6), limited time (n = 5), cost constraints (n = 4), and 
restrictive hospital rules (n = 4); enablers included hospital-wide alignment 
(n = 7), supportive leadership (n = 6), and structural resources (n = 4).
b. Behavioral and cultural factors: barriers included staff resistance (n = 7), lack 
of evidence (n = 6), and low prioritization (n = 5); enablers included active green 
teams (n = 7), visualized before-and-after results (n = 6), and protected time 
(n = 5).
c. System-level factors: barriers included limited influence on industry (n = 3) 
and national and international regulations (n = 2); enablers included collabo-
ration across endoscopy departments regionally (n = 6), across departments 
within the hospital (n = 5), and the availability of empirical evidence (n = 5).
Conclusions  Endoscopy departments in the south-west of the Netherlands 
have adopted a wide range of sustainability initiatives, primarily targeting re-
ductions in single-use items, unnecessary procedures, and travel emissions. 

Despite this progress, substantial institutional, cultural, and system-level bar-
riers persist. Advancing sustainable endoscopy will require coordinated organ-
izational support, engaged leadership, robust evidence, and strong cross-de-
partmental and inter-hospital collaboration.
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Aims  Quantify patient-reported barriers relevant to diagnostic colonoscopy 
and describe recognition of colonoscopy as a CRC screening test to inform 
endoscopy service improvement.
Methods  Cross-sectional bilingual survey (community and hospital). 
Adults ≥ 18 years. Analysis restricted a-priori to respondents who had heard 
of CRC. Outcomes: (1) recognition of colonoscopy as a screening method 
(Yes/No/Don’t know); (2) prevalence of barrier domains (pain/bleeding con-
cerns, embarrassment, bowel-prep aversion, anaesthesia concerns, access/
distance, cost, information gaps, “unnecessary if asymptomatic,” no doctor 
advice, time constraints, personal/psychological factors). Likert items dichoto-
mised (Agree/Strongly agree = barrier present). Descriptives and exploratory 
comparisons (▶Table 1).

▶Table 1	  Cohort characteristics, primary outcome, and barrier 
prevalence

Variable Value

Age, median (IQR), years 58 (53–62)

Male 51 %

Health insurance 53 %

Recognises colonoscopy as a CRC screening 
method

62.5 %

Analysis set: respondents who had heard of colorectal cancer 
(n = 208).

Results  N = 304; analysis set n = 208 (heard of CRC). Median age 58 (IQR 53–
62); 51 % male; health-insurance 53 %. Recognition of colonoscopy as a 
screening method: 62.5 %. Most prevalent barriers: doctor did not advise 
screening 73 %, unaware of benefits 72 %, screening expensive 61 %, un-
necessary if asymptomatic 59 %, fear of diagnosis 46 %, pain/bleeding 
concerns 45 %, distance/unavailability 42 %, embarrassment 30 %, time 
constraints 30 %. Exploratory comparisons showed lower recognition among 
those endorsing “I do not deserve screening” (52 % vs 64 %) (▶Table 2).

S450



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

▶Table 2	  Barrier domains (Agree/Strongly agree)

Barrier domain Prevalence

Doctor did not advise screening 73 %

Unaware of benefits of screening 72 %

Screening is expensive / unaffordable 61 %

Screening unnecessary if asymptomatic 59 %

Fear of diagnosis 46 %

Pain / bleeding concerns 45 %

Distance / unavailability of services 42 %

Embarrassment 30 %

Time constraints / too busy 30 %

Note: Barrier items measured on a 5-point Likert scale; Agree/
Strongly agree treated as barrier present.

Conclusions  Fewer than two-thirds recognise colonoscopy as a screening test; 
information, access, and cost barriers dominate. Endoscopy services should 
implement standardised pre-assessment education, referrer prompts, cost/
transport pathways, and targeted counselling on pain/anaesthesia to improve 
booking conversion and reduce DNAs for diagnostic colonoscopy [1–4].
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Background  Segmental (sinistral) portal hypertension is a rare and often un-
der-recognized cause of upper gastrointestinal bleeding, usually secondary to 
splenic or portal branch obstruction. We describe a unique case of ectopic 
peri-anastomotic gastric variceal bleeding after subtotal gastrectomy and Roux-
en-Y reconstruction, successfully managed with endoscopic band ligation.
Case Presentation  A 76-year-old man, with no relevant medical history, un-
derwent subtotal gastrectomy for gastric adenocarcinoma in July 2024. The 
patient remained asymptomatic until October 2024, when he developed post-
prandial fullness, nausea and weight loss. In April 2025, he underwent conver-
sion from Billroth II procedure to a Roux-en-Y due to symptomatic gastric stump 
gastritis. Pre-surgical CT scan was unremarkableIn September 2025, a routine 
postoperative surveillance endoscopy was performed. The examination re-
vealed large esophageal and gastric varices (GOV2), as well as peri-anastomot-
ic ectopic gastric varices (IGV2). During the procedure, one of the IGV2 devel-
oped sudden spurting bleeding. Hemostasis was achieved with a single band 

ligation, as cyanoacrylate was unavailable. The patient completed a 5-day 
continuous infusion of octreotide and received prophylactic ceftriaxone. No 
rebleeding occurred nor transfusion was required. CT angiography demonstrat-
ed a patent portal vein with a markedly thinned left portal branch and atrophy 
of hepatic segments II–III, consistent with localized (sinistral) portal hyperten-
sion. The spleen and the splenic vein were unremarkable. He was discharged 
on carvedilol 3.125 mg twice daily, adjusted due to bradycardia [1, 2].
At one-month follow-up, the patient remained asymptomatic and free of re-
current bleeding. Transient elastography (FibroScan) confirmed the absence 
of chronic liver disease (F0).
Discussion  Ectopic gastric varices secondary to segmental portal hypertension 
are extremely uncommon, particularly after gastric surgery. In this case, focal 
obstruction of the left portal branch likely resulted in localized venous hyper-
tension and collateral veins formation at the gastrojejunal anastomosis. The 
absence of cirrhosis and normal spleen size supported a diagnosis of left-sided 
(segmental) portal hypertension probably due to the surgical procedure. En-
doscopic band ligation, though less commonly used for ectopic varices, proved 
to be an effective alternative when cyanoacrylate was unavailable.
Conclusion  This case highlights a rare cause of variceal bleeding following 
Roux-en-Y reconstruction, secondary to segmental portal hypertension. Endo-
scopic band ligation provided effective hemostasis and may represent a valu-
able therapeutic option in similar challenging scenarios.
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AimsHelicobacter pylori (H. pylori) infection is one of the most prevalent chron-
ic bacterial infections worldwide [1]. The literature describes several endoscop-
ic signs may predict H. pylori status [2, 3]. However, random biopsies according 
to Sydney system are still widely used for its determination. Aim is to evaluate 
the diagnostic performance of endoscopic characteristics in predicting H. pylori 
infection.
Methods  This was a monocentric prospective study including all consecutive 
patients who underwent upper-GI endoscopy in one-year timeframe. Every 
procedure was performed by trained endoscopists in order to describe regular 
arrangement collecting venules (RAC), fundic gland polyps (FGPs), linear 
streaks, hematin spots and diffuse redness. H. pylori infection was histological-
ly investigated.
Results  A total of 421 patients were enrolled, according to inclusion criteria 
(F: 222, 52.7 %, median age 54.1 y.o.). The presence of RAC both in greater 
curvature and in lesser curvature, FGPs and diffuse redness were significantly 
associated with higher prevalence of H. pylori infection (p < 0.0001). Consider-
ing the interaction effect by the optical evidence of intestinal metaplasia, RAC 
and FGPs maintained their significance with an OR of 0.05 (0.02-0.13) and 0.11 
(0.03-0.53), respectively. All the characteristics described showed a high neg-
ative predictive value ( > 90 %). Lastly, according to a probabilistic model, a ROC 
curve was built with AUROC 0.893 (95 % CI: 0.854–0.932).

S451



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Conclusions  The proposed endoscopic assessment has a high predictive ca-
pability for H. pylori infection, whereas the presence of RAC and FGPs are the 
most important and reliable indicators of H. pylori status. Our findings may 
represent a first step toward avoiding unnecessary random biopsies, promoting 
a more accurate endoscopic examination focused on the careful assessment 
of the gastric mucosa.
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Introduction  Cricopharyngeal bars represent an uncommon and frequently 
underrecognized cause of oropharyngeal dysphagia, resulting from dysfunction 
or fibrosis of the cricopharyngeal muscle. Conventional management options 
include open surgical myotomy or endoscopic dilation. Cricopharyngeal pero-
ral endoscopic myotomy (CP-POEM) has emerged as a minimally invasive tech-
nique [1].
Case Report  We report two cases of symptomatic cricopharyngeal bar suc-
cessfully treated with CP-POEM, with mean age of 76 ± 11.3 years-old and Eck-
ardt score of 5.5 ± 3.5. One patient was under anticoagulation with apixaban 
due to history of ischemic stroke and atrial fibrillation. One of the cases under-
went botulinum toxin therapy prior to CP-POEM with temporary symptomatic 
response. All procedures were performed using a triangle-tip(TT)-knife (Olym-
pus) with SprayCoag 2.5 mode for submucosal tunnelling and Endocut Q 2.0 
for cricopharyngeal miotomy (Vio3, ERBE). Hypopharyngeal mucosotomy was 
closed using through-the-scope clips. Mean procedure time was 103.5 ± 26.2 
minutes. In one case, due to space conflict and significant crycopharingeal bar 
hypertonia, it was necessary to remove the cap trapped in the distal portion of 
the tunnel with foreign body forceps. In both cases, a temporary subcutaneous 
emphysema was recorded with capnoperitoneum requiring percutaneous 
drainage in one case. A single-dose of intravenous corticosteroids after the 
procedure facilitated extubation of patients due to a significant edema of the 
hypopharynx and arytenoids. There were no complications after the procedure. 
At 3.5 ± 3.5 months follow-up, both patients were completely asymptomatic 
(Eckardt score of 0) with improvement of overall quality of life. We present 
endoscopic and imaging iconography.
Conclusion  CP-POEM is a minimally invasive endoscopic option that appears 
to be effective and safe for patients with symptomatic cricopharyngeal bars. 
In both cases, CP-POEM resulted in rapid and sustained symptom resolution, 
without major complications. This technique should be considered as first-line 
approach with improvement in symptom control and lower morbidity than 
conventional techniques. Larger studies with longer follow-up are warranted 
to confirm long-term outcomes in broader clinical practice.
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Aims  Acute cholangitis is a potentially life-threatening condition that requires 
early empirical antibiotic therapy. In a context of increasing antimicrobial re-
sistance, systematic bile culture sampling during ERCP could optimize antibi-
otic treatment. The aim of this study is to describe the microbiological profile 
of acute cholangitis in our setting and to evaluate the clinical impact of bile 
cultures on therapeutic decision-making.
Methods  A prospective, descriptive, observational study was conducted at a 
tertiary center between 2022 and 2025. Patients diagnosed with acute chol-
angitis according to the Tokyo Guidelines who underwent ERCP with bile culture 
were included. Demographic, etiological, microbiological, and antimicrobial 
treatment variables were collected.
Results  A total of 151 patients were included (57 % male). According to the 
Tokyo classification, 29 (19 %) presented with severe, 100 (66 %) with moderate, 
and 17 (13 %) with mild cholangitis. Fifty-five percent (55 %) had a naïve papil-
la, 20 % had prior ERCP without a stent, and 25 % had prior ERCP with a biliary 
stent. The most frequent etiology was lithiasis (82 patients, 54 %), followed by 
malignant stricture (46 patients, 31 %).
Bile cultures were positive in 129 cases (85 %); of these, 20 % were severe, 67 % 
moderate, and 13 % mild cholangitis. Conversely, in patients with severe chol-
angitis 90 % had positive cultures ,in 86 % of the moderate, and 77 % of the mild.
Most positive cultures were polymicrobial (59 %), with a predominance of 
Gram-negatives (57 %), mainly Enterobacteriaceae and enterococci. Other 
relevant microorganisms were bacteria of the SPICE group found in 32 patients 
(25 %) and Candida in 12 (9 %).
The proportion of polymicrobial cultures did not differ significantly among 
patients with naïve papilla, prior ERCP without stent, and prior ERCP with stent 
(p > 0.05).
Among patients with positive cultures, 92 % (119 patients) had received prior 
antibiotics. Following microbiological results, treatment was modified in 58 % 
of cases (primarily via de-escalation or targeted therapy) and in 42 % via esca-
lation or broadening of antibiotic coverage. Blood cultures were obtained in 76 
patients with positive bile cultures, resulting positive in 45 (60 %) and concord-
ant with bile culture in only 43 cases (57 %).
Conclusions  Systematic bile culture collection during ERCP is a simple and 
efficient procedure, with a high diagnostic yield (85 %) and greater sensitivity 
than blood cultures. Polymicrobial infection is frequent, particularly in patients 
with prior ERCP, although no significant differences were observed between 
groups. Bile cultures allow for antibiotic therapy adjustment in a considerable 
number of patients, both allowing de-escalation and contributing to reduce 
risk of resistance development and also adjusting therapy in case of resistant 
or atypical microorganisms.
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Aims  Colorectal cancer is the third most common cancer in men and the sec-
ond in women. Accurate loco-regional staging, primarily based on magnetic 
resonance imaging (MRI) and rectal endoscopic ultrasound (R-EUS), is essential 
for treatment planning and relies on assessing tumor depth (T) and regional 
lymph nodes (N) according to the TNM system. In situ (Tis) and submucosal 
(T1) tumors may be suitable for minimally invasive endoscopic resection, 
whereas up to one-third of T2 tumors present mesorectal lymph node metas-
tases, requiring MRI for more accurate staging. Only a few studies have explored 
artificial intelligence, particularly deep learning (DL), for EUS-based detection 
and staging of rectal tumors.
Methods  This prospective, single-center pilot study evaluated the diagnostic 
performance of a DL-based tool for detecting and staging rectal tumors on 
R-EUS images. The model used a convolutional neural network (CNN) with a 
ResNet backbone pretrained on ImageNet for image classification and segmen-
tation. Performance was assessed using accuracy, precision, recall, F1-score, 
and spatial agreement metrics between model and expert segmentations (Dice 
similarity coefficient, DSC). The model was tested for its ability to distinguish 
Tis–T1 from T2–T3 tumors, and separately, Tis from all other stages.
Results  Fifty patients were prospectively enrolled from May 2023 to December 
2024. Tumor segmentation showed a median DSC of 0.65 (IQR 0.17). Patho-
logical tissue detection achieved an accuracy of 0.77 (precision 0.85, recall 
0.77, F1-score 0.81). For classifying Tis–T1 vs. T2–T3, accuracy was 0.64 (pre-
cision 0.88, recall 0.64, F1-score 0.74). For distinguishing Tis from other stag-
es, accuracy reached 0.80 (precision 0.83, recall 0.89, F1-score 0.86). Mesorec-
tal lymph node segmentation yielded a median DSC of 0.62 (IQR 0.17).
Conclusions  The DL-based tool may assist less-experienced operators in iden-
tifying candidates for minimally invasive endoscopic resection. The semi-su-
pervised training produced diagnostic performance comparable to expert 
assessment, supporting the feasibility of DL-enhanced R-EUS for loco-regional 
staging of rectal cancer.
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Aims  Although endoscopic papillectomy is an established minimally invasive 
alternative to surgical resection for ampullary lesions, its technical aspects are 
not well defined. This study aimed to evaluate technical and clinical factors 
influencing safety and outcomes [1–19].
Methods  A multicenter, retrospective analysis of consecutive patients who 
underwent endoscopic papillectomy in six tertiary Polish centers between 2011 
and 2023. Primary outcomes included en bloc resection rate, tumour histolo-
gy, recurrence rate, and adverse events; multivariate regression models were 
used to identify its independent predictors.
Results  A total of 192 patients were included. En bloc resection was achieved 
in 66.1 % of lesions. Larger tumour size (for 1 mm increase OR 1.06; 95 % CI 
1.02–1.11; p = 0.002) and submucosal injection (OR 5.24; 95 % CI 1.83–15.01; 
p = 0.002) increased the odds of piecemeal resection. Adverse events occurred 
in 26.6 % patients, mainly bleeding (17.2 %) and pancreatitis (15.6 %). Invasive 
adenocarcinoma was found in 5.6 % of specimens; predictors were tumour size 
(for 1 mm increase OR 1.11; 95 % CI 1.04–1.20; p = 0.004) and jaundice (OR 
20.20; 95 % CI 3.94–103.68; p < 0.001). Benign histology was observed in 17.9 % 
lesions. Among 130 patients with follow-up (median 14.8 months), recurrence 
occurred in 39.2 % and was independently associated with tumour size (OR 
1.06; 95 % CI 1.002–1.103; p = 0.005) and prior resection attempts (OR 3.10; 
95 % CI 1.003–9.601; p = 0.049).
Conclusions  Larger tumour size, submucosal injection, and previous resec-
tions were associated with lower en bloc resection and higher recurrence rates. 
High adverse event rates and inter-centre variability highlight the need for 
standardised techniques and follow-up strategies.
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Aims  The primary aim of this study is to compare the demographic character-
istics, etiological profile, and short-term clinical outcomes of patients with 
upper gastrointestinal bleeding (UGIB) admitted to our institution in 2004 and 
2024. This analysis is based on evidence that the epidemiological landscape of 
UGIB has undergone substantial changes over the last two decades.
Methods  A descriptive and comparative analysis was performed on two co-
horts of all patients diagnosed with UGIB who underwent upper gastrointesti-
nal endoscopy during a 1-year period at our center: one from 2004 (n = 280) 
and one from 2024 (n = 216). Demographic, clinical, and prognostic variables 
were compared. Appropriate statistical tests were applied to compare the 
groups, and results were considered statistically significant when p < 0.05.
Results  The comparative analysis between the 2004 and 2024 cohorts showed 
a significant aging of the patient population (mean age: 67.5 vs. 72.9 years; 
p < 0.001). At the same time, there was a substantial increase in the prevalence 
of major comorbidities, including cerebrovascular disease (5.7 % vs. 19.4 %; 
p < 0.001) and chronic kidney disease (2.5 % vs. 13.6 %; p < 0.001). Therapeutic 
complexity also increased, with a significant increase in the use of anticoagu-
lants (4.3 % [exclusively vitamin K antagonists – VKA] vs. 30 % [VKA + DOACs]; 
p < 0.001).
Regarding clinical presentation, there was an increase in syncope as a form of 
presentation (7.9 % vs. 13.5 %; p = 0.021) and a decrease in the frequency of 
classic presentations, such as hematemesis (58.6 % vs. 41.2 %; p < 0.001) and 
melena (67.9 % vs. 59.5 %; p = 0.028). Etiologically, peptic ulcer remained the 
main cause of upper gastrointestinal bleeding (46.8 % vs. 46.3 %; p = 0.457), 
although there was a reduction in active bleeding stigmata (Forrest Ia/Ib: 11 % 

vs. 5.6 %; p = 0.006). In contrast, there was a notable increase in angiectasias 
(0.4 % vs. 6.5 %; p < 0.001) and neoplasms (3.9 % vs. 9.3 %; p = 0.008).
This more severe profile was reflected in a significant increase in the mean 
Rockall score (4.76 vs. 5.65; p < 0.001). However, despite this worsening of the 
baseline risk profile, immediate clinical outcomes remained stable, with no 
statistically significant differences in the rate of hemorrhagic recurrence (3.2 % 
vs. 3.8 %; p = 0.358), the need for surgical intervention (2.1 % vs. 2.2 %; 
p = 0.484), or in in-hospital mortality (8.9 % vs. 6.5 %; p = 0.165).
Conclusions  Over the course of two decades, the profile of patients admitted 
with upper gastrointestinal bleeding (UGIB) at our institution has changed 
substantially. Currently, the cohort is older, has a higher burden of associated 
comorbidities, and has a significantly higher prevalence of anticoagulant ther-
apy. This change in the baseline profile is directly reflected in the etiology of 
bleeding, namely through an increase in neoplastic etiology (now the third 
most frequent cause) and bleeding due to angiectasias. Despite the increased 
baseline risk of patients, as evidenced by the higher mean Rockall score, imme-
diate outcomes remained unchanged. This finding suggests that advances in 
contemporary clinical treatment and endoscopic intervention protocols have 
been effective and crucial in mitigating this increased risk.
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Abstract Text
A 75-year-old man with previous Billroth II reconstruction was admitted in April 
2025 with jaundice and elevated cytolytic and cholestatic markers. Ultrasound 
revealed common hepatic duct lithiasis with intrahepatic duct dilation. After 
failure of entero-ERCP, a lateral-viewing duodenoscope was used. During intu-
bation of the afferent limb, a 2-cm jejunal wall defect was identified at a sharp 
angulation. Due to immediate recognition of the perforation and the patient’s 
comorbidities, endoscopic closure was performed using the X-Tack. The patient 
resumed enteral feeding after 48 hours without symptoms.However, worsen-
ing cholestatic indices required a repeat ERCP. After unsuccessful attempts at 
biliary cannulation, a precut fistulotomy allowed access to the major papilla 
and placement of a biliary stent.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/031ee951-90a9-4cda-a763-1d843cc7c273/Uploads/19978_
XTACK_PERFORATION %20ERCP.mp4
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Aims  disconnected pancreatic duct syndrome (DPDS) is a recognized compli-
cation of acute necrotizing pancreatitis (ANP), whose incidence and impact on 
the evolution of pancreatic collections and metabolic prognosis remain poor-
ly defined. This study aimed to describe the clinical characteristics, diagnostic 
methods, endoscopic management, and outcomes of patients with DPDS 
managed in our department.
Methods  A retrospective study was conducted between 2019 and October 
2025, including all patients followed for DPDS complicating acute necrotizing 
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pancreatitis (ANP). The data collected covered demographic characteristics, 
the etiology of ANP, diagnostic methods, therapeutic management, and the 
clinical outcomes.
Results  Among 63 patients admitted for ANP, four patients (two men and two 
women) had disconnected pancreatic duct syndrome (DPDS), representing an 
incidence of 6.3 %. The median age was 47 years (range 23–68 years).
Acute necrotizing pancreatitis was of biliary origin in two patients (50 %), alco-
holic in one patient (25 %), and metabolic in another (25 %).
Clinically, all four patients presented with pancreatic-type abdominal pain 
(100 %), associated with vomiting in three of them (75 %).
AT admission, three patients met SIRS (systemic inflammatory response syn-
drome) criteria, which persisted beyond 48 hours in two patients.
Initial imaging showed acute pancreatitis stage E of Balthazar in three patients 
(CTSI = 8 in two and 6 in one) and stage C pancreatitis in the remaining patient. 
Peripancreatic collections were present in all patients, with an average size of 
10 cm (range :3–16 cm).
The diagnosis of DPDS was made early in one patient during the CT scan to 
assess acute pancreatitis. In two others, it was made during an endoscopic 
ultrasound (EUS) performed for transmural drainage of an infected WON 
(walled-off necrosis), and incidentally in one patient who underwent EUS for 
suspected intraductal papillary mucinous neoplasm of the pancreas on MRI.
The mean time to diagnosis after the episode of acute pancreatitis was 41 days 
(3–120 days).
The ductal disconnection was located in the body of the pancreas in all cases.
Endoscopic management was performed in three cases: one patient was 
drained with two double -pigtail plastic stents. The second patient with a met-
al stent (hot Axios) with necrosectomy sessions, and replaced one month later 
by two double pigtail plastic stents. The third patient was drained with a cov-
ered biflanged stent, replaced subsequently by double pigtail plastic stents.
One asymptomatic patient did not require treatment. All plastic stents, were 
7 Fr/7cm , were retained long term to ensure permanent drainage. No per-pro-
cedure complications were reported.
The outcome was favorable in all patients, marked by the disappearance of pain 
and regression of collections. One patient presented a new pancreatitis episode 
on distal MPD stricture After a median follow-up of 8 months (range:2–23 
months), two patients developed new-onset diabetes mellitus.
No cases of exocrine pancreatic insufficiency or mortality were observed.
Conclusions  Although limited by a small sample size, our study highlights the 
efficacy and safety of endoscopic treatment in patients with post-necrotizing 
pancreatitis DPDS, allowing surgery to be avoided in the majority of cases, with 
minimal morbidity and no mortality.
DPDS could be a risk factor for new onset diabetes, highlighting the need for 
prolonged metabolic monitoring. Radiologists must remain vigilant and sys-
tematically consider this diagnosis in cases of extensive necrotizing pancreati-
tis in order to avoid diagnostic delays and the onset of complications.
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Aims  To assess the prevalence of GIM and its associated risk factors among 
patients who undergoing upper endoscopy procedures or gastric resection at 
King Abdulaziz University Hospital, in the western region of Saudi Arabia
Methods  This retrospective study included 2,103 patients who underwent 
upper endoscopy or gastric resection at a tertiary facility. Data on patient de-

mographics, risk factors, procedural indications and tissue sampling were col-
lected and analyzed.
Results  GIM was identified in 119 patients (5.7 %) who had significantly high-
er mean age (55.83 ± 15.88 years, P value < 0.001) compared to the non-GIM 
group. Among all patients, 547 had H-pylori infection. Coexisting dysplasia was 
present in 42 patients and cancer was detected in 46 patients. H-pylori posi-
tivity was significantly higher in the GIM group (P value < 0.001). Additionally, 
the GIM group showed a significantly higher prevalence of cancer and dysplasia 
(p-value of 0.001 for both).
Conclusions  A significantly higher proportion of patients with GIM had coex-
isting gastric cancer and dysplasia. Advanced age and H-pylori were strongly 
associated with GIM. Our findings support the well-established link between 
H-pylori infection and the increased risk of dysplasia and cancer progression 
[1–4].
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Aims  Fully covered self-expanding metal stents (fcSEMS) and multiple plastic 
stents (MPS) are now regarded as the first-line therapies for benign biliary stric-
tures (BBS) secondary to chronic pancreatitis (CP). However, with the advance-
ment of lithotripsy and endoscopic retrograde cholangiopancreatography 
(ERCP) techniques, there has been a significant improvement in successful 
pancreatic duct decompression rate. In this case, the efficacy of single plastic 
stent (SPS) warrants reevaluation.
Methods  This is an observational study with 14-year follow-up based on a large 
prospective CP cohort. Patients treated with endoscopic biliary stenting for 
BBS secondary to CP from January 2011 to December 2021 were included. The 
treatment outcomes of SPS, MPS and fcSEMS were compared [1–4].
Results  A total of 94 patients were included (SPS = 80, fcSEMS = 10, MPS = 4). 
Among patients with pancreatic duct stones, 74.3 % (52/70) underwent pan-
creatic lithotripsy, with a successful pancreatic stone clearance rate of 91.4 % 
(64/70). Pancreatic duct patency was achieved in 93.6 % (88/94) of all patients. 
In a comparison between SPS, fcSEMS, and MPS, the ERCP sessions required 
were 2.0 vs 2.0 vs 1.5 (P = .597). The cumulative BBS recurrence rates were 
comparable across all groups (P = .889), and the 7-year clinical success rates 
were 77.5 % vs. 60.0 % vs. 75.0 % (P = .520).
Conclusions  When pancreatic stones are effectively removed and the pancre-
atic duct is successfully decompressed, SPS, MPS, and fcSEMS demonstrate 
comparable outcomes in number of ERCP sessions, adverse events, and long-
term clinical success for CP related BBS. These findings suggest that SPS should 
be reconsidered as a viable and cost-effective treatment option.
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Aims  Endoscopic ultrasound is the reference modality for locoregional staging 
of ampullary cancer, but standard endoscopic forceps biopsies often inade-
quate diagnostic malignancy or underestimate histological grade. EUS-guided 
fine-needle biopsy (EUS-FNB) may overcome these limitations by providing 
core tissue; however, its performance for ampullary cancer has not been re-
ported in Vietnam. We aimed to evaluate the diagnostic performance and 
safety of EUS-FNB for suspected ampullary cancer in a tertiary oncology hos-
pital [1–10].

▶Table 1	  The Value of EUS-FNB in Diagnostic Ampullary Cancer

Final Surgical To-
tal

Amp-
ullary 
cancer

Non-amp-
ullary 
cancer

EUS-FNB Cancer/suspect 40 1 41

Non cancer 3 2 5

Total 43 3 46

▶Table 2	  The Value of EUS in Staging for Ampullary Cancer

Stage (Se) (Sp) PPV NPV Acurracy

T1 4/6 = 66,7 % 35/37 = 94,6 % 4/6 = 66,7 % 35/37 = 94,6 % (66,7 + 94,6)/2 = 80,65

T2 21/25 = 84,0 % 16/18 = 88,9 % 21/25 = 84,0 % 16/18 = 88,9 % (84,0 + 88,9)/2 = 86,45

T3a 5/7 = 71,4 % 34/36 = 94,4 % 5/7 = 71,4 % 34/36 = 94,4 % (71,4 + 94,4)/2 = 82,9

T3b 3/3 = 100 % 40/40 = 100 % 3/3 = 100 % 40/40 = 100 % (100 + 100)/2 = 100

T4 2/2 = 100 % 41/41 = 100 % 2/2 = 100 % 41/41 = 100 % (100 + 100)/2 = 100

84,4 % 95,6 % 84,4 % 95,6 % 86,6 %

Methods  We conducted a single center prospective observational study at 
Viet Nam National Cancer Hospital including consecutive patients with sus-
pected ampullary cancer who underwent EUS-FNB between January 2022 and 
June 2025. EUS-FNB was performed using dedicated biopsy needles with MOSE 
to assess core adequacy. Demographic data, clinical presentation, tumor mark-
ers, imaging findings, EUS characteristics, number of needle passes and post 
surgical results were recorded. Final diagnosis was based on surgical histology 
or composite clinical follow-up. Diagnostic performance indices of EUS-FNB for 
ampullary cancer were calculated. Adverse events were prospectively docu-
mented (▶Table 1).
Results  Among 54 evaluated patients, 46 met inclusion criteria and were ana-
lyzed. 43 (93.5 %) had ampullary cancer, and 3 (6.5 %) had non-malignant le-
sions. Median age was 62.91 + 9.33 years, with most patients aged 40–70 years. 
Jaundice was the dominant symptom (90.7 %). A total of 60 EUS-FNB procedures 
were performed (mean 1.3 per patient) with a mean of 6.72 passes per lesion. 
MOSE positive core tissue was obtained in 35/46 cases (76.1 %). On histology 
of the EUS-FNB samples, definite ampullary carcinoma was reported in 25 pa-
tients (54.3 %), high-grade dysplasia in 3 (6.5 %), “suspicious / atypical cells” in 
13 (28.3 %) and low-grade dysplasia in 5 (10.8 %). Using final surgical histology 
or long-term follow-up as reference, EUS-FNB for ampullary cancer showed a 
Se of 93.0 %, Sp 66.7 %, PPV 97.6 % and overall accuracy 91.3 %. No severe ad-
verse events occurred; two patients (4.6 %) developed transient abdominal pain 
and one (4.6 %) experienced minor intra procedural bleeding (▶Table 2).
Conclusions  In this first Vietnamese single-center series, EUS-guided fine-nee-
dle biopsy with MOSE achieved high diagnostic accuracy and an excellent safe-
ty profile in patients with suspected ampullary cancer managed at a tertiary 
oncology hospital. These findings support EUS-FNB as the preferred pre-oper-
ative tissue acquisition modality within the diagnostic algorithm for ampullary 
lesions, providing reliable histological confirmation to guide endoscopic or 
surgical treatment.
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Abstract Text
A 31-year-old patient underwent LSG. Seven days later, CT imaging showed a 
perigastric fluid collection. Endoscopy identified a small distal staple-line defect 
with a large adjacent collection, and a double-pigtail stent was placed and re-
moved two months later. Two months later, the patient presented with fever 
and abdominal pain. CT demonstrated an 11 × 3 × 8.5 cm collection communi-
cating with the distal staple line and extending through a fistulous tract to the 
left flank. Endoscopy revealed a 10 × 10 cm cul-de-sac with a small defect re-
leasing purulent fluid. Direct endoscopic suturing with OverStitch NXT was 
performed to close the cavity and seal the fistula. In the following days, inflam-
matory markers decreased and symptoms resolved. A one-month CT scan 
showed marked reduction of the collection.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/681509b0-4a10-4231-a85b-f71bfdaddcb9/Uploads/19978_
Leak_post %20sleeve.mp4
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eP136  Use of an over-the-scope Padlock clip for the 
treatment of gastrointestinal (GI) bleeding and 
fistulas: Experience from a Brazilian university center
Authors  Monteiro F1, Bonilha D1
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Aims  To evaluate cases in which the treatment of choice was the application 
of an OTSC (Padlock) by the endoscopy team of the State University of Campi-
nas between 2020-2025.
Methods  Single-center case series.
Results  Seventeen patients were evaluated; there was a predominance of 
males (52.94 %) and the mean age was 53.14 years. At our service, OTSC were 
mainly used for the treatment of fistulas (60 %), followed by GI bleeding. Con-
cerning the GI bleeding cases, OTSC was the primary treatment in 83 % of cas-
es. OTSC were successfully applied to 100 % of the patients. Among the patients 
included for fistula treatment, recurrence of the fistula was observed in only 
one patient (10 %), while the other cases were considered technically success-
ful (90 %). The most common fistula was a tracheoesophageal fistula due to 

prolonged intubation (2 patients). Among patients with gastrointestinal bleed-
ing, recurrence of bleeding was observed in two cases. These patients were 
treated with conventional clips over the Padlock. There were no gastrointesti-
nal bleeding-related deaths. Thhere were no deaths or complications resulting 
from the treatment [1–16]
Conclusions  The Padlock clip was found to be effective and safe in our case 
series as a treatment for fistulas and gastrointestinal bleeding. Technical success 
was achieved in all cases and clinical success in most of the included patients.
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eP137  To implement and assess a mucosal visibility 
improvement pathway using pre-procedure Infacol 
in a setting where existing mucolytic pumps were 
non-functional with new endoscopy equipment
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Problem to solve  Suboptimal mucosal visibility during oesophagogastrodu-
odenoscopy (OGD) is a well-recognised contributor to missed upper GI lesions 
and has been repeatedly highlighted in quality-assurance literature, including 
the PEUGIC study, which recommends pre-procedure simethicone to improve 
detection. In our unit, visibility was frequently impaired by bubbles and foam, 
and the recent introduction of new endoscope models rendered the mucolyt-
ic water pump incompatible. A baseline audit across eight OGD lists revealed 
0 % pre-procedure simethicone use. This created an urgent need for a simple, 
cost-effective, and equipment-independent solution to restore mucosal clari-
ty [1–3].
Innovation  We introduced a standardised SOP incorporating oral Infacol (sim-
ethicone) administered 30 minutes pre-procedure as a low-cost alternative 
mucolytic strategy. Unlike pump-delivered simethicone, this method requires 
no equipment modifications and is compatible with all endoscope systems. 
The SOP was rolled out across ten OGD lists over four weeks. Infacol was ad-
ministered by admitting nurses, and visibility was assessed using a 4-point 
Mucosal Visibility Index (MVI). Feedback was collected from consultants, reg-
istrars, nurse endoscopists, and nursing staff to evaluate feasibility, workflow 
impact, and perceived improvement in clarity. Patient eligibility, contraindica-
tions, and practical barriers were also assessed (▶Table 1).

▶Table 1	  Summary of staff-reported outcomes

Staff group Reported improvement in 
visibility/workflow

Consultants 80 % (1 equivocal)

Registrars 99 %

Room nurses 99 %

Admitting nurses 90 % (1 PEG exclusion)

Results Improvement in visibility and workflow:
▪▪ Consultants: 80 % reported improved visibility; 1 equivocal.
▪▪ Registrars: 99 % reported better visibility.
▪▪ Nurse endoscopists/room nurses: 99 % noted less flushing and smoother 
workflow.

▪▪ Admitting nurses: 90 % found administration easy; one PEG patient 
unsuitable.Operational impact:

▪▪ Clear reduction in intra-procedure flushing.
▪▪ Faster progression through OGD due to fewer visibility interruptions.
▪▪ Intervention simple, quick, and well-tolerated.
▪▪ No adverse effects observed.Staff engagement:
▪▪ Strong multidisciplinary buy-in.
▪▪ Common themes: improved visibility, greater diagnostic confidence, 
time-saving, and easy integration into routine practice.

Conclusions  Pre-procedure Infacol is a low-cost, practical, and highly effective 
intervention to improve mucosal visibility during OGD. It significantly reduced 
the need for flushing, improved procedural flow, and was easily integrated into 
existing endoscopy pathways with excellent staff acceptance. This innovation 
provides an immediate solution for centres where traditional mucolytic pumps 
cannot be used and aligns with PEUGIC study recommendations to enhance 

diagnostic quality. The project supports wider implementation of standardised 
pre-procedure mucosal preparation across endoscopy services.
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Aims  Acute necrotizing pancreatitis (ANP) is associated with significant mor-
bidity and mortality. The most feared complications are multiple organ failure 
and superinfection of the necrosis. Endoscopic management of complications 
related to necrosis is now well established.
The aim of our study was to outline the epidemiological, etiological, therapeu-
tic, and evolutionary profile of acute necrotizing pancreatitis.
Methods  This was a single-center, retrospective descriptive study conducted 
over a 6-year period, from January 2019 to October 2025, including all patients 
admitted to our department for necrotizing AP with a CTSI (CT severity in-
dex) ≥ 4. The diagnosis of acute pancreatitis (AP) was based on the revised 2012 
Atlanta criteria
Results  Of a total of 167 patients admitted for acute pancreatitis (AP), 63 had 
acute necrotizing pancreatitis, an incidence of 37.7 %. The mean age was 56.7 
years (range: 23–85 years), with a male-to-female ratio of 0.75. Clinically, all 
patients presented with typical pancreatic abdominal pain. The diagnosis of 
AP was based on clinical and biological criteria in 61.9 % of cases (n = 39), with 
a mean lipase level of 1536.3 IU/L, and on clinical and morphological criteria in 
38 % of cases (n = 24). at admission, systemic inflammatory response syndrome 
(SIRS) was present in 77.7 % of patients (n = 49) and persisted for more than 48 
hours in 42.8 % (n = 21).
The abdominal CT scan showed acute pancreatitis stage E according to Balthazar 
in 80.3 % of cases (n = 53), associated with parenchymal necrosis in 53.3 % of cases, 
with a mean CTSI score ≥ 6, while stage D pancreatitis was observed in 19.6 % of 
cases, with CTSI ≥ 4. The etiologies were biliary in 63.4 % of cases (n = 40), metabol-
ic in 7.9 % (n = 5), alcoholic in 3.1 % (n = 2), iatrogenic (post-ERCP) in 6.3 % (n = 4), 
ampullary tumor in 4.7 % (n = 3), pancreas divisum in 1.5 % (n = 1), and idiopathic 
in 12.7 % (n = 8). All patients received appropriate rehydration, anticoagulation 
during hospitalization, and early reintroduction of food. The outcome was marked 
by the disappearance of symptoms in 59 % of cases, the onset of local complications 
in 22.2 % (n = 14), including two cases of early infection of necrotic collections, and 
recurrence of another episode of AP in 15.9 % of cases. The follow-up CT scan at 6 
weeks, performed in 54 patients, showed regression of collections in 51.8 % 
(n = 28), an increase in 22.2 % (n = 12), of which 16,6 % (n = 9) developed organized 
necrosis, and stability in 25.9 % (n = 14). Symptomatic collections were drained 
mainly due to infection or compression of adjacent organs, while asymptomatic 
collections did not require treatment.
endoscopic ultrasound-guided drainage was performed in 42,3 % of cases 
(n = 11) (two double pigtail plastic stents in seven patients, one Biflanged stent 
in three, and for one patient, a LAMS (HOT AXIOS stent). Endoscopic necrosec-
tomy (two sessions) was performed in two patient, surgical drainage in three 
patients, and radiological drainage in two. After drainage, 13 patients showed 
symptom improvement (81,2 %), and three deaths occurred: two due to septic 
shock post-drainage (one surgical, one endoscopic) and one from an unrelated 
cause.
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Conclusions  Our work showed a favorable outcome in the majority of patients 
receiving appropriate therapeutic management. Endoscopic drainage of symp-
tomatic pancreatic collections is effective and less invasive and should be pre-
ferred whenever feasible.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The optimal management strategy for multifocal dysplastic Barrett’s 
esophagus (MDBE), particularly the choice between endoscopic resection and 
ablative therapies, remains under debate [1–5].
We present a case series of three patients treated with circumferential endo-
scopic submucosal dissection (ESD) for MDBE, with the aim of achieving com-
plete eradication of Barrett’s epithelium.
We further describe our preventive approach to post-ESD stricture formation.
Methods  Three patients with Barrett’s esophagus and multifocal dysplasia, all 
previously diagnosed with high-grade dysplasia (HGD), underwent circumfer-
ential ESD.
Pre-operative evaluation included high-resolution magnifying endoscopy com-
bined with conventional chromoendoscopy with acetic acid to identify dysplas-
tic areas.
Given the presence of multiple suspicious foci, complete resection of all Bar-
rett’s epithelium was performed.
All procedures were performed using a multi-tunneling ESD technique; in two 
cases (66.6 %), clip-and-thread traction was applied.
To prevent esophageal stricture, patients received triamcinolone injection 
evenly across the resection bed, followed by an oral budesonide regimen (1 mg 
TID with tapering). Surveillance endoscopy was performed every two weeks to 
evaluate the need for dilation.
Results  All three patients were male, with a mean age of 61.3 years (49–74).
The mean length of resected specimens was 6.4 cm (4.1 cm in C3M4, 6.3 cm 
in C4M6, and 9 cm in C8M9).
Mean procedure time was 224.3 minutes (150, 176, 347).
All patients recovered uneventfully and were discharged 24 hours post-proce-
dure with dietary instructions, sucralfate, oral budesonide, and PPI therapy.
All resections were R0 and considered curative. Histology confirmed multifocal 
HGD in all cases, with one patient showing a 28-mm area of SM1 (220 μm) 
adenocarcinoma (LVI-).
One patient (33.3 %) was upstaged compared with the initial biopsy.
No strictures or recurrences occurred during follow-up, and none required 
endoscopic dilation.
Complete squamous re-epithelialization was achieved by 32 weeks in all pa-
tients.
Mean disease-free survival was 7.3 months (6, 8, 8).
Conclusions  Despite inherent limitations (small sample size, short follow-up), 
circumferential ESD for MDBE appears to be a feasible, safe, and potentially 
cost-effective approach—avoiding the need for additional ablative therapy—
when multifocal dysplasia or early submucosal invasive neoplasia is identified 
on pre-ESD magnifying endoscopy.
The combination of intralesional triamcinolone and oral budesonide was effec-
tive in preventing esophageal strictures, eliminating the need for dilation in 
this series.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is a widely accepted treatment 
modality for early gastric cancers and adenomas, but is often accompanied by 
post-ESD bleeding. Herein, we evaluated the association of elevated blood urea 
nitrogen (BUN) levels at 24 hours after ESD for post-procedural bleeding. Fur-
ther, we assessed whether an increase in BUN level is associated with an artificial 
gastric ulcer of high-risk Forrest classification during second-look endoscopy 
(SLE) after ESD [1–3].
Methods  We analyzed the data patients who underwent ESD for either early 
gastric cancer or gastric adenoma. Baseline characteristics, endoscopic find-
ings, and blood test results were assessed for each enrolled patient.
Results  A total of 424 patients were assessed in this study. SLE performed one 
day after ESD demonstrated 44 post-ESD lesions with a high risk of bleeding 
and 385 lesions with a low risk of bleeding according to the Forrest classifica-
tion. An artificial gastric ulcer of high-risk Forrest classification was associated 
with a significantly higher rate of post-ESD bleeding. An elevated BUN level at 
24 hours after ESD was significantly associated with an artificial gastric ulcer of 
high-risk Forrest classification during SLE. (p = 0.003)
Conclusions  Significant changes in BUN levels after ESD suggest the develop-
ment of post-ESD bleeding. Furthermore, this marker is easy to measure, and 
enables the early identification of patients with high-risk Forrest classification 
ulcers, ultimately helping to predict post-ESD bleeding.
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eP141  Application of the Lyon scoring system in 
patients with typical and/or atypical symptoms poorly 
responsive to proton pump inhibitors: Comparison 
between typical and atypical symptom groups
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Aims  In symptomatic patients despite empiric trials of proton pump inhibitors 
(PPIs) with no prior GERD evidence, endoscopy and ambulatory reflux moni-
toring are recommended off therapy. The novel Lyon scoring system based on 
the Lyon consensus 2.0 can stratify symptoms into phenotypes associated with 
the likelihood of GERD diagnosis and response to anti-reflux treatment. We 
applied the Lyon scoring system in patients with typical and/or atypical symp-
toms poorly responsive to a standard dose of PPIs and compared the Lyon score 
and phenotypes between typical and atypical symptom groups.
Methods  In 141 patients (52.9 ± 14.9 years, M/F = 60/80) with typical (heart-
burn, regurgitation or esophageal chest pain) or atypical (globus, sore throat 
or throat clearing) symptoms poorly responsive to an empiric trial of standard 
dose of proton pump inhibitors, ambulatory pH-impedance monitoring was 
performed off antisecretory therapy using manometric localization of the LES 
to position the pH sensor 5 cm proximal to the LES. All patients underwent 
endoscopy off medication before esophageal reflux testing. The Lyon scoring 
system reported by Gyawali CP, et al., published in 2024, was applied and strat-
ified the symptom groups into phenotypes. Symptom groups are subclassified 
as the typical symptom group (n = 79), the overlap symptom group with both 
typical and atypical symptoms (n = 26), and the atypical symptom group 
(n = 36). The phenotypes of no GERD, isolated permeability defect and reflux 
hypersensitivity were classified as the group likely to respond poorly to the 
anti-reflux therapy, whereas the phenotypes of inconclusive or borderline 
GERD, conclusive GERD and severe GERD were classified as the group likely to 
respond well to the anti-reflux therapy.
Results  The prevalence ( % (n)) of phenotypes including no GERD, isolated 
permeability defect, reflux hypersensitivity, inconclusive or borderline GERD, 
conclusive GERD and severe GERD is as follows; 65.8 % (52), 3.8 % (3), 13.9 % 
(11), 3.8 % (3), 11.4 % (9), and 1.3 % (1) in the typical symptom group, respec-
tively; 61.5 % (16), 3.8 % (1), 11.5 % (3), 3.8 % (1), 15.4 % (4), and 3.8 % (1) in the 
overlap symptom group, respectively; and 69.4 % (25), 5.6 % (2), 22.2 % (8), 
2.8 % (1), 0 % and 0 % in the atypical symptom group, respectively. The sex ratio 
did not significantly differ in the symptom groups (P = 0.540). The mean age of 
the the atypical symptom group tended to be lower than that of the overlap 
symptom group (49.9 ± 14.9 vs 57.0 ± 13.1 years, P = 0.053). The mean age of 
the Lyon score was 2.1 (range 0-11). The proportion of the group likely to re-
spond poorly to the anti-reflux therapy was greater in the atypical symptom 
group, compared with the overlap symptom group (P = 0.023) and the typical 
symptom group (P = 0.067)
Conclusions  No GERD and reflux hypersensitivity are the main phenotypes in 
patients with typical and/or atypical symptoms poorly responsive to PPIs. The 
likelihood to respond to the anti-reflux therapy is the lowest in the atypical 
symptom alone group.
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Abstract Text
Metastatic melanoma is a highly aggresive disease, with a high affinity for gas-
trointestinal tract metastasis, that amount up to 60 % in autopsy reports. How-
ever, gastric metastasis are un common, leading up to less than 150 cases in 
some metaanalysis [1–3].
We present the case of a 83-year-old woman that was admitted into our Inter-
nal Medicine Department due to weight loss and anemia due to iron deficiency, 
without evidence of a gastrointestinal bleeding. As a part of the diagnostic 
study, an esophagogastroduodenoscopy (EGD) was performed. Located at the 
proximal region of the greater curvature, an exophytic nodular lesion was 
found. It was composed of several, smaller, ulcerated nodules, resembling a 
bunch of grapes. The mucosa surrounding the ulceration was apparently nor-
mal, leading to submucosal tumour as a first diagnosis. (Figure 1). The analysis 
via microscope showed epithelial cells grouped in bundles and immunohisto-
chemical staining was positive for Sox10, vimentin, HMB-45, Melan-A and S-100 
leading to the histopathological diagnosis of melanoma.
Completing the study, a computerized tomography was performed. There, 
pulmonary, hepatic and gastric metastasis were described, as well as a lesion 
in the right breast that was compatible with the primary melanoma. The he-
patic lesion was the largest with a diameter of 10cm located on the right lobe, 
while the gastric lesions found on the EGD also were present on the study. 
(Figure 2)
After the diagnosis, pembrolizumab, a PD-1/PD-L1 inhibitor was started. How-
ever, the patient passed away three months after the diagnosis.
Gastric metastasis of melanomas are a seldom finding, characterized by bundles 
of ulcerated lesions surrounded by normal mucosa. Although it is frequent for 
these lesions to present melanosis, our lesion was amelanic. Positivity for S-100 
and HMB-45 confirms the histopathologic diagnosis.
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Aims  Fecal calprotectin (FC), a protein released by neutrophils, is a reliable and 
non-invasive biomarker of intestinal inflammation. Its primary value lies in its 
ability to differentiate functional bowel disorders from organic diseases, there-
by guiding the indication for endoscopic evaluation. This study aims to assess 
the diagnostic value of FC and its role in determining the need for colonoscopy.
Methods  A retrospective study was conducted, including patients who un-
derwent fecal calprotectin measurement prior to a total colonoscopy over a 
five-year period, from January 2019 to July 2025.
Results  Among 1,336 patients who underwent colonoscopy, 71 were includ-
ed in this study. A slight female predominance was observed (56 %; sex ratio 
F/M = 1.2), with a median age of 42 years.
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Regarding medical history, diabetes mellitus and previous appendectomy were 
each present in 9.5 % of cases (n = 7), while a family history of inflammatory 
bowel disease (IBD) and chronic smoking were reported in 4 % (n = 3).
Clinically, the main presenting symptoms were Koenig’s syndrome in 56 % 
(n = 40), mucoid diarrhea in 45 % (n = 32), alternating diarrhea/constipation in 
17 % (n = 12), and rectal bleeding in some cases.
Biochemically, FC levels were > 1000 µg/g in 16.9 % (n = 12), between 250–1000 
µg/g in 53.5 % (n = 38), and < 50 µg/g in a single patient.
Endoscopically, 59 % (n = 42) of colonoscopies were consistent with IBD findings: 
Crohn’s disease was diagnosed in 45 % of patients (n = 32), most commonly 
involving the ileum or ileocolic region, with perianal involvement observed in 
9.8 % (n = 7). Ulcerative colitis was identified in 14 % (n = 10), predominantly 
with left-sided or pancolonic distribution. In 7 % of patients (n = 5), nonspecific 
inflammatory lesions were identified, including erosive ileitis, terminal ulcera-
tive ileitis, nodular ileitis, and erosive rectosigmoiditis, without histopatholog-
ical confirmation. Two additional cases demonstrated ulceroinfiltrative masses 
suggestive of neoplastic processes. Conversely, 29 % (n = 21) of colonoscopies 
were completely normal.
Conclusions  This study highlights a significant correlation between fecal cal-
protectin levels and colonoscopy findings, with 71 % of examinations revealing 
endoscopic abnormalities. These results confirm the diagnostic relevance of 
FC testing, particularly for IBD screening, while also suggesting a high sensitiv-
ity in detecting colorectal carcinoma. However, although elevated FC levels are 
often associated with severe endoscopic lesions, they do not provide absolute 
predictive value.
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Aims  Collagenous sprue is a very rare cause of malabsorption, characterized 
by severe diarrhea and weight loss. The first description of this disease dates 
back to 1947. The diagnosis can be challenging because collagenous sprue 
resembles celiac disease both endoscopically and histologically. The main dif-
ference between these two diseases is the presence, in collagenous sprue, of a 
thick subepithelial collagen band beneath the basement membrane of the small 
bowel and duodenal mucosa.We present the case of a 76-year-old male patient, 
with a history of hypertension and dyslipidemia, evaluated for watery diarrhea, 
vomiting, abdominal pain, and weight loss. The diagnosis of collagenous sprue 
was established after 6 months of investigations, during which the patient 
developed severe malnutrition with cachexia.
Methods  Clinical findings: cachexia, pale skin, asthenia, diffuse abdominal 
pain; hemodynamically stable.Laboratory results: fecal calprotectin = 336, he-
moglobin = 10.7 g/dL, MCV = 102, WBC = 11,000, fibrinogen = 559, ferri-
tin = 668, CTLF = 180, INR = 1.34, elevated CRP, low total serum proteins, low 
vitamin B12. Anti–tissue transglutaminase antibodies IgG and IgA negative. 
Extended stool culture negative.Abdominal CT scan: changes consistent with 
pancolitis.Upper GI endoscopy: antral hyperemia and edematous duodenal 
mucosa.Colonoscopy: whitish and flattened villi in the terminal ileum; normal 
appearance of the colonic mucosa [1–14].
Results  Digestive tract biopsies showed gastric mucosa with features of active 
chronic gastritis, non-atrophic and non-metaplastic, Helicobacter pylori neg-
ative; moderate chronic duodenitis with marked villous atrophy, eosinophilia, 
focal lymphocytosis, and thickening of the subepithelial collagen band; colon-
ic mucosa without abnormalities; ileal mucosa with moderate-to-marked vil-
lous atrophy, increased focal eosinophilia, and thickening of the subepithelial 
collagen band. The differential diagnosis included gluten-sensitive enteropathy 
(celiac disease), collagenous sprue, or an autoimmune etiology.

We initiated corticosteroid therapy and a gluten-free diet, the only effective 
treatment described in the literature for this rare condition. Two weeks after 
starting treatment, symptoms improved significantly. The patient became 
clinically stable and gained weight after completing therapy. A follow-up gas-
troscopy performed at 3 months showed normal duodenal mucosa; however, 
biopsies revealed moderate villous atrophy with heterogeneous polymorphous 
inflammation in the lamina propria, isolated neutrophils, frequent eosinophils 
( > 50/HPF), no aggregates, no crypt abscesses, no eosinophils in the muscula-
ris mucosae, no epithelial erosions, no thickened subepithelial collagen band, 
and no evidence of Giardia infection.
Conclusions  This case highlights a rare cause of chronic diarrhea and illustrates 
the diagnostic difficulty associated with collagenous sprue. Fewer than 100 
cases have been reported worldwide.
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Aims  Proton pump inhibitors (PPIs) are widely prescribed in acute gastroin-
testinal bleeding (AGIB), but inappropriate overuse or underuse remains com-
mon. Their true effect on short- and long-term outcomes is still debated, es-
pecially in low-resource settings where PPI stewardship is limited. No prior 
Moroccan study has assessed PPI utilization patterns in AGIB.
Aim  To evaluate PPI utilization on admission and at discharge in patients pre-
senting with overt AGIB, and to determine their impact on short-term 
(1-month) and long-term outcomes in a tertiary Moroccan center.
Methods  A prospective monocentric study was conducted at CHU Mohammed 
VI Marrakech from January 2022 to January 2025, including 240 patients ad-
mitted with overt AGIB. Data collected included PPI use, antithrombotic ther-
apy, clinical severity, endoscopic findings, and short- and long-term outcomes. 
Univariate and multivariate analyses identified predictors of mortality and re-
bleeding.
Results  PPI utilization 40 % of patients were already on PPI at admission. 72 % 
were discharged on PPI. Overall PPI overutilization rate: 32 % (patients without 
clear indication). Underutilization rate: 21 % (patients with clear indication but 
no PPI at discharge). Characteristics of patients on PPI at admission Compared 
with those not on PPI, patients on PPI were: older (median 69 vs 63 years) had 
higher comorbidity burden (higher CCI) more likely to be on antithrombotics 
more likely to require blood transfusionBut they had: fewer stigmata of recent 
hemorrhage reduced need for endoscopic therapy Outcomes
1-month rebleeding: similar whether PPI was used on admission or not.
1-month mortality: slightly higher in PPI users, but PPI itself was not an inde-
pendent predictor on multivariate analysis.
Independent predictors of 1-month mortality
Higher Charlson Comorbidity Index
Severe bleeding
Need for blood transfusion
Stigmata of recent hemorrhage
Independent predictors of 1-month rebleeding
Anticoagulant use on admission
Severe bleeding
SRH on endoscopy
Long-term outcomes
PPI use at discharge did not predict long-term mortality or rebleeding.Antico-
agulant therapy at discharge predicted long-term mortality, while antiplatelet 
therapy was protective against long-term rebleeding.
Conclusions  In this 3-year Moroccan monocentric cohort, PPI overutilization 
and underutilization were both frequent, reflecting the absence of standardized 
PPI stewardship.However, PPI use had no significant impact on short-term or 
long-term mortality or rebleeding.
These findings highlight the need for a PPI utilization stewardship program to 
optimize prescribing practices, reduce unnecessary costs, and minimize ad-
verse effects associated with inappropriate long-term PPI exposure.
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Aims  Distal malignant biliary obstruction (DMBO) frequently requires ERCP 
with biliary stenting. Early post-procedural infectious complications—mainly 
cholangitis and cholecystitis—remain clinically relevant despite advances in 
technique. Current guidelines recommend prophylactic antibiotics only in se-
lected high-risk situations, and data specific to DMBO are scarce. This study 
aimed to evaluate the effect of prophylactic antibiotics on early infectious 
complications following ERCP in a DMBO-only population.
Methods  We conducted a prospective, monocentric study at CHU Mohammed 
VI Marrakech, including 165 consecutive patients who underwent initial ERCP 
with stent placement for DMBO between 2022 and 2024. Patients were cate-
gorized according to the administration or not of prophylactic antibiotics before 
ERCP. The primary outcome was the incidence of infectious complications 
(cholangitis or cholecystitis) within 5 days. A multivariable logistic regression 
model was used to identify independent predictors.
Results  Early infectious complications occurred in 3.6 % of patients receiving 
prophylactic antibiotics versus 10.3 % in those without prophylaxis, correspond-
ing to an absolute risk reduction of 6.7 % (p = 0.029) and a number needed to 
treat (NNT) of 15. Rates of post-ERCP pancreatitis showed no significant differ-
ence between groups (approximately 6–10 %, p > 0.3). In multivariable analysis, 
absence of prophylactic antibiotics remained independently associated with 
infectious complications (OR 2.45, 95 % CI 1.22–4.92). Compared with previous 
literature—mostly small retrospective DMBO series showing no clear benefit—
this prospective study provides stronger evidence supporting prophylaxis. 
Results also align with data from hilar obstruction studies and meta-analyses 
reporting reduced bacteremia after antibiotic prophylaxis.
Conclusions  In this prospective Moroccan cohort, prophylactic antibiotics 
significantly reduced early infectious complications after ERCP for DMBO with-
out increasing post-procedure pancreatitis. These findings support the system-
atic use of prophylactic antibiotics in patients undergoing ERCP for DMBO, even 
when complete drainage is anticipated. Larger multicenter prospective trials 
are warranted to refine prophylactic strategies and update guideline recom-
mendations.
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Aims  Endoscopic sphincterotomy with stone extraction is the standard ther-
apy for common bile duct stones (CBDS). However, the presence of large stones 
( > 15 mm) or extensive choledochal lithiasis may compromise technical success 
and increase the need for additional procedures. Evidence on predictors of 
endoscopic success remains limited and heterogeneous. This study evaluated 
the outcomes of ERCP in patients with large versus non-large stones and iden-
tified factors associated with treatment success.
Methods  We conducted a monocentric retrospective analytical study over 9 
years (2016–2025) at our tertiary center. A total of 867 ERCPs performed for 
CBDS were included. Large stones were defined as obstructive stones > 15 mm; 
choledochal lithiasis as ≥ 3 stones.Patients were divided into two groups:
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Group I (n = 143): single large obstructive stone > 15 mm
Group II (n = 724): one or two stones or choledochal lithiasisPrimary outcomes 
included success after first attempt, overall endoscopic success, need for rein-
tervention, additional techniques, and early complications. Predictors of suc-
cess were determined by univariate and multivariate analyses.
Results  Large stones represented 16.5 % of the cohort (143/867).
Success after first ERCP: 55.2 % in Group I vs. 81 % in Group II (p < 0.001).
Reintervention: 14.7 % vs. 8 % (p = 0.009).
Use of additional techniques: 46.2 % vs. 16.1 %.
Overall success after adjuncts/reintervention: 88.7 % vs. 92.5 % (p = 0.125).
Early complications: 10.5 % vs. 5.1 % (p = 0.017).
Univariate predictors of reduced overall success: older age, acute cholangitis, 
bile duct strictures, and duct dilation > 15 mm.Multivariate analysis showed 
two independent predictors:
Acute cholangitis (OR 0.295; 95 % CI 0.164–0.532; p < 0.001)
Bile duct stricture (OR 0.53; 95 % CI 0.922–1.051; p = 0.001)
Conclusions  In this large monocentric 9-year cohort, large stones required 
more reinterventions and adjunctive procedures but did not significantly re-
duce the final success rate of ERCP when advanced extraction techniques were 
available. The main determinants of reduced success were acute cholangitis 
and bile duct strictures, rather than stone size alone.
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Introduction:  We present the case of a 78-year-old woman with a history of 
hypertension and colonic diverticulosis, admitted for diffuse abdominal pain, 
distension, and constipation lasting five days. Physical examination revealed a 
distended abdomen with reduced bowel sounds and diffuse tenderness, with-
out signs of peritoneal irritation. Laboratory tests were unremarkable. Abdom-
inal X-ray showed dilated bowel loops. CT scan revealed extensive intrahepat-
ic and choledochal pneumobilia, a contracted gallbladder in continuity with 
the right colon, and inflammatory changes with diffuse thickening of the sig-
moid colon. A transition point was noted at the rectosigmoid junction, where 
an impacted stone was suspected, without evidence of neoplasia [1].
Endoscopic Findings and Management:  Colonoscopy revealed large diver-
ticula in the sigmoid colon and a round, dark-pigmented lesion occupying 
nearly the entire lumen, consistent with an impacted biliary stone. Due to its 
location and size, complete extraction was not feasible initially. Using a Dormia 
basket, the stone was fragmented and removed. Following the procedure, a 
significant release of fecal content was observed, and the patient’s intestinal 
transit normalized, with resolution of the presenting symptoms.
Conclusions :  The primary therapeutic goal in biliary ileus is to relieve the 
intestinal obstruction. Although colonic impaction of ectopic gallstones is un-
common, the presence of luminal narrowing—such as in areas of diverticulosis, 
as seen in our patient—can favor stone lodging at that level.
Abdominal CT findings of pneumobilia, cholecysto-colonic fistula, and ectop-
ic gallstone provided the definitive diagnostic evidence in this case.
Endoscopic treatment represents a first-line, non-surgical strategy. Therefore, 
it is essential to be familiar with the specialized instruments—often infrequent-
ly used—that are available in our endoscopy units, as they can be crucial in re-
solving complex scenarios such as the one presented here.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is the standard 
treatment for common bile duct stones (CBDS). Identifying predictors of pro-
cedural success and complications is essential to improve risk stratification. This 
study evaluated the efficacy, safety, and independent predictors of outcomes 
in patients undergoing ERCP for symptomatic CBDS.
Methods  A retrospective cohort study was conducted over a one-year period, 
including all consecutive patients undergoing ERCP for symptomatic CBDS. 
Clinical presentation, stone characteristics, procedural techniques, technical 
success, duct clearance, and post-ERCP complications were recorded. Variables 
associated with incomplete duct clearance and complications were analyzed 
using univariate and multivariate logistic regression.
Results  A total of 102 patients were included (mean age 52 ± 12.5 years; 59 % 
female). Clinical presentation consisted of biliary colic in 80 cases, acute chol-
angitis in 18, and biliary pancreatitis in 4. The mean stone size was 12.5 mm, 
and bile duct dilation was present in 81 % of patients (mean diameter 15 mm). 
Selective biliary cannulation was achieved in 91 % of cases; sphincterotomy was 
performed in 92 % and temporary biliary stenting in 12 %. Complete duct clear-
ance during the index ERCP was obtained in 85 %, with an overall therapeutic 
success rate of 90 %. Complications occurred in 10 % of procedures, including 
post-ERCP pancreatitis (6 %), perforation (3 %), and minor bleeding (1 %), with 
no procedure-related mortality. In multivariate logistic regression, stone 
size ≥ 15 mm (OR 3.2; 95 % CI 1.3–7.8; p = 0.01) and difficult cannulation (OR 
2.9; 95 % CI 1.1–7.3; p = 0.02) were independent predictors of incomplete duct 
clearance, while female sex (OR 2.7; p = 0.03) and bile duct dilation ≥ 15 mm 
(OR 3.5; 95 % CI 1.3–9.1; p = 0.01) were independently associated with post-
ERCP complications.
Conclusions  ERCP shows high efficacy and an acceptable safety profile in CBDS. 
Stone size, cannulation difficulty, bile duct dilation, and sex independently af-
fect outcomes. Incorporating these factors into pre-procedural assessment 
may improve risk stratification and clinical decision-making.
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Aims  Digestive angiodysplasias are a leading vascular cause of gastrointestinal 
bleeding, yet prospective studies evaluating predictors of recurrence are rare. 
Identifying high-risk patients is crucial to guide surveillance and therapy.
Methods  We conducted a prospective cohort study including adults aged ≥ 18 
years with at least one endoscopically confirmed angiodysplasia and minimum 
follow-up of 12 months. Exclusion criteria were hereditary hemorrhagic telan-
giectasia, portal hypertensive gastropathy, radiation-induced vascular lesions, 
inflammatory bowel disease, and incomplete records. Lesions were discovered 
either incidentally or during overt bleeding. Recurrent bleeding was defined as 
new hematochezia or melena, hemoglobin drop ≥ 2 g/dL, need for transfusion, 
or endoscopic evidence. Follow-up included scheduled visits and structured 
telephone contact.
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Results  Among 65 patients, 15.4 % experienced recurrent bleeding. Recur-
rence was higher in patients with chronic kidney disease versus those without 
(21.2 % vs 9.4 %, p = 0.08), in patients with initial overt bleeding versus inciden-
tal discovery (21 % vs 4 %, p = 0.04), and in those receiving anticoagulants ver-
sus not (22 % vs 14 %, p = 0.11). In multivariable logistic regression, chronic 
kidney disease, anticoagulant therapy, higher age, multiplicity of lesions, and 
active stigmata were positively associated, while argon plasma coagulation 
showed a protective trend. Trends aligned with international evidence despite 
lack of statistical significance.
Conclusions  This prospective study identifies clinically meaningful high-risk 
profiles for recurrent bleeding in digestive angiodysplasias. Standardized defi-
nitions and structured follow-up enhance originality. Findings support devel-
opment of predictive models to optimize patient monitoring and treatment 
strategies.
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Aims  Azathioprine (AZA) is widely used in inflammatory bowel disease (IBD), 
but inter-individual variability in efficacy and toxicity limits its optimal use. 
Genetic variants affecting thiopurine metabolism, particularly in TPMT and 
MTHFR, may contribute to these differences. This study assessed the influence 
of TPMT G460A (rs1800460) and MTHFR C677T (rs1801133) polymorphisms, 
along with non-genetic factors, on AZA outcomes in Tunisian IBD patients.
Methods  A retrospective cohort of 62 IBD patients treated with AZA for ≥ 3 
months was analyzed. Clinical and demographic data were collected from 
standardized records. Genotyping of TPMT G460A and MTHFR C677T was per-
formed by PCR-RFLP. Associations with AZA efficacy and toxicity were evaluat-
ed using chi-square or Fisher’s exact tests and multivariate logistic regression 
for variables with p < 0.1. Statistical significance was set at p < 0.05.
Results  The TPMT G460A variant was identified in one patient only, limiting 
analysis; subsequent evaluation focused on the MTHFR C677T polymorphism 
(CC 45.2 %, CT 40.3 %, TT 14.5 %). No significant association was found between 
C677T genotype and AZA efficacy (p = 0.47) or toxicity (p = 0.61). Non-genet-
ic factors—including age, sex, BMI, smoking status, disease subtype, corticos-
teroid response, and concomitant treatments—were also not associated with 
outcomes. Multivariate regression identified no independent predictors of AZA 
response or adverse effects. These findings likely reflect both the low prevalence 
of TPMT variants in this population and the absence of additional thiopurine-me-
tabolizing gene variants (e.g., TPMT2, TPMT3A, NUDT15) in the analysis.
Conclusions  While no significant determinants of AZA efficacy or toxicity were 
identified, this study highlights the low frequency of common TPMT variants 
in Tunisian IBD patients and underscores the need for broader pharmacoge-
netic screening. These results provide a basis for larger, multi-gene studies to 
optimize individualized thiopurine therapy in North African populations.
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Aims  Colonoscopy is the gold standard for colorectal cancer prevention, yet 
small, flat, and sessile serrated polyps are frequently missed. Operator vigilance 
is crucial, and fatigue during prolonged sessions may reduce detection, par-
ticularly of subtle lesions. This study evaluated whether colonoscopy timing 
during the day affects polyp detection.
Methods  We conducted a prospective study of 47 consecutive patients un-
dergoing screening or surveillance colonoscopy with adequate bowel prepa-
ration (Boston score ≥ 6) between January 2025 and September 2025. Proce-
dures were classified as early session (first half of the program) or late session 
(after ≥ 3 consecutive exams). For each patient, polyps were recorded for num-
ber, size, morphology (Paris classification), location, and histology. Comparative 
analysis assessed detection differences between early and late sessions.
Results  25 early and 22 late session colonoscopies were analyzed. Early session 
colonoscopies detected 65 polyps (mean 2.6 per patient), including 33 adeno-
mas, 20 sessile serrated lesions, and 12 hyperplastic polyps. Late session colo-
noscopies detected 28 polyps (mean 1.3 per patient), mainly small, flat, with 
60 % in the right colon. Detection of small, flat, and sessile serrated lesions 
decreased by ~50 % in late sessions. Procedure times and adverse events were 
similar. The reduction in detection during late sessions was statistically signif-
icant (p = 0.02).
Conclusions  Colonoscopy timing significantly affects lesion detection, with 
late-session procedures yielding fewer polyps, particularly small, flat, and ses-
sile serrated lesions in the right and transverse colon. Awareness of endoscopist 
fatigue is essential for session planning, training, and quality assurance. Limit-
ing consecutive procedures, scheduling breaks, and rotating operators may 
improve detection and patient safety. Larger multicenter studies are warrant-
ed to validate these findings and guide practical recommendations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP153  Impact of Systematic Patient Position 
Changes on Colorectal Lesion Detection: Prospective 
Study of 56 Patients
Authors  Aouroud M1, Aouroud H1, Nacir O1, Lairani FE1, Ait Errami A1, 
Oubaha S1, Samlani Z1, Krati K1

Institute  1  CENTRE HOSPITALO-UNIVERSITAIRE MOHAMMED VI 
MARRAKECH, Marrakech, Morocco
DOI  10.1055/s-0046-1821480
Aims  Colonoscopy is the gold standard for colorectal cancer prevention, yet 
small, flat, and sessile serrated polyps are frequently missed. Patient position-
ing affects colonic distension and mucosal visualization. This study evaluated 
whether systematic changes in patient position—including left lateral, right 
lateral, ventral, and dorsal decubitus—improve polyp detection
Methods  We conducted a prospective study of 56 consecutive patients un-
dergoing screening or surveillance colonoscopy with adequate bowel prepa-
ration (Boston score ≥ 6) between January 2025 and September 2025. Initial 
inspection was performed in the left lateral decubitus position. During evalu-
ation of the transverse and right colon, positions were systematically changed 
to optimize mucosal exposure. All detected polyps were resected and analyzed 
histologically. The number of polyps detected before and after position change, 
their size, morphology, location, and histology were recorded.
Results  The cohort had a mean age of 60 years, 54 % men, and mean Boston 
score 7.4. Initial left lateral inspection detected 72 polyps. Systematic position 
changes yielded 18 additional polyps (20 % of total), predominantly small ( < 5 
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mm), flat (Paris IIa), and located mainly in the right colon (55 %) and transverse 
colon (30 %). Histology revealed adenomas (50 %), sessile serrated lesions 
(33 %), and hyperplastic polyps (17 %). No adverse events occurred, and proce-
dure time was not significantly prolonged.
Conclusions  Systematic patient position changes during colonoscopy signif-
icantly increase polyp detection, particularly small, flat, and sessile serrated 
lesions in the right and transverse colon. This safe, simple, and cost-effective 
strategy can enhance colonoscopy quality and colorectal cancer prevention. 
Multicenter studies are warranted to validate these findings and inform training 
and procedural recommendations.
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Aims  Back-to-back colonoscopy studies have shown that a substantial propor-
tion of colorectal lesions are missed during a single examination, with adenoma 
miss rates reported between 17 % and 28 % in the literature. Small, flat, serrat-
ed, and right-sided lesions are particularly prone to being overlooked and con-
tribute to interval post-colonoscopy colorectal cancer. We aimed to evaluate 
the incremental diagnostic yield of a complete second-look colonoscopy per-
formed immediately after a standard high-definition examination.
Methods  This prospective study included 67 consecutive adults undergoing 
screening or surveillance colonoscopy with adequate bowel preparation (Bos-
ton score ≥ 6). After a first complete inspection, an immediate second pass from 
rectum to cecum was performed under identical conditions. All detected le-
sions were characterized by size, morphology, and location, and resected. The 
primary outcome was the proportion of lesions identified exclusively during 
the second inspection.
Results  The first pass detected 93 polyps; the second pass revealed 30 addi-
tional lesions, corresponding to a miss rate of 24.4 %, consistent with previous-
ly published back-to-back studies. Missed lesions were significantly smaller 
(mean 4 mm), predominantly flat (Paris IIa), and mostly located in the proximal 
colon. Histology included tubular adenomas, sessile serrated lesions, and hy-
perplastic polyps. Subtle borders and pale coloration were common features 
of missed lesions. The incremental yield was consistent across endoscopists 
and independent of bowel cleanliness within the inclusion threshold.
Conclusions  Immediate back-to-back colonoscopy substantially improves 
detection of clinically relevant lesions, particularly serrated and right-sided 
polyps associated with interval cancer. Selective application of second-look 
inspection may benefit high-risk patients and provide a valuable quality assess-
ment tool for endoscopy units. Emphasizing slow, meticulous mucosal inspec-
tion remains essential to reduce post-colonoscopy colorectal cancer risk.
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Aims  Patients with inflammatory bowel disease (IBD), including Crohn’s dis-
ease and ulcerative colitis, often require repeated endoscopic evaluations for 
disease monitoring, dysplasia surveillance, and mucosal healing assessment. 
Despite its clinical necessity, endoscopy can cause anxiety, procedural discom-

fort, and negatively impact quality of life. Understanding patient perceptions 
is essential to optimize monitoring strategies and enhance patient-centered 
care.
Methods  This prospective multicenter study included 200 consecutive IBD 
patients undergoing colonoscopy or sigmoidoscopy at tertiary centers between 
January 2023 and December 2025. Eligible patients were adults with confirmed 
IBD and at least one prior endoscopy. Patients with cognitive impairment, lan-
guage barriers, or recent major surgery were excluded. Following each proce-
dure, patients completed a validated questionnaire assessing anxiety, proce-
dural discomfort, burden of bowel preparation, perceived necessity of the 
procedure, and willingness for future endoscopies. Data on disease type, ac-
tivity (CDAI or partial Mayo score), prior endoscopies, age, sex, sedation, and 
complications were collected.
Results  Among participants, 108 (54 %) had Crohn’s disease and 92 (46 %) 
ulcerative colitis; mean age was 38.7 years, 52 % female. Prior endoscopies 
ranged from 1 to 10 (median 3). Moderate-to-high pre-procedure anxiety was 
reported by 64 %, higher in patients with active disease (VAS 7.2 vs 4.5, 
p < 0.01), females, and younger patients. Anxiety slightly decreased in patients 
with > 3 prior endoscopies. Bowel preparation was the most burdensome step 
for 52 % of patients, especially during active disease (VAS 6.9 vs 5.1, p = 0.02). 
Procedural discomfort was moderate in 65 % and high in 14 %, with sedation 
reducing discomfort significantly (VAS 4.3 vs 6.6, p < 0.01).
Despite discomfort, 81 % expressed willingness to adhere to future endoscop-
ic monitoring if adequately informed. No significant differences were observed 
between Crohn’s disease and ulcerative colitis in perceptions or tolerance.
Conclusions  In conclusion, repeated endoscopies are perceived as necessary 
but are associated with anxiety and discomfort, particularly due to bowel prepa-
ration and anticipation. This multicenter study identifies high-risk patient pro-
files and highlights the importance of tailored strategies—optimized prepara-
tion, sedation, structured education, and patient-centered scheduling—to 
improve adherence, satisfaction, and overall quality of care. Incorporating 
patient perspectives into monitoring protocols supports shared decision-mak-
ing and long-term treatment engagement.
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Aims  The use of upper gastrointestinal endoscopy (UGIE) continues to rise, 
often beyond evidence-based indications. The EPAGE criteria were developed 
to standardize and rationalize endoscopy indications, but their real-world per-
formance remains uncertain. This study evaluated the applicability of EPAGE 
criteria in daily practice and assessed the association between indication ap-
propriateness and clinically significant endoscopic findings.
Methods  We conducted a retrospective study including all UGIE procedures 
performed at Sahloul University Hospital (Sousse, Tunisia) from May to July 
2023. Indications were classified according to EPAGE categories (“necessary 
and appropriate,” “appropriate,” “uncertain,” “inappropriate,” or “non-appli-
cable”) using the official EPAGE software. Exams with indications not covered 
by EPAGE were excluded. Significant endoscopic lesions were recorded, and 
their association with EPAGE categories was statistically analyzed.
Results  Among 290 UGIE procedures, 42 (14.5 %) were excluded; 248 exam-
inations were analyzed (mean age 59.2 years; sex ratio M/F = 0.7). The most 
frequent indications were upper GI bleeding (28.3 %), dyspepsia (24.2 %), and 
iron-deficiency anemia (15.3 %). EPAGE classification rated indications as nec-
essary/appropriate in 60.5 %, appropriate in 23.4 %, uncertain in 3.9 %, 
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inappropriate in 12.9 %, and non-applicable in 15.5 %.Clinically significant 
lesions were found in 79 % of cases with necessary/appropriate indications. A 
significant association was observed between EPAGE appropriateness and en-
doscopic yield (p = 0.02). However, even in inappropriate or uncertain indi-
cations, significant lesions were detected in 40 % of examinations, including 5 
peptic ulcers and 3 neoplastic lesions.
Conclusions  While most UGIE indications met EPAGE criteria, the substantial 
proportion of significant findings among procedures deemed inappropriate or 
uncertain suggests that current EPAGE recommendations may lack sensitivity 
in real-world clinical settings. These results support the need for updating and 
refining EPAGE criteria to better match contemporary diagnostic practices.
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Aims  Digestive endoscopy is a rapidly expanding specialty, essential for the 
diagnosis and treatment of gastrointestinal diseases. It occupies a central place 
in the daily practice of gastroenterologists. The need for high-quality training 
has increased due to the growing complexity of techniques and the volume of 
patients requiring endoscopic interventions. Therefore, the need to standard-
ize and improve digestive endoscopy training is crucial to meet increasing 
clinical demands. A simulation center represents an opportunity to provide 
structured and progressive training for young gastroenterologists.
The main challenges include the absence of animal models and reliance on 
simulators for practical training, heterogeneous exposure of residents to clin-
ical cases during intensive rotations, and difficulty for residents to acquire 
standardized practical skills in a structured setting.
The objectives were to evaluate the effectiveness of an optimized educational 
program on residents’ skills, identify weaknesses and opportunities for im-
provement in the current curriculum, and propose recommendations to 
strengthen the quality of training.
Methods  This is a prospective single-center study including 18 residents in 
training who underwent two evaluations three months apart using a compe-
tency assessment grid based on direct observation with immediate feedback. 
The assessment grid was developed based on previously validated grids creat-
ed by experts in digestive endoscopy. It is composed of five parts subdivided 
into multiple items allowing evaluation of cognitive, integrative, and technical 
skills.
The educational program included theoretical training with interactive cours-
es, video analysis of diagnostic and interventional endoscopy, endoscopy staff 
meetings on various topics such as tumors, inflammatory diseases, polypecto-
my, hemostasis, APC, and foreign body extraction, and case studies focused 
on multiple pathologies. Practical training in the simulation center used high-fi-
delity simulators to learn basic techniques and manage simulated complica-
tions, with realistic scenarios for colonoscopy and upper endoscopy and re-
al-time feedback from instructors. Intensive supervised clinical rotations 
allowed participation in real procedures to reinforce skills acquired in simula-
tion, with post-procedure feedback sessions using the assessment grid.
Evaluation included an initial test to assess baseline competence, practical sim-
ulator tests after each session to measure progression, and satisfaction surveys 
among residents and instructors.
Results  Results showed improvement in all evaluated items. Residents in the 
first year progressed from maximal to significant supervision, while third- and 
fourth-year residents progressed from significant supervision to minimal su-
pervision and competence. Improvement was less marked in integrative skills. 

Technical skills showed a 35 % average increase in practical scores after simu-
lation training, with significant improvement in recognizing anomalies and 
manipulating endoscopic equipment. Resident satisfaction was high: 50 % 
found simulators effective for learning basic techniques, 90 % considered in-
tensive rotations essential, and 80 % emphasized the need to introduce ani-
mal-model simulation. Instructors observed that residents were more confident 
and precise in their technical skills and highlighted the need to expand simu-
lator access for advanced scenarios and to integrate animal-model simulation 
into training.
Conclusions  In conclusion, a training program combining simulation and in-
tensive supervised clinical rotations significantly improves technical and the-
oretical skills in young endoscopists. This single-center model can serve as a 
reference for other training centers.
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Aims  Non-invasive tools are increasingly used to stratify fibrosis in chronic 
hepatitis B (CHB). Liver stiffness measurement (LSM) by transient elastography 
(FibroScan) is widely adopted, while blood-based scores such as FIB-4 and APRI 
are simple and inexpensive. We aimed to evaluate the diagnostic performance 
of FIB-4 and APRI for the detection of advanced fibrosis in CHB, using FibroScan 
as the reference.
Methods  We retrospectively included CHB patients who underwent FibroScan 
examination at F.Hached University Hospital (Sousse, Tunisia). Demographic, 
clinical and laboratory data were collected. Fibrosis stages were classified as 
F0–F1, F2, F3 and F4 based on LSM; advanced fibrosis was defined as F3–F4. 
FIB-4 and APRI scores were calculated from routine blood tests. Receiver oper-
ating characteristic (ROC) curves were constructed to assess the ability of FIB-
4 and APRI to detect advanced fibrosis. Area under the ROC curve (AUC), opti-
mal cut-offs , and diagnostic performance at classical thresholds were reported.
Results  Eighty CHB patients were analyzed; advanced fibrosis (F3–F4) was 
present in 22/80 (27.5 %) and absent in 58/80 (72.5 %). Mean FIB-4 and APRI 
values were significantly higher in patients with advanced fibrosis compared 
with those without (FIB-4: 4.86 vs 1.88, APRI: 1.50 vs 0.46).
For the detection of advanced fibrosis, AUC was 0.91 for FIB-4 and 0.94 for APRI. 
The optimal cut-off for FIB-4 was 2.57, yielding a sensitivity of 100 % and a 
specificity of 85.5 %. The optimal APRI cut-off was 0.65, also providing a sen-
sitivity of 100 % and a specificity of 85.5 %.
At classical thresholds, FIB-4 ≥ 1.45 showed 100 % sensitivity and 60.0 % spec-
ificity (PPV 50.0 %, NPV 100 %) for advanced fibrosis, whereas FIB-4 ≥ 3.25 pro-
vided 59.1 % sensitivity and 85.5 % specificity (PPV 61.9 %, NPV 83.9 %). An 
APRI ≥ 1.0 yielded 59.1 % sensitivity, 90.9 % specificity (PPV 72.2 %, NPV 
84.7 %).
Conclusions  Both FIB-4 and APRI demonstrated excellent diagnostic perfor-
mance for the detection of advanced fibrosis, with AUCs above 0.90 and high 
accuracy at optimized cut-offs. Classical rule-in thresholds (FIB-4 ≥ 3.25 and 
APRI ≥ 1.0) provided good specificity, whereas lower cut-offs offered very high 
sensitivity and NPV. These findings support the use of FIB-4 and APRI as simple 
triage tools to identify CHB patients who warrant confirmatory assessment by 
transient elastography.
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Aims  Digestive endoscopy is essential for the diagnosis and treatment of gas-
trointestinal diseases. However, regions in the southern part of the country, 
characterized by predominantly rural populations and geographic challenges, 
face significant barriers in accessing specialized care. The reference center plays 
a crucial role in providing this care. This descriptive study analyzes patient char-
acteristics, indications for endoscopic procedures, and obstacles encountered, 
with the aim of proposing adapted solutions.
Methods  This is a cross-sectional descriptive study conducted over six months, 
from September 2024 to March 2025, including 512 patients who underwent 
endoscopic procedures at the center, originating from both urban and rural 
areas of the southern region in a low-resource setting. Collected data included 
demographic information (age, sex, urban/rural origin), health coverage (social 
security schemes, private insurance, uninsured patients), type of procedures 
performed (colonoscopy, upper endoscopy, endoscopic ultrasound, ERCP, cap-
sule endoscopy), indications (diagnostic or interventional), and delays and 
obstacles (average waiting time for an appointment, distance traveled, and 
financial costs). Data sources included medical records, hospital registries, 
patient questionnaires, and interviews with healthcare professionals.
Results  The study included 512 patients, with a mean age of 51 years (range 
19–85), with a predominance of males (58 %). Most patients (68 %) came from 
rural areas, mainly from Ouarzazate (20 %), Zagora (18 %), Taroudant (15 %), Al 
Haouz (10 %), and El Kelaâ des Sraghna (5 %), while 32 % came from urban are-
as such as Agadir, Ida-Outanane, Marrakech, and Guelmim. Colonoscopy ac-
counted for 45 % of procedures, mainly indicated for rectal bleeding (40 %), 
colorectal cancer screening (25 %), chronic diarrhea (15 %), and polypectomies 
(10 %). Upper endoscopy represented 35 % of procedures, mainly for epigastric 
pain (30 %), upper gastrointestinal bleeding (50 %), suspected gastritis or ulcer 
(10 %), and foreign body management (5 %). Endoscopic ultrasound was per-
formed in 10 % of cases, primarily for pancreatic or biliary tumors (40 %), cysts 
(30 %), and suspected submucosal tumors (20 %). ERCP accounted for 7 % of 
interventions, mainly for bile duct stones (60 %), cholangitis (20 %), and biliary 
stent placement (20 %). Capsule endoscopy, performed in 3 % of cases, was 
mainly used for unexplained iron-deficiency anemia (60 %) and obscure gas-
trointestinal bleeding (30 %).
Regarding health coverage, 60 % of patients were affiliated with social security 
schemes, 20 % with other national programs, 10 % had private insurance, and 
10 % were uninsured. Average waiting times varied by procedure, with four 
weeks for colonoscopy, six weeks for endoscopic ultrasound, and one to two 
weeks for ERCP. The average distance traveled to access care was 210 km, rang-
ing from 30 to 950 km. Seventy-five percent of patients reported financial 
difficulties related to indirect costs, including transportation and accommoda-
tion.
Conclusions  In conclusion, the center serves as a major reference point for 
patients from the southern region in a low-resource setting, with most patients 
originating from rural areas. The study highlights major challenges in accessing 
digestive endoscopy due to geographic, financial, and organizational barriers. 
These findings align with international data from other low-resource and de-
veloping countries and underscore the urgent need to improve service delivery. 
Solutions such as mobile endoscopy units, strengthening local hospitals, and 
improving subsidies for indirect care costs could significantly transform access 
to digestive endoscopy in the region.
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Aims  Endoscopic screening for esophageal varices is recommended in patients 
with advanced chronic liver disease, but many patients have no or only low-risk 
varices. Simple non-invasive markers could help to better select candidates for 
endoscopy. We aimed to assess the prevalence of esophageal varices and to 
evaluate the performance of liver stiffness measurement (LSM), platelet count, 
FIB-4 and APRI for predicting esophageal varices and high-risk varices in chron-
ic hepatitis B (CHB).
Methods  We conducted a retrospective study including adult CHB patients 
who underwent both FibroScan and upper gastrointestinal endoscopy at F.
Hached University Hospital. LSM (kPa), platelet count and routine laboratory 
parameters were collected. FIB-4 and APRI were calculated. Esophageal varices 
were graded (1–3). High-risk varices were defined as grade ≥ 2 and/or the pres-
ence of red wale signs. Advanced fibrosis was defined as F3–F4 by LSM. Receiv-
er operating characteristic (ROC) curves were used to evaluate the ability of 
LSM, platelets, FIB-4 and APRI to predict any varices and high-risk varices.
Results  Eighty CHB patients were analyzed. Esophageal varices of any grade 
were found in 18/80 (22.5 %) patients, and high-risk varices in 5/80 (6.3 %), 
all in patients with advanced fibrosis. Compared with patients without varices, 
those with varices had lower platelet counts (mean 103 vs 180 × 10⁹/L, 
p < 0.001), higher FIB-4 scores (5.38 vs 1.93, p < 0.001) and higher APRI values 
(1.52 vs 0.53, p < 0.001). LSM tended to be higher in patients with varices (16.5 
vs 9.9 kPa, p = 0.10).
For the prediction of any varices, the area under the ROC curve (AUC) was 0.73 
for LSM, 0.87 for FIB-4, 0.83 for APRI and 0.84 for platelet count. Optimal cut-
offs for detecting any varices were approximately 4.9 for FIB-4 (sensitivity 
68.8 %, specificity 96.4 %), 0.65 for APRI (sensitivity 87.5 %, specificity 74.5 %) 
and 7.3 kPa for LSM (sensitivity 87.5 %, specificity 67.3 %).
For high-risk varices, discrimination was very good, with AUCs of 0.96 for 
FIB-4, 1.00 for APRI and 0.75 for LSM, although based on a small number of 
events (n = 5). In this setting, thresholds around 7.0 for FIB-4, 2.7 for APRI and 
12 kPa for LSM all achieved 100 % sensitivity and high specificity.
Conclusions  In this cohort of CHB patients, esophageal varices were present 
in about one quarter and high-risk varices in a small but clinically relevant pro-
portion. Non-invasive markers, particularly FIB-4, APRI and platelet count, 
showed good to excellent performance for predicting esophageal varices and 
high-risk varices, and may help refine the selection of patients requiring screen-
ing endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP161  Diagnostic yield of colonoscopy in isolated 
constipation compared with other lower gastrointes-
tinal indications
Authors  Jemai R1, Souilem E2, Dahmeni W3, Elleuch N3, Jaziri H3, 
Braham A3, Ben Slama A3, Ksiaa M3

Institutes  1  Mohamed Taher Maamouri Hospital, Nabeul, Tunisia; 
2  Hôpital Sahloul, Sousse, Tunisia; 3  Sahloul Hospital, Sousse, Tunisia
DOI  10.1055/s-0046-1821488
Aims  Constipation is a common indication for colonoscopy, but the diagnos-
tic yield of the procedure in patients with isolated constipation, in the absence 
of alarm features, remains debated. We aimed to compare the prevalence of 
colonic neoplastic and structural lesions in patients undergoing colonoscopy 
for isolated constipation versus other lower gastrointestinal indications.
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Methods  We conducted a retrospective single-centre study including consec-
utive adult patients who underwent colonoscopy Sahloul hospital. Indications 
and findings were extracted from colonoscopy reports. Isolated constipation 
was defined as constipation without associated melena, rectorrhagia, diarrhea 
or anemia. The “other indications” group included patients with at least one of 
these features. Primary outcomes were the detection of colonic polyps and 
tumors. Diagnostic yields were compared using χ² tests.
Results  A total of 120 colonoscopies were analyzed; approximately 73 % of 
patients were aged 50 years or older. Constipation was the main indication, 
and isolated constipation accounted for about 65 % of procedures, while the 
remaining 35 % were performed for other indications (including anemia, me-
lena, rectorrhagia and/or diarrhea).
The overall polyp detection rate was 23.2 %, and colorectal tumors were found 
in 4.6 % of examinations. In patients with isolated constipation, polyps were 
detected in 14.4 % of procedures and tumors in 2.0 %. In contrast, among pa-
tients with other indications, the polyp detection rate reached 35.7 %, and 
tumor detection 9.5 %. Both polyp and tumor yields were significantly lower in 
isolated constipation compared with other indications (p < 0.001 and p = 0.020, 
respectively). The rate of complete colonoscopy did not differ significantly be-
tween groups (around 71 % vs 66 %, p = 0.44).
Conclusions  In this cohort, colonoscopy performed for isolated constipation 
had a substantially lower yield for polyps and colorectal tumors than colonos-
copy performed for other lower gastrointestinal indications, although neoplas-
tic lesions were not absent. These findings support a more selective use of 
colonoscopy in patients with isolated constipation and highlight the impor-
tance of alarm features such as anemia, bleeding and diarrhea in guiding the 
indication.
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Aims  Intraductal radiofrequency ablation (ID-RFA) has been introduced as a 
therapeutic option for residual or recurrent ampullary tumors after endoscop-
ic papillectomy. However, papillary stenosis is a common adverse event. We 
evaluated the incidence of papillary stenosis following ID-RFA and investigated 
potential risk factors.
Methods  We conducted a retrospective review of patients who underwent 
ID-RFA for residual or recurrent ampullary tumors after papillectomy at a single 
tertiary center (May 2019–October 2024). ID-RFA was performed using an 
18- or 22-mm ELRA catheter (Taewoong, Seoul, South Korea) placed in the 
lower common bile duct under fluoroscopic guidance, with 10 W at 75 °C de-
livered by a VIVA Combo generator (STARmed, Seoul, South Korea). Clinical 
outcomes and the occurrence of papillary stenosis were analyzed, and risk 
factors were assessed using univariate analysis [1–3].
Results  A total of 14 patients (median age, 60 years; range, 43–83; 6 females) 
underwent ID-RFA. Two were excluded due to surgical resection after ID-RFA 
or incomplete ablation, leaving 12 patients for analysis. During follow-up, no 
tumor recurrence was observed. Papillary stenosis developed in 8 patients 
(66.7 %). Comparisons between patients with and without stenosis showed no 
significant differences in the interval between papillectomy and ID-RFA 
(9.8 ± 13.3 vs. 5.5 ± 4.2 months, P = 0.542), ablation duration (120 ± 56 vs. 
150 ± 60 s, P = 0.410), or stent placement duration (45.1 ± 8.4 vs. 30.0 ± 16.2 
days, P = 0.55).

Conclusions  ID-RFA is an effective treatment for residual or recurrent ampul-
lary tumors following endoscopic papillectomy, with no recurrences observed 
in this cohort. However, papillary stenosis was a frequent adverse event, oc-
curring in two-thirds of patients. No significant risk factors were identified. 
Larger, comparative studies are required to establish optimal strategies for 
stent type and placement duration to minimize this complication.
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Aims  Rectal bleeding and melena are classical alarm symptoms that warrant 
colonoscopic evaluation to exclude colorectal neoplasia and other organic le-
sions. However, the diagnostic value of colonoscopy in this setting may vary 
according to patient profile and local practice. We aimed to describe colonos-
copic findings in patients undergoing colonoscopy for lower gastrointestinal 
bleeding.
Methods  We conducted a retrospective study including only adult patients 
who underwent colonoscopy for lower gastrointestinal bleeding (rectal bleeding 
and/or melena) at Sahloul University Hospital. Demographic data, indications 
and endoscopic findings were extracted from colonoscopy reports. The main 
lesions of interest were colorectal polyps, colorectal tumors, diverticulosis, 
angiodysplasia and hemorrhoids. The diagnostic value of colonoscopy was 
expressed as the proportion of procedures in which each lesion type was iden-
tified.
Results  A total of 48 colonoscopies performed for lower gastrointestinal 
bleeding were included. Colorectal polyps were detected in approximately 
31 % of examinations, and colorectal tumors in about 6 %. Diverticulosis was 
observed in nearly one quarter of patients, and angiodysplasia in around 6 % 
of cases.Hemorrhoids were particularly frequent, identified in almost one out 
of five patients, representing a substantial proportion of likely or contributory 
causes of bleeding. Most colonoscopies were complete, allowing full colonic 
evaluation in the majority of cases and accurate characterization of the under-
lying etiology of bleeding.
Conclusions  In this cohort of patients undergoing colonoscopy specifically for 
lower gastrointestinal bleeding, nearly one third had colorectal polyps, a 
non-negligible proportion had colorectal cancer, and hemorrhoidal disease 
was very commonly identified. These findings confirm the high diagnostic 
value of colonoscopy in the setting of lower gastrointestinal bleeding and high-
light hemorrhoids, alongside neoplastic and diverticular lesions, as major eti-
ologies. They support colonoscopy as a first-line investigation in this clinical 
context.
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Aims  Isolated constipation in the absence of alarm features is a frequent indi-
cation for colonoscopy, but the appropriateness and diagnostic value of the pro-
cedure in this setting remain controversial. We aimed to evaluate the diagnostic 
yield of colonoscopy in patients undergoing the examination for isolated consti-
pation and to assess the impact of age on the detection of colonic lesions.
Methods  We conducted a retrospective single-centre study including adult patients 
who underwent colonoscopy for isolated constipation at Sahloul University Hospital. 
Isolated constipation was defined as constipation in the absence of rectal bleeding, 
melena, diarrhea or anemia as recorded in the colonoscopy report. Demographic data, 
colonoscopy completeness and endoscopic findings were collected. Colonoscopies 
were classified as abnormal if at least one significant organic lesion was present: 
colorectal polyp, colorectal tumor, diverticulosis, angiodysplasia or hemorrhoids; oth-
erwise, they were considered normal. Patients were stratified by age ( < 50 vs ≥ 50 
years). Comparisons were performed using χ² or Fisher’s exact test.
Results  A total of 153 colonoscopies performed for isolated constipation were 
included. Among these patients, 112 (73.2 %) were aged ≥ 50 years and 41 
(26.8 %) were < 50 years. Colonoscopy was complete in 71.2 % of cases. Over-
all, the examination was normal in 108/153 patients (70.6 %) and abnormal 
in 45/153 (29.4 %). The main lesions identified were:
Colorectal polyps: 22/153 (14.4 %)
Colorectal tumors: 3/153 (2.0 %)
Diverticulosis: 17/153 (11.1 %)
Angiodysplasia: 3/153 (2.0 %)
Hemorrhoids: 1/153 (0.7 %).
Colorectal polyps and tumors combined were found in 25/153 patients 
(16.3 %), and all colorectal tumors occurred in patients aged ≥ 50 years. The 
proportion of abnormal colonoscopies was 17.1 % (7/41) in patients < 50 years 

versus 33.9 % (38/112) in those ≥ 50 years (p = 0.068), and colorectal polyps 
and/or tumors were observed in 9.8 % (4/41) of patients < 50 years and 18.7 % 
(21/112) of those ≥ 50 years (p = 0.22). These differences did not reach statis-
tical significance.
Conclusions  In this 153-patient series of colonoscopies for isolated constipa-
tion, over 70 % of examinations were normal and colorectal polyps and cancer 
were uncommon, especially in patients < 50 years, with all cancers occurring in 
those aged ≥ 50 years. As age-related differences were not statistically signifi-
cant, colonoscopy for isolated constipation appears to have limited diagnostic 
value, and its use should be more selective and guided by individual risk and 
the presence of true alarm features.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP165  Characteristics and outcomes of colorectal 
EMR in elderly and very elderly patients versus 
younger patients in the cradle of the Mediterranean 
diet
Authors  De Cusatis D1, 2, Palma R2, Pietro S1, Di Feo E3, 1, Mancusi M2, 
Iovino P2, Santonicola A2

Institutes  1  Gastroenterology and Digestive Endoscopy Unit, "San Luca" 
Hospital, Vallo della Lucania, SA, Italy; 2  Gastrointestinal unit, Department 
of Medicine, Surgery and Dentistry "Scuola Medica Salernitana", Salerno, 
Italy; 3  Department of Medicine and Surgery, University of Salerno, 
Salerno, Italy
DOI  10.1055/s-0046-1821492
Aims  The evidence guiding the use of Endoscopic mucosal resection (EMR) in 
elderly and very elderly patients remains limited. It’s known that the Mediter-
ranean diet (MD) has healthy properties, and Cilento is an area in southern It-
aly, considered the cradle of the MD, with a high number of long-living individ-
uals [1–23].
The primary outcome was to evaluate the safety and efficacy of EMR in these 
patients. Furthermore, we aimed to identify specific variables correlated with 
age to contribute to a more tailored approach in this growing patient group, 
particularly in our geographic area (▶Table 1).

▶Table 1	 

Age < 65 y (n = 145) Age ≥ 65 y (n = 257) P value Age < 80 y (n = 344) Age ≥ 80 y (n = 58) P value

Women 59 (40,7 %) 85 (33,1 %) 0.115 125 (36,3 %) 18 (31,0 %) 0.527

Mean age, y (Standard 
deviation)

55,7 (7,3) 74,2 (6,4)  < 0.001* 64,9 (9,7) 83,3 (3)  < 0.001*

Number of polyps 167 305 402 70

Location of polyps 0.983 0.958

Rectus 16 (9,6 %) 28 (9,2 %) 1.000 36 (9 %) 8 (11,4 %) 0.601

Sigma 62 (37,1 %) 112 (36,8 %) 0.956 146 (36,3 %) 28 (40 %) 0.493

Descending 18 (10,8 %) 32 (10,5 %) 1.000 43 (10,7 %) 7 (10 %) 1.000

Transverse 19 (11,4 %) 34 (11,2 %) 1.000 46 (11,4 %) 7 (10 %) 0.951

Ascending 35 (21 %) 72 (23,7 %) 0.467 93 (23,13 %) 14 (20 %) 0.763

Cecum 17 (10,2 %) 26 (8,6 %) 0.739 38 (9,5 %) 6 (8,6 %) 1.000

Pathology of polyps 0.195 0.076

Hyperplastic 27 (17,9 %) 31 (11,5 %) 0.077 20 (6,1 %) 7 (11,7 %) 0.160

Serrated 4 (2,6 %) 11 (4,1 %) 0.588 14 (4,0 %) 1 (1,6 %) 0.484

Adenomatous 115 (76,16 %) 215 (79,6 %) 0.459 284 (86,1 %) 46 (76,7 %) 0.079

Adenocarcinoma 5 (3,3 %) 13 (4,8 %) 0.617 12 (3,6 %) 6 (10 %) 0.043*

Patients with follow-up 
examination

11 (7,6 %) 23 (8,9 %) 0.763 24 (7,1 %) 3 (5,2 %) 0.794
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Methods  We conducted a multicenter retrospective study analyzing 402 pa-
tients undergoing EMR for colorectal lesions ≥ 10 mm between January 2020 
and April 2025. Patients were stratified into age groups: < 65 vs ≥ 65 years, 
and < 80 vs ≥ 80 years. Demographics, polyp characteristics, technical out-
comes, histology, and adverse events were compared between groups. A sub-
analysis was performed to evaluate the outcomes for lesions ≥ 20 mm. Corre-
lation analyses explored the associations between clinical, procedural, and 
histological variables.
Results  EMR achieved high technical success across all age groups, with com-
plication rates of 2.4 % in patients < 65 years and 4.8 % in those ≥ 65 years, and 
no perforations in any group. In patients aged 80 years or older, the prevalence 
of adenocarcinoma was significantly higher (10 % vs. 3.6 %, p = 0.043), and a 
moderate correlation was observed between lesion size and high-grade dys-
plasia/adenocarcinoma (r = 0.64). Younger patients more frequently underwent 
en bloc resection, while elderly patients presented with more complex lesions. 
Follow-up rates remained low across groups.
Conclusions  EMR is a safe and effective technique for removing colorectal 
polyps in elderly and very elderly patients, with complication rates and efficacy 
comparable to those in younger cohorts. Age alone should not preclude EMR. 
A comprehensive patient-centred assessment, including lesion characteristics, 
comorbidities, and life expectancy, optimises outcomes. Vigilant surveillance 
is recommended for elderly and very elderly patients, particularly for large le-
sions due to their higher malignant potential.
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Aims  Exploring the Outcomes and safty from a multicentre UK series of LA-
ERCPs performed across five centres located in the Northeast of UK.
Methods  Retrospective multicentre case series of consecutive patients under-
going LA-ERCP between September 2020 up to August 2025 at Northumbria, 
Sunderland, Freeman, NorthTees and Jamescook Hospitals. Thirty-eight con-
secutive patients undergoing LA-ERCP were included. Data were collected on 
demographics, indications, imaging, baseline bloods, procedural success, 
adverse events, and hospital stay. Technical success was defined as successful 
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cannulation of the papilla; therapeutic success was defined as successful stone 
removal or other definitive intervention [1–7].
Results  A total of 38 LA-ERCPs were performed. The median age was 59 years 
(IQR 54-67). The cohort was predominantly female (23/38, 60.5 %). Common 
indications included choledocholithiasis and cholangitis. Pre-procedure MRCP 
was performed in the majority of cases. Median bilirubin was 16.5 µmol/L (IQR 
12-54.5) and ALP 286.5 U/L (IQR 173-625.5).
Technical success (cannulation) was achieved in 37/38 (97.4 %) cases with a 
single case of successful cannulation but unsafe sphincterotomy . Therapeutic 
success (stone removal) was achieved in 33/38 (86.8 %) cases. Three cases 
(7.9 %) were classified as procedure failure, which included the failed sphinc-
terotomy case and two cases that required subsequent surgical management 
despite initial cannulation (▶Table 1).

▶Table 1	 

Outcome Count/Total Rate ( %)

Technical Success (Cannulation) 37/38 97.4 %

Therapeutic Success (Stone Removal) 33/38 86.8 %

Procedure Failure 3/38 7.9 %

Post-ERCP Pancreatitis 1/38 2.6 %

Bleeding 2/38 5.3 %

Perforation 0/38 0.0 %

Cholangitis 0/38 0.0 %

Surgical Adverse Events 1/38 2.6 %

Complications included pancreatitis (1 case, 2.6 %), bleeding (2 cases, 5.3 %), 
and surgical adverse events (1 case, 2.6 %). No cases of post-ERCP cholangitis 
or perforation were recorded. The median length of stay was 2 days (IQR 1–4).
Conclusions  In this multicentre UK series in the Northeast, LA-ERCP demon-
strates a very high technical success rate (97.4 %) and an acceptable therapeu-
tic success rate. The complication profile is favorable, with low rates of post-
ERCP pancreatitis and bleeding, and no perforations. LA-ERCP offers a reliable 
and safe alternative for biliary access post-RYGB in centers with appropriate 
expertise.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Choi EK, Al-Haddad M, Al-Mansour M et al. Laparoscopy-assisted ERCP in 
patients with Roux-en-Y gastric bypass: a systematic review and meta-analy-
sis. Obes Surg 2023; 33: 164–71
[2]  Moreels TG. Endoscopic management of biliary and pancreatic complica-
tions after bariatric surgery. World J Gastrointest Endosc 2022; 14 (4): 212–
22
[3]  Halverson A, Khajanchee YS, Al-Haddad M et al. Laparoscopy-assisted 
ERCP in patients with Roux-en-Y gastric bypass: a systematic review and me-
ta-analysis. Surg Obes Relat Dis 2019; 15 (9): 1543–50
[4]  Al-Bawardy BF, Al-Haddad M, Al-Mansour M et al. Laparoscopy-assisted 
ERCP in patients with Roux-en-Y gastric bypass: a systematic review and me-
ta-analysis. Surg Endosc 2022; 36 (2): 1234–42
[5]  Binmoeller KF, Shah JN, Kedia P et al. Endoscopic management of difficult 
biliary stones. Gastrointest Endosc 2016; 83 (2): 462–4
[6]  James TW, Arlt A, El-Dika S, Baron TH. Endoscopic ultrasound-guided 
drainage of the pancreatic duct. Endoscopy. 2021; 53 (4): 370–9
[7]  Kedia P, Tarnasky PR, Nieto J, Steele SL, Siddiqui A, Xu MM et al. EUS-di-
rected transgastric ERCP (EDGE) versus laparoscopy-assisted ERCP (LA-ERCP) 
for Roux-en-Y gastric bypass (RYGB) anatomy: a systematic review and me-
ta-analysis. Gastrointest Endosc 2020; 91 (3): 538–47

eP167  Endoscopic Transmural Drainage of Walled-
off Necrosis: Comparative Outcomes of EUS-Guided 
versus Conventional Approaches
Authors  ÖDemiş B1, Ünver NG1, Kenarlı K1, Macif A1

Institute  1  Ankara Bilkent City Hospital, Ankara, Türkiye
DOI  10.1055/s-0046-1821494
Aims  Walled-off necrosis (WON) is a complex sequela of acute pancreatitis 
that often necessitates interventional management. Endoscopic transmural 
drainage has emerged as the preferred first-line approach, especially with the 
increasing availability and refinement of endoscopic ultrasonography (EUS) 
guidance. This study aimed to present endoscopic management of patients 
with WON and to identify factors associated with technical and clinical success.
Methods  Patients who underwent endoscopic transmural drainage for symp-
tomatic WON at a tertiary referral center were analyzed retrospectively. Two 
different techniques—conventional and EUS-guided—were used as endoscop-
ic drainage modalities. Data on demographics, etiology of pancreatitis, collec-
tion size, drainage indications, procedural details, and outcomes were collect-
ed. Clinical and technical success, complications, recurrence and reintervention 
rates, and the impact of anatomical features such as paracolic extension, dis-
connected pancreatic duct syndrome (DPDS), and colonic fistula were analysed 
and compared according to endoscopic modalities [1, 2].
Results  A total of 73 patients (mean age: 54.6  ±  13.9 years; 46.6 % male) un-
derwent a total of 76 transmural drainage procedures. The median size of WON 
collections was 14cm (IQR:11–17cm), and the most common indication was 
infection (62.5 %). Colonic fistula and DPDS were identified in 5 (6.8 %) and 38 
(52.1 %) patients, respectively. Technical success was assessed per procedure. 
Overall technical success was 97.4 % (74/76), with 100 % (36/36) success in the 
conventional group and 95.0 % (38/40) in the EUS group. Clinical success was 
achieved in 84.9 % (62/73) of patients, with similar outcomes between conven-
tional (83.3 %) and EUS-guided (86.5 %) drainage(p = 0.961). Reintervention 
was required in 67.1 %, and direct endoscopic necrosectomy was performed in 
31.5 %. Total number of interventional sessions was 294 (mean 4.0 per patient). 
Complications occurred in 28.7 % of patients, most commonly bleeding 
(15.1 %), generally managed endoscopically.
Conclusions  Endoscopic transmural drainage is an effective and safe interven-
tion for the management of WON, with high technical and clinical success. 
EUS-guided drainage offers significant advantages by allowing intervention in 
patients without luminal bulging and in those with smaller collections, thereby 
expanding treatment eligibility to a broader patient population.
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Aims  Lemmel syndrome is a rare condition defined as obstructive jaundice 
caused by a periampullary duodenal diverticulum, in the absence of biliary 
lithiasis or neoplasia. To date, few cases have been
reported and the etiopathogenesis has not been fully established.
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The aim of our study was to illustrate the epidemiological profile and diagnos-
tic approaches for cases of Lemmel syndrome managed in our department
Methods  This was a retrospective descriptive study spanning 5 years, from 
May 2019 to October 2025,
including all patients admitted for obstructive jaundice who underwent endo-
scopic retrograde cholangiopancreatography (ERCP). The diagnosis of Lemmel 
syndrome was established based on clinical, biological, and imaging findings 
in all patients and on the results of ERCP.
Results  Among the 810 patients who underwent ERCP, 3 patients (0.37 %) 
were diagnosed Lemmel syndrome. All patients were women with a median 
age of 82 years [79-85]. All patients had cholestatic jaundice associated with 
pain in the right hypochondrium and epigastrium, two of whom had grade 1 
cholangitis and one had grade 2 cholangitis. One patient also presented with 
pancreatic-type pain and vomiting. Biochemically, all patients (n = 3) showed 
cytolysis and cholestasis jaundice, and one patient had a lipase level more than 
three times the normal. Contrast-enhanced CT imaging revealed dilation of the 
common bile duct (CBD) and intrahepatic bile ducts without visible obstruction 
in all cases (n = 3), and associated stage C pancreatitis in one case.
One patient underwent endoscopic ultrasound, which revealed a large periam-
pullary diverticulum, with the ampulla specifically located on the rim of the 
diverticulum, compressing the CBD without stones.
ERCP was performed in all three patients. The major duodenal papilla, with a 
normal orifice, was located within a periampullary duodenal diverticulum. Con-
trast injection showed upstream dilation of the common bile duct without 
stones or neoplasia. Sphincterotomy allowed effective biliary drainage.
The outcome was favorable in all our patients, with normalization of liver func-
tion tests.
Conclusions  Although it is a rare condition, Lemmel syndrome should always 
be considered in patients presenting with obstructive jaundice. Early diagnosis 
is essential to avoid serious complications. ERCP with sphincterotomy wan be 
an effective treatment for Lemmel syndrome.
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Aims  The increasing demand for endoscopy as both a diagnostic and thera-
peutic tool must be supported by the development of endoscopy training. 
Confidence in endoscopic skills is particularly critical when managing acute sce-
narios such as upper gastrointestinal bleeds (UGIB).
Recent endoscopy trainee surveys in the UK have highlighted the deficits in hae-
mostasis training, accompanied by low reported confidence and independence. 
Techniques such as glue injection and Danis stent are particularly difficult skills to 
train in, and trainees have called for further simulation-based training [1].
An innovative method using ex vivo animal tissue was introduced to assist in 
training such endoscopy techniques.
Methods  A half-day consultant-run course was developed with a focus on 
utilisation of porcine stomachs, supplemented with pre-course reading and 
handbook. We created a low-cost porcine model by drilling holes into a black 
box in which overtubes were used to keep the porcine stomachs patent. Bleeding 
was simulated using cannulas which allowed red dye to flow into the stomach.
The stations were split into variceal haemostasis and non-variceal haemostasis. 
Participants received hands on experience banding oesophageal varices, gluing 
gastric varices, inserting Danis stent and inserting Sengstaken-Blakemore tube 
in the variceal haemostasis station. In the other, they practised using the gold 
probe, injecting adrenaline, and using through-the-scope clips and over-the-
scope clips.

Results  Between 2021 and 2025, four sessions of training were hosted. 54 
responses of qualitative feedback were received. Participants reported high 
levels of satisfaction with the course, particularly the opportunity for hands-on 
experience and live demonstration. A prominent theme was the value of the 
haemostasis station, particularly the ability to practise glue injection and Danis 
stent deployment. These are techniques in which endoscopy trainees have 
previously reported low independence and limited experience. Participants 
also described the benefit in practising over-the-scope clips, a procedure in 
which trainees have been found to have little or no encounters with.
Another recurring theme from participants was the simulation of both techni-
cal skills and working within the multidisciplinary team during these scenarios. 
Participants cited the benefits in practising communication with other health-
care professionals within the endoscopy team. Suggestions for improvement 
included increasing the time per station and expanding the range of endoscop-
ic techniques taught, such as those related to nutrition interventions.
Conclusions  The use of ex vivo porcine tissue in simulating UGIB provides a 
low-cost and effective method of endoscopy training provision. This method 
of teaching offers practical experience and directly addresses previously sug-
gested improvements to haemostasis endoscopy training using simulation. 
Participant feedback emphasises the value of hands-on experience in a variety 
of interventions and highlights the opportunity in using this model for other 
endoscopic interventions, including nutrition-related procedures.
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Aims  Early literature on Inflammatory Bowel Disease (IBD) regarding the switch 
from intravenous (IV) to subcutaneous (SC) infliximab has reported reassuring 
mid-term efficacy and treatment persistence rates. However, real-world data 
remain limited.
Methods  We conducted a retrospective, multicenter, observational study 
across four french centers: one tertiary and three secondary care institutions. 
Eligible patients were adults ( ≥ 18 years) with IBD in clinical remission for at 
least 6 months under IV infliximab who subsequently switched to SC infliximab. 
Exclusion criteria included clinical remission < 6 months, combination with an-
other advanced biological therapy, corticosteroid use within the past 4 months, 
pregnancy, or breastfeeding.The primary endpoint was the treatment persis-
tence rate of SC infliximab at week 48 (W48). Secondary endpoints included: 
differences in persistence according to prior IV optimization status and combi-
nation therapy; changes in clinical scores (Harvey–Bradshaw Index, partial Mayo 
score) and inflammatory biomarkers between IV and SC treatment; reasons for 
SC treatment discontinuation; disease relapse rate under SC infliximab; corre-
lation between clinical symptoms and objective evidence of relapse; and the 
incidence of adverse events (AEs) and serious adverse events (SAEs).
Results  Eighty-seven patients treated with SC infliximab (IFX-SC) were includ-
ed. IV-to-SC transitions occurred between July 2022 and July 2024.The median 
age was 40 years, and most patients had Crohn’s disease (86.2 %). The mean 
duration of IV therapy before switching was 5.4 years, predominantly at a 
non-optimized standard dose (77 %). At the time of switching, 17.2 % were on 
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combination therapy with an immunosuppressive agent , and 33.3 % had pre-
viously received at least one other biological therapy. Regarding the primary 
endpoint, persistence of SC infliximab at W48 was 74.4 % (65/87). There was 
no statistically significant difference among subgroups: combination therapy 
with immunosuppressive agent(66.6 %, p = 0.53), previously optimized IV treat-
ment (70 %, p = 0.78), or standard IV dosage(76.6 %, p = 0.57). Clinically and 
biologically, no significant differences were observed between IV and SC peri-
ods in clinical scores, mean leukocyte count, CRP, or albumin levels. Fecal cal-
protectin showed no significant change (IV: 107 µg/g vs SC: 281 µg/g, p = 0.16). 
Among the 22 discontinuations, most were due to clinical relapse (n = 16, 
72.7 %). Objective evidence of disease activity (elevated fecal calprotectin, 
imaging, or endoscopy) was confirmed in only 6 of these 16 patients (37.5 %). 
Other causes of discontinuation included injection fatigue and poorly tolerat-
ed local injection reactions. SC infliximab optimization was required in 22/87 
cases (25.3 %), with a treatment persistence rate of 77.3 % at W48 in this sub-
group. Only 5 optimized patients were among the 22 who discontinued IFX-SC.
Overall SC infliximab tolerance was good, with few AEs (5.7 %), including only 
one SAE. The 74.4 % persistence rate at W48 was lower than previously report-
ed in the literature (e.g., GETAID PEREM study, with 95.3 % persistence at W48).
Conclusions  In real-world conditions, switching from IV to SC infliximab proved 
safe, effective, and well tolerated, with a 74.4 % persistence rate at week 48. 
The main reason for discontinuation was clinical relapse (16/22), which was not 
consistently supported by objective evidence, in a population largely not opti-
mized under SC therapy. These findings highlight the importance of individu-
alized dose optimization, to objective evidence of relapse in patients who may 
be anxious about switching to the SC and close follow-up to enhance long-term 
treatment persistence with SC infliximab.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The aim of this study was to retrospectively assess the photo-documen-
tation at gastroscopy and colonoscopy in clinical practice and compare this to 
the recommended sites as per the ESGE guidelines.
Methods  This was a single centre, retrospective analysis of 62 consecutive 
patients attending the endoscopy unit in a district general hospital during Sep-
tember and October 2025. The endoscopy reports were scrutinized for photo-
graphic evidence of the anatomical landmarks. The images capture on the 
Medilogic GI Reporting Tool were analysed and compared to the recommend-
ed ESGE guidelines.
Results  62 procedures were included, with standards followed in 77 % of pro-
cedures. Procedures were performed by a range of professionals including 
gastroenterologists (n = 26), general surgeons (n = 21), and clinical nurse en-
doscopists (n = 15).
In gastroscopies, BSG guidelines were followed in 72.4 % of cases. In most cas-
es, only one photo site was missing including the incisura (n = 2), duodenal bulb 
(n = 2), gastro-oesophageal junction (n = 1), and middle body of stomach (n = 1). 
In two cases, multiple photos were missing. Of the procedures where a photo 
was missing, a trainee endoscopist was present during half of the procedures 
(n = 4).
For colonoscopies, terminal ileum or appendix orifice were photographed in 
100 % of procedures. In 11.5 % of procedures, rectum in retroflexion was not 

photographed and in one case retroflexion could not be completed as a polyp 
was being retrieved.
Gastroenterogists were least likely to follow guidelines (65 % followed), clinical 
endoscopists were most likely to (87 % followed). Surgeons were 76 %.
Conclusions  The British Society of Gastroenterology (BSG) and Association of 
Upper Gastrointestinal Surgeons (AUGIS) recently published a position state-
ment in view of the variability of performance of a high-quality gastroscopy 
and an unacceptably high rate of failure to diagnose cancer at endoscopy. This 
set out the minimum expected standards in diagnostic upper gastrointestinal 
endoscopy. One recommendation is that photo-documentation should be 
made of relevant anatomical landmarks and any detected lesions. This practice 
encourages mucosal cleansing, mucosal inspection and ensures a complete 
examination. The European Society of Gastrointestinal Endoscopy (ESGE) 
guidelines describe a systematic approach to photo-documentation with a 
recommendation of eight anatomical landmarks to improve diagnostic endos-
copy quality of endoscopy. For colonoscopy a minimum of two anatomical 
landmarks are recommended to confirm caecal intubation (appendix orifice, 
Ileo-caecal valve, tri radiate fold) and retroflexion in the rectum.
In this study, photographic evidence of anatomical landmarks as per ESGE 
guidelines is only documented in 77 %, with poorest compliance in gastrosco-
pies particularly in the presence of trainee endoscopists. This study also ob-
served substandard photo documentation of retroflexion during colonoscopy.
Photographic documentation improves the diagnostic quality of endoscopy 
and acts as a medico-legal record of an adequate/complete procedure. We 
conclude, there remains room for improvement in the photographic documen-
tation in both gastroscopy and colonoscopy of anatomical landmarks in clinical 
practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:  Lymphocytic esophagitis (LE) is an emerging, underrecognized 
esophageal disorder with dense peripapillary intraepithelial lymphocytic infil-
trate and minimal granulocytic inflammation. Its clinical features overlap with 
gastroesophageal reflux disease (GERD) and eosinophilic esophagitis, making 
diagnosis difficult. Dysphagia is the most common symptom, and endoscopic 
findings are variable. Histology is essential. This series highlights endoscopic 
variability and the importance of biopsies [1–7].
Case Report:  Five patients with histologically confirmed LE are described.
Case 1:  A 73-year-old woman with multinodular goiter presented with recur-
rent food impaction. EGD showed stenosis at 20 cm, edematous mucosa, and 
whitish exudates.
Case 2:  A 56-year-old man with asthma had dysphagia and heartburn. EGD 
revealed Los Angeles (LA) grade D esophagitis.
Case 3:  A 57-year-old woman with chronic gastritis and autoimmune hepati-
tis reported dysphagia and pyrosis. EGD showed patchy erythematous mucosa 
in the proximal and mid esophagus with LA grade A esophagitis.
Case 4:  An 83-year-old woman with prior multinodular goiter surgery present-
ed with dysphagia and heartburn. EGD revealed edema, concentric rings, and 
LA grade B esophagitis.
Case 5:  An 88-year-old woman with hypothyroidism, GERD, and chronic gas-
tritis underwent EGD for dysphagia. A single mucosal ring was seen in the cer-
vical esophagus.
Discussion:  LE shows wide clinical and endoscopic variability. Symptoms such 
as dysphagia and food impaction are nonspecific. Endoscopic findings range 
from normal mucosa to strictures, rings, edema, erythema, or exudates, often 
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mimicking GERD, eosinophilic, or infectious esophagitis. Histology is the diag-
nostic standard, showing peripapillary lymphocytosis, epithelial damage, and 
few granulocytes. Because the disease is patchy, multiple biopsies are recom-
mended. Awareness is essential to prevent misdiagnosis and guide manage-
ment, typically acid suppression and treatment of associated conditions.
Conclusion:  LE is a rare, challenging diagnosis. This series emphasizes heter-
ogeneous presentation and the importance of biopsies. Increased clinician 
awareness may improve diagnostic accuracy and outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Amidst the growing concern over obesity's health effects, particularly 
on upper gastrointestinal bleeding (UGIB), this study utilizes the Nationwide 
Admission Database (HCUP) to explore how obesity, race, and gender influence 
UGIB and its readmission rates. Covering 2019 to 2024, the research analyzes 
over 2.8 million adult hospital admissions, specifically examining 234,024 pa-
tients with obesity-related diagnoses. The aim is to assess whether obesity 
correlates with increased UGIB incidences and subsequent short-term read-
missions, thereby providing insights into the demographic and clinical factors 
that may exacerbate UGIB risks and healthcare burdens.
Methods  From 2019 to 2024, the Nationwide Admission Database (HCUP) was 
accessed to study 2,858,576 adult hospital admissions, analyzing the influence of 
obesity, race, and gender on upper gastrointestinal bleeding (UGIB) and 30-day 
and 60-day readmission rates. The study stratified patients by obesity status, using 
chi-square tests and logistic regression to evaluate UGIB incidence and readmission 
differences. ROC curves with Area Under the Curve (AUC) assessed predictive ac-
curacy, with statistical significance established at p < 0.05.
Results  From 2019 to 2024, the Nationwide Admission Database (HCUP) was 
utilized to analyze 2,858,576 adult hospital admissions, focusing on 234,024 
patients diagnosed with diverticulitis, including 112,014 obese individuals 
(BMI > 30). Chi-square tests revealed no significant difference in UGIB incidence 
between obese and non-obese groups (p = 0.795). However, among obese 
patients with UGIB, significant associations were found with 30-day (p = 0.032) 
and 60-day (p = 0.041) readmissions. African Americans showed a significant 
association with UGIB incidence (p < 0.001). Logistic regression indicated race 
impacted 30-day readmissions (p < 0.05 for Black and Hispanic patients) and 
gender influenced 60-day readmissions, notably in males and Hispanics 

(p < 0.001 and p = 0.031, respectively). ROC analysis demonstrated moderate 
predictive accuracy for UGIB (AUC = 0.71) and readmissions, with 60-day pre-
dictions showing better performance (AUC = 0.89).
Conclusions  This study examines obesity, race, and gender in UGIB outcomes. 
While obesity didn’t raise initial UGIB risk (p = 0.795), it was linked to higher 
30- and 60-day readmissions. African Americans showed notable disparities. 
Predictive model challenges highlight the need for targeted care and research.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study explores how English proficiency impacts manometry perfor-
mance in patients with esophageal motility disorders. We retrospectively ana-
lyzed inpatient data (2023–2024), comparing outcomes between English as a 
second language (Group A) and native speakers (Group B). Using propensity 
score matching, we isolated the effect of language on procedure duration and 
failed swallows, aiming to highlight how language barriers may influence diag-
nostic accuracy and clinical outcomes.
Methods  We performed a retrospective study analyzing inpatient data from 
2023 to 2024 at our institute, focusing on patients undergoing manometry. 
The study compared outcomes between patients with English as a second lan-
guage (Group A) and native English speakers (Group B). We applied propensity 
score matching to equalize baseline characteristics between groups, examining 
the impact of race and language on manometry performance indicators such 
as procedure duration and failed swallows. Descriptive statistics evaluated 
performance across demographics, while logistic regression was employed to 
analyze the influences of gender, race, and language, reporting coefficients and 
p-values for statistical relevance.
Results  Our analysis included 26 patients who underwent manometry: 14 in 
Group A and 12 in Group B. We assessed outcomes based on procedure duration 
and the number of failed swallows. Results showed that Group A experienced 
longer procedure times (45 ± 5 min) compared to Group B (30 ± 3 min, p < 0.01) 
and more failed swallows (10 ± 3 vs. 4 ± 2, p < 0.021). Additionally, Hispanic 
patients had increased procedure duration (p = 0.032) and failed swallows 
(p = 0.012). Regression analysis indicated a significant positive correlation be-
tween English proficiency and reduced procedure duration and failed swallows 
(Coefficient = 3.59).
Conclusions  Our retrospective study highlights significant differences in ma-
nometry performance based on English proficiency. Non-native speakers ex-
perienced longer procedure times and higher rates of failed swallows, indicat-
ing challenges faced by these patients. These findings suggest that language 
barriers can affect healthcare quality and patient safety. To address these issues, 
improving communication through language services and culturally sensitive 
care is essential. Targeted interventions for non-native speakers could improve 
procedural outcomes and ensure more equitable healthcare for all.
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Aims  This investigation utilizes the Healthcare Cost and Utilization Project 
(HCUP) National Database to explore the relationship between smoking and 
the prevalence of arteriovenous malformation (AVM) and diverticulitis. Span-
ning hospital admissions from 2019 to 2024, the study focuses on a significant 
cohort of 2,858,576 adults. By analyzing data retrieved via ICD codes, this re-
search aims to elucidate whether a statistically significant link exists between 
tobacco usage and increased incidence rates of these conditions, contributing 
to the broader understanding of smoking-related health risks.
Methods  This study analyzed hospital admissions from 2019 to 2024 using 
the Nationwide Admission Database (HCUP), focusing on 2,858,576 adults. 
The main objective was to determine whether smoking increases the incidence 
of arteriovenous malformation (AVM) and diverticulitis. Using ICD codes, data 
were extracted from the national database, and a specific subset of 92,483 
individuals was selected to explore the relationship between smoking and the 
occurrence of AVM and diverticulitis. Both smoking status and the presence of 
AVM were recorded as binary variables. To evaluate the significance of the ob-
served association between smoking and AVM incidence, a Chi-squared test of 
independence was performed.
Results  The analysis assessed the relationship between smoking and the inci-
dence of arteriovenous malformation (AVM) in a cohort of 92,483 individuals 
consisting of 50,939 smokers (55.1 %) and 41,544 non-smokers (44.9 %). Of 
these, 46,668 individuals (50.5 %) were diagnosed with AVM, while 45,815 
(49.5 %) were not. A Chi-squared test indicated a statistically significant asso-
ciation between smoking and the presence of AVM (p = 0.025, df = 1). The re-
sults suggest that smokers may be at a slightly higher risk of developing AVM 
and diverticulitis compared to non-smokers.
Conclusions  The findings from this study demonstrate a statistically significant 
association between smoking and increased incidence of AVM, as evidenced 
by the analysis of data from 92,483 individuals in the HCUP National Database. 
This correlation suggests potential pathophysiological mechanisms where 
smoking could exacerbate or contribute to the development of AVM and diver-
ticulitis. These results necessitate further investigation into how smoking in-
fluences vascular and digestive system health, with implications for public 
health policies aimed at reducing smoking rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present the case of an 80-year-old man, with no relevant medical history, 
referred to our center for a 45-mm mixed granular Laterally Spreading Tumor 
(LST) of the transverse colon, identified on a previous colonoscopy. After dis-
cussing therapeutic options with the patient, endoscopic submucosal dissec-
tion (ESD) was proposed for removal of the lesion.
The procedure was performed under light sedation, confirming at 60 cm from 
the anal verge the presence of a 45-mm mixed granular LST with a main nod-
ule > 1 cm, involving approximately 50 % of the luminal circumference. The 
crypt/microvascular pattern was preserved (JNET type 2B). In this context, an 
attempt was made to remove the lesion using the ESD technique [1–3].
During submucosal dissection, the appearance of apparent “mucus bubbles” 
was observed, mimicking the fish-mouth sign seen in main-duct IPMNs, initial-
ly raising the suspicion of a possible perforation. The procedure was continued 
and, after careful evaluation with redefinition of the dissection plane, perfora-
tion was excluded. It was suspected that these findings represented encapsu-

lated mucinous components in the submucosa underlying the main nodular 
component. The procedure was completed, achieving complete en-bloc resec-
tion. It lasted 150 minutes, with no recorded complications.
The histopathological examination confirmed a low-grade adenocarcinoma, 
Sm1a, with evidence of acellular mucin extravasation, no lymphovascular in-
vasion, low-grade budding, and complete resection.
To the authors’ knowledge, images of mucin “bubbles” during submucosal 
dissection have only recently been described in a case report, making this the 
second reported case documenting this “sign.” This case is presented due to 
its rarity, the correlation between optical diagnosis and histopathology, and 
the importance of recognizing this finding during endoscopic resection in order 
to suspect neoplasms with a mucinous component and avoid misdiagnosis. 
Illustrative iconography of the procedure is provided.
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Aims  This study analyzed gender-specific variations in variceal bleeding using 
the Nationwide Admission Database (HCUP), examining 2,858,576 adult ad-
missions from 2019 to 2024. Focusing on cirrhotic patients, it evaluated differ-
ences in 30-day and 60-day readmission rates between genders. Chi-square 
tests assessed incidence and readmission disparities, while logistic regression 
explored the impact of gender and race on readmission probabilities. ROC 
curves and AUC values gauged the models' predictive accuracy, enhancing 
understanding of gender-based outcomes in cirrhosis management.
Methods  Data from the Nationwide Admission Database (HCUP) from 2019 
to 2024, covering 2,858,576 admissions, was used to examine gender-specif-
ic variations in variceal bleeding among cirrhotic patients. The study focused 
on assessing 30-day and 60-day readmission rates, using chi-square tests to 
evaluate incidence and readmission differences between genders and other 
demographic factors. Logistic regression models analyzed the impact of gender 
and race on readmission likelihood, particularly among obese patients, with 
ROC curves and AUC values measuring the predictive accuracy of these models.
Results  From 2019 to 2024, HCUP data on 2.8 million adult admissions iden-
tified 94,124 patients with cirrhosis and variceal bleeding. Of these, 43.8 % were 
female. Chi-square analysis showed significant gender disparities in readmis-
sions, with females experiencing higher rates. The 30-day readmission rate had 
a chi-square of 49,003 (p = 0.214); the 60-day rate showed p < 0.001. Logistic 
regression revealed gender and race effects, with White females showing the 
highest coefficients. The 30-day model had strong predictive accuracy (AUC).
Conclusions  This study highlights significant gender disparities in cirrhotic 
patients with variceal bleeding, with females showing higher 60-day readmis-
sion rates than males. Chi-square tests and logistic regression confirmed gen-
der as a key factor influencing readmissions, with White females exhibiting 
higher risk coefficients. The 30-day readmission model demonstrated high 
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predictive accuracy (AUC), emphasizing the need for gender-specific interven-
tions to manage cirrhosis and reduce readmissions. These findings support 
personalized strategies for improving care and outcomes in diverse patient 
groups.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Respiratory Syncytial Virus (RSV) is commonly associated with respira-
tory illness, but recent studies suggest potential links to other chronic condi-
tions. Irritable Bowel Syndrome (IBS), a prevalent gastrointestinal disorder, may 
correlate with viral infections, hinting at a multifaceted pathogenesis. This 
study leverages the Nationwide Admission Database (HCUP) with data from 
2,858,576 adults between 2019 and 2024 to investigate the relationship be-
tween RSV and IBS. Employing logistic regression, random forest, and gradient 
boosting, we aim to clarify the potential influence of RSV on IBS prevalence and 
assess the impact of demographic factors
Methods  This study analyzed data from the Nationwide Admission Database 
(HCUP), involving 2,858,576 adults from 2019 to 2024 to explore the relation-
ship between Respiratory Syncytial Virus (RSV) and Irritable Bowel Syndrome 
(IBS). We utilized logistic regression, random forest, and gradient boosting to 
evaluate predictive capabilities. Logistic regression assessed predictors like SEX 
and RACE, while machine learning models explored their predictive accuracy 
through AUC values from ROC curves. A binomial test determined the signifi-
cance of IBS occurrence among RSV patients.
Results  From 2019 to 2024, data on 2,858,576 adult hospital admissions was 
gathered from the HCUP, focusing on patients diagnosed with IBS and RSV. Out 
of 100,124 patients with IBS, 43,510 tested positive for RSV. The incidence rate 
of IBS among RSV patients stood at 50.84 % with a p-value of 0.00016. Logistic 
regression analysis indicated a statistically significant association between RSV- 
positive female sex (p = 0.043) and RSV – positive white race (p = 0.0415) with 
IBS. Both random forest and gradient boosting models demonstrated predictive 
capabilities with AUC scores of 0.69.
Conclusions  The findings reveal a significant incidence of IBS among patients 
with RSV, suggesting a potential linkage between respiratory viral infections 
and gastrointestinal disorders. The statistically significant associations of IBS 
with the female sex and white race highlight demographic susceptibilities that 
warrant further investigation. Advanced predictive models, which demonstrat-
ed moderate accuracy (AUC = 0.69), underscore the complexity of predicting 
IBS in RSV-infected patients. This study invites further research to confirm these 
associations and explore the mechanisms behind the influence of RSV on IBS, 
potentially leading to targeted therapies and improved patient outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Acute pancreatitis varies in severity and requires early risk assessment. 
Traditional Ranson criteria are limited by delayed accuracy. This study evaluates 
the Systemic Inflammatory Response Syndrome (SIRS) score as an early predic-
tor of outcomes, using HCUP data (2019–2024) to assess its link to LOS and 
readmission.
Methods  In our study, we performed a retrospective analysis of the HCUP 
National Database from 2019 to 2024 to identify patients with acute pancrea-
titis using specific ICD codes. We collected data on comorbidities, insurance 
status, educational levels, and hospital admissions. SIRS criteria were assessed 
on days 1, 2, and 3 of hospital admission. We applied binary logistic regression 
to identify independent risk factors for readmission. Further, we used area un-
der the receiver operating characteristic curve (AUROC) and relationship map-
ping techniques to evaluate the risk and predictive accuracy of various variables 
in the logistic regression model.
Results  Data from the Healthcare Cost and Utilization Project (HCUP) Nation-
al Database were used to analyze hospital admissions from 2019 to 2024, en-
compassing a total of 2,858,576 adults. Among these, 58,546 patients were 
diagnosed with pancreatitis, with 21,015 (approximately 44 %) being female. 
The analysis revealed that patients with higher Systemic Inflammatory Re-
sponse Syndrome (SIRS) scores on day 1 experienced increased Length of Stay 
(LOS) (p = 0.012). Similarly, higher SIRS scores on day 2 were associated with 
increased LOS (p = 0.0234), while lower SIRS scores corresponded to reduced 
LOS (p = 0.031). These findings suggest that SIRS criteria could serve as an al-
ternative to the Ranson score for predicting LOS in patients with acute pancre-
atitis.
Conclusions  The findings from our study using the HCUP National Database 
indicate that the Systemic Inflammatory Response Syndrome (SIRS) score ef-
fectively predicts hospital outcomes, such as length of stay, in acute pancrea-
titis patients. Our data shows that higher SIRS scores correlate with increased 
length of stay, supporting the score’s utility as an early, dynamic assessment 
tool in clinical settings. The results emphasize the need for further research into 
integrating SIRS scores into standard practice, potentially enhancing manage-
ment strategies and improving outcomes by enabling more targeted and time-
ly interventions for acute pancreatitis
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Abstract Text
Afferent loop syndrome (ALS) after Roux-en-Y hepaticojejunostomy is an un-
common but clinically significant complication, particularly when secondary 
to malignant recurrence. We report the successful endoscopic management 
of malignant ALS using a sequential approach combining EUS-guided duode-
nojejunostomy with a lumen-apposing metal stent (LAMS) and trans-LAMS 
stenting of the distal afferent limb [1–5].
A 62-year-old man with extrahepatic cholangiocarcinoma had previously un-
dergone Roux-en-Y hepaticojejunostomy and was receiving concurrent chemo-
radiotherapy for tumor recurrence. He presented with progressive abdominal 
pain and vomiting of one week’s duration. Physical examination revealed ab-
dominal distension without peritoneal signs. Laboratory tests demonstrated 
mild anemia (hemoglobin 11.1 g/dL), normal liver biochemistry, and marked-
ly elevated CA 19-9 ( > 12,000 U/mL). Computed tomography (CT) revealed 
recurrent tumor infiltration at the jejunojejunal anastomosis with pronounced 
dilatation of both the Roux limb and the afferent limb, confirming malignant 
ALS.
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Endoscopic decompression of the Roux limb was initially attempted by deploy-
ing an uncovered self-expandable metal stent (SEMS, 20 × 100 mm) across the 
jejunojejunal obstruction using a colonoscope. Although the Roux limb im-
proved radiologically, follow-up CT demonstrated persistent and progressive 
dilation of the afferent limb, indicating continued obstruction.
Subsequently, linear EUS was advanced to the duodenal bulb, where the mark-
edly dilated afferent limb was identified. The limb was punctured with a 
19-gauge FNA needle, and bile aspiration confirmed correct intraluminal entry. 
A guidewire was advanced, and a 10 × 20 mm Hot Spaxus LAMS was deployed, 
establishing a duodenojejunostomy. While interval CT showed partial decom-
pression, a distal afferent limb stricture consistent with malignant involvement 
remained.
Using the newly created LAMS tract as an access route, a colonoscope was 
advanced, and a 0.025-inch guidewire was successfully negotiated across the 
distal stricture. A second uncovered SEMS (20 × 100 mm) was then deployed, 
achieving complete drainage of the afferent limb. Final CT confirmed full de-
compression of both limbs with all stents appropriately positioned.
The patient experienced rapid clinical improvement, resumed oral intake, and 
was discharged in stable condition. This case demonstrates that EUS-guided 
duodenojejunostomy with LAMS followed by trans-LAMS enteral stenting is a 
feasible and effective minimally invasive strategy for malignant ALS in patients 
with surgically altered anatomy. This approach may serve as a valuable alter-
native to surgical or percutaneous interventions in selected cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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29 (7): 2022; e65–e67
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Background & Aims:Gastric subepithelial lesions (SELs) represent a heteroge-
neous group of benign and malignant entities, including gastrointestinal stro-
mal tumors (GISTs), leiomyomas, lipomas, and schwannomas. Although endo-
scopic ultrasound (EUS) with fine-needle biopsy (FNB) plays a central role in 
diagnostic work-up, histological yield remains variable due to sampling limita-
tions. Endoscopic full-thickness resection (EFTR) has emerged as both a diag-
nostic and therapeutic tool when tissue diagnosis is inconclusive and the ma-
lignant potential of an SEL cannot be confidently excluded. We report a case 
that highlights challenges in obtaining a definitive diagnosis and underscores 
the value of EFTR combined with immunohistochemical evaluation and fol-
low-up [1].
Methods / Case Description:A 46-year-old woman with recent diagnosis of an 
ulcerated gastric lesion was referred for further evaluation due to persistent 
physical asthenia and upper abdominal pain. Laboratory findings revealed mild 
microcytic hypochromic anemia. EUS demonstrated a well-defined, heteroge-

neous hypoechoic submucosal lesion located along the greater curvature to-
ward the gastric fundus, with a mixed elastography pattern. EUS-FNB was 
performed with differential diagnosis including neuroendocrine tumor, ectop-
ic pancreas, fibrinoid polyp, and lymphoma; histopathology was negative for 
malignancy and excluded ectopic pancreas, but remained non-diagnostic.
Due to diagnostic uncertainty and symptomatic context, the patient underwent 
therapeutic endoscopic re-evaluation. A centrally ulcerated, polypoid, subep-
ithelial lesion measuring approximately 3 × 2 × 2 cm was confirmed during up-
per endoscopy, and EFTR was performed with complete en-bloc resection and 
closure using an over-the-scope Padlock clip. The immediate post-procedural 
course was uneventful. Histopathology of the resected specimen suggested a 
submucosal lipoma without atypia.
At 6-month surveillance endoscopy, a residual submucosal lesion was noted at 
the previous resection site, with the Padlock clip still in situ, suggesting partial 
resection or persistent lesion tissue. Multiple biopsies were obtained. Final 
pathology revealed a gastric schwannoma, positive for S-100 protein and neg-
ative for CD117/DOG-1, with a low proliferative index (Ki-67 = 1 %), confirming 
a benign, low-risk neoplasm.
Results:Despite negative FNB and initial lipoma diagnosis, final immunohisto-
chemistry on targeted control biopsies established a definitive diagnosis of 
schwannoma. No complications or recurrence were detected on follow-up.
Conclusions:This case illustrates that EUS-FNB may yield false-negative or mis-
leading results in SELs, and that EFTR represents a valuable approach for both 
therapeutic management and diagnostic confirmation. Immunohistochemis-
try and systematic surveillance remain essential when histology does not cor-
relate with endoscopic and imaging characteristics.
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Aims  Race significantly influences the quality of colon preparation for colo-
noscopies, which are vital for early colorectal cancer detection and prevention. 
Disparities exist among racial groups, shaped by cultural norms, healthcare 
access, and personal health behaviors. This study examines these factors to 
better understand the root causes of such inequalities. These insights can help 
healthcare providers and policymakers improve equity in colorectal cancer 
prevention and ensure fair access to effective screening.
Methods  This retrospective study analyzed colonoscopy records from 2010 
to 2023. Data included information on colonoscopy reports, gender, race, co-
lon preparation quality, socioeconomic status, and insurance coverage. Chi-
squared tests were used to evaluate the relationships between poor colon 
preparation and categorical variables, including race, socioeconomic status, 
and insurance status. Logistic regression analysis was performed to assess the 
combined impact of these variables on colon preparation outcomes. Statistical 
significance was determined with a p-value threshold of 0.05.
Results  The study included data from 3,330 individuals who underwent colo-
noscopies between 2010 and 2023, with 64 % of participants being female. 
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Racial demographics were as follows: 24.2 % Hispanic, 48 % White, 15 % Black, 
6 % Asian, and 3 % Other. Analysis revealed a significant association between 
race and poor colon preparation (Chi-square = 40.78, p < 0.01), with Hispanics 
experiencing the highest rate of poor outcomes (p = 0.023). Additionally, low-
er socioeconomic status showed a strong correlation with inadequate prepa-
ration (Chi-square ≈ 20.86, p ≈ 0.00011), and the lack of insurance was also 
significantly associated with poor outcomes (Chi-square ≈ 15.48, p ≈ 0.000083).
Conclusions  This study highlights significant disparities in colon preparation 
quality among racial groups, with outcomes heavily influenced by socioeco-
nomic status and insurance coverage. The findings emphasize that race, finan-
cial constraints, and lack of insurance are critical determinants of colonoscopy 
preparation quality. Despite its limitations, this study underscores the impor-
tance of addressing these disparities. Healthcare providers and policymakers 
must incorporate these demographic considerations into strategies to ensure 
equitable access to colorectal cancer screenings and improve prevention efforts 
for underserved populations
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Traditional transparent caps in colonic endoscopic submu-
cosal dissection (ESD) often fail to provide sustained mucosal retraction, lead-
ing to poor submucosal visualization and increased risk of incomplete resection 
or perforation, especially in large or fibrotic lesions.
Innovation  We developed a novel, low-cost “peaked cap”—a custom-designed 
transparent cap with a peaked extension adhered using nail art adhesive—that 
enables continuous and active retraction of the mucosal flap during ESD, there-
by maintaining a clear submucosal visual field and facilitating precise dissection.
Results  The “peaked cap” was successfully applied in a 77-year-old female with 
a 3 × 4 cm laterally spreading tumor in the transverse colon. The device allowed 
smooth submucosal dissection, excellent visibility, and complete en bloc re-
section without adverse events. Histopathology confirmed tubulovillous ade-
noma with clear margins.
Conclusions  The “peaked cap” is an effective, economical, and easily repro-
ducible innovation that enhances submucosal exposure and safety during co-
lonic ESD, offering a practical solution particularly valuable in resource-limited 
settings.
http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/7df8fde0-a1e7-4799-9517-0b0bb4e07b58/Uploads/19990_ 
11 %E6 %9C %8818 %E6 %97 %A5.mp4
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Aims  Accurate loco-regional staging is essential in the management of eso-
phageal cancer, guiding decisions regarding surgical resection, neoadjuvant 
therapy, and endoscopic interventions. Endoscopic ultrasound (EUS) is widely 
used for evaluating tumor depth (T stage) and regional lymph node involve-
ment (N stage), but reported diagnostic performance varies across studies. 

This systematic review and meta-analysis aimed to synthesize evidence on the 
accuracy of EUS for staging esophageal cancer.
Methods  A comprehensive literature search was performed in MEDLINE, Em-
base and Cochrane Library until May 27, 2025. We identified primary studies 
reporting the diagnostic performance of conventional EUS (linear or radial) for 
esophageal cancer staging compared with histopathology as the reference 
standard. We excluded studies using miniprobe or non-conventional EUS tech-
niques, as well as patients who received neoadjuvant radiochemotherapy. 
Pooled sensitivity, specificity, PPV, NPV, accuracy, overstaging and understag-
ing for T and N staging were calculated using a bivariate random-effects mod-
el. Heterogeneity was assessed with the I2 statistic.
Results  Thirteen studies comprising 1,232 patients were included for T-stage 
evaluation, and seven studies comprising 575 patients for N-stage evaluation. 
Of three retrospective and nine prospective studies, most used a radial probe 
(n = 11) with only two using a linear probe. All studies included esophageal 
adenocarcinoma, with nine also looking at squamous cell carcinoma. Overall 
accurate T staging rate was 0.79, with over- and understaging rates of 0.10 and 
0.08, respectively. EUS demonstrated high sensitivity and specificity for T1 and 
T3 disease with diagnostic accuracy ranging from 0.90 to 0.93. Both sensitivi-
ty and specificity were high for diagnosing early esophageal cancer (T1) at 0.88 
[95 % CI 0.62-1.00] and 0.86 [95 % CI 0.64, 0.99], respectively. Overstaging was 
most common in T2 disease (0.24). For nodal staging, EUS demonstrated mod-
erate sensitivity (0.80; 95 % CI 0.71–0.87) and specificity (0.72; 95 % CI 0.62–
0.83), with an overall accuracy of 0.76 (95 % CI 0.72–0.80), and similar rates of 
over- and understaging (0.12 and 0.11)
Conclusions  Conventional EUS provides a strong diagnostic performance for T 
staging in esophageal cancer with high diagnostic accuracy across all T stages, 
although there is a risk of overstaging of T2 disease. Nodal staging performance 
remains modest and supports complementary staging, such as fine-needle aspi-
ration/biopsy or other imaging modalities, to improve diagnostic accuracy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate loco-regional staging is essential in the management of rectal 
cancer, guiding decisions regarding surgical resection, neoadjuvant therapy, 
and endoscopic interventions. Endoscopic ultrasound (EUS) is widely used for 
evaluating tumour depth (T stage) and regional lymph node involvement (N 
stage), but reported diagnostic performance varies across studies. This sys-
tematic review and meta-analysis aimed to synthesize evidence on the accu-
racy of EUS for staging rectal cancer.
Methods  A comprehensive literature search was performed in MEDLINE, Em-
base and Cochrane Library until May 27, 2025. We identified primary studies 
reporting the diagnostic performance of conventional EUS (linear or radial) for 
rectal cancer staging compared with histopathology as the reference standard. 
We excluded studies using miniprobe or non-conventional EUS techniques, as 
well as patients who received neoadjuvant radiochemotherapy. Pooled sensi-
tivity, specificity, PPV, NPV, accuracy, overstaging and understaging for T and 
N staging were calculated using a bivariate random-effects model. Heteroge-
neity was assessed with the I2 statistic.
Results  Twelve studies comprising 1,216 patients were included for T-stage eval-
uation, and nine studies comprising 451 patients for N-stage evaluation. Of the 
four retrospective and eight prospective studies, most used a radial probe (n = 9), 
with three using a linear probe. Ten studies included rectal adenocarcinoma.
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EUS demonstrated high specificity for early disease (T1: 0.98; 95 % CI 0.93–1.00) 
with corresponding sensitivity of 0.77 (95 % CI 0.65–0.87) and accuracy of 0.94 
(95 % CI 0.89–0.98). T2 staging showed moderate sensitivity (0.77; 95 % CI 
0.67–0.86) and specificity (0.85; 95 % CI 0.78–0.91), with overstaging occurring 
in 14 % of cases. Performance was also good with more advanced T3 (sensitiv-
ity 0.86; specificity 0.91; accuracy 0.88), and T4 disease (sensitivity 0.84; spec-
ificity 1.00; accuracy 0.98). Understaging was most common with T4 lesions 
(0.19; 95 % CI 0.01–0.48). For nodal staging, EUS demonstrated lower sensitiv-
ity (0.64; 95 % CI 0.46–0.78) and specificity (0.80; 95 % CI 0.61–0.95), with an 
overall accuracy of 0.74 (95 % CI 0.66–0.81).
Conclusions  In rectal cancer, EUS provides reliable staging accuracy for T1 and 
advanced rectal lesions (T3/4), supporting its role in selecting candidates for 
local excision and informing neoadjuvant therapy decisions. However, EUS 
demonstrates limited performance for T2 lesions and nodal staging and hence, 
findings support integrating EUS with pelvic MRI and selective pathological 
confirmation to optimize staging-directed treatment planning.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In selected patients with altered surgical anatomy, inadequate biliary 
drainage of the left hepatic duct, or duodenal obstruction, Endoscopic Ultra-
sound Guided Hepaticogastrostomy (EUS-HGS) offers the possibility to acquire 
internal biliary drainage via the stomach. This approach may reduce bile salt 
loss and improve quality of life compared to percutaneous transhepatic biliary 
drainage. However, outcomes of EUS-HGS outside highly selected study cohorts 
remain unclear and are likely overestimated in the literature due to selective 
reporting and bias. We aimed to evaluate the real-world outcomes of this tech-
nically demanding procedure in a nationwide cohort [1].
Methods  In this multicenter, retrospective cohort study, all consecutive pa-
tients who underwent an attempted EUS-HGS between 2009 and 2025 among 
nine Dutch hospitals were included. The primary outcome was technical suc-
cess, defined as adequate stent positioning confirmed by endoscopy and fluor-
oscopy. Secondary outcomes included clinical success, defined as the absence 
of further biliary drainage interventions during follow-up; procedural and 
post-procedural complications, classified according to the AGREE criteria; and 
time to recurrent biliary obstruction (RBO), defined as the occurrence of symp-
toms and/or interventions related to biliary obstruction. Predictors of RBO were 
analyzed using competing risk regression, and overall survival was estimated 
by the Kaplan–Meier method (▶Table 1).

▶Table 1	 

EUS-HGS attempt (n = 105)

Procedural time, median [IQR], 
minutes

62 [44.5 – 87.5]

EUS-GE in same session – n ( %) 12 (11.4)

Bile duct puncture attempt – n ( %) 98/105 (93.3)

Successful bile duct puncture –  
n ( %)

95/98 (96.9)

Wire advancement – n ( %) 92/95 (96.8)

Fistula formation – n ( %) 88/92 (95.7)

▪ �6Fr cystotome / Balloon 
dilatation

- 83 (90.2) / 5 (9.8)

Stent placement – n ( %) 86/88 (97.7)

▪ HGS - 81 (92.0)

▪ HGS + AGS - 1 (1.1)

▪ AGS only - 4 (4.5)

Stent types – n ( %)

▪ pcSEMS 50 (61.0)

▪ ucSEMS + fcSEMS 29 (35.4)

▪ Other 3 (3.6)

Results  A total of 107 procedures among 105 patients were included. Median 
age was 68 years [IQR 59–76], and 55 % were male. Overall technical success 
was 77 % (81/105). Bile duct puncture was performed in 98/105 patients (93 %) 
and was successful in 95/98 (97 %). Deep guidewire insertion was achieved in 
92/95 patients (97), with tract dilation in 88/92 (96 %). Stent placement was 
performed in 85/88 patients (97 %) and was technically successful in 81/85 
(95 %). The majority (62 %) received a dedicated partially covered SEMS, while 
36 % received a combination of two stents: one long uncovered SEMS to avoid 
migration and one shorter covered SEMS to avoid bile leakage. Procedural and 
post-procedural complications occurred in 15 % and 17 % of patients, respec-
tively, including one procedure-related death. Among patients with technical-
ly successful EUS-HGS, clinical success was achieved in 63 of 81 (78 %), corre-
sponding to an overall clinical success rate of 60 % (63/105) when analyzed by 
intention to treat. RBO was observed in 23/81 patients (28 %) during a median 
follow-up of 61 days [IQR: 23 – 131], with no significant risk factors identified. 
Median overall survival was 91 days [IQR: 66–155]. Survival did not differ be-
tween stent types (p = 0.81).
Conclusions  EUS-HGS was technically feasible in almost 4 out of 5 patients 
while adequate bile drainage was achieved in more than three-quart in this 
group. This is relatively low compared to the literature with technical success 
rates around 95 % and clinical success rates of around 88 % (1), and therefore 
prospective studies are warranted to optimize patient selection, standardize 
stent choice, and minimize complications.
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Problem to solve  Endoscopic submucosal dissection (ESD) for gastric subep-
ithelial lesions, particularly those originating from the muscularis propria, is 
technically challenging due to limited submucosal exposure, poor maneuver-
ability of conventional knives, and high instrument costs. These factors can 
prolong procedure time and increase the risk of perforation or bleeding.
Innovation  We developed a cost-effective modified-snare knife (MSK) from a 
standard snare, reducing instrument cost to one-ninth of a conventional dual 
knife. Combined with clip-and-dental floss pre-traction, this innovation pro-
vides sustained traction and improves submucosal visualization, enhancing 
dissection precision and safety.
Results  The technique was successfully applied to resect a 2.2 cm gastric fun-
dus GIST originating from the muscularis propria. En bloc resection was 
achieved in 50 minutes without moderate or severe adverse events. Histopa-
thology confirmed complete removal of a spindle cell GIST.
Conclusions  The combined use of MSK and clip-and-dental floss traction offers 
a safe, feasible, and highly cost-effective alternative to conventional ESD for 
gastric subepithelial tumors. This approach improves exposure and dissection 
efficiency while significantly reducing operational costs.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/8b51aa0e-5517-4b60-ac43-5a876f902489/ Up -
loads/19990_11 %E6 %9C %8818 %E6 %97 %A5_(1).mp4
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Aims  The Japan NBI Expert Team (JNET) classification enables optical prediction 
of colorectal polyp histology. Evidence from Western settings remains limited. 
Lesion size may also impact diagnostic accuracy. We evaluated the diagnostic 
performance of JNET in a Untied Kingdom (UK) cohort and explore whether 
lesion size influences accuracy, using histopathology as the gold standard [1, 2].
Methods  A retrospective observational study was performed across three UK 
endoscopy units, Northwick Park (St Marks), Central Middlesex and Ealing Hos-
pitals London during the period of January 2020–August 2024. Endoscopy 
reports were screened for the keyword “JNET.” Procedures were included if a 
colorectal polyp had an assigned JNET classification. Exclusion criteria were 
absence of histology and inflammatory bowel disease.
For each lesion, data collected included location, size, JNET, morphology (Par-
is or Laterally spreading tumour (LST)) and histopathology. Accuracy data was 
calculated for each JNET subtype and compared across lesion size. We used the 
Cochran–Armitage test to assess trends across size categories.
Results  A total of 697 lesions were analysed: 270 in the right colon, 169 in the 
left colon, and 258 in the rectosigmoid/rectum. Histology comprised 25 hy-

perplastic, 20 sessile serrated, 330 low-grade dysplasia, 234 high-grade dys-
plasia and 88 T1 cancers (22 T1a, and 66 T1b). Morphology included: 6 % Ip, 
11 % Isp, 27 % Is, 9 % IIa, 11 % IIc, 29 % LST-G, and 7 % LST-NG. Lesion size distri-
bution was 149 ≤ 10 mm, 160 = 11–20 mm, 217 = 21–40 mm, and 171 > 40 mm.
The overall accuracy was 95 %, 70 %, 67 % and 90 % for JNET 1, 2A, 2B and 3 re-
spectively. Accuracy significantly improved with increasing lesion size for JNET 
1 (85 % to 99 %, p < 0.001) but conversely declined significantly for JNET 2A (74 % 
to 60 %, p = 0.004), 2B (89 % to 50 %, p < 0.001) and JNET 3 (97 % to 85 %, 
p = 0.001).
Conclusions  The JNET classification demonstrated reasonable, but slightly 
lower overall diagnostic yield compared with Asian cohorts. Lesion size signif-
icantly influenced JNET performance. Larger lesions improved accuracy for JNET 
1 but reduced it for JNET 2A, 2B, and 3. These findings emphasise that lesion 
size is an important consideration when using JNET in practice. Standardised 
training may optimise diagnostic reliability and support implementation of 
optical diagnosis pathways in colorectal polyp assessment in the UK.
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Abstract Text
A 54-year-old male patient with gastroesophageal reflux disease was submitted 
to modified Nissen fundoplication. On postoperative day 2, the patient pre-
sented with nausea and vomiting after eating and an acute abdominal X-ray 
showed gastric herniation into the chest. The patient was sent for emergency 
laparoscopy, which revealed a large hiatal hernia involving the entire stomach. 
Surgical treatment consisting of hiatoplasty and fundoplication repair was per-
formed. After three days, the patient developed septic shock secondary to 
empyema in the right hemithorax and a chest drain was placed. The methylene 
blue swallow test revealed leakage of the dye through the drain. Enteral fasting 
was maintained and the patient received exclusive parenteral nutrition. Thora-
coscopy was performed for cleaning and drainage of the pleural cavity. After 
approximately 60 days, the enteral diet was reintroduced and there was an 
increase in drain output. A chest CT revealed a gastropleural fistula in the pos-
terior area of the fundoplication. Endoscopy showed the presence of a recess 
in the region of the fundoplication and fistula measuring 30 mm. Using video-
thoracoscopy, a transfistula guidewire was inserted through the nostril and 
externalized through the right chest wall. Through this guide, a vacuum ther-
apy tube (VTT) with a fenestrated film (a customized Levin 16Fr tube) was 
positioned inside the fistula and externalized through the chest. However, there 
was no improvement in the fistula in subsequent examinations. Since surgical 
retreatment was not feasible, we chose a VTT with a silver sponge of sufficient 
size to occlude the entire fistula. The sponge was changed every 7-10 days with 
the aid of the guidewire. We observed the formation of granulation tissue and 
a reduction in the size of the fistula. After four changes, the fistula had closed 
and the VTT was removed. The patient had resumed oral feeding and was dis-
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charged with an open chest drain. There was progressive improvement during 
outpatient follow-up and the chest drain was removed [1, 2].
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References
[1]  Newton NJ, Sharrock A, Rickard R, Mughal M. Systematic review of the 
use of endo-luminal topical negative pressure in oesophageal leaks and per-
forations. Dis Esophagus 2017; 30 (3): 1–5. doi:10.1111/dote.12531 PMID: 
27628015
[2]  de Moura DTH, de Moura BFBH, Manfredi MA, Hathorn KE, Bazarbashi 
AN, Ribeiro IB, de Moura EGH, Thompson CC. Role of endoscopic vacuum 
therapy in the management of gastrointestinal transmural defects. World J 
Gastrointest Endosc. 2019; May 16 11 (5): 329–344. doi:10.4253/wjge.v11.
i5.329 PMID: 31205594  PMID: PMC6556487

eP190V  Duodenal Mucosectomy with Over-the-
Scope Clip Hemostasis in a Patient with Familial 
Adenomatous Polyposis: A Case Report
Authors  Darcadia dos Reis T1, Costa R1, Manara Martins J2, Kreve F2, 
Bruna DPA1, Amanda DLC1, Ribeiro MHDP2, Danielle QB1, 
meirelles dos santos JO3, Garcia Montes C2, Spencer C1

Institutes  1  Unicamp, Campinas, Brazil; 2  UNICAMP Universidade Estadual 
de Campinas, Campinas, Brazil; 3  UNICAMP Universidade Estadual de 
Campinas, Vinhedo, Brazil
DOI  10.1055/s-0046-1821517
Abstract Text
A 55-year-old woman with Familial Adenomatous Polyposis and prior procto-
colectomy underwent surveillance endoscopy, which identified a 20 mm poly-
poid lesion in the superior duodenal angle near the minor papilla. NBI chro-
moendoscopy revealed enlarged crypts and an irregular pattern suggestive of 
high-grade dysplasia. Endoscopic mucosal resection was performed after 
submucosal injection of diluted epinephrine, followed by diathermic snare 
resection. Active oozing bleeding occurred but was effectively controlled with 
an over-the-scope clip, achieving immediate hemostasis. The patient experi-
enced only mild post-procedural abdominal pain and no adverse events such 
as perforation or delayed bleeding. Histopathology showed a tubular adenoma 
with focal high-grade dysplasia and free pedicle margin. Annual surveillance 
was recommended [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/fb9ca455-95aa-49a2-9fd9-24398f04ceab/Uploads/19978_ 
VIDEO-2025-11-18-09-34-49.mp4
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Abstract Text
A 32-year-old woman with deep endometriosis underwent surgical resection 
of endometriotic foci. Intraoperatively, resection of a nodule involving the left 
pelvic wall extending to the pelvic floor musculature and the left pararectal 

region was performed. An inadvertent 4-cm injury to the mid-rectum occurred, 
compromising approximately 70 % of the circumference. A decision was made 
to perform a rectosigmoidectomy with closure of the rectal stump and creation 
of an end colostomy. Two months later, during the procedure for intestinal 
reconstruction, a fistula was identified on the lateral rectal wall, 3.5 cm from 
the anal verge. The fistula was surgically closed, followed by a mechanical 
colorectal anastomosis and protective ileostomy. Prior to ileostomy reversal, 
a stenosis of the colorectal anastomosis was identified, and colonoscopy was 
requested to evaluate the possibility of dilation. Endoscopic examination re-
vealed, 7 cm from the anal verge, circumferential scar retraction consistent 
with a complete anastomotic stenosis, with no identifiable lumen for conven-
tional dilation. Treatment consisted of dissecting the center of the stenosis 
using a needle-knife, followed by guidewire passage and contrast injection 
under fluoroscopic guidance, delineating the pre-anastomotic intestinal loop. 
Hydrostatic balloon dilation was then performed up to 12 mm. Afterward, 
passage of the gastroscope through the stenosis was achieved. One week later, 
repeat colonoscopy demonstrated a patent anastomosis, allowing scope pas-
sage and dilation up to 15 mm. Eleven days after that, another dilation was 
performed using a balloon up to 16.5 mm, immediately before ileostomy clo-
sure. The patient had an uneventful postoperative course and resumed normal 
bowel function [1–2]
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Aims  Colonoscopy with polypectomy is central to colorectal cancer prevention 
with an increasing number of older and comorbid patients undergoing endo-
scopic therapy. This audit aimed to evaluate whether higher Charlson Comor-
bitiy Index (CCI) scores were associated with an increased risk of post-proce-
dural complications, hospitalisation, recurrence, and all-cause mortality during 
follow-up.
Methods  A retrospective review was performed of 194 consecutive patients 
who underwent colonoscopy with polypectomy for benign polyps between 
October 2018 and November 2022 at the South Eastern Health and Social Care 
Trust, Northern Ireland. Patients with malignant polyps or colorectal cancer 
were excluded. Data collected included CCI score, post-procedural bleeding, 
hospitalisation, polyp recurrence at surveillance colonoscopy, and all-cause 
mortality at follow-up. Patients were stratified into low (CCI ≤ 2), moderate 
(3–5), and high ( ≥ 6) comorbidity groups. Associations between CCI category 
and outcomes were tested with chi-square analysis.
Results  A total of 194 patients were included (median CCI 3, range 0-10). 
33.5 % were low-CCI, 52.5 % moderate-CCI and 14 % high-CCI.
Mortality:During follow-up, 18 patients (9.3 %) died from all causes. All deaths 
occurred among patients with CCI ≥ 3. Mortality increased significantly with 
higher comorbidity, rising from 0 % in low-CCI patients to 7.8 % in moderate 
and 37.0 % in high-CCI groups, showing a significant trend (χ² = 31.6, p < 0.001).
Complications:Post-polypectomy bleeding occurred in two patients (1.0 %), 
one with CCI 1 and one with CCI 8. Nine patients (4.6 %) required hospitalisation 
following the procedure, primarily within the moderate and high CCI groups.
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Polyp recurrence:A total of 21 patients (10.8 %) developed polyp recurrence 
during surveillance follow-up. Recurrence rates increased with higher comor-
bidity, 7.7 % in low CCI, 6.9 % in moderate CCI and 33.3 % in high CCI. This indi-
cates a statistically significant association between higher CCI and recurrence 
(p = 0.004).
Recurrences were also analysed by surveillance interval:
First surveillance colonoscopy: 9 patients (43 % of recurrences; 2 low-CCI, 4 
moderate-CCI, 3 high-CCI). Two of these patients subsequently demonstrated 
persistent polyp detection at their next procedure (CCI 4 and 8).
Second surveillance colonoscopy: 6 patients developed new recurrence (29 %; 
2 low, 1 moderate, 3 high CCI). One of these (CCI 10) had persistent recurrence 
at subsequent follow-up.
Third surveillance colonoscopy: 6 patients (29 %; 1 low, 2 moderate, 3 high CCI)
Conclusions  This audit demonstrates a clear and statistically significant asso-
ciation between comorbidity burden and both all-cause mortality and polyp 
recurrence following colonoscopic polypectomy for benign polyps. Although 
immediate procedural complications were uncommon across all comorbidity 
groups, long-term outcomes differed substantially, with both mortality and 
recurrence increasing sharply in patients with a CCI ≥ 6.
Analysis of recurrence patterns revealed that patients with higher CCI scores 
not only had greater overall recurrence rates but were also more likely to expe-
rience persistent polyp detection across successive surveillance procedures.
These findings suggest a potential threshold of CCI ≥ 6, beyond which the ben-
efits of repeated endoscopic intervention for benign lesions may be outweighed 
by procedural burden and limited life expectancy. In such cases, an individual-
ised approach including careful risk-benefit assessment should be considered.
Routine integration of frailty and comorbidity assessment into colonoscopy 
pathways may improve patient selection, guide individualised management, 
and support more informed discussions regarding the long-term risks and ben-
efits of benign polypectomy in comorbid populations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:Perforation of the digestive wall may occur during endoscopic 
submucosal dissection (ESD) and unless recognized and timely treated it can 
lead to severe adverse events. Microperforations may be harder to detect in 
extensive lesions and prolonged exposure to insufflation can lead to postproce-
dural emphysema. Recognition and limitation of this uncommon event and 
appropriate conservative management are essential.
Case presentation:A 71-year-old patient without significant comorbidities 
underwent screening colonoscopy which revealed an 8 cm, granular mixed-lat-
erally spreading tumor (LST-GM) involving over 80 % of the middle rectum. We 
performed “butterfly-tunneling” ESD under general anesthesia with endotra-
cheal intubation with the patient in left lateral decubitus. The ESD lasted 4 hours 
and a small perforation was closed via through-the-scope clips halfway through 
the procedure. Pathology confirmed R0 resection of a traditionally serrated 
adenoma.
The immediate postoperative course was uneventful. Awaiting discharge at 24 
hours the patient developed anterior cervical discomfort and mild dysphonia. 
Clinical examination identified a peculiar one-sided distribution of subcutane-
ous emphysema in the latero-cervical region, and palpable crepitus extending 
along the lateral aspect of the right lower limb. There were no signs of respira-
tory or haemodynamic compromise or abdominal guarding.
Contrast-enhanced CT confirmed extensive subcutaneous emphysema involv-
ing the cervical region, abdominal wall, and right lower limb, without pneu-
moperitoneum, contrast extravasation, abscess, or active bleeding. On review-

ing the procedure, it was apparent that prolonged carbon dioxide insufflation 
through the 2 mm perforation was likely to have occurred before closing and 
the left lateral position accounted for the peculiar unilateral distribution of the 
gas. Delayed resumption of orthostatism finally allowed migration of the free 
gas along the fascial planes and led to the presenting symptoms.
Careful clinical monitoring and conservative management including short-term 
fasting, intravenous fluids, and prophylactic antibiotics were initiated. The 
emphysema regressed spontaneously, and the patient was discharged after 48 
hours. Follow-up colonoscopy showed an asymptomatic 12 mm stenosis that 
was dilated by CRE balloon.
Conclusion:This case illustrates a rare occurrence of post procedural emphy-
sema following rectal ESD due to prolonged insufflation before closure. Con-
servative treatment led to complete resolution. In protracted procedures using 
insufflation, rapid closure of potential microperforations is advised as soon as 
compromise of resection is avoided.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP194  The edge of resection: endoscopic-laparo-
scopic cooperative techniques for large gastric 
tumors
Authors  Amza TI1, Forminte M1, Popp C1, Mateescu RB1, 2, Voiosu AM2, 1

Institutes  1  Colentina Hospital, Bucharest, Romania; 2  Carol Davila 
University of Medicine and Pharmacy, Bucharest, Romania
DOI  10.1055/s-0046-1821521
Abstract Text
Minimally invasive hybrid techniques combining endoscopy and laparoscopy 
have expanded therapeutic options for subepithelial gastric tumors and early 
neuroendocrine neoplasms. However, their implementation remains limited, 
and real-world data from European centers are still scarce. We present two-cas-
es highlighting the organ-preserving and oncologic adequacy of laparoscop-
ic–endoscopic cooperative techniques for challenging gastric lesions.
Case 1:Endoscopic evaluation in a 67-year-old woman revealed a 5-cm sube-
pithelial lesion on the gastric lesser curvature, initially suggestive of leiomyoma. 
Given its size and location, we elected to perform laparoscopic-endoscopic 
cooperative surgery for local resection. The endoscopist delineated the lesion 
and performed semicircumferential submucosal injection and dissection with 
controlled full-thickness resection under laparoscopic assistance, after which 
the surgical team completed the procedure by retrieving the lesion and closing 
the gastric defect. Final pathology confirmed an R0 resection of a 5-cm low-mi-
totic index (Ki-67 1 %) GIST, with no recurrence at 1-year follow-up [1].
Case 2:  A 58-year-old patient with a type III gastric neuroendocrine tumor 
(NET) underwent non-exposed endoscopic wall-inversion surgery (NEWS), an 
endoscopy-driven full-thickness resection technique performed with laparo-
scopic assistance. Endoscopic inspection identified the lesion on the anterior 
gastric wall, in close proximity to the gastroesophageal junction, and allowed 
precise demarcation of its margins using coagulation marking. Under laparo-
scopic visualization, controlled seromuscular dissection was performed exter-
nally while preserving the integrity of the mucosal and submucosal layers. 
Endoluminal traction was established primarily through a snare, complement-
ed by clip-line counter-traction to optimize lesion exposure and ensure stable 
tissue manipulation throughout the dissection. Following laparoscopic closure 
of the seromuscular defect, which resulted in inward inversion of the targeted 
gastric segment, the endoscopist completed an en bloc intraluminal resection 
using TT and IT knives. The specimen was retrieved in its entirety, without vio-
lation of the mucosal surface. Histopathologic examination confirmed a pT2, 
R0 gastric NET with a mitotic index of 13 mitoses per 2 mm² and no lympho-
vascular invasion. At the 6-month follow-up, both endoscopic ultrasound and 
contrast-enhanced computed tomography demonstrated no evidence of re-
sidual or recurrent disease.
Conclusion:  These two cases illustrate the clinical value of advanced collabo-
rative techniques such as LECS and NEWS for gastric tumors requiring precise, 
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full-thickness resection while minimizing morbidity and preserving gastric 
anatomy. Both procedures achieved complete oncologic resection with une-
ventful recovery, emphasizing the role of multidisciplinary endoscopic–surgi-
cal strategies in expanding curative, organ-preserving options for selected 
gastric neoplasms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Upadacitinib (UPA), a selective JAK1 inhibitor, has shown robust efficacy 
in clinical trials for Crohn’s disease (CD) and ulcerative colitis (UC). However, 
real-world evidence in Asian populations remains limited. We aimed to evalu-
ate the real-world effectiveness and safety of UPA in Korean patients with CD 
and UC across multiple centers.
Methods  We conducted a retrospective study across three Korean academic 
centers including adults with UC or CD treated with UPA. A total of 79 patients 
were analyzed (UC 30; CD 49). Clinical, biochemical, and endoscopic outcomes 
were assessed at week 16 for UC and week 12 for CD, and adverse events (AEs) 
were evaluated throughout follow-up.
Results  Among 79 patients, 88.6 % (70/79) had prior exposure to at least one 
biologic therapy. In UC (n = 30), baseline disease activity was moderate to severe 
(median partial Mayo 8; endoscopic subscore 3). By week 16, substantial im-
provements were observed, with reductions in the partial Mayo score (to 2), 
endoscopic subscore (to 0), CRP, and fecal calprotectin (4034.8 → 185.5 μg/g). 
The UPA continuation rate was 96.7 %, with discontinuation due to loss of re-
sponse (n = 1) or an adverse event (n = 1). (Table 1) In CD (n = 49), baseline CDAI 
was high (mean 284.8), with a mean SES-CD of 10.4 and a median of two prior 
advanced therapies. By week 12, CDAI improved to 80.3, accompanied by re-
ductions in CRP and fecal calprotectin (1408.6 → 458.4 μg/g). The UPA contin-
uation rate was 83.6 %, with discontinuation due to primary non-response 
(n = 1), loss of response (n = 5), or adverse events (n = 2). (Table 2) Across the 
entire cohort, the most frequent AEs were acne (49.4 %), lymphopenia (11.4 %), 
anemia (6.3 %), herpes zoster (5.1 %), and infections (6.3 %); no thromboem-
bolic events or malignancies occurred. (Table 3).
Conclusions  Upadacitinib demonstrated substantial clinical, biochemical, and 
endoscopic improvements in both UC and CD in this real-world Korean multi-
center cohort. High continuation rates, particularly in UC, support its effective-
ness even in biologic-experienced patients. The safety profile was consistent 
with clinical trials, with no thromboembolic events or malignancies observed. 
These findings support UPA as an effective and well-tolerated therapeutic op-
tion for refractory IBD in routine practice.support UPA as an effective and 
well-tolerated therapeutic option for refractory IBD in routine practice.
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Abstract Text
We report a case of a male patient with multiple gastro-duodenal-jejunal an-
giodysplasias, previously treated with argon plasma coagulation (APC) through 
double-balloon enteroscopy (DBE) advanced up to 200 cm. Due to recurrent 
bleeding, an anterograde DBE was performed using Endorail. Angiodysplasias 
distal to the first tattoo were treated with APC, exploring up to 330 cm of the 
small bowel. The Endorail system is recently approved for enteroscopy with CE 
marking. It uses a magnetic balloon that can be advanced beyond the entero-
scope tip, filled with a ferromagnetic fluid, and magnetically anchored to the 
patient’s abdomen, allowing it to be straightened and guided along the device. 
Once the challenging bowel segment is negotiated, the balloon guide can be 
retrieved. The Endorail system appears to enable deeper exploration of the 
small bowel in difficult cases [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/421acaa6-d51f-4e2d-ab13-069e1dca2ef3/Uploads/19978_Three_bal-
loon %201 %20(1).mp4
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Problem to solve  Precise intraoperative localization of small, deep, or non-pal-
pable pancreatic lesions remains challenging in minimally invasive pancreatic 
surgery. Laparoscopic ultrasound (LUS), although standard, may have limited 
accuracy due to restricted maneuverability, intervening air, or fibrosis, espe-
cially for lesions < 10 mm or located in complex anatomical regions. These 
limitations can hinder real-time surgical navigation, compromise margin as-
sessment, and risk unnecessary pancreatic parenchymal resection. A reliable, 
high-resolution intraoperative imaging adjunct capable of providing immedi-
ate feedback and seamless integration into the surgical workflow is needed.
Innovation  We developed a structured, preplanned integration of intraoper-
ative endoscopic ultrasound (EUS) as an innovative adjunct during pancreatic 
tumor resection. This approach consists of: (1) incorporation of EUS as a pre-
determined intraoperative step; (2) same-operator continuity, with the endos-
copist responsible for preoperative staging also performing the intraoperative 
examination; (3) sterile deployment of a linear-array echoendoscope without 
altering patient positioning or compromising the surgical field; and (4) contin-
uous, real-time communication between endoscopist and surgeon to guide 
lesion localization, define resection planes, and verify post-resection status.
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▶Table 1	  Summary of Cases with Planned Intraoperative EUS Integration

Case Age/
sex

Clinical 
presentation

Lesion 
Size (mm)

Lesion Location Preoperative 
Diagnosis

Type of Surgery Final Pathology

1 35 / M Hypoglycemia 5 Pancreatic head pNET (non-biopsied) Pancreatoduodenectomy Well-differentiated pNET

2 54 / F Incidental cystic 
lesion

10 Neck / Body Branch-duct IPMN with 
mural nodule

Laparoscopic distal 
pancreatectomy + splenecto-
my

IPMN with low-grade 
dysplasia

3 69 / M Familial cancer 
screening

7 Head pNET (Ga68 PET 
positive)

Whipple procedure Grade 1 glucagonoma

4 77 / F Abdominal pain, 
weight loss

8 Neck– body 
junction

pNET Laparoscopic distal 
pancreatectomy + splenecto-
my

Glucagonoma, negative 
margins

Results  Four adult patients with technically challenging pancreatic lesions 
ranging from 5–10 mm, including neuroendocrine tumors and a branch-duct 
IPMN with a mural nodule, underwent pancreatic surgery with planned intra-
operative EUS. Feasibility was demonstrated in all cases: EUS was performed 
successfully under sterile conditions, without contamination events, technical 
failures, or interference with surgical workflow. In each case, intraoperative EUS 
provided improved real-time lesion localization compared with LUS, particu-
larly for small or non-palpable lesions. It enabled precise delineation of resec-
tion margins, supported parenchyma-sparing strategies, and improved intra-
operative orientation. Immediate post-resection EUS confirmed absence of 
residual disease and excluded vascular or biliary complications before closure. 
No EUS-related adverse events occurred, and all patients had favorable post-
operative courses, with no imaging- or procedure-related complications. The 
operating room environment accommodated the endoscopy team without 
changes to patient positioning or surgical ergonomics. The four cases are sum-
marized in ▶Table 1.
Conclusions  Intraoperative EUS was feasible, safe, and compatible with pan-
creatic surgery in this early experience. It may offer potential advantages in 
lesion localization, margin assessment, and real-time decision-making, par-
ticularly for small or difficult-to-localize lesions. These findings warrant further 
study to clarify its clinical impact and comparative performance as an intraop-
erative imaging adjunct.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP198  Diagnostic Accuracy of the Esophageal 
String Test for Eosinophilic Esophagitis: A Systematic 
Review and Meta-Analysis Feasibility Assessment
Authors  Mohan D1, Khan F1, Amorim Moreira Alves G1

Institute  1  Humanitas University, Milan, Italy
DOI  10.1055/s-0046-1821525
Aims  To systematically review and meta-analyze the diagnostic accuracy of 
EST compared to endoscopic biopsy for diagnosing active EoE.
Methods  We conducted a systematic search of PubMed, Embase, and Web of 
Science (through November 2025) for studies evaluating EST against biopsy as 
the reference standard in EoE diagnosis. A total of 449 studies were found, 
deduplicated and of the 5 full-text articles assessed, 2 studies met inclusion 
criteria (Furuta et al. 2013; Ackerman et al. 2019), comprising 175 total partic-
ipants [1, 2].
Results  Both studies demonstrated high AUCs (0.82–0.97) and strong corre-
lations between EST biomarkers and esophageal eosinophil counts. However, 
neither study reported diagnostic thresholds, binary classifications, sensitivity/
specificity, or ROC coordinates. Because EST biomarkers were analyzed as con-
tinuous measures without predefined cutoffs, no 2 × 2 contingency tables could 
be constructed, and meta-analysis of pooled sensitivity and specificity was not 
feasible (▶Table 1).

▶Table 1	 

Author, Year Popu-
lation 
(N)

Age Disease 
Activity 
Groups

AUROC 
/ AUC

Key Biomarkers 
(Correlation r)

Biomarker 
Findings

Patient 
Preference

Furuta GT, 2023 41 7–20 yrs Active 14 / 
Inactive 8 / 
Normal 19

0.97 MBP-1 (0.72), 
EDN (0.48), ECP 
(0.21), EPX 
(0.54), CLC/
Gal-10 (0.73)

All eosino-
phil-derived 
proteins 
significantly 
elevated in 
active EoE

–

Ackerman, 2019 134 Active 24.9 ± 13.8; 
Inactive 29.3 ± 17.1; 
Normal 17.1 ± 9.7

Active 62 / 
Inactive 37 / 
Normal 35

0.82–
0.87

Eot-3 (0.73), 
Eot-2 (0.60), EPX 
(0.49), MBP-1 
(0.46), EDN 
(0.45), CLC (0.36)

All biomarkers 
significantly 
elevated in 
active EoE

87 % children; 
95 % parents; 
92 % adults 
preferred EST
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Conclusions  EST shows promise as a minimally invasive tool for monitoring 
EoE activity, with high AUC values and excellent patient acceptability. Howev-
er, the absence of standardized diagnostic thresholds and insufficient statistical 
reporting precludes evidence synthesis of diagnostic accuracy. Future studies 
must establish and validate pre-specified EST cutoffs with complete 2 × 2 tables 
to determine clinical utility. Until then, EST cannot be recommended as a re-
placement for endoscopic biopsy in diagnostic pathways.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP199  Risk Factors Analysis for Pathological 
Upgrade After Endoscopic Submucosal Dissection in 
Patients with Gastric Intraepithelial Neoplasia:  
A Single Center Retrospective Study
Authors  Ding L1, Ji L1, Han J1, An F1, Zhan Q1, Si S1, Tian W1, Lv J1, Zhang Y1, 
Zhang X1, Lv Z1, Chen K1, Nie H1, Zhang Q1, Li J1
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DOI  10.1055/s-0046-1821526
Aims  To analyze the risk factors for pathological upgrade in patients with gas-
tric intraepithelial neoplasia (GIN) after endoscopic submucosal dissection ESD 
procedure.
Methods  A retrospective analysis was conducted on 682 patients diagnosed 
with GIN by gastric endoscopic forceps biopsy (EFB) pathology at the Digestive 
Endoscopy Center of Wuxi People's Hospital from January 2018 to December 
2024 (490 with low-grade intraepithelial neoplasia(LGIN) and 192 with high-
grade intraepithelial neoplasia (HGIN). Demographic characteristics (gender, 
age, BMI, chronic disease history, fecal occult blood), endoscopic features of 
lesions (location, morphology, size), and pathology data after ESD procedure 
were collected. Univariate, multivariate, and stepwise logistic regression anal-
yses were performed to identify independent risk factors for pathological up 
grade.
Results  The total pathological upgrade rate after ESD was 59.4 % (51.2 % in the 
LGIN group and 80.2 % in the HGIN group). Stepwise regression analysis re-
vealed that a maximum lesion diameter ≥ 2 cm (OR = 2.49) was the most sig-
nificant risk factor for pathological upgrade. Meanwhile, age ≥ 70 years, comor-
bid hypertension, Paris classification type IIc lesion, and a lesion location at the 
gastric angle or cardia were independent risk factors for pathological upgrade, 
whereas a type IIb lesion demonstrated a protective effect (OR = 0.61).
Conclusions  Advanced age ( ≥ 70 years), hypertension, lesion size ≥ 2 cm, type 
IIc morphology, and lesions in the gastric angle/cardia significantly increase the 
risk of pathological upgrade after ESD. These findings provide a basis for pre-
operative risk assessment and individualized treatment strategies for GIN pa-
tients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP200  Post-ERCP Pancreatitis: Incidence, Risk 
Factors, and Outcomes from a Single-Centre Experi-
ence
Author  Kumar A1

Institute  1  Himalayan Hospital, Dehradun, India
DOI  10.1055/s-0046-1821527
Aims  This study aimed to determine the incidence, severity, and predictors of 
Post ERCP induced pancreatits(PEP) in a tertiary care center in North India.

Methods  This retrospective observational study included 300 consecutive 
ERCPs performed between January 2024 and August 2025 at the Department 
of Gastroenterology, Himalayan Institute of Medical Sciences, Dehradun. Data 
on demographics, indications, cannulation difficulty, prophylaxis, and out-
comes were analyzed. PEP was defined as new or worsened abdominal pain 
with serum amylase/lipase more than 3 times upper limit of normal within 24 
hours, requiring ≥ 2 days of hospitalization [1]. Severity was classified as per the 
Revised Atlanta Criteria.
Results  Among 300 ERCPs done , mean patient age was 52 ± 10 years, with 
60 % female patients. Common indications included CBD stones (70 %), chol-
angitis (15 %), benign strictures (10 %), and malignant obstruction (5 %). Proph-
ylaxis included rectal NSAIDs in 65 % and pancreatic duct stenting in 12 %. The 
overall incidence of PEP was 8 % (n = 24): mild (n = 16), moderate (n = 5), and 
severe (n = 3). Difficult cannulation ( > 5 attempts) and inadvertent PD injection 
were significant predictors (p < 0.05). No mortality occurred in the study.
Conclusions  Post-endoscopic retrograde cholangiopancreatography (ERCP) 
pancreatitis (PEP) remains the most frequent complication of ERCP, despite 
advances in prophylactic strategies [1]. The incidence of PEP in this cohort was 
comparable to global data as seen in freeman et al study [2]. Difficult cannula-
tion and Pancreatic duct injection were key risk factors for PEP in our study. 
Rectal NSAIDs demonstrated a protective effect in prevention of PEP. Similar 
results were seen in Dumonceau et al study [1] Adherence to ESGE-recommend-
ed prophylactic measures can further minimize PEP rates. [3]
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Measurement
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Aims  Accurate determination of colorectal polyp size is critical for surveillance 
recommendations and for generating reliable ground truth in artificial intelli-
gence (AI) development. Visual estimation is imprecise, and no validated ref-
erence standard exists. We aimed to assess the accuracy and reproducibility of 
real-time digital microscopic measurement of fresh polypectomy specimens 
[1–20].
Methods  In this prospective study at the Centre hospitalier de l’Université de 
Montréal (CHUM), 70 polyps from 44 patients (mean age 65.4 years; 52.3 % 
female) were measured on-site using a calibrated digital microscope. Three 
independent raters, blinded to each other, obtained long- and short-axis meas-
urements. The primary outcome was inter-rater reliability for long-axis meas-
urements. Secondary outcomes included short-axis reliability, overall agree-
ment, and classification ( ≤ 5 mm vs. > 5 mm) (▶Table 1).
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▶Table 1	 

Overall(N = 70)

Segment, n ( %)

Caecum 6 (8.6 %)

Ascending colon 14 (20.0 %)

Transverse colon 13 (18.6 %)

Descending colon 18 (25.7 %)

Sigmoid 12 (17.1 %)

Rectum 7 (10.0 %)

Paris class, n ( %)

Is 58 (82.9 %)

Isp 2 (2.9 %)

IIa 7 (10.0 %)

IIc 3 (4.3 %)

Pathology, n ( %)

Adenoma 46 (65.7 %)

Hyperplastic 10 (14.3 %)

Inflammatory polyp 7 (10.0 %)

Normal/mucosal prolapse 1 (1.4 %)

Other 2 (2.9 %)

Missing 4 (5.7 %)

Results  Inter-rater reliability was excellent for both long-axis (ICC 0.941, 95 % 
CI 0.914–0.961) and short-axis (ICC 0.943, 95 % CI 0.917–0.962) measure-
ments. Bland–Altman plots demonstrated mean differences near zero without 
systematic bias. Limits of agreement were within ± 1 mm. When dichotomized 
at the 5 mm threshold, agreement was perfect (κ = 1.0).
Conclusions  On-site digital microscopy provides highly reproducible and ver-
ifiable size data with photographic documentation. This method should be 
considered a reference standard for accurate polyp sizing in clinical research 
and AI model development.
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eP202  Endoscopic management of postoperative 
gastrointestinal bleeding in an italian cancer-center
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Aims  PostOperative GastroIntestinal Bleeding (POGIB) is a rare but relevant 
complication. Endoscopy represents a first-line treatment, but evidence about 
its safety and effectiveness remain limited. We aimed to report our experienc-
es in the management of POGIB.
Methods  A retrospective analysis with prospectively collected data was con-
ducted on all patients that underwent endoscopic procedure for suspected 
POGIB at our center between January 2019 and July 2025. Univariate analyses 
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were performed to identify predictive factors for clinical success in anastomot-
ic bleeding (▶Table 1).
Results  Eighty-two patients (median age 65 years, IQR 58-75; 61 % male) un-
derwent endoscopy a median of 6 days after surgery (IQR 2-12) for suspected 
gastrointestinal bleeding (63 % hematochezia, 27 % melena, 5 % hematemesis, 
5 % asymptomatic anemia). Active bleeding or stigmata were found in 83 % of 
cases: 70 % anastomotic, 13 % non-anastomotic (mainly ulcerative gastroduo-
denitis). Hemostatic intervention was performed in 72 % of patients, mainly 
mechanical (38 %) or combined mechanical (27 %). Technical success was 
achieved in 88 %, overall clinical success in 82 % (in 62 cases after one, in 5 after 
two endoscopic procedures). Ten patients underwent reoperation (five for 
persistent bleeding) and four died (one for massive gastrointestinal bleeding). 
Considering POGIB with anastomotic bleeding, no predictive factors for clinical 
success were identified among demographic or clinical data. Among treat-
ments, mechanical hemostasis was significantly associated with higher success 
rates (p = 0.0005). No adverse events occurred during endoscopy (▶Table 2).

▶Tab. 1	   General characteristics of study population and main 
findings (n = 82)

Previous gastroin-
testinal surgery  n 
( %) 

23 (28) 

Department of 
admission  n ( %) 

Colorectal surgery 49 (60); Sarcoma/
Mesenchyma surgery 15 (18); Hepatobiliary 
surgery 14 (17); Other 4 (5) 

Multivisceral 
surgery  n ( %) 

39 (48) 

Endoscopic 
procedures  n ( %) 

Colonoscopy 59 (72); EGDS 22 (27); 
Enteroscopy DAE 1 (1) 

Endoscopic 
treatments  n ( %) 

Mechanical 31 (38); Mechanical + topical 16 
(20); Topical 6 (7); Mechanical + injection 4 
(5); Mechanical + thermal 2 (2); No treatment 
23 (28) 

EGDS: EsophagoGastroDuodenoScopy; DAE: Device Assisted 
Enteroscopy.

▶Tab. 2	   Univariate analysis of results of endoscopic treatments in 
anastomotic bleeding (n = 57)

Variable Success / Failure P value 

Age – 0.535 

Sex Male 28/4, Female 24/1 0.513 

Surgery and Timing Past GI surgery: No 42/5, 
Yes 10/0; Multivisceral: 
No 28/2, Yes 24/3; 
Anastomosis site: Upper 
6/0, Lower 46/5; 
Endoscopy: ≤ 7days 
36/3, > 7days 16/2 

0.642–1 

Endoscopic treatments None 0/2, Mechanical 
30/1, Mechanical + other 
19/2, Topical 3/0 

0.0057

Conclusions  Results suggest that endoscopic management of POGIB is safe 
and effective. Further prospective studies are needed to establish the best en-
doscopic strategy.
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Abstract Text
Esophagopericardial fistula (EPF) is an exceptionally rare and life-threatening 
condition historically associated with esophageal carcinoma, postoperative 
complications, peptic ulcer disease, or radiotherapy. Fewer than 70 cases have 
been reported since 1931, and no previous case has been attributed to meta-
static renal cell carcinoma (RCC). The mortality remains extremely high due to 
purulent pericarditis, cardiac tamponade, and sepsis. We present the first re-
ported case of EPF originating from a paraesophageal RCC metastasis, success-
fully diagnosed and managed through advanced endoscopy.
Our patient is a 65-year-old male with metastatic RCC with mediastinal lymph 
node progression infiltrating the esophagus (Figure 1), for which cabozantinib 
is initiated. One month later, he presented with shock, severe metabolic aci-
dosis, acute kidney injury and elevated lactate. Imaging revealed bilateral pleu-
ral effusions and a progressive pericardial effusion. Purulent pericardiocentesis 
yielded Enterococcus faecium and Candida albicans. CT showed pneumopericar-
dium and air tracking between the mid-thoracic esophagus and pericardium 
(Figure 2), raising suspicion of fistulization, particularly in the context of a pre-
viously treated mediastinal paraesophageal metastatic mass [1–3].
Bedside gastroscopy in ICU revealed, in the middle third of the esophagus, fi-
brin, purulent exudate and a 4 cm long orifice confirming EPF (Figure 3). Given 
the patient’s critical instability, endoscopic therapy was selected as the safest 
option. A fully covered 18 cm × 28 mm esophageal stent was deployed under 
endoscopic guidance and secured with an over-the-scope clip. Initial sealing 
and expansion were satisfactory. Two days later, he developed persistent sep-
sis and hypotension. Chest X-ray demonstrated that the prior stent had migrat-
ed caudally (Figure 4). The displaced stent was removed endoscopically. A 
longer fully covered 24 cm × 28 mm bariatric-type stent was deployed and fixed 
with an over-the-scope clip, achieving complete coverage. A new pericardio-
centesis was performed, obtaining purulent exudate.
Subsequent CT imaging confirmed marked reduction of pericardial collections 
and resolution of contrast leakage. The patient improved hemodynamically 
and was successfully extubated. Multidisciplinary management continued with 
pericardiectomy and targeted antimicrobial therapy.
EPF is usually related to primary esophageal malignancy; most of literature 
cases describe esophageal carcinoma as the malignant etiology. This is the first 
documented EPF arising from RCC metastasis. Early endoscopic diagnosis was 
crucial, and therapeutic stenting—despite migration—provided effective fistu-
la sealing and stabilization in a critically ill patient. This case underscores the 
pivotal role of advanced endoscopy in the diagnosis, treatment and rescue 
management of malignant EPF.
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Aims  This descriptive study investigates the outcomes of PEG-J extension us-
ing Transnasal Endoscopy (TNE) through an existing stoma opening at a single 
tertiary center.
Methods  This is a retrospective descriptive study conducted at James Cook 
University Hospital. Data were collected from patient records including demo-
graphics, medical history, indications for PEG-J, tube size, number of PEG-J 
replacements, time intervals between replacements, method of placement, 
and causes of PEG-J exchange. Descriptive statistics were used to analyze the 
collected data [1–4].
The old PEG or PEG/J tube was usually removed and TNE was used through the 
gastrostomy stoma into the stomach and then was advanced as deep as possi-
ble into the duodenum. A guidewire was then introduced deep in the duode-
num and TNE was withdrawn leaving the guidewire in place. The new PEG/J 
tube was then lubricated with oil before being fed over the wire in exchange 
one-to-one process. The balloon was then inflated and the tube fixed in place.
Results  A total of 11 patients (6 female, 5 male) were included in the study, 
with a mean age of 43.9 ± 18.5 years (range 18-76 years). The mean number of 
PEG-J replacements was 7.0 ± 2.6 (range 3-10). The most common indications 
for PEG-J placement were: gastroparesis (n = 5), followed by dysphagia (n = 2). 
Other indications included oesophageal aperistalsis, feeding difficulties, recur-
rent chest infections with tracheostomy, and brain stem stroke (n = 1 each). 
The predominant tube size used was 16f (n = 7), with 18f used in 4 patients. 
The primary causes for PEG-J exchange were coiled tube back to stomach 
(n = 6), blocked tube (n = 3), and burst balloon (n = 2).
Conclusions  This study provides insights into the outcomes of PEG-J extension 
using TNE through stoma opening in a single-center cohort. The findings high-
light the common indications and causes for tube exchange, which can inform 
clinical practice and guide future research. Further larger-scale studies are 
warranted to validate these findings and explore long-term outcomes and tech-
nical success rates.
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Aims  Accurate assessment of hepatic fibrosis and portal hypertension (PH) is 
essential in patients with end-stage renal disease (ESRD) who are suspected to 
have advanced hepatic fibrosis, as this may influence the choice between iso-
lated renal transplantation and combined liver–kidney (hepato-renal) trans-
plantation. Endoscopic ultrasound (EUS)-guided portal pressure gradient (PPG) 
measurement (EUS-PPG) provides a minimally invasive alternative to the he-
patic venous pressure gradient (HVPG) for evaluating PH, and can be combined 
with multimodality endoscopic assessment in a single session. However, the 
procedure can be technically challenging in patients with ESRD due to increased 
bleeding risk and altered anatomy, such as in those with polycystic liver disease. 
The aim of our study was to evaluate the safety, feasibility, and impact of EUS-
PPG on clinical decision-making in this patient group [1–8].
Methods  A prospective therapeutic EUS registry was reviewed retrospective-
ly, focusing on patients with ESRD who were suspended from the renal trans-
plant list due to suspected underlying liver disease. Patients with ESRD under-
going EUS-PPG measurement with or without concurrent endoscopic variceal 
screening, elastography, and liver biopsy between August 2023 and August 
2025 were included. Patient demographic data, clinical characteristics, Endo-
scopic findings, PPG values, histopathology findings, and procedure-related 
complications were recorded and analysed. Clinically significant portal hyper-
tension (CSPH) was defined as a PPG ≥ 10 mmHg. The primary outcome was 
the impact of EUS-PPG on transplant decision-making, while secondary out-
comes included the safety and feasibility of the procedure.
Results  A total of 7 patients with ESRD who had been suspended from the 
renal transplant list were included (4 female, 3 male; mean age 52 years). All 
EUS-PPG procedures were technically successful, with PPG values ranging from 
3–6 mmHg. 5 patients underwent EUS-guided liver biopsy, and all specimens 
were adequate for histological analysis. Each biopsy met key performance in-
dicators i.e. total specimen length ≥ 20 mm, and presence of ≥ 11 complete 
portal tracts. One patient experienced minor post-biopsy bleeding requiring a 
short hospital stay but no intervention. None of the patients demonstrated 
clinically significant portal hypertension. Based on these findings, all patients 
were recommended for reinstatement on the isolated renal transplant list. No 
adverse events were observed during follow-up.
Conclusions  EUS-PPG measurement, with or without concurrent liver biopsy, 
is a feasible, safe, and clinically valuable tool for assessing hepatic fibrosis and 
portal hypertension in renal transplant candidates. It provides critical hemod-
ynamic and histologic information in a single session, thereby informing trans-
plant eligibility decisions and potentially avoiding unnecessary combined liv-
er–kidney transplantation.
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Abstract Text
A 48-year-old man with a first-degree family history of gastric cancer under-
went esophagogastroduodenoscopy for persistent dyspepsia. Standard white-
light imaging (WLI) showed a well-distensible stomach with preserved folds 
and only mild mucosal edema, with no identifiable focal lesions.When the ex-
amination was repeated using high-definition virtual chromoendoscopy with 
blue-light imaging (BLI) and optical magnification, the stomach appeared tru-
ly “under a different light.” Multiple pale, map-like areas were visible in both 
body and antrum, consistent with gastric intestinal metaplasia (GIM). Endo-
scopic risk assessment using the Endoscopic Grading of Gastric Intestinal Meta-
plasia (EGGIM) yielded a score of 9, indicating extensive metaplastic involve-
ment and aligning with the high-risk category defined by MAPS III criteria.
Careful inspection of the lesser curvature of the gastric body revealed an 8–10 
mm depressed lesion (Paris 0-IIc), completely invisible under WLI. In BLI with 
magnification, the lesion displayed features typical of early gastric neoplasia: 
loss of the normal microsurface pattern (MS), irregular microvascular architec-
ture (MV), and a sharply defined demarcation line separating normal from 
abnormal mucosa. These findings fulfilled the diagnostic criteria of the Magni-
fying Endoscopy Simple Diagnostic Algorithm for Gastric Cancer (MESDA-G), 
based on the validated vessel-plus-surface (VS) classification system.Targeted 
biopsies confirmed intraepithelial neoplasia (low-grade dysplasia, intestinal 
phenotype type I). Random biopsies from antrum, angulus and body docu-
mented chronic inflammation, extensive intestinal metaplasia (OLGIM IV) and 
severe glandular atrophy (OLGA IV), delineating a diffusely high-risk mucosal 
background.Lesion marking, circumferential incision and controlled submu-
cosal dissection were all performed using a Hybrid Knife, achieving complete 
en-bloc resection without immediate adverse events. Post-procedural assess-
ment confirmed an intact muscularis propria and radical excision.This case 
highlights the diagnostic superiority of advanced endoscopic imaging over 
standard WLI. The integration of BLI, optical magnification and structured clas-
sification systems (EGGIM and MESDA-G) enabled identification of an early 
neoplastic focus entirely missed by conventional imaging. MAPS III emphasizes 
the importance of high-quality endoscopy, supported by advanced imaging 
techniques for the systematic evaluation of atrophy and metaplasia; in this 
patient, these principles facilitated timely diagnosis and curative treatment.
Advanced imaging does not merely change what the mucosa looks like: it 
changes what can be diagnosed. For this reason, adequate training is essential 
for endoscopists to fully master and exploit the potential of these technologies 
[1–3].
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Aims  Few studies have assessed the safety and efficacy of endoscopic resection 
for duodenal carcinoid tumors. This study aimed to evaluate the utility of en-
doscopic resection in this setting.
Methods  Between February 2015 and February 2024, 35 patients with spo-
radic duodenal carcinoids managed by endoscopic resection were enrolled. 
Endoscopic treatment was performed in patients without nodal or distant me-
tastasis. Rates of endoscopic complete resection, histologic complete resec-
tion, procedure-related complications, and tumor recurrence were retrospec-
tively analyzed.
Results  Twenty-five nonampullary duodenal carcinoids were treated with en-
doscopic mucosal resection, four with endoscopic submucosal dissection (ESD), 
and six ampullary carcinoids with snare papillectomy. The mean patient age 
was 61.9 years (range, 44–83). Mean tumor size was 8.8 ± 2.4 mm (range, 3–12) 
for nonampullary carcinoids and 13.7 ± 5.4 mm (range, 5–20) for ampullary 
carcinoids.
The endoscopic complete resection rate was 97.1 %. Incomplete resection oc-
curred in one patient undergoing ESD due to tumor invasion into the muscu-
laris propria. Histologic complete resection was achieved in 31 of 35 patients 
(88.6 %) on the initial attempt; one additional patient required a second session 
to achieve complete resection.
Procedure-related perforation occurred in three patients with nonampullary 
carcinoids (8.6 %): two were managed endoscopically, and one required local 
surgical excision. After a median follow-up of 39 months (range, 10–96), local 
recurrence was observed in one patient (2.8 %) with a nonampullary tumor 
larger than 10 mm. Among patients with ampullary carcinoids, no local recur-
rence or distant metastasis was detected during a median follow-up of 40 
months (range, 18–100).
Conclusions  Endoscopic resection appears to be a safe and effective treatment 
option for small ( ≤ 10 mm) nonampullary duodenal carcinoids without evi-
dence of muscularis propria invasion. For ampullary carcinoids < 20 mm con-
fined to the submucosa, minimally invasive endoscopic papillectomy may be 
considered, particularly in older patients or those with significant comorbidities 
who are at higher risk for postoperative complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Esophageal stricture is one of the most challenging complications fol-
lowing endoscopic submucosal dissection (ESD) for superficial esophageal 
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cancer. Mucosal defects ≥ 5 cm in length or involving the entire circumference 
are considered high risk for post-ESD stricture, with chemoradiotherapy or 
surgery often recommended for these conditions, even when dealing with 
superficial lesions. Although combined local and systemic steroid therapies are 
widely used for stricture prevention, their efficacy, optimal dosage, and clinical 
indications remain insufficiently established. This study evaluated the effec-
tiveness and limitations of steroid-based prophylaxis in preventing esophage-
al stricture after extensive ESD.
Methods  We retrospectively reviewed 72 patients who underwent esophage-
al ESD at our institution between 2007 and 2024, in whom the mucosal defect 
involved ≥ 3/4 of the circumference. In analysis 1, patients were classified into 
a sub-circumferential group (SC group; n = 61, ≥ 3/4 but less than full circum-
ference) and a circumferential group (C group; n = 11, full circumference). Le-
sion characteristics, preventive strategies, and post-ESD stricture outcomes 
were compared between the groups. In analysis 2, patients were divided into 
groups with and without stricture according to the need for endoscopic balloon 
dilation when a standard endoscope could not pass through the post-ESD site 
for identifying postoperative esophageal stricture risk factors. Subgroup com-
parisons were further conducted in the 61 patients who received steroid-based 
prophylaxis.
Results  In analysis 1, mean longitudinal mucosal defect length was significant-
ly greater in the C group than in the SC group (81 mm vs. 47 mm, p < 0.01). 
Local steroid injection was performed in 45 (74 %) SC and 11 (100 %) C patients, 
respectively (p = 0.10), with significantly higher total doses in the C group (150 
mg vs. 100 mg, p < 0.01). Oral steroids were administered for 11 (18 %) SC and 
10 (91 %) C cases (p = 0.01). Stricture occurred in 15 (25 %) SC and 4 (40 %) C 
patients (p = 0.66), with a median of 4 (1–21) and 8 (3–11) dilation sessions, 
respectively (p = 0.34). In analysis 2, esophageal stricture was recorded in 19 
of 72 (26 %) patients. Median resection length was similar between patients 
with and without stricture (50 mm vs. 49 mm). Median total triamcinolone 
dose was 100 mg (18 mg/cm of lesion length) and not associated with stricture 
formation. Lesions located in the upper esophagus (Ce + Ut) tended to exhibit 
a higher stricture rate (55 %) compared with lower lesions (21 %), although this 
difference did not reach statistical significance (p = 0.056). Among the 61 pa-
tients receiving steroid prophylaxis, 13 (21 %) experienced strictures. However, 
triamcinolone dose, dose/cm of lesion length, lesion length, circumferential 
extent, muscularis injury, and lesion location showed no significant associations 
with stricture development. All 11 circumferential lesions measured ≥ 5 cm. 
Three (27 %) cases developed stricture despite both local and systemic steroid 
prophylaxis, requiring a mean of 6 endoscopic balloon dilations.
Conclusions  Combined steroid prophylaxis lowered overall stricture rates. 
Under steroid administration, conventional risk factors were no longer associ-
ated with stricture development. Upper esophageal locations tended to exhib-
it higher risk, but no clear independent predictors were identified. All full-cir-
cumferential lesions were ≥ 5 cm, with 3 displaying stricture despite combined 
steroid prophylaxis. Although the sample size limits comparative analysis across 
lesion lengths, these results show that stricture is not inevitable, even in exten-
sive full-circumferential disease. Therefore, ESD remains a feasible option for 
selected ≥ 5 cm circumferential lesions under adequate steroid prophylaxis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  A residual cystic duct stone may occur in up to 40 % of patients within a 
period ranging from 2 days to 25 years after cholecystectomy. Traditionally, 

management has relied mainly on surgical intervention. This study aimed to 
evaluate the role of endoscopic retrograde cholangiopancreatography (ERCP) 
in the diagnosis and treatment of residual cystic duct stones in cholecystecto-
mized patients.
Methods  This was a retrospective descriptive study including all cholecystec-
tomized patients presenting with residual cystic duct stones. Data were col-
lected over a 4-year period, from 2021 to 2025.
Results  Among 83 patients who underwent cholecystectomy and presented 
with post-cholecystectomy syndrome, 31.3 % (n = 26) were found to have a 
residual cystic duct stone. The male-to-female ratio was 0.3, with a clear female 
predominance (76.9 %, n = 20) compared to males (23.1 %, n = 6).
The main reasons for hospitalization were isolated hepatic colic in 34.6 % (n = 9) 
of cases and acute cholangitis in 65.4 % (n = 17).
Imaging studies (abdominal ultrasound and Magnetic Resonance Cholangio-
pancreatography MRCP) revealed one or more stones in the cystic duct in 42.3 % 
(n = 11) of patients, associated with residual stones in the common bile duct 
(CBD) in 69.2 % (n = 18). Additionally, 15.4 % (n = 4) of patients presented with 
isolated CBD dilatation without an identifiable obstruction.
ERCP identified residual cystic duct stones in 100 % (n = 26) of cases and CBD 
stones in 73.1 % (n = 19), among which 19.2 % (n = 5) were associated with Mi-
rizzi syndrome.
The median size of cystic duct stones was 15 mm [6–20], while that of CBD 
stones was 16.3 mm [8–25].
Endoscopic extraction of cystic duct stones via ERCP was successfully achieved 
in 73.1 % of cases (n = 19). The main causes of failure included stone shape 
(n = 2), normal CBD caliber (n = 3), stone size (n = 1), and multiple stones (n = 1). 
In cases where extraction failed (26.9 %, n = 7), a plastic biliary stent was placed 
to ensure effective drainage before referring patients for surgery.
Conclusions  This study highlights the crucial role of ERCP in the management 
of residual cystic duct stones in cholecystectomized patients, with a therapeu-
tic success rate of approximately 73 %. ERCP represents an effective and mini-
mally invasive alternative to surgery, particularly for patients with high opera-
tive risk.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present a traction-assisted endoscopic submucosal dissection (ESD) of a 
35-mm granular heterogeneous LST involving the ileocecal valve and extending 
into the terminal ileum. The procedure was initiated from the ileal side using a 
transparent cap to separate the villi and obtain a stable view for the first mu-
cosal incision and submucosal entry. Dissection then progressed toward the 
colonic portion of the lesion. Clip-band traction provided optimal exposure 
across the valve, enabling a safe and controlled resection. The lesion was re-
moved en bloc without complications. Histology confirmed a tubulovillous 
adenoma with low-grade dysplasia and R0 margins [1–5].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/1bdb6030-dd6a-4d6d-aad5-dddbce57bf16/Uploads/19978_
DSE_ileon %20terminal %203 %20minutos %20calidad %20media.mp4
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Aims  UK guidance advises Faecal Immunochemical Testing (FIT) should be 
used to triage all referrals for colonoscopy in patients presenting with lower 
gastrointestinal symptoms. We aimed to calculate the completeness and ac-
curacy of FIT recording within endoscopy reports, and to evaluate whether 
endoscopist quality indicators were associated with FIT documentation.
Methods  All colonoscopies performed within an NHS Foundation Trust be-
tween 1 April and 31 May 2025 were reviewed. Procedures for lower gastroin-
testinal symptoms were identified, and FIT results recorded in endoscopy re-
ports were compared with those in the local pathology system.
The completeness and accuracy of FIT recording were calculated. Endoscopists 
were grouped by annual procedure volume ( < 100 vs ≥ 100) and caecal intuba-
tion rate ( < 90 % vs ≥ 90 %), with associations analysed using chi-squared testing.
Results  A total of 1,138 colonoscopies were performed over the 2-month pe-
riod, of which 566 (49.7 %) investigated lower gastrointestinal symptoms, per-
formed by 37 endoscopists. Among these, 442 (78.1 %) had a FIT result record-
ed on the endoscopy report, while a further 45 (10.2 %) had a FIT performed 
but not recorded. Of the 442 reports with a recorded FIT, 425 (96.2 %) were 
accurate; among the 17 (3.8 %) inaccuracies, over half (n = 9, 52.9 %) involved 
minor numerical discrepancies (e.g. 40 recorded instead of 45).
Of the 37 endoscopists, 14 (37.8 %) performed fewer than 100 colonoscopies 
annually, accounting for 88 procedures (15.5 %), and 9 (24.3 %) had a CIR < 90 %, 
performing 167 procedures (29.5 %). There was no association between en-
doscopist annual
procedure volume and the completeness or accuracy of FIT recording (p = 0.79), 
nor between CIR and FIT recording (p = 0.07).
Conclusions  Most (88 %) colonoscopies performed for lower gastrointestinal 
symptoms had a FIT completed prior to endoscopy; however, in 10 % of cases, 
results were not included in the endoscopy report despite being available. FIT 
values recorded were accurate, and no association was found between FIT com-
pletion and endoscopist procedure volumes or CIR.

These findings highlight the need to improve processes surrounding FIT record-
ing in symptomatic colonoscopy; ensuring all are triaged by FIT and that en-
doscopists can readily access and document results. This would support equi-
table and efficient utilisation of colonoscopy resources across the UK.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Peroral endoscopic myotomy (POEM) is the preferred treatment for type III 
achalasia, as it allows the myotomy of both the lower esophageal sphincter 
(LES) and the spastic esophageal segment [1]. However, the optimal myotomy 
length varies among patients [2]. The Endoluminal Functional Lumen Imaging 
Probe (EndoFLIP) provides assessment of LES distensibility and is increasingly 
used to tailor myotomy length, especially during re-interventions [3]. We report 
the case of a 29-year-old man with type III achalasia initially treated with pos-
terior POEM. After early improvement, he developed recurrent dysphagia. 
During an anterior re-POEM, EndoFLIP identified two areas of reduced disten-
sibility, guiding targeted extension of the myotomy. Final measurements con-
firmed normalization of distensibility. The patient was discharged two days 
later and remained asymptomatic at six-month follow-up.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/a94a48db-9f32-4654-8899-5372539a88b0/Uploads/19978_esge_
days %20endoflip %20re-poem.mp4
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slice thickness in endoscopic ultrasound
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Aims  Higher spatial resolution and thinner slice thickness are essential in ul-
trasound imaging because they reduce out-of-plane contamination and im-
prove micro-lesion detection. These principles also apply to endoscopic ultra-
sound (EUS), where image quality directly affects diagnostic accuracy and the 
safety of EUS-guided procedures. However, spatial resolution and slice thick-
ness have rarely been evaluated systematically or quantitatively across EUS 
devices. This study aimed to quantitatively assess axial and lateral spatial res-
olution and slice thickness across multiple EUS platforms, depending on imag-
ing frequency and measurement depth.
Methods  We used the following endoscope– processor pairings: GF-UCT260 
with EU-ME2/EU-ME3 (Olympus, Japan) and Aplio i800 (Canon, Japan); and 
EG-580UT/EG-740UT with SU-1 (Fujifilm, Japan). Spatial resolution and cyst 
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model delineation were evaluated using the phantom (Kyoto Kagaku N-365 
multipurpose phantom, Japan), and slice thickness was evaluated using a cus-
tom 45 ° inclined phantom (film: OHM laminate film 100 µm [LAM-FA41003]).
[Spatial resolution] axial/lateral resolution were evaluated using wires (diam-
eter 0.05 mm, spacing 0.5, 1, 2, 3, and 4 mm) at measurement depths of 15, 
30, and 50 mm.
[Cyst delineation] Cyst models (1, 2, 3, and 4 mm) were evaluated at measure-
ment depths of 10, 30, and 50 mm.
[Slice thickness] Ultrasound beams were vertically incident, and the longitudi-
nal width (X) of the hyperechoic band generated in the inclined direction on 
the image was measured. Because the inclination was 45 °, X was defined as the 
slice thickness (Y mm). Measurements were performed for each frequency and 
measurement depth (10–60 mm).
Results  [Spatial resolution]Axial resolution at measurement depths of 15 and 
30 mm was 0.5 mm, while lateral resolution at the same depths was 1–2 mm. 
At a depth of 50 mm, axial resolution was 1 mm, and lateral resolution was 4 
mm or unmeasurable. In all devices and under all conditions, axial resolution 
was superior to lateral resolution. The performance was nearly equivalent across 
all endoscopes and processor.
[Cyst delineation]Cyst models with diameters of 1, 2, 3, and 4 mm were de-
tectable at a measurement depth of 10 mm, and those with diameters of 2, 3, 
and 4 mm were detectable at 30 mm. At a depth of 50 mm, all cysts were 
non- detectable. The performance was nearly equivalent across all endoscopes 
and processor.
[Slice thickness]
Slice thickness reached its minimum at a scope-specific focal depth. For the 
Olympus GF-UCT260 scope, the focal depth was 30 mm, with minimum values 
of 1.55 mm (12 MHz, EU-ME2), 1.52 mm (THE-R, EU-ME3), and 1.66 mm (d11, 
Aplio i800). In contrast, for the Fujifilm SU-1 processor, the focal depth was 20 
mm, with minimum slice thicknesses of 1.63 mm (THE-8.0, EG-580UT) and 
1.87 mm (12 MHz, EG-740UT). These findings indicate that the depth at which 
slice thickness is minimized differs among devices. Across all systems, slice 
thickness increased at both shallower and deeper depths relative to the focal 
depth. At 10 mm, slice thickness ranged from 4.33–4.86 mm (EU-ME2), 4.97–
5.23 mm (EU-ME3), and 3.65–4.25 mm (Aplio i800) for GF-UCT260, and 
1.98–3.74 mm (EG-580UT), 2.22–3.34 mm (EG-740UT) on the SU-1 processor. 
At 60 mm, values ranged from 3.90–4.60 mm (EU-ME2), 3.05–4.55 mm (EU-
ME3), and 3.70–3.95 mm (Aplio i800) for GF-UCT260, and 3.72–5.22 mm (EG-
580UT), 6.47–6.99 mm (EG-740UT) on the SU-1 processor [1–6].
Conclusions  In EUS, spatial resolution is maintained at depths ≤ 30 mm but de-
clines at 50 mm. Slice thickness is lowest at a scope-specific focal depth and in-
creases at shallower and deeper levels. Thus, targets away from the focal depth 
may become partially embedded within the slice, raising the risk of off-target 
sampling and bleeding. Aligning the lesion with the focal depth and adjusting 
frequency, scope choice, and approach angle to device-specific characteristics may 
improve procedural safety, tissue acquisition, and diagnostic accuracy. These find-
ings also enhance endoscopy service quality by providing objective metrics to 
optimize EUS imaging settings and standardize EUS-guided procedures.
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Aims  The aim of this study is to describe the clinical, laboratory and endoscop-
ic characteristics of patients submitted to endoscopic vacuum therapy (EVT) 
for treatment of fistulas and perforations in the gastrointestinal (GI) tract at a 
Brazilian tertiary care center, as well as indications, success rate and treat-
ment-related complications (▶Table 1).

▶Table 1	  Results (n = 42)

VARIABLES n ( %) or mean (min-max)

Age 58 (18-86)

Gender

Male 29 (59.5 %)

Site of Perforation

Proximal Esophagus 16 (37.2 %)

Distal Esophagus 16 (37.2 %)

Others 11 (25.6 %)

Diameter of Orifice (cm) 1.8 (0.5-7)

Cavity Extension (cm) 5.9 (0-18)

Exchanges of the Tube (week) 3.1 (0-16)

Duration of Treatment (days) 24.8 (5-184)

Success Rate of Treatment 36 (83.7 %)

Follow-up Time (months) 9.1 (0-30)

Methods  This retrospective study included patients referred between Novem-
ber 2019 and April 2025 to the State University of Campinas, Brazil, with per-
foration or fistula in the GI tract. All patients were admitted and treated with 
EVT using a low-cost customized nasogastric tube (16 Fr) coated with fenes-
trated film. This system was connected to the wall suction system and a 20F 
intravenous catheter was connected to the tube to maintain a negative pressure 
between -75 and -150 mmHg. Endoscopic control examinations after the end 
of treatment were performed on outpatient basis. Demographic, diagnosis-re-
lated and treatment data were obtained during the follow-up of the patients 
[1–3].
Results  Forty-two patients were submitted to EVT during the study period. 
One patient was submitted to two EVT at the same time resulting in 43 fistulas 
treated. Twenty-nine (59.5 %) patients were men. The mean age was 58 years 
(18-86 years). The indication for EVT was divided into three groups: postoper-
ative, spontaneous and iatrogenic, which corresponded to 87 %, 9 % and 4 %, 
respectively. Regarding the site, most defects occurred in the cervical and dis-
tal esophagus (both 37.2 %). EVT was the primary therapy in 71.4 %. The re-
maining fistulas had undergone surgical treatment (19 %) or placement of a 
stent (9.52 %) previously. In the postoperative cases, fistula was diagnosed 
within an average of 17.8 days (1-90 days) after surgery. On endoscopic assess-
ment, the diameter of the orifice ranged from 0.5 to 7 cm (mean 1.8 cm) and 
the cavity extension ranged from 0 (without cavity) to 18 cm (mean 5.9 cm). 
The tube was changed once a week, with a mean of 3.1 changes (0-16 changes). 
The mean duration of treatment was 24.8 days (5-184 days) and the total length 
of hospital stay ranged from 5 to 212 days. During EVT, the patients were 
evaluated clinically and by laboratory tests. Pre- and post-treatment laborato-
ry analysis revealed a significant decrease in white blood cell counts (WBC) 
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(7,305 vs 13,380/mm³, p < 0.001) and C-reactive protein (CRP) levels (126 vs 
40 mg/L, p < 0.001). The success rate of treatment was 81.8 %, 9.1 % failed and 
9.1 % discontinued treatment. There were no complications or deaths related 
to the treatment. The mean follow-up time was 9.1 months.
Conclusions  Despite the limited number of patients, modified EVT was found 
to be a safe, low-cost and effective method for the treatment of defects in the 
GI tract, especially postoperative fistulas. WBC and CRP can be used as param-
eters indicating improvement during the treatment of these patients.
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Problem to solve  How to complete colonoscopy for those who fail standard 
colonoscopy
Innovation  Colonoscopy is the gold standard investigation in the lower gas-
trointestinal tract. However, 75 % of patients can experience pain or discomfort 
with moderate sedation. The application of robotic technology promises to 
advance and overcome difficulties faced including better utilisation of rooms 
for advanced procedures and to achieve a complete colonoscopy in patients 
where pain and technical challenges inhibit progression.
This pilot study, the first at a UK NHS Hospital between January2023 to 
April2025 with an expert endoscopist performing the robotic colonoscopy with 
the Endotics system. This is a disposable soft robot which employs expand and 
contract movement to self-propel along the bowel. Patients with failed previous 
standard colonoscopy along with index diagnostic procedures deemed poten-
tially difficult were recruited. Procedures were performed outside the endos-
copy unit similar to an outpatient clinical room.
Results  126 patients were recruited (57M:69F), mean-age 55.5 years over 30 
months. The commonest indications for robotic colonoscopy were rectal bleed-
ing (35.7 %), failed standard colonoscopy (22.6 %) and change in bowel habit 
(19.1 %). 23 patients had failed previous standard colonoscopy with 16 patients 
achieving completion with subsequent robotic colonoscopy (70 % improve-
ment). Average caecal intubation time 36.63 minutes with average total pro-
cedure time 48.74 minutes.
Conclusions  Robotic colonoscopy provides a safe and effective method in 
improving comfort and completion-rates, including previously failed colonos-
copy. Direct visualisation, biopsy and polypectomy is still possible with robot-
ic colonoscopy. This study has demonstrated a viable alternative to conven-
tional colonoscopy. With no sedation it allows procedures to be conducted 
outside the traditional endoscopy unit such as outpatients. The study highlights 
a learning curve to reduce caecal intubation time.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In patients with refractory reflux disease and gastric inlet patches abla-
tion with Argon plasma coagulation (APC) is an established therapeutic tool. 
The goal is to destroy selectively ectopic mucosa to reduce acid production and 
improve thereby symptoms and quality of life. But precise application of APC 
is challenging in the upper esophagus. Aim of the study was to evaluate the 
feasibility of a novel cap for APC (ArgoCap).
Methods  21 patients (m,f) were treated for gastric inlet patches using a nov-
el transparent cap attached to the tip of the gastroscope which allows for angled 
positioning of the APC probe (ArgoCap). APC mode was 20W, precise mode. 
Feasibility, Clinical success and satisfaction with the examination was assessed. 
Additionnally clinical data on reflux symptoms before and after treatment in 
short time surveillance, complications and adverse events were assessed.
Results  APC therapy using the ArgoCap was feasible and technically successful 
in 100 % of all cases. No complications or adverse events were reported. The 
investigators rated the cap's use as easy to perform.
Conclusions  Precise APC therapy using the ArgoCap in the esophagus is fea-
sible and easy to perform for treatment of gastric inlet patches. Further studies 
are mandatory to analyse the impact on clinical long-term success of the ther-
apy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We evaluated the relationship between Helicobacter pylori (HP) gastritis, 
Gastroesophageal reflux disease (GERD), and serum vitamin B12 levels in pa-
tients undergoing upper gastrointestinal endoscopy for dyspeptic symptoms, 
since the available literature is conflicting. We also looked at the cross-country 
variations in this regard between Türkiye and India.
Methods  This multicenter, retrospective study included patients who under-
went endoscopy between December 2024 – November 2025 for dyspeptic 
symptoms. Demographic, laboratory, and endoscopic findings were collected. 
HP infection was diagnosed by gastric biopsy or rapid urease test. Data from 
tertiary centers, one from Türkiye and one from India were used. Categorical 
variables were compared using the Chi-square or Fisher’s exact test, and con-
tinuous variables using the independent t-test or Mann–Whitney U test.
Results  1. Baseline Characteristics: Among 500 patients, 275 (55 %) were male, 
with a mean age of 47.5 ± 14 years. Gender distribution was similar between 
countries (p = 0.141).
2. Prevalence of HP Gastritis and Gastric Involvement: HP gastritis was detect-
ed in 336 (67.2 %) patients, slightly higher than previously reported [1]. HP 
prevalence was significantly greater in India (76 % vs. 62.1 %; p = 0.001). Intes-
tinal metaplasia was present in 16.7 % of the 300 biopsied patients. Pattern of 
gastric involvement; antral in 404 (80.8 %), antral-predominant in 34 (6.8 %), 
corpus involvement was in 62 (12.4 %) patients. HP gastritis was more frequent 
in men (p = 0.004) and in individuals < 60 years (p = 0.011).
3. Endoscopic Findings: Endoscopic hyperemia, erosions, atrophy, ulcers, nod-
ularity, and duodenitis were all significantly associated with HP infection (all 
p < 0.05). Hiatal Hernia (HH) was seen in 37 (7.4 %) patients. HH was more 
frequent in Indian patients (p < 0.001).
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▶Table 1	 

Parameter HP ( + ) HP (-) p-value Türkiye India p-value

HP prevalence, % 67.2 32.8 62.1 76 0.001

GERD, n ( %) 99(29.5) 67(40.9) 0.011 104(39.8) 23(11.5)  < 0.001

Corpus, n ( %) 47(14) 15(9.1) 0.123 36(13.8) 21(10.5) 0.287

Antral predominant, n ( %) 30(8.9) 4(2.4) 0.007 4(1.5) 29(14.5)  < 0.001

Antrum, n ( %) 259(77.1) 145(88.4) 0.003 221(84.7) 150(75) 0.009

Ulcers, n ( %) 38(11.3) 9(5.5) 0.036 24(9.2) 22(11) 0.522

B12 deficiency, n ( %) 
(404/372)

84(30.4) 12(9.4)  < 0.001 9(5.2) 83(41.5)  < 0.001

4. GERD: GERD was diagnosed in 166 (33.2 %), and was less common in HP-pos-
itive individuals (29.5 % vs. 40.9 %; OR 0.605, 95 % CI 0.401–0.893; p = 0.011) 
similar to a recent study [2]. GERD was more frequent in patients with corpus 
involvement (p = 0.007). GERD was more common in Türkiye (39.8 % vs. 11.5 %; 
p < 0.001).
5. Vitamin B12 Levels and Deficiency: Mean vitamin B12 levels were significant-
ly lower in HP-positive patients (334 ± 193 vs. 418 ± 198 ng/L; p < 0.001). Vita-
min B12 deficiency was more frequent in HP-positive patients (30.4 % vs. 9.4 %; 
p < 0.001), consistent with prior reports [3–5]. Serum B12 deficiency was mark-
edly higher in India (41.5 % vs. 5.2 %; p < 0.001). Hemoglobin levels were similar 
across all groups. Serum B12 levels were lower in HP-positive Turkish patients, 
but the deficiency was lesser than in Indian patients.
Factors associated with B12 deficiency: More common with corpus involvement 
(p = 0.023)
The key findings of the study have been summarised in the ▶Table 1.
Conclusions  In this cross-country study, Helicobacter pylori infection was 
highly prevalent in dyspeptic patients and consistently associated with endo-
scopic abnormalities. Although GERD was common overall, it was less frequent 
in HP-positive patients, suggesting a protective effect in both groups studied. 
HP-positive patients have lower vitamin B12 levels, particularly with corpus-pre-
dominant gastritis. These findings highlight the need to consider both nutri-
tional impact and reflux patterns when managing HP gastritis across different 
populations.
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Aims/Purpose: Guidelines recommend treating benign gastric outlet obstruc-
tion with serial balloon dilations. However, dilation has usually a transient effect. 
Self-expanding metal stent (SEMS) placement is a valid alternative, but the rate 
of migration is high, especially when the stenosis is short. We present a case of 
a prepyloric stenosis from caustic ingestion treated by balloon dilation followed 
by lumen-apposing metal stent (LAMS) placement during the same session.
Methods:Three months after caustic ingestion, a 66 year old patient developed 
a gastric outlet obstruction syndrome. EGD showed a stomach filled by solid/
liquid contents and a tight, prepyloric stenosis. After prolonged starving and 
drainage by naso-gastric tube, EGD was repeated, and confirmed the prepyloric 
stricture, which allowed only the passage of a guidewire-assisted catheter. 
Contrast injection and fluoroscopy showed that the length of the stenosis was 
about 10 mm. A wire and balloon were advanced and pneumatic dilation up to 
15 mm was performed with good effect. Subsequently, we decided to deploy 
a 15x10 mm LAMS through the dilated stricture and was anchored to the sur-
rounding gastric mucosa by application of two metallic clips. The scope was 
then able to be passed easily into the duodenum.
Results:We observed almost immediate symptom resolution and the patient 
was able to tolerate a liquid diet from day 1 and a solid diet from day 3. No 
further episodes of vomiting occurred. On follow-up contrast radiography after 
48 hours, smooth gastric contrast emptying into the duodenum through the 
prepyloric stent was observed. Follow up EGD was performed after one week 
and the LAMS was correctly in place and easily passable with the endoscope.
Conclusion: LAMS placement is being performed for an increasing number of 
clinical benign and malignant conditions. Our clinical case describing an off-la-
bel use of LAMS suggests that this type of stent may be a valuable option for a 
benign short stricture due to its short length and wide flanges, which could 
reduce the risk of migration.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
The authors present a case of a 61-year-old male with alcohol-related cirrhosis, 
Child A, and large esophageal varices. Laboratory tests revealed thrombocyto-
penia (28,000/µL), prolonged prothrombin time (19.1 seconds), and fibrinogen 
of 99 mg/dL. Surveillance contrast-enhanced CT identified a 17 mm lesion in 
the pancreatic tail showing arterial contrast uptake. EUS-guided biopsy revealed 
a grade 1 pancreatic neuroendocrine tumor (pNET). Given the high surgical 
risk, a multidisciplinary team proposed EUS-guided radiofrequency ablation 
(RFA). During the procedure, after precise positioning of a 19G needle within 
the target lesion, 3 overlapping ablation applications were performed. Imme-
diate intra-procedural imaging showed complete loss of contrast enhancement 
[1, 2].
EUS-RFA is an effective minimally invasive option for pNETs, mainly in high-risk 
patients.
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Aims  1) Evaluate the effectiveness of snare tip Coagulation Spray in the treat-
ment of radiation proctopathy.
2) Evaluate adverse events (AEs) related to the procedure, including pain, bleed-
ing, and strictures, and the number of sessions required to achieve clinical ef-
fectiveness.
Methods  This retrospective study was conducted at Instituto do Câncer do 
Estado de São Paulo between January and December 2024.
Inclusion criteria were patients over 18 years old with a confirmed diagnosis of 
chronic radiation proctopathy and rectal bleeding.
Exclusion criteria included severe coagulopathies, inadequate bowel prepara-
tion, or incomplete data.
Data were obtained from electronic medical records. Technical success was 
defined as achieving complete hemostasis without the need for additional 
techniques. Clinical efficacy was determined by the absence of bleeding with-
in 30 days after the procedure. Adverse events were categorized as early ( ≤ 48 
hours) or late ( > 48 hours).
Results  Eighteen patients were included. The total number of sessions was 32. 
Two patients died due to oncological comorbidities. Of the 16 patients analyz-
ed, 7 patients (43.8 %) underwent two sessions, 6 patients (37.5 %) one session, 
2 patients (12.5 %) three sessions, and 1 patient (6.2 %) received four sessions 
to achieve complete hemostasis.
Technical success was 100 %, and clinical success was 87,5 %. Non-adverse 
events were recorded.
Conclusions  Non-contact monopolar coagulation spray using a snare tip, is a 
safe and effective treatment for chronic radiation proctopathy. With a high 
technical and clinical success rate and an absence of associated adverse events. 

Coagulation Spray represents a viable and economical alternative to argon 
plasma coagulation, especially in resource-limited settings [1–5].
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Abstract Text
Between 50–80 % of patients with Systemic Sclerosis (SSc) develop gastric in-
volvement, with gastroparesis being a common manifestation. We report a 
36-year-old woman with SSc presenting with early satiety, postprandial vom-
iting, and significant weight loss. Endoscopy was normal, but contrast studies 
and gastric scintigraphy confirmed severe delayed gastric emptying. Dietary 
measures and optimized prokinetic therapy provided no relief. Due to refrac-
tory symptoms, G-POEM was performed under deep sedation. The procedure 
included a 15-mm mucosotomy, creation of a submucosal tunnel, pyloromy-
otomy, and closure with TTS clips, without complications. The patient was 
discharged after 48 hours and demonstrated sustained symptom resolution at 
12 months. This case highlights G-POEM as a feasible therapeutic option for 
SSc-related gastroparesis [1–3].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/d6aa5df7-ab75-4e03-aa26-42948cce1d99/Uploads/19978_G_
POEM %20.mp4
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eP222  Primary Gastric Melanoma Presenting as a 
Subepithelial Tumor: A Rare Case Report
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Background:  Primary gastric melanoma (PGM) is extremely rare and often 
presents with non-specific gastrointestinal symptoms or incidental findings. 
Because there are no standardized diagnostic guidelines, confirmation by his-
topathology and exclusion of an extra-gastric primary site are essential.
Case presentation:  A 33-year-old woman was referred for evaluation of a 4-cm 
mucosal elevation at the gastric antrum, initially suspected to be a subepithe-
lial lesion. Endoscopy revealed an oval bulge with positive tenting and rolling 
signs and a negative cushion sign. Contrast-enhanced abdominal CT revealed 
a 3.7-cm, well-circumscribed, heterogeneously enhancing mass with preserved 
mucosa. Endoscopic ultrasonography revealed a 3.38 × 2.14-cm hypoechoic, 
heterogeneous lesion with irregular margins arising from the muscularis pro-
pria. Under a presumptive diagnosis of gastrointestinal stromal tumor, a lapa-
roscopic antrectomy with Billroth-II reconstruction was performed. Histolog-
ical examination revealed rhabdoid, epithelioid, and spindle cell components 
with scattered melanin pigments. Immunohistochemistry demonstrated 
positivity for HMB-45, Melan-A, PRAME, and cathepsin and negativity for S-100 
and SOX-10, confirming malignant melanoma. Next-generation sequencing 
revealed the absence of driver mutations. Dermatological evaluation, including 
biopsy of a benign nevus, and whole-body 18F-FDG PET/CT excluded cutaneous 
or other primary origins and demonstrated no metastasis. A diagnosis of pri-
mary gastric melanoma was established. The patient recovered uneventfully 
and was followed up without adjuvant therapy.
Conclusion:  PGM can mimic gastric subepithelial lesions on endoscopy and 
EUS, potentially leading to misdiagnosis as gastrointestinal stromal tumors. 
Awareness of this rare entity, along with careful use of histopathology and 
immunohistochemistry, is crucial for accurate diagnosis and appropriate sur-
gical management.
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Aims  Endoscopic retrograde appendicitis therapy (ERAT) is a minimally inva-
sive treatment for appendicitis, widely practiced in China. Clarifying the learn-
ing curve, especially among endoscopists with varying endoscopic experience, 
including endoscopic retrograde cholangiopancreatography (ERCP) skills, is 
essential for its broader adoption. This study aimed to determine the number 
of cases required to achieve procedural proficiency across different experience 
levels, as well as to examine the disparities in technical success rates and clini-
cal outcomes.
Methods  In this multicenter retrospective study, 655 consecutive patients 
who had undergone ERAT from October 2021 to March 2024 were analyzed. 
All ERAT procedures were performed by nine trainees from three hospitals, 
categorized into novice, non-ERCP experience, and ERCP experience groups. 
Outcomes included technical/clinical success, procedure time, pain, recurrence, 
length of stay, and adverse events. Learning curves were evaluated with CUSUM 
based on procedure time.
Results  Technical and clinical outcomes improved with increasing experience 
in all groups. Proficiency occurred at the 31st case in the ERCP group, the 55th 
in the non-ERCP group, and the 59th in novices. The ERCP group had the high-
est technical (99.1 %) and clinical (94.4 %) success (P = 0.023; 0.093), the short-
est mean procedure time (20.9 min; P < 0.001), and the lowest recurrence 

(P < 0.001). Complication rates, including intraoperative and postoperative 
adverse events, were low and similar across groups (0.8 %–2.6 %, P > 0.05). 
Postoperative pain and hospital stay decreased with experience (P < 0.001).
Conclusions  Endoscopists with extensive prior endoscopic experience, par-
ticularly in ERCP, achieve proficiency in ERAT more rapidly. Structured training 
programs tailored to different experience levels are essential to support the 
safe and effective global implementation of ERAT.
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Recurrent Gastric Cancer: A Rare Diagnostic Pitfall
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Background:  Gastrointestinal actinomycosis is rare, difficult to recognize, and 
often mimics malignancy. Gastric involvement is exceptional and is described 
in only a small number of reports [1–4]. Postoperative sites, such as gastric 
anastomoses, are particularly susceptible to Actinomyces infection due to al-
tered mucosal integrity [5].
Case Presentation:  A 76-year-old man with a history of gastric cancer treated 
surgically and with chemotherapy more than five years earlier, considered 
cured, underwent routine endoscopic surveillance. Endoscopy revealed a nor-
mal esophagus and loops, but the laterolateral gastric anastomosis showed 
irregular, ulcerated, infiltrative lesions with yellowish exudates, raising strong 
suspicion of tumor recurrence. Multiple biopsies were taken.
Histopathology demonstrated foveolar hyperplasia, ulceration, intestinal meta-
plasia, granulation tissue, mixed inflammatory infiltrate, and Helicobacter 
pylori. Critically, Actinomyces colonies were identified on one fragment, with 
no dysplasia or malignancy. Findings were diagnostic of anastomotic actino-
mycosis.
Management and Outcome:  The patient received standard therapy consist-
ing of high-dose intravenous penicillin, followed by prolonged oral amoxicillin, 
as recommended for gastrointestinal actinomycosis [1]. Endoscopic follow-up 
showed complete healing of anastomotic lesions. Persistent H. pylori infection 
was treated subsequently with eradication therapy.
Discussion:  Actinomycosis can masquerade as malignancy due to its infiltra-
tive pattern, fibrosis, ulceration, and the presence of sulfur granules. Several 
gastric cases initially suspected as cancer were later reclassified as actinomy-
cosis on biopsy [2–4]. Anastomotic involvement is documented in postopera-
tive infections and requires prolonged penicillin-based therapy [5]. Early rec-
ognition avoids unnecessary oncologic interventions.
Conclusion:  Anastomotic actinomycosis is an important differential diagnosis 
for suspicious anastomotic lesions in patients with prior gastric cancer. Histo-
pathology is essential for accurate diagnosis, and penicillin-based therapy en-
sures excellent outcomes.
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for Intra-gallbladder Stenosis: The First Clinical 
Practice
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Abstract Text
Endoscopic Radial Incision and Cutting (ERIC) has been widely used in the man-
agement of benign gastrointestinal and anastomotic stricture [1, 2]. However, 
there is no report of ERIC treating intra-gallbladder stenosis yet. Gallbladder 
stenosis may be encountered, in pace with the application of various methods 
for gallbladder-preserving managements. Herein, the stenosis was complete-
ly resolved via ERIC, thereby facilitating gallbladder stones removal afterwards.
A 28-year-old female presented with a several-year history of intermittent up-
per abdominal pain. The patient was diagnosed with gallstones, that cholan-
gioresonance imaging revealed a gourd-shaped gallbladder containing multi-
ple stones in both chambers (Figure 1a). Although cholecystectomy was 
recommended at the local hospital, she declined and was subsequently trans-
ferred to our department for gallbladder-preserving cholelithotomy via natural 
orifice transluminal endoscopic surgery (Video 1).
The procedure was initiated via a transrectal approach to access the abdominal 
cavity. A gourd-shaped gallbladder was identified (Figure 1b). Intraluminal 
examination revealed significant stenosis with cicatricial mucosal changes  
(Figure 1c). ERIC was then performed using an IT knife to incise the stricture, 
allowing adequate passage of the endoscope (Figure 1d). This was followed by 
complete removal of all distal stones. Following thorough irrigation of the 
gallbladder cavity, which confirmed the absence of residual calculi (Figure 1e), 
both the gallbladder and intestinal access sites were securely closed with en-
doclips. No intraoperative and postoperative adverse event was observed. On 
three-month follow-up, an abdominal computed tomography (CT) demon-
strated significantly improvement in gallbladder morphology (Figure 1f).
In this case, we demonstrate the feasibility and efficacy of ERIC for treating 
intra-gallbladder stenosis. Moreover, ERIC resolved intra-gallbladder stenosis, 
consequently reducing the recurrence of gallstones. This study highlights the 
potential for further exploration and application in similar cases.
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Problem to solve  stricture after esophageal endoscopic submucosal dissec-
tion
Innovation  A new device (micro hole balloon) enabling safer, more efficient 
local triamcinolone(TA) injection in less time.

Results  [Method] This study included 85 patients who underwent endoscop-
ic submucosal dissection (ESD) for esophageal cancer with local TA injection at 
a single high-volume center between January 2021 and August 2025. Exclusion 
criteria were as follows: history of esophageal surgery (5 cases), additional 
surgical resection after endoscopic treatment (4 cases), residual recurrence 
after photodynamic therapy, ESD, and chemoradiotherapy (6 cases), and in-
complete follow-up(3 cases). A comparative analysis was performed between 
45 cases treated with a local injection needle from January 2021 to February 
2024 and 22 cases treated with a micro-hole balloon from March 2024 to Au-
gust 2025. [Result] Lesion localization was in the cervical or upper thoracic 
esophagus in 17 cases (25.6 %). Circumference of the post-resection ulcer was 
greater than or equal to 3/4 in 57 cases (85.1 %), and circumferential resection 
were performed in 8 cases (11.9 %). The median tumor size was 52 mm. Muscle 
layer injury was observed in 21 cases (31.3 %) during ESD. Oral steroid admin-
istration was combined in 39 cases (58.2 %), and stenosis was observed in 14 
cases (20.9 %). No significant differences were observed between the needle 
injection and balloon injection groups in patient characteristics such as tumor 
location (localized/circumferential), tumor length, malignancy grade, or mus-
cle layer injury. Oral steroid administration tended to be less frequent in the 
balloon group, but this difference was not statistically significant (64.4 % vs. 
45.5 %: P = 0.189). Procedure time was significantly shorter in the balloon group 
(310 sec vs. 69 sec: P < 0.01). Both the stenosis rate (28.9 % vs. 4.5 %: P = 0.025) 
and the number of balloon dilation required to achieve stenosis (9 vs. 4: 
P = 0.012) were significantly lower in the balloon group. No complication was 
observed in TA injection in the balloon group.
Conclusions  The micro hole balloon is considered a highly useful device, en-
abling safe, efficient, and rapid administration of TA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To analyse impact of nurse specialist utilization in quality improvement 
of ERCP service
Methods  1640 ERCPs were reviewed from our prospective database between 
2022 and 2025. Standard KPIs were calculated and complications were noted 
from the database collected by ERCP nurse specialist. The results then were 
compared with KPIs published by ESGE, BSG and JAG guide to quality and safe-
ty standards [1, 2].
Results  Our nurse specialist followed and maintained database of 98 % 
(2024/25) , 95 % ( 2023/24) and 75 % ( 2022/23) of ERCP procedures done in 
last 3 years. Out of total 1640 ERCPs , 60 % of procedures ( n = 981) were per-
formed for patients out of our hospital and 6 % of procedures were done under 
GA in endoscopy department.
Our CBD canulation ( 88.5 %, 89.9 % and 90.5 % in serial studied years) and stone 
clearance ( 74 to 84.4 % in serial studied years) rates achieved the standard 
recommended KPIs. Also post ERCP pancreatitis (5.5 %) , bleeding (0.63 %) , 
cholangitis (3.5 %) , perforation (0.27 %) ,mortality (0.48 %) (1) and overall com-
plication in 5.6 % of patients fulfilled the recommended KPIs.
Conclusions  More than half of ERCPs performed in our hospital were external 
referrals. Presence of a dedicated nurse specialist in our department ensured 
timely triage, pre-assessments and meticulous post-procedural follow-ups, 
especially for out of hospital patients. Continuous monitoring of KPIs from the 
database, maintained by nurse specialist in accordance with international 

S497



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

guidelines, helped in quality improvement and better service delivery to the 
patients.
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Aims  ERCP is increasingly being performed in older adults but there is limited 
data on its technical success and procedure-related adverse events across dif-
ferent age strata. In this systematic review and meta-analysis, we aimed to 
synthesize the available evidence on ERCP outcomes stratified by age groups 
( < 65, 65–79, 80–89, ≥ 90 years).
Methods  A comprehensive literature search was performed using OVID MED-
LINE, EMBASE, and the Cochrane Library from database inception to October 
2025. Studies were included if they enrolled patients aged ≥ 65 years who un-
derwent diagnostic or therapeutic ERCP. Outcomes included technical success, 
major procedural adverse events (e.g. post-ERCP pancreatitis (PEP), bleeding, 
perforation, cholangitis, cardiopulmonary complications), length of stay, and 
mortality. Study-level proportions were pooled using a random-effects me-
ta-analysis with Freeman–Tukey double arcsine transformation and inverse-var-
iance weighting. Heterogeneity was assessed using the I² statistic, and sub-
group differences across four predefined age strata were evaluated using the 
Chi-square test.
Results  Fifty-two studies (n = 26,926) were included in this review. The pooled 
estimate for technical success was 92 % (95 % CI 91-94 %, I² = 95 %). By age sub-
groups, technical success was 95 % (95 % CI 93-97 %) for < 65, 91 % (88-94 %) for 
65–79, 91 % (88-94 %) for 80–89, and 87 % (79-94 %) for ≥ 90, with significant 
subgroup differences (p = 0.01). Across included studies, the pooled proportion 
of any adverse event after ERCP was 9.0 % (95 % CI 7.0–10.0 %; I² ≈ 89 %) with 
no statistically significant subgroup differences (p = 0.36). The pooled estimate 
for PEP 3.0 % (95 % CI 3.0-4.0 %; I² = 81 %) and for cardiopulmonary complica-
tions was 1.0 % (1.0-2.0 %, I2 = 81 %). There were statistically significant differ-
ences between subgroups, with elderly patients having lower rates of PEP 
(p = 0.01) and higher rates of cardiopulmonary complications (p = 0.002). Oth-
er pooled estimates were: 2.0 % (1.0-2.0 %; I² = 61 %) for bleeding, 0.0 % (0.0-
0.1 %; I² = 21 %) for perforation, and 1.0 % (1.0-1.0 %; I² = 66 %) for cholangitis, 
with no statistically significant subgroup differences. The pooled length of 
hospital stay was 10.53 days (95 % CI 8.38–12.67; I² ≈ 100 %). Subgroup pooled 
means were: < 65 years = 7.53 days (95 % CI 5.84–9.23), 65–79 years = 13.19 
days (9.05–17.33), 80–89 years = 7.63 days (3.58–11.69), and ≥ 90 years = 21.96 
days (11.91–32.01). Subgroup differences were statistically significant 
(p = 0.004). Overall mortality after ERCP was low at 1.0 % (95 % CI 0.0–1.0 %; 
I² = 84.3 %). By age subgroups, mortality was 0.0 % (0.0–0.1 %) for < 65 years, 
1.0 % (0.0–1 %) for 65–79 years, 1.0 % (0.0–0.1 %) for 80–89 years, and 4 % 

(1–8 %) for ≥ 90 years. The test for subgroup differences was significant 
(p = 0.0008).
Conclusions  Older age is associated with lower technical success, although 
the overall rate of technical success remains relatively high. Age is also associ-
ated with increased risk of cardiopulmonary complications, longer hospital 
stay, and higher mortality, especially among patients ≥ 90 years. Conversely, 
the risk of PEP is consistently lower among older patients. These findings high-
light the importance of careful patient selection, individualized risk assessment, 
and meticulous preoperative optimization to enhance the safety and efficacy 
of ERCP in the elderly population. Future studies should specifically focus on 
patient-oriented outcomes in the elderly population undergoing ERCP.
Conflicts of Interest  Dr. Jeffrey Mosko received research support from Boston 
Scientific and ERBE, and speaker honouraria and consulting fees from Boston 
Scientific, ERBE, Fuji, Medtronic, Pendopharm, and Steris.
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Aims  ERCP is being increasingly performed in elderly patients. Clinical deci-
sion-making for ERCP in very old patients ( ≥ 90 years) requires comparative 
analysis of the procedural success and procedural adverse events compared to 
younger old adults (65-89 years). In this study, we compared procedural suc-
cess, periprocedural adverse events, mortality, and length of hospitalization 
between patients aged ≥ 90 years and those aged 65–89 years as a reference 
group.
Methods  A comprehensive literature search was performed using OVID MED-
LINE, EMBASE, and the Cochrane Library from database inception to October 
2025. Studies were included if they enrolled patients aged ≥ 65 years who un-
derwent diagnostic or therapeutic ERCP. Outcomes of interest included tech-
nical success, major procedural adverse events (post-ERCP pancreatitis (PEP), 
bleeding, perforation, cholangitis, cardiopulmonary complications), length of 
stay, and mortality. We pooled head-to-head data from studies reporting out-
comes separately for ≥ 90 and 65–89-year cohorts. Random-effects meta-anal-
ysis (inverse-variance) was used to calculate pooled relative risk (RR) ratios for 
dichotomous outcomes and mean difference for continuous outcomes.
Results  Nine studies compared outcomes between patients aged ≥ 90 years 
(n = 642) and those aged 65–89 years (n = 3,878). There was no statistically 
significant difference in technical success between the ≥ 90-year and 65–89-
year groups (RR 0.95, 95 % CI 0.90–1.01; I² = 81 %; p = 0.08). Similarly, no sig-
nificant differences were observed in peri- or post-procedural adverse events, 
including bleeding (RR 1.43, 95 % CI 0.75–2.75; I² = 0 %; p = 0.28), PEP (RR 0.70, 
95 % CI 0.39–1.24; I² = 0 %; p = 0.23), perforation (RR 2.88, 95 % CI 0.92–9.07; 
I² = 0 %; p = 0.07), or cardiopulmonary complications (RR 2.60, 95 % CI 0.95–
7.12; I² = 42 %; p = 0.06). However, the mean length of hospital stay was signif-
icantly longer among nonagenarians compared to those aged 65–89 years 
(mean difference = 7.44 days, 95 % CI 5.21–9.66; I² = 0 %; p < 0.001). Mortality 
was also significantly higher in the ≥ 90-year group (RR 3.39, 95 % CI 2.16–5.30; 
I² = 5 %; p < 0.001).
Conclusions  ERCP demonstrates comparable technical success and rates of 
periprocedural adverse events in patients aged ≥ 90 years and those aged 
65–89 years. However, nonagenarians experience significantly longer hospital 
stays and higher post-ERCP mortality. These findings highlight the importance 
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of thorough pre-procedural evaluation, individualized risk stratification, and 
enhanced post-procedural monitoring and discharge planning to optimize 
safety and outcomes in very elderly patients undergoing ERCP. Research focus-
ing on patient-outcomes in the elderly undergoing advanced procedures is 
warranted.
Conflicts of Interest  Dr. Jeffrey Mosko received research support from Boston 
Scientific and ERBE, and speaker honouraria and consulting fees from Boston 
Scientific, ERBE, Fuji, Medtronic, Pendopharm, and Steris.
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Aims  Biodegradable stent (BDS) represents a promising alternative to conven-
tional plastic stents in Endoscopic Retrograde Cholangiopancreatography 
(ERCP) that may reduce repeat procedure, cost, and environmental impact. 
This study evaluated technical success, clinical outcomes, cost, and carbon 
footprint associated with BDS use across biliary and pancreatic indications in a 
real world, single center setting.

Methods  We conducted a 5-year retrospective review of ERCPs with BDS from 
October 2020 to October 2025, evaluating indications, procedural success, 
and clinical outcomes along with cost and estimated carbon footprint (5 kg-
CO₂e/procedure).
Results  In 152 patients (biliary 78, pancreatic 74) biodegradable stent place-
ment achieved 100 % (152/152) technical success with full fluoroscopic visibil-
ity. For biliary cases, the primary indication was post-cholecystectomy bile leak 
(57/78,73 %) with 96.5 % (55/57) resolution. Minor indications included bridge 
to cholecystectomy (10/78), CBD strictures (4/78), edematous ampulla (1/78), 
gallbladder perforation (1/78), and unexplained biliary dilatation (1/78), all 
achieving 100 % clinical success, with cholangitis prevention in 75 % (3/4) of 
cases.
Pancreatic intervention was mainly for post ERCP pancreatitis prophylaxis 
(71/74; 96 %) with (55/71; 77.5 %) success rate, and 2.8 % (2/71) mortality due 
to severe pancreatitis.Rare cases of duct dysfunction (2/2) and stricture (1/1) 
achieved 100 % success.
Total cost savings were estimated at £101,021 by avoiding 74 abdominal X-rays, 
some of which may have required an OGD, and 78 ERCPs for stent removal, 
resulting in an estimated carbon footprint reduction of 649 kg CO₂e.
Conclusions  Biodegradable biliary and pancreatic stents deliver a safe and 
effective ERCP with excellent outcomes, lower healthcare cost and offers a tru-
ly patient centred and environmentally sustainable approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims Background:  According to the Revised Atlanta classification [1], walled-
off pancreatic necrosis (WOPN) is a mature, encapsulated necrotic collection 
that develops ≥ 4 weeks after necrotizing acute pancreatitis (AP), occurring in 
1 %–9 % of cases overall and up to 15 % of cases of severe AP.

Aim:  To analyze the body composition of these patients with different tools 
available at our Institute.
Methods  We collected demographic and anthropometric data—including 
weight, height, body mass index (BMI), Bioelectrical Impedance Analysis (BIA), 
hand-grip strength (dynamometry,) and the Malnutrition Universal Screening 
Tool (MUST)—from 64 patients treated for WOPN at our Institute between May 
2022 and November 2025, retrospectively. These measures were used to eval-
uate body composition and malnutrition risk. Two groups were formed based 
on treatment type: endoscopic ultrasound (EUS)-guided lumen-apposing met-
al stent (LAMS) insertion (n = 42) versus conservative (n = 22).
Results  Among the 64 patients, 41 (64.06 %) were male (28 (66.67 %) and 13 
(59.09 %) in the intervention and the conservative group, respectively). The 
median age was 54.5 years (56.5 and 50.5 years, respectively). BIA was per-
formed in 21 LAMS (50 %) and 12 conservatively treated patients (54 %). The 
mean extracellular water (ECW) ratio was 0.396 in the LAMS group and 0.388 
in the conservative group, respectively (67 % of LAMS patients and 50 % of con-
servative patients had a high ECW ratio). These elevated ECW ratios, due to 
fluid collections, substantially distorted BIA-derived muscle parameters (FFMI, 
SMI, and skeletal muscle mass), indicating that BIA is not a reliable method for 
assessing body composition in WOPN patients. Hand-grip strength was as-
sessed in 11 LAMS patients: 82 % (n = 9) showed weak grip strength, and 18 % 
normal values. In contrast, among 16 conservatively treated patients, only 31 % 
(n = 5) showed weak grip strength, while 44 % (n = 7) had normal and 25 % (n = 4) 
strong measurements. MUST scores indicated higher malnutrition risk in the 
LAMS group (n = 32): 41 % low, 13 % moderate, and 47 % high risk. In the con-
servative group (n = 21), the majority had low risk (76 %), while only 10 % and 
14 % were classified as moderate and high risk, respectively. Overall, LAMS pa-
tients demonstrated poorer general condition, weaker muscle strength, and 
higher malnutrition risk, likely related to longer hospitalization and greater 
weight loss from impaired oral intake
Conclusions  Nutritional monitoring in WOPN—especially in interventional 
(LAMS) patients—is crucial due to their high risk of malnutrition and sarcopenia. 
As BIA results are confounded by fluid collections, CT-based body composition 
assessment is more reliable. Optimal care requires a multidisciplinary team 
comprising physiotherapists, dietitians, and psychologists; future randomized 
studies are needed to refine management strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Walled-off pancreatic necrosis (WOPN) is a complication of acute pan-
creatitis that often requires endoscopic intervention for drainage and necro-
sectomy. The choice of stent type for endoscopic drainage remains debated, 
with double-pigtail plastic stents and lumen-apposing metal stents (LAMS) 
being the most commonly used options.
The aim of our study was to evaluate the efficacy and safety of endoscopic 
drainage in the management of walled-off pancreatic necrosis (WOPN) in our 
center
Methods  We conducted a single-center retrospective descriptive study in our 
gastroenterology, and interventional endoscopy department, including pa-
tients admitted for endoscopic drainage of symptomatic WOPN between 2019 
and 2025. Epidemiological, clinical, endoscopic, and outcome data were ana-
lyzed
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Results  Among the 63 patients followed for acute necrotizing pancreatitis, 
eleven developed a symptomatic WOPN, an incidence of 17,4 %. The mean age 
was 59 years (range :38-73). The sex ratio was 2,7 (M/F = 8/3). WOPN was a 
complication of biliary acute necrotizing pancreatitis of in 81.8 % of cases 
(N = 9), alcoholic in 9.1 % of cases (N = 1) and metabolic in 9.1 % of cases (N = 1).
All patients were symptomatic. Abdominal pain was the most common symp-
tom in all patients (N = 11), followed by vomiting (N = 7). Two patients reported 
significant weight loss. Eight patients had a complicated form: compression of 
a neighboring organ (N = 5), or infected WOPN (N = 3). The compression was 
either vascular (N = 4) causing segmental portal hypertension, or biliary (N = 1) 
with overt jaundice. The WOPN was single in 72.7 % of cases (N = 8). The location 
was in the pancreatic body, allowing access through the posterior gastric wall. 
The average size was 9,4 cm (range:4,7-20cm). During esophagogastroduo-
denoscopy or duodenoscopy, gastric stasis was noted in 2 patients, gastric 
mucosal bulging in 4 patients, and congestive gastric or bulbar mucosa in all 
patients. One patient had bulbar stenosis. Under endoscopic ultrasound (EUS), 
the WOPN had heterogeneous content with at least 30 % necrotic material in 
45.5 % of cases (N = 5), and more than 60 % in 18 % of cases (N = 2) .
All patients underwent drainage under endoscopic ultrasound guidance. The 
route was transgastric in all cases. A cystotome was used to create the gas-
tro-cystic fistula in all patients, followed by hydrostatic dilation in 4 patients.
Two double-pigtail plastic stents (7 Fr) were placed in seven patients, abiflanged 
metal stent in three patients. and a HOT AXIOS covered metal stent kit in one 
patient. Drainage was successful in all patients, with purulent fluid discharge 
in 5 patients and partial collapse of the WON under endoscopic ultrasound 
control. Regarding outcomes, one patient had persistent pain requiring two 
subsequent endoscopic necrosectomy sessions, three patients had disconnect-
ed pancreatic duct syndrome, requiring prolonged placement of plastic stents. 
The remaining patients had favorable outcomes with stent removal.
Conclusions  Endoscopic drainage of walled-off pancreatic necrosis (WOPN) 
is a safe and effective option, with a success rate of 100 % in our series. The use 
of endoscopy ultrasound improves procedural safety and patient selection. 
careful monitoring for complications remains essential to optimize outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Precut sphincterotomy is an essential access technique for selective bil-
iary cannulation in difficult endoscopic retrograde cholangiopancreatography 
(ERCP). It requires advanced endoscopic expertise and is usually reserved for 
experienced centers. Although its effectiveness is established, its use varies 
according to practice patterns and operator experience. The aim of this study 
was to evaluate the technical approach, success rate, and safety of precut 
sphincterotomy in our center.
Methods  We conducted a retrospective single-center study including all pa-
tients who underwent precut sphincterotomy between January 2019 and De-
cember 2025. Difficult cannulation was defined according to ESGE criteria ( ≥ 5 
minutes, ≥ 5 attempts, or repeated pancreatic cannulation). Demographic, 
clinical, anatomical, and procedural data were analyzed. Cannulation time was 
not systematically recorded.
Results  Among 825 ERCPs performed during the study period, 48 required 
precut sphincterotomy (5.8 %). The mean age was 68.1 years, and 58.3 % were 
female. Indications included malignant obstruction in 52 % (25/48) and chole-
docholithiasis in 43.7 % (21/48). The papilla was normal in 91.7 % and diverticu-
lar in ~8 %.

Techniques used included papillotomy (68.8 %), infundibulotomy (29.2 %), and 
transpancreatic precut (2.1 %). Additional sphincterotomy to extend the precut 
was required in 43.8 %.
Selective biliary cannulation was achieved using guidewire-assisted technique 
in 89.6 % and double-wire technique in 6.3 %. Two patients (4.1 %) had cannu-
lation failure, resulting in an overall success rate of 93.8 %. Precut success was 
similar for lithiasis and malignant indications (100 % vs 92 %, p = 0.49), suggest-
ing that the indication did not influence procedural success.
Post-ERCP pancreatitis occurred in 8.3 %. Three mild intraprocedural bleeding 
events (6.25 %) were controlled endoscopically, and one severe hemorrhage 
(2.1 %) corresponded to a post-ERCP episode of moderate hematemesis. The 
patient developed aspiration-induced respiratory distress during endoscopy, 
requiring ICU admission.One Stapfer type II perforation (2.1 %) was managed 
conservatively with antibiotics, monitoring, and CT evaluation. No patient re-
quired surgical intervention.
Conclusions  In our experience, precut sphincterotomy was required in 5.8 % 
of ERCPs and achieved a high success rate of 93.8 %, with an acceptable safety 
profile consistent with published data. This study supports the feasibility and 
effectiveness of precut sphincterotomy in difficult biliary access cases in an 
intermediate-volume center, highlighting the importance of technical expertise 
and close post-procedural monitoring.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate size measurement of colorectal polyps is important for planning 
polyp resection and post-polypectomy surveillance. This study evaluated a 
through-the-scope laser-based probe for polyp size measurement during co-
lonoscopies.
Methods  A prospective pilot study was conducted at CHUM in which polyps 
in enrolled patients were attempted to be measured with a laser-based probe. 
The primary outcome was the accuracy of laser-based polyp measurements, 
assessed as mean bias using microscopic sizing as the reference. Secondary 
outcomes included agreement with the reference, technical success rate, rea-
sons for failed measurement, and per-polyp measurement time [1–5].
Results  Among 323 patients, laser-based measurement was attempted for 
237 polyps; 149 had a microscopic size measurement. The technical success 
rate of the laser-based probe was 40.9 % (97/237; 95 % CI, 34.6 %–47.5 %), with 
mean time per measurement of 1:35. Accounting for specimens that could not 
be resected en bloc for microscopic measurements, a total of 41/149 (27.5 %; 
95 % CI, 20.7 %–35.5 %) had paired laser-based and microscopy measurements 
for the primary analysis. Laser-based measurement demonstrated accurate 
sizing with minimal bias (–0.10 mm, 95 % CI –0.30 to 0.10; P = 0.328) and met 
the 0.4 mm non-inferiority margin. Agreement with the reference was high 
(ICC = 0.91; 95 % CI, 0.83–0.95), with near-perfect categorical concordance 
(kappa = 0.85) and 95.1 % accuracy (39/41; 95 % CI, 82.2–99.2). Bland–Altman 
limits of agreement ranged from –1.34 mm to 1.14 mm.
Conclusions   Laser-based measurement provided accurate polyp sizing when 
obtained. However, the technical success rate was limited by longer measure-
ment times and device issues.
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Aims  In recent years, there has been a growing demand for reducing discom-
fort during gastrointestinal endoscopy. In Japan, remimazolam, a new ul-
tra-short-acting benzodiazepine sedative, has been approved for insurance 
coverage, and its usefulness in promoting earlier awakening compared to con-
ventional midazolam has been reported. The purpose of this study was to ret-
rospectively compare the sedative effects, awakening and recovery times, and 
safety of midazolam (M group), remimazolam (R group), and propofol (P group) 
during lower gastrointestinal endoscopy at a single local private clinic. Addi-
tionally, we aimed to investigate whether early awakening facilitated by these 
sedatives contributed to a reduction in staff overtime hours.
Methods  This was a single-center, retrospective study. A total of 121 cases of 
lower gastrointestinal endoscopy performed at our clinic between September 
19, 2025, and November 7, 2025, were included. Patients were categorized 
into three groups based on the sedative used: M group, R group, and P group. 
We compared the sedative effect, the time from the end of the endoscopy to 
discharge from the recovery room, and the incidence of complications. Fur-
thermore, we compared staff overtime hours during the two-month periods 
of September-October 2022 (when midazolam was primarily used) and Sep-
tember-October 2025 (when remimazolam was increasingly utilized).
Results  A total of 121 cases were included, with examinations performed by 
three endoscopists. The M group consisted of 76 cases (mean age 65.0 years, 
44.7 % male), the R group 27 cases (mean age 56.4 years, 44.7 % male), and the 

P group 18 cases (mean age 49.7 years, 33.3 % male). The mean examination 
times were 12.5 minutes for the M group, 11.9 minutes for the R group, and 
13.7 minutes for the P group, with no significant difference observed among 
the three groups.
Regarding sedative effect, the proportion of patients who reported "no mem-
ory at all" was 100 % in the M group, 66.7 % in the R group, and 72.2 % in the P 
group. Those who reported "some memory" were 0 %, 33.3 %, and 27.8 %, re-
spectively. The M group showed a significantly stronger sedative effect com-
pared to both the R group and the P group (p < 0.05). No significant difference 
was found between the R group and the P group.
The mean time to discharge from the recovery room was 143.1 minutes for the 
M group, 18.0 minutes for the R group, and 12.7 minutes for the P group. The 
M group had a significantly longer recovery time compared to both the R group 
and the P group (p < 0.05). Furthermore, the R group also had a significantly 
longer recovery time compared to the P group (p < 0.05).
Regarding complications, one case of hypotension and vomiting was observed 
in the M group, and one case of hypotension in the P group. No complications 
were observed in the R group.
The average overtime hours for six staff members at our clinic were 541.5 
minutes in September-October 2022 and 438.5 minutes in September-October 
2025. Although there was a trend towards decreased overtime hours, no sta-
tistically significant difference was observed (p = 0.18).
Conclusions  The propofol group exhibited the shortest time to discharge from 
the recovery room. The remimazolam group demonstrated a significantly 
shorter recovery time than the midazolam group and could be used without 
complications. In terms of sedative effect, the midazolam group was superior. 
In the initial cases of remimazolam use in this study, some cases showed insuf-
ficient sedative effect, possibly due to initial unfamiliarity or dosage setting. 
However, its usefulness in promoting earlier awakening was suggested. Future 
challenges include increasing the number of cases, extending the period of use, 
and establishing optimal dosing for remimazolam. Although staff overtime 
hours showed a decreasing trend, a statistically significant difference was not 
observed, potentially due to factors such as an annual increase in the number 
of examinations.
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Introduction: Pancreatic melanoma is an extremely rare condition, especially 
those of unknown primary (MUP), accounting for about 2 % of visceral involve-
ment in melanomas.
Case Report: A 43-year-old man with a history of hypertension sought medical 
attention due to severe epigastric pain radiating to the back, nausea, postpran-
dial fullness, and urinary changes. Laboratory tests revealed elevated ferritin, 
erythrocyte sedimentation rate, blood glucose, C-reactive protein, and mild 
leukocytosis. Imaging studies identified a cystic lesion in the head of the pan-
creas, which had significantly increased in size from 11 mm in 2013 to 51x59x37 
mm at the current presentation. Endoscopic ultrasound (EUS) revealed a 
well-defined, hypoechoic, and homogeneous solid lesion, located in head to 
pancreas body transition, and a fine-needle biopsy guided by EUS (EUS-FNB) 
was performed. Histopathological and immunohistochemical analysis con-
firmed the diagnosis of small cells melanoma with neuroendocrine differenti-
ation. Dermatological evaluation and PET-CT did not identify any skin lesions, 
with uptake limited to the pancreas. Laparoscopy revealed hepatic and perito-
neal metastases, confirming metastatic melanoma.
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Discussion: This case highlights the diagnostic challenges of pancreatic mela-
noma, particularly in the absence of skin lesions, and emphasizes the impor-
tance of histopathological and immunohistochemical analysis via EUS for an 
accurate diagnosis. The rarity of primary pancreatic melanoma and the lack of 
definitive diagnostic criteria necessitate further research to better understand 
its pathogenesis and optimal management [1–13].
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Abstract Text
We report the case of a 50-year-old woman with long-standing, steroid-de-
pendent ulcerative colitis who received neoadjuvant chemotherapy followed 
by subtotal gastrectomy with Roux-en-Y reconstruction for gastric adenocar-
cinoma. After 4 weeks, she presented to the emergency department with 
abdominal pain and clinical sepsis; computed tomography (CT) demonstrated 
free intraperitoneal air with a large perianastomotic fluid collection. She un-
derwent re-operation for suspected anastomotic dehiscence, but no anasto-
motic or mural defect was identified intraoperatively. The postoperative course 
was complicated by laparotomy wound dehiscence with bile-stained secretions, 
managed with negative pressure wound therapy (NPWT). A subsequent CT 
scan with water-soluble oral contrast showed no extraluminal contrast leakage. 
Because symptoms and wound output persisted one month after the second 
surgery despite conservative management, endoscopic evaluation of the anas-
tomoses and duodenal stump was undertaken under general anesthesia using 
single-balloon enteroscopy (SBE) with CO₂ insufflation and continuous fluoro-
scopic guidance, permitting retrograde access to the duodenal stump via the 

afferent limb. On endoscopic inspection, two discrete defects, each approxi-
mately 8 mm, were identified at opposite edges of the stump suture line; en-
doluminal fluoroscopic contrast injection opacified both tracts, confirming an 
enterocutaneous fistulous communication. Margin preparation was performed 
with argon plasma coagulation (APC) in pulsed mode at 30 W. Fibrin glue was 
then delivered via a 23-gauge needle as submucosal injections in a multi-quad-
rant fashion around each orifice (2 mL per quadrant) and intratract, for a total 
of 20 mL. To maintain apposition and support re-epithelialization, six 11-mm 
through-the-scope (TTS) clips were placed across the defects. The procedure 
was uneventful. Drain output declined rapidly and reached zero within 72 hours; 
CT scan at day 7 showed no residual leakage. Oral intake was resumed on day 
8, NPWT was discontinued, and the patient was discharged without additional 
intervention. At 180-day follow-up, she remained asymptomatic with no re-
currence. In the setting of Roux-en-Y anatomy and late duodenal stump fistu-
la—where device delivery and effectiveness may limit conventional endoscop-
ic suturing systems, this combined SBE-guided approach (APC margin 
freshening, targeted submucosal and intratract fibrin sealant, and adjunctive 
TTS clipping) proved feasible, safe, and promptly effective. Patient selection is 
key: controlled sepsis and small-to-moderate defects favored success, allowing 
a minimally invasive rescue that may obviate re-operation while preserving the 
surgical reconstruction [1–4].
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Aims  Endoscopic palliation of malignant dysphagia related to cancer of the 
esophagus or gastroesophageal junction (GEJ) usually has been accomplished 
with esophageal stent placement. There is an emerging use of cryotherapy for 
palliation, although this is center and expertise dependent. We report a novel 
endoscopic palliation method using nitrous oxide cryoballoon ablation (CbA) 
for malignant dysphagia.
Background  Esophageal cancer commonly causes malignant dysphagia re-
quiring palliative endoscopic therapy. Liquid nitrogen spray cryoablation has 
been reported as a safe and effective modality for tumor debulking in advanced 
esophageal cancer, with low rates of serious adverse events. There is currently 
no data on the use of CbA palliation for malignant dysphagia. CbA can be used 
in situations where liquid nitrogen cannot be used such as when venting tube 
placement is not technically possible. We aimed to report on the dosing, effi-
cacy, and safety of CbA for esophageal cancer palliation in a multicenter cohort
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Methods  We performed a multicenter retrospective review of patients with 
inoperable esophageal or GEJ cancer who underwent endoscopic CbA for dys-
phagia palliation at five centers. All procedures utilized the C2 CryoBalloon 
Ablation System (Merit Medical Systems, South Jordan, UT). Data on key tech-
nical parameters were collected. 30-day adverse events were reported and 
classified by severity. Symptomatic efficacy was assessed by improvement in 
dysphagia after treatment.
Results  Twenty-two patients with mean age 67 [range 44 to 90], 85 % male) 
with inoperable cancer of the esophagus or gastroesophageal junction (46 
adenocarcinoma, 7 squamous cell carcinoma) underwent a total of 50 CbA 
sessions. Some of the patients were previously treated with esophageal stents. 
The C2 180 ° balloon was used in 31 cases, the focal balloon was used in the 
remainder. The dosing of the cryogen with the 180 ° balloon ranged from 0.7 
to 0.8mm/sec. The dosing for the focal balloon was 10sec x 2, 12sec x 1, 14sec 
x 1, and 14 x 3.
There were 2 procedure-related adverse events reported (4 %). There was 1 
incident of bleeding requiring endoscopic hemostasis, and 1 stricture requiring 
dilation. There was 1 death from pulmonary embolism and one transient is-
chemia attack, both deemed not related to the procedure. There were no per-
forations. There were two incidents of device malfunction (4 %). Follow-up data 
on dysphagia was available in 34 of the 50 procedures with improvement not-
ed in 31, no change in 2 patients and worsening in one patient. Some patients 
had dramatic improvement in dysphagia and luminal disease
Conclusions  Cryoballoon ablation is a safe and well-tolerated palliative ther-
apy for malignant obstruction of the esophagus and gastroesophageal junction. 
Procedure-related adverse events are uncommon. The results of this retrospec-
tive multicenter study will be useful for planning a prospective study to better 
define patient selection and longer-term response rates.
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Aims  Helicobacter pylori infection contributes to peptic ulcer disease and 
gastric cancer, making eradication crucial. However, standard therapy with a 
proton pump inhibitor (PPI) plus antibiotics has shown declining success rates. 
Tegoprazan is a novel potassium-competitive acid blocker (P-CAB) that pro-
ducing rapid, meal-independent and CYP2C19-genotype–independent acid 
suppression.
We performed a meta-analysis to compare the efficacy and safety of tego-
prazan-based regimens versus PPI-based regimens for H. pylori eradication
Methods  We systematically searched PubMed, Scopus, Cochrane Library and 
Web of Science. Eligible randomized and comparative studies evaluated tego-
prazan-based versus PPI-based regimens. The primary endpoint was inten-
tion-to-treat (ITT) eradication; secondary endpoint was overall adverse events 
(AEs). Random-effects meta-analysis pooled risk ratios (RR) with 95 % confi-
dence intervals (CI); heterogeneity was assessed with I². Prespecified subgroup 
analyses were by treatment regimen (triple, dual, other).
Results  Eleven studies met inclusion criteria. Eradication efficacy was equiva-
lent between groups (RR 1.01, 95 % CI 0.96–1.05, p = 0.77; I² = 0 %). Subgroups 
showed no effect modification: triple RR 1.00 (0.92–1.08; I² = 0 %), dual RR 1.02 
(0.93–1.12; I² = 0 %), other RR 1.01 (0.93–1.09; I² = 0 %). AEs were similar over-
all (RR 0.92, 0.82–1.03; p = 0.15; I² = 29.7 %, τ² = 0.01). By regimen, dual thera-
py favored tegoprazan with fewer AEs (RR 0.68, 0.53–0.89; I² = 0 %; p = 0.005), 
whereas triple (RR 0.93, 0.78–1.12; I² = 23.4 %) and other regimens (RR 1.02, 
0.87–1.19) showed no difference.

Conclusions  Tegoprazan-based regimens are non-inferior to PPI-based regi-
mens for ITT eradication, with highly consistent results across regimen types. 
Overall tolerability is at least comparable, and dual-therapy regimens demon-
strate significantly fewer AEs with tegoprazan. Tegoprazan is an effective, 
well-tolerated first-line alternative to PPIs.
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Aims  The Chicago Classification version 4 (CCv4) introduced stricter criteria 
for diagnosing Ineffective Esophageal Motility (IEM), raising the threshold 
to > 70 % ineffective swallows or ≥ 50 % failed peristalsis. This study aimed to 
evaluate the demographic, clinical, endoscopic, and manometric differences 
between patients who retained the diagnosis of IEM under CCv4 criteria and 
those who were declassified from the previous CCv3 definition
Methods  We conducted a retrospective study of patients undergoing 
High-Resolution Manometry (HRM) at a tertiary care center in Western India 
between September 2020 and April 2024. Patients meeting CCv3 criteria for 
IEM were included and re-evaluated using CCv4 criteria. The cohort was divid-
ed into two groups: Group 1 (Retained IEM as per CCv4) and Group 2 (Declas-
sified). We compared demographics, clinical symptoms, upper GI endoscopy 
findings, and HRM metrics—specifically analyzing failed versus weak swallows 
and peristaltic reserve—between the two groups [1, 2].
Results  Out of 101 patients meeting CCv3 IEM criteria, 80 (79 %) retained the 
diagnosis under CCv4 (Group 1), while 21 (21 %) were declassified (Group 2). 
There were no statistically significant differences between the groups regard-
ing age, gender, comorbidities, clinical symptoms (dysphagia, regurgitation, 
chest pain), or endoscopic findings (hiatal hernia, erosive esophagitis).Howev-
er, manometric profiles differed significantly. Group 1 had a significantly lower 
mean Distal Contractile Integral (DCI) compared to Group 2 (234.6 vs. 422.7 
mmHg · s · cm; p < 0.001). Notably, 64 % of Group 1 patients exhibited failed 
swallows, whereas Group 2 had zero failed swallows, presenting exclusively 
with weak swallows (p < 0.0001). Esophageal contraction reserve on multiple 
rapid swallows (MRS) was not significantly different between the groups 
(p = 0.114).
Conclusions  Application of CCv4 criteria declassified 21 % of patients previ-
ously diagnosed with IEM. While the new criteria did not correlate with distinct 
clinical or endoscopic presentations, they successfully identified a manomet-
rically severe subgroup characterized by lower DCI and the presence of failed 
contractions. Since failed swallows are associated with poorer bolus clearance, 
CCv4 appears to select for patients with more profound peristaltic dysfunction 
who may require distinct management strategies.
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Aims  Current colonoscopy quality indicators recommend a minimum withdraw-
al time (WT) of 6 minutes. However, prolonged WT can reduce throughput and 
may not account for endoscopist experience or bowel preparation quality. Wheth-
er a 6-minute WT remains necessary when examinations are performed by expe-
rienced endoscopists with excellent preparation is uncertain. We conducted a study 
among experienced endoscopists and patients with high-quality preparation 
(Boston Bowel Preparation Scale [BBPS] ≥ 8) to compare a 5-minute WT with a 
6-minute WT for adenoma detection rate (ADR) and adenoma miss rate (AMR).
Methods  In this multicenter, randomized controlled trial, 423 patients were 
enrolled from June 2023 to March 2025 across five centers (Wuxi People’s Hos-
pital; Jiangsu Province People’s Hospital; Xuzhou First People’s Hospital; the 
Second Affiliated Hospital of Soochow University; Taizhou People’s Hospital). 
Each colonoscopy involved two withdrawals performed by the same endosco-
pist. Participants were randomized to a 5-minute WT group (first withdrawal 
5 minutes, second withdrawal 6 minutes; n = 214) or a 6-minute WT group (first 
withdrawal 6 minutes, second withdrawal 6 minutes; n = 209). A timer stand-
ardized withdrawal speed. Primary outcomes were ADR and AMR.
Results  Baseline demographic and clinical characteristics were similar between 
groups (Table 1). Procedural metrics—including bowel preparation quality, cecal 
intubation rate, cecal intubation time, cecal intubation distance, use of abdominal 
compression, and patient repositioning—were comparable (Table 2). Overall ADR 
did not differ between the 5-minute and 6-minute groups (39.7 % vs 43.5 %; 
P = 0.606). ADR during the first withdrawal (36.0 % vs 36.8 %; P = 0.934) and the 
second withdrawal (10.7 % vs 13.4 %; P = 0.492) was likewise similar. AADR showed 
no significant differences overall (4.7 % vs 5.3 %; P = 0.954), during the first with-
drawal (4.7 % vs 5.3 %; P = 0.956), or during the second withdrawal (0.5 % vs 0.5 %; 
P = 0.999). Similarly, polyp detection rate (PDR) and sessile serrated lesion detection 
rate (SSLDR) did not differ between groups. The patient-level AMR was numerical-
ly lower in the 5-minute group than in the 6-minute group (27.1 % vs 30.8 %; 
P = 0.567), indicating fewer missed adenomas with the 5-minute WT, although this 
difference was not statistically significant. A similar trend was observed for le-
sion-level AMR, which was also lower in the 5-minute group than in the 6-minute 
group (20.2 % vs 23.7 %; P = 0.188). There were no significant differences in ad-
vanced adenoma miss rate (AAMR), polyp miss rate (PMR), or sessile serrated lesion 
miss rate (SSLMR) (all P > 0.05) (▶Table 1).

▶Table 1	  Detection and miss rate in the two groups

5-minute (n = 214) 6-minute (n = 209) P- value

ADR, n ( %) Overall ADR 85(39.7 %) 91(43.5 %) 0.606

The first withdrawal 77(36.0 %) 77(36.8 %) 0.934

The second withdrawal 23(10.7 %) 28(13.4 %) 0.492

AADR, n ( %) Overall AADR 10(4.7 %) 11(5.3 %) 0.954

The first withdrawal 10(4.7 %) 11(5.3 %) 0.956

The second withdrawal 1(0.5 %) 1(0.5 %) 0.999

AMR, n ( %) Patient-AMR 23/85(27.1 %) 28/91(30.8 %) 0.567

Lesion-AMR 35/173(20.2 %) 40/169(23.7 %) 0.188

AAMR, n ( %) Patient-AAMR 1/10(10.0 %) 1/11(9.1 %) 0.944

Lesion-AAMR 1/14(7.1 %) 1/15(6.7 %) 0.998

Conclusions  Among experienced endoscopists performing colonoscopy with 
excellent bowel preparation (BBPS ≥ 8), shortening WT from 6 to 5 minutes did 
not reduce ADR and was associated with a comparable AMR. A 5-minute WT 
appears acceptable under these conditions.
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Aims  The benefit of polypectomy during colonoscopy in an elderly, comorbid 
population remains unclear. Clinicians regularly struggle with balancing the 
often-uncertain natural history of polyp progression to symptomatic malig-
nancy against the elevated risks of complications relating to diagnostic colo-
noscopy and polypectomy, and associated patient outcomes. The British Soci-
ety of Gastroenterology (BSG) recently issued guidance to facilitate informed 
decision-making regarding polypectomy in those with limited life expectancy. 
We aimed to audit our baseline practice at the Mater Misericordiae University 
Hospital (MMUH) in the > 80-year-old population and assess whether applica-
tion of the BSG guidance would affect our polypectomy rate in this cohort [1].
Methods  In this audit we retrospectively studied electronic health records at 
MMUH for all patients aged > 80 years of age who were referred for (and sub-
sequently underwent) colonoscopy and polypectomy from January 2024 to 
January 2025.
Data examined included procedure indication, comorbidities (analysed using 
the Charlson Comorbidity Index), the size/characteristics of polyps removed, 
complications (e.g., bleeding, perforation), and re-admissions/emergency 
visits within 90 days.
Compliance with new BSG recommendations was assessed.
Results  Following pre-assessment, 58 (28M/30F, median age 81) patients 
proceeded to lower GI endoscopy (45 full colonoscopy, 13 left sided colonos-
copy).
The Charlson Co-Morbidity Index was median 6 (range 4-9).
25/58 patients (43.1 %) proceeded to polypectomy – 11 patients (1-5mm pol-
yp removed), 3 patients (6-9mm), 7 patients (10-19mm), 4 patients ( > 20mm).
12/58 (20.6 %) patients had repeat scope recommended for ongoing polyp 
surveillance.
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Application of the new BSG guidance would have averted polypectomy in 14/25 
(56 %) of patients.
Of the non-guideline adherent cases, anti-coagulation was withheld in 
6/14(43 %)to facilitate polyp resection
Conclusions  Application of the recent BSG guidance on polypectomy in pa-
tients > 80 years old with limited life expectancy would significantly reduce the 
polypectomy rate in our patient cohort.
This would have important implications not only for patient safety but also 
resource use in endoscopy.
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Aims  Endoscopic eradication therapy (EET), combining endoscopic mucosal 
resection (EMR) and radiofrequency ablation (RFA), is the standard treatment 
for Barrett’s oesophagus (BO) with dysplasia and early oesophageal adenocar-
cinoma. Nevertheless, the long-term durability of complete remission and the 
risk of recurrence remain only partially defined. This systematic review and 
meta-analysis evaluated the long-term outcomes of EET for BO-related neo-
plasia.
Methods  We systematically searched MEDLINE (n = 1364), Embase (n = 443), 
and the SCOPUS (n = 2805) from inception to 20 July 2025 for studies reporting 
long-term outcomes following EET for BO neoplasia. Primary endpoint was 
recurrence rates of IM and dysplasia/cancer during surveillance. Proportions 
were pooled using a random-effects model (DerSimonian–Laird) with logit 
transformation.
Results  Eight studies including 3,367 patients and ~7,500 person-years of 
follow-up met inclusion criteria; 75 % were high-quality studies. Median fol-
low-up was 39.5 months. Pooled CR-IM was 86.4 % (95 % CI: 81.2–90.5 %; 8 
studies, N = 3,245) and CR-D was 94.0 % (95 % CI: 91.2–96.1 %; 8 studies, 
N = 3,245). Among patients achieving CR-IM, intestinal metaplasia recurred in 
14.0 % (95 % CI: 8.0–23.5 %; 7 studies, N = 1,997) and dysplasia/cancer in 5.6 % 
(95 % CI: 3.5–8.9 %; 8 studies, N = 3,028). Any recurrence occurred in 18.5 % 
(95 % CI: 12.3–26.8 %; 8 studies, N = 3,028), corresponding to an annual dys-
plasia recurrence rate of ~1.5 per 100 person-years. Heterogeneity was con-
siderable across outcomes (I² = 76–94 %). In pooled treatment comparisons, 
dysplasia/cancer recurrence was lower after EMR + RFA than RFA alone (4.2 % 
[95 % CI: 2.8–6.3 %] vs 8.9 % [95 % CI: 5.1–15.1 %]; relative risk [RR] 2.1, 95 % CI: 
1.3–3.4; p = 0.022). Baseline low-grade dysplasia was associated with lower 
dysplasia/cancer recurrence than HGD/T1a (3.1 % [95 % CI: 1.8–5.2 %] vs 6.8 % 
[95 % CI: 4.1–11.0 %]; RR 2.2, 95 % CI: 1.1–4.4; p = 0.043). Progression to ad-
vanced disease (T1a) occurred in 6–12 % of recurrences, mostly managed en-
doscopically. Leave-one-out analyses showed pooled dysplasia/cancer recur-
rence remained within 4.8–6.2 %, and omitting the most influential study 
(Cotton 2017) changed estimates by only 0.8 %, indicating no single study drove 
the results. Temporal analyses suggested a learning-curve effect, with CR-IM 
improving from ~75 % to 90–95 % and dysplasia recurrence falling from ~12 % 

to 3–5 % between 2009 and 2025. Baujat plots identified Cotton 2017 as con-
tributing 42.5 % of total heterogeneity, while large recent cohorts (Wolfson 
2022, van Munster 2022) strongly influenced but also stabilised pooled esti-
mates. Meta-regression bubble plot for relationship between BO length and 
dysplasia recurrence rate showed weak positive but non-significant association 
(R² = 0.18, p = 0.23).
Conclusions  EET has shown long-term durability following successful eradi-
cation of BO with neoplasia. Although recurrence is not uncommon, it is usu-
ally detected early and amenable to further endoscopic treatment. Our findings 
do not support frequent surveillance within the first year and suggest a per-
sonalised surveillance strategy based on the patient’s risk of recurrence, in 
order to minimise the burden of surveillance gastroscopy [1].
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of the gastroesophageal junction: a multi-center 
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Aims  The incidence of gastro-oesophageal junction (GEJ) adenocarcinoma 
continues to rise worldwide, underscoring the need for evidence-based man-
agement of early neoplasia in this anatomically complex region. The GEJ rep-
resents the interface between two adjacent organs with distinct treatment 
recommendations. The presence of Barrett’s epithelium may introduce addi-
tional variability in biological behaviour and treatment response. This study 
aimed to determine predictors of curative resection in Siewert type II GEJ lesions 
and to compare the outcomes of EMR and ESD performed in this area.
Methods  This retrospective two-centre cohort study included consecutive 
patients who underwent endoscopic resection for early Siewert type II GEJ 
neoplasia between 2011 and 2025 at Cambridge University Hospital and the 
Maria Skłodowska-Curie National Research Institute of Oncology in Warsaw. 
Lesions with macroscopically visible Barrett’s oesophagus were classified as 
Barrett’s-related. The primary endpoint was curative resection rate, defined as 
R0 resection (negative deep margin for EMR; deep and lateral margins for ESD), 
histological grade ≤ G2 and absence of lymphovascular invasion. Secondary 
endpoints included local recurrence of high-grade dysplasia or adenocarcino-
ma and surgery within 12 months from endoscopic resection. A multivariable 
logistic regression model adjusted for age, sex, and Barrett’s status. Compari-
sons between EMR and ESD, and between Barrett’s- and non-Barrett’s-related 
lesions, were performed using χ² tests and. A p value < 0.05 was considered 
statistically significant [1–5].
Results  A total of 158 patients were included (mean age 69, ± 10.7 years, 
76.6 % male). Final histology revealed 137 adenocarcinomas and 21 high-grade 
dysplasia; 96 EMR and 62 ESD procedures were performed. Curative resection 
was achieved more frequently in Barrett’s-related neoplastic lesions than in 
those without Barrett’s (71.7 % vs 53.8 %; p = 0.026). In the multivariable logis-
tic model, the presence of Barrett’s epithelium was an independent predictor 
of curative resection (OR 2.54; 95 % CI 1.16–5.63; p = 0.020), whereas age, sex, 
and resection technique were not significant. Lesions without Barrett’s muco-
sa demonstrated a more aggressive profile, with higher rates of poor differen-
tiation (G3: 21 % vs 13 %), a greater prevalence of lymphovascular invasion (26 % 
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vs 8 %) and a higher rate of submucosal invasion (47.6 % vs 19.1 %), compared 
with Barrett-related lesions. Among Barrett’s-related Siewert type II lesions 
(n = 106), curative resection rates were comparable between EMR and ESD 
(71.2 % vs 73.1 %; p = 0.86), with similar rates of local recurrence (23.1 % vs 
23.8 %) and additional surgery (5.1 % vs 4.2 %). There was a trend towards high-
er curative resection in non-Barrett’s lesions with ESD compared to EMR (61.1 % 
vs 37.5 %, p = 0.12) and lower recurrence rate (7.1 % vs 25.0 %; p = 0.297), al-
though these differences did not reach statistical significance due to limited 
sample size.
Conclusions  Primary GEJ neoplasia without visible Barrett’s exhibited lower 
rate of curative endoscopic resection likely in keeping with deeper histological 
invasion and more frequent lymphovascular invasion compared with Barrett-re-
lated lesions. Our data suggest that ESD should be the preferred resection 
modality for GEJ associated lesion in the absence of Barrett’s epithelium.
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Abstract Text
Early rectal cancers that are difficult to resect with standard EMR/ESD, particu-
larly those with fibrosis or MRS + , may require resection in deeper planes with 
methods such as endoscopic intermuscular dissection (EID) or exposed 
full-thickness resection (EFTR), which can leave deep bowel wall defects. We 
report a hybrid EID–EFTR approach combined with selective muscular-layer 
suturing. A 27-mm Isp JNET 2B lesion 4 cm from the anal verge, with prior bi-
opsies suggesting at least intramucosal neoplasia and MRI cT1–2N0 staging, 
was removed en bloc, creating a varying thickness defect. Two sutures reap-
proximated the muscularis propria, leaving the mucosa open. Recovery was 
uneventful. Pathology showed a moderately differentiated pT1b adenocarci-
noma (2083 μm invasion, no LVI, Bd1). This hybrid technique may enhance 
organ-sparing management of selected early rectal cancers.

Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/a4039822-7eba-406f-9d0b-f0e5a28a0fc6/Uploads/19978_EID_
and %20partial %20EFTR %20combined %20with %20muscle %20layer %20su-
turing.mp4
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Aims  of our study was to evaluate the feasibility and safety of the endoscopic 
ultrasound (EUS)-guided intratumoural injection of phosphorus-32 (³²P), an 
emerging local ablative technique that may enhance local disease control and 
surgical conversion when used alongside systemic therapy, in patients with 
pancreatic cancer.
Methods  This single-centre observational study assessed the feasibility and 
outcomes of EUS-guided fine-needle ³²P injection in patients with LAPC receiv-
ing gemcitabine–nab-paclitaxel at the University Hospital of Santiago de Com-
postela between September 2024 and September 2025.
Results  Eleven patients were included (mean age 66.5 years; range 48–84). 
Tumour locations were the pancreatic head (n = 6), neck (n = 2), and body (n = 3), 
all demonstrating vascular involvement. Mean tumour diameter was 30.6 mm 
(22–45) on CT and 34.6 mm (25–45) on EUS, with a mean volume of 9.17 cc 
(1.8–36.2). Mean ³²P dose was 48.6 MBq (1.5–223). No immediate complica-
tions were observed; 18 % experienced mild adverse events, and one patient 
developed moderate acute pancreatitis. Chemotherapy was resumed in 91 % 
after 9.8 days (mean interval). One patient (9 %) underwent successful R0 re-
section. Local progression occurred in 9 % and distant progression in 36 %. 
Median CA 19-9 levels decreased from 695.8 U/mL (2.3–2458.7) at baseline to 
185.6 U/mL (2.1–852.4) post-treatment. Median overall survival and progres-
sion-free survival were 291.5 and 273 days, respectively.
Conclusions  EUS-guided ³²P injection appears to be a feasible and safe local 
ablative approach for patients with LAPC. It can be seamlessly integrated into 
treatment protocols without compromising subsequent surgical resection
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eP249  Refractory haemorrhage from a major 
papillary angioectasia: overcoming therapeutic 
failure with bevacizumab
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Abstract Text
Angioectasias are the most common acquired vascular malformations of the 
gastrointestinal tract and a frequent cause of recurrent obscure or overt bleed-
ing in older adults. In aortic stenosis, the associated von Willebrand defect 
defines Heyde syndrome, and although TAVI usually improves bleeding, per-
sistence can occur. Argon plasma coagulation (APC) is the first-line endoscop-
ic therapy, although certain locations pose substantial technical challenges. 
Pharmacological options in refractory cases remain limited; recent data suggest 
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that bevacizumab, an anti-VEGF monoclonal antibody, may be promising, al-
though real-world experience is still scarce. We report a 76-year-old male with 
severe aortic stenosis treated with TAVI, coronary artery disease, and chronic 
anaemia secondary to recurrent bleeding from intestinal angioectasias. Despite 
TAVI, he continued to experience recurrent melena, symptomatic anaemia and 
repeated hospital admissions. Von Willebrand factor levels and post-TAVI gra-
dients were normal. Initial endoscopic assessments demonstrated multiple 
small-bowel angioectasias identified by capsule endoscopy and treated endo-
scopically with APC. Medical therapy with long-acting octreotide was also ini-
tiated at 10 mg/month and escalated to 60 mg/month, provided only transient 
symptomatic improvement; the patient remained transfusion-dependent and 
required frequent intravenous iron supplementation. During subsequent bleed-
ing episodes, fresh blood was consistently observed in the second portion of 
the duodenum. Side-viewing duodenoscopy was therefore performed, allow-
ing optimal visualisation of the papilla and revealing a major papillary angio-
ectasia with persistent active oozing, while previously treated lesions showed 
no evidence of haemorrhage. The papillary angioectasia required multiple 
sessions of combined haemostasis—adrenaline injection, APC and clip place-
ment—performed with a duodenoscope. Although haemostasis was achieved 
each time, recurrent bleeding from the same site persisted. Endoscopic papil-
lectomy was considered but not pursued due to age, comorbidities and proce-
dural risk. Given refractoriness to endoscopic therapy and maximal-dose oct-
reotide, bevacizumab was initiated (5 mg/kg every two weeks). Treatment was 
complicated by uncontrolled hypertension and a pre-acute pulmonary oedema 
episode, both managed medically. A sustained response became evident only 
after completing the six-dose induction regimen, with stabilised haemoglobin, 
resolution of melena and cessation of transfusion and iron requirements. Pap-
illary angioectasias represent a rare but challenging entity due to anatomical 
constraints, high bleeding potential and the risk of pancreatitis after interven-
tion. This case illustrates successful bleeding control with combined endoscop-
ic therapy and bevacizumab rescue after failure of intensive octreotide treat-
ment. It highlights the potential role of VEGF blockade in highly refractory 
lesions and reinforces the need for individualised decision-making in complex 
angioectasias [1–3].
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Aims  of our study was to evaluate the feasibility of generating patient-derived 
organoids (PDOs) from EUS-TA samples
Methods  Prospective study of patients referred to the Endoscopy Unit of the 
University Hospital of Santiago de Compostela, Spain, for EUS-TA of pancreat-
ic tumour. EUS was performed using linear echoendoscopes and Hitachi-Fujif-
ilm systems. Tissue sampling was performed using core needles. Tissue samples 
were minced and dissociated into small pieces from which cell cultures were 
established using growth medium supplemented with factors such as gastrin, 
respondin-1, noggin and WNT-3A proteins, which play a key role in the self-re-
newal and maintenance of human pancreatic PDOs. Data are presented as 
mean ± standard deviation, or median and range for quantitative variables and 
as percentages for categorical variables. Factors associated with the success in 
obtaining PDOs were evaluated using multivariate logistic regression, with 
location, staging, lesion size, needle size and number of passes considered as 
independent variables.
Results  The study included 28 patients diagnosed with PDCA (mean age 
73.3 ± 10.1 years, 14 males). Mean tumour size was 41.8 ± 15.1 mm; 13 lesions 
were located in the head, 9 in the body, 5 in the tail and 1 in the uncinate pro-
cess. One PDAC (3.6 %) was considered resectable, 5 (17.9 %) borderline, 6 
(21.4 %) locally advanced and 16 (57.1 %) metastatic at the time of diagnosis. 
For EUS-TA, 19-gauge and 25-gauge needles were used in 1 case (3.6 %) each, 
and a 22-gauge needle was used in the remaining cases (26 cases, 92.9 %). A 
median of two passes (range 1-4) were performed. In an initial training set, 
PDOs were obtained in 1 of 12 (8.3 %) samples. After protocol refinement, the 
success rate of PDO establishment increased to 56.3 % (9 of 16 patients). On 
multivariate analysis, neither lesion location, stage, lesion size, needle size, nor 
number of passes were associated with PDO success.
Conclusions  This study highlights the feasibility of obtaining PDOs from EUS-
TA of PDAC patients. The protocols developed in this study allowed the estab-
lishment of pancreatic PDOs from a minimal tissue source, providing a valuable 
tool for further functional modelling of human pancreatic tumours.
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Background  Multimodal individualized treatment concepts are becoming 
increasingly important in the treatment of metastatic rectal cancer. Rec-
tum-sparing resections of the primary tumor after a good response to system-
ic therapy in patients with metastatic rectal cancer have so far only been de-
scribed in isolated cases as part of liver-first strategies [1]. Data on endoscopic 
resection procedures in metastatic rectal cancer are currently lacking.
The aim of this article is to demonstrate the potential of endoscopic intermus-
cular dissection (EID) as an effective organ-preserving treatment option with-
in the framework of a multimodal therapy concept following successful sys-
temic therapy.
Case report  A 20-year-old patient with microsatellite-stable hepatically me-
tastasized rectal carcinoma (KRAS G13D mutation, BRAF wild type) was treat-
ed with a total of seven cycles of FOLFOXIRI, the first five of which were com-
bined with Bevacizumab. With an excellent response to therapy, including a 
reduction in the size of the local lesion from 30 to 15 mm and regression of the 
liver metastases. With no involved regional lymph nodes on MRI our interdis-
ciplinary tumor conference decided on an individualized approach involving 
endoscopic resection of the primary tumor followed by evaluation of a possible 
liver transplant, analogous to the TransMet study [2].
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To increase the likelihood of R0 resection, EID of the residual lesion was per-
formed at 12 cm from the anal verge, with endoscopic dissection between the 
circular and longitudinal muscles. Compared to EMR or ESD, this allows even 
deeper infiltrating carcinomas to be removed from healthy tissue. The EID was 
performed without technical or post-procedural complications. The resulting 
defect was completely closed using an endoscopic suture system (SutuArt, 
Olympus, Japan). Histopathological examination showed complete resection 
of the carcinoma in healthy tissue (vital tumor cell content 10 %, regression 
grade 3 according to Dworak, ypT1, sm2 with an infiltration depth of 800 μm, 
L0, V0). The plan now is to continue systemic therapy and refer the patient to 
a liver transplant center.
Conclusion  The described case illustrates that in metastatic rectal carcinomas 
that respond well to systemic therapy EID enables a safe resection of the local 
tumor with organ preservation. EID thus represents a possible addition to a 
multimodal therapy concept in suitable patients.
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ing the Frontiers of Biliary Drainage
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Aims  Biliary drainage in surgically altered anatomy remains a major challenge, 
as ERCP is often unsuccessful and percutaneous drainage carries significant 
morbidity. EUS-guided hepaticojejunostomy (EUS-HJ) has emerged as a mini-
mally invasive alternative, though data remain limited. We report our experi-
ence with EUS-HJ in patients with surgically altered anatomy, after total or 
partial gastrectomy, and failed ERCP.
Methods  This retrospective series included patients who underwent EUS-HJ 
between March 2020 and September 2025 at a tertiary referral center. All pro-
cedures were performed using linear echoendoscopes under general anesthe-
sia. Technical success was defined as successful stent deployment between the 
intrahepatic bile duct and jejunal limb. Clinical success was defined as ≥ 10 % 
bilirubin reduction or resolution of cholangitis within three days. Adverse events 
were graded according to CTCAE v5.0.
Results  A total of nine patients (mean age 65.8 years; 66.6 % male) with sur-
gically altered anatomy following total gastrectomy (n = 7), pancreaticoduo-
denectomy (n = 1), or subtotal gastrectomy (n = 1) underwent EUS-guided 
hepaticojejunostomy after failed ERCP. All cases were malignant, mostly recur-
rent, or metastatic. Technical success was 100 %, and clinical success was 66.7 % 
(6/9). The median procedure time was 41.6 min, and self-expanding, partially 
covered metal stents were used in all cases. A delayed adverse event occurred 
in one patient (10 %), who developed a localized infected biloma two months 
post-procedure (CTCAE Grade II), successfully managed with percutaneous 
drainage and complete recovery. The median post-procedural hospitalization 
was 5.4 days. During follow-up, long-term stent patency was preserved in most 
patients. Three patients (33 %) required endoscopic reintervention for stent 
dysfunction at 3, 5, and 21 months after the index procedure; all were success-
fully managed with endoscopic tract revision, without the need for surgery. 
One patient developed multiple intrahepatic abscesses 17 months after the 
initial EUS-HJ, treated with percutaneous drainage, followed by tract revisions 

at 21 and 23 months, achieving sustained biliary drainage afterwards. In an-
other case, cholangioscopy performed during tract revision enabled targeted 
biopsy and histologic confirmation of disease progression, highlighting the 
diagnostic potential of EUS-HJ. No episodes of stent migration, bleeding, or 
procedure-related mortality were observed, confirming the durable efficacy 
and safety of EUS-HJ in this challenging cohort.
Conclusions  EUS-HJ is a safe, effective, and physiologic alternative to percutane-
ous drainage for malignant biliary obstruction in surgically altered anatomy. With 
high technical success, low morbidity, and durable stent patency, it is evolving from 
a rescue procedure to a frontline therapeutic option. The maintained transluminal 
access further allows repeat cholangioscopy and histologic assessment, extending 
the clinical scope of interventional EUS beyond drainage alone.
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Aims  Achalasia is a rare esophageal motility disorder in which endoscopic 
pneumatic dilation (PD) is a commonly used therapeutic option. This study 
aims to evaluate the effectiveness of PD in symptomatic improvement using 
the Eckardt score, to identify factors associated with multiple PD sessions, the 
interval between PDs, and the occurrence of complications.
Methods  Single-center, retrospective study including patients diagnosed with 
achalasia who underwent PD between January 2005 and October 2025. Patients 
without follow-up or with less than 2 years of follow-up after PD were excluded. 
Demographic, clinical, procedural, and symptomatic evolution data were col-
lected based on electronic medical records and, when these were unavailable, 
through follow-up phone calls. Statistical analysis were performed using SPSS 
software version 30, with a p-value of < 0.05 considered statistically significant.
Results  A total of 51 patients were included, 53.8 % (n = 28) female. Type I 
achalasia was the most frequent (65.0 %, n = 13). A total of 83 PD were per-
formed, with a mean of 1.63 PD needed per patient. The 35mm dilation ballon 
was used in 12 patients (18 PD (21.7 %)). The mean age at symptom onset was 
50.35 years [21-78], and the median interval from symptom onset to PD was 
2 years [0-19]. Median follow-up was 116.27 months [26.13-253.10]. The me-
dian interval between dilations was 25.7 months [2.33-227.70], with no sig-
nificant associations with the Eckardt score. Adjusting for patients requiring 
multiple dilations (n = 22; 43.1 %), they had no improvement of the Eckardt 
dysphagia subscore (p = 0.014), smaller interval between symptom onset and 
PD (p < 0.001), and greater maximum balloon diameter used (35mm in 12 pa-
tients (48.0 %)) (p < 0.001). One perforation occured, in the third PD of a female 
patient (the first with 35mm dilation ballon) successfully resolved after 7 days 
of treatment with VacStent GI.
Conclusions  Pneumatic dilation showed high effectiveness in improving symp-
toms in achalasia, with sustained benefit over long-term follow-up. The need 
for multiple dilations was mainly associated with symptomatic recurrence. 
These findings support PD as a safe and effective therapeutic option, empha-
sizing the need for individualized follow-up and identification of patients who 
may benefit from alternative therapies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Vision-Language Models for Colorectal Polyp Sizing: 
A Comparison with Endoscopist Visual Estimation
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Aims  Accurate colorectal polyp measurement is essential because size guides 
surveillance intervals, resection strategy, and colorectal cancer risk assessment. 
Emerging Vision-Language Models (VLMs) can estimate polyp size from endo-
scopic images, but their performance relative to expert visual assessment is 
unclear. We compared the accuracy and bias of visual assessment versus sev-
eral VLMs for polyp sizing [1–4].
Methods  At the Centre Hospitalier de l’Université de Montréal (CHUM), pa-
tients were prospectively enrolled in an endoscopic video databank with con-
sent for AI use. For each resected polyp, endoscopists provided a visual size 
estimate; still images were then submitted to four VLMs. The reference stand-
ard was microscopic size obtained from freshly resected specimens. VLMs 
generated estimates based on prompt-driven input, following few-shot learn-
ing (FSL). The primary outcome was categorical accuracy in three clinically 
relevant classes: diminutive ( ≤ 5 mm), small (5.001–9.999 mm), and large ( ≥ 10 
mm). Secondary outcomes included continuous size bias, overestimation fre-
quency (categorical and continuous), intraclass correlation coefficient (ICC) 
between VLM predictions, and Light’s κ for categorical agreement between 
VLMs. Logistic regression (for accuracy and frequencies) and linear models (for 
bias) with sizing method as a fixed effect were fitted, using generalized esti-
mating equations with exchangeable correlation to account for within-polyp 
clustering. Tukey correction was applied for pairwise comparisons (▶Table 1).
Results  We analyzed 132 polyps (78.0 % diminutive, 21.2 % small, 0.8 % large). Visual 
assessment had higher categorical accuracy (81.7 %; 95 % CI, 71.4–87.4) than all VLMs, 
significantly so for 3 of 4 models (e.g., Qwen3-VL 67.0 % [58.4–74.5]; difference visual–
Qwen3-VL 14.7 % [1.4–28.1]; p = 0.022). Gemma3 showed the lowest accuracy (26.5 % 
[19.7–34.7]). Three VLMs had mean positive bias > 0.5 mm (Qwen3-VL 0.95 mm 
[0.53–1.38]; Llama4 1.35 mm [0.89–1.81]; Gemma3 2.71 mm [2.37–3.04]). Mis-
tral-Small3.2 showed a smaller mean bias than visual assessment (difference visual–
Mistral-Small3.2 0.39 mm [–0.43–1.21]) and a lower overestimation frequency (43.9 % 
[35.7–52.5] vs visual 62 % [53.4–69.9]; difference -18.1 % [-33.3– -2.8]; p = 0.011). 
Overall, VLMs tended to overestimate continuous sizes more than visual assessment. 
Agreement between VLMs was poor (ICC 0.212 [0.122–0.313]; κ = 0.106); excluding 
Gemma3 did not materially improve agreement.

▶Table 1	  Primary and secondary outcome point estimates (95 % CI). Results arise from logistic and linear (bias) models with GEEs that account for 
intra-polyp correlations.

Accuracy ( %, 95 % CI) Bias (mm, 95 % CI) Categorical size over-estimation 
( %, 95 % CI)

Size over-estimation ( %, 95 % CI)

By sizing method

Visual 81.7 % (74.1,87.4) 0.58 (0.32,0.84) 12.3 % (7.7,19.1) 62.0 % (53.4,69.9)

VLM: Qwen3-VL 67.0 % (58.4,74.5) 0.95 (0.53,1.38) 21.5 % (15.3,29.4) 62.3 % (53.7,70.2)

VLM: Llama4 68.9 % (60.5,76.3) 1.35 (0.89,1.81) 18.2 % (12.5,25.7) 73.5 % (65.3,80.3)

VLM: Gemma3 26.5 % (19.7,34.7) 2.71 (2.37,3.04) 72.0 % (63.7,79.0) 86.4 % (79.4,91.2)

VLM: Mistral-Small3.2 67.4 % (59.0,74.9) 0.19 (-0.37,0.76) 16.7 % (11.2,24.0) 43.9 % (35.7,52.5)

Conclusions  In this study, standard visual assessment outperformed current 
VLMs for clinically relevant size categories, and VLMs frequently overestimated 
size. Likely contributors include the absence of calibrated reference scales, fisheye 
lens distortion, and variability in endoscopic distance and angulation. Polyp sizing 
remains a complex task, VLMs should not be used for polyp sizing and require 
rigorous size-aware training and calibration before clinical integration.
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Aims  Describe the feasibility and safety of retrograde esophageal and stomach 
tubing for palliative drainage
Methods  Retrospective single-center cohort study
Results  Between 2022 and 2025, six pediatric and adult patients underwent 
a novel retrograde placement of gastrojejunostomy (GJ) tubes into the esoph-
agus to provide continuous palliative drainage of esophageal secretions. The 
cohort included cases of familial dysautonomia–associated megaesophagus, 
post-surgical strictures, and malignant esophageal stenosis (▶Table 1). Using 
a slim endoscope, GJ tubes were introduced over a guidewire and advanced 
retrogradely across the stenotic segment, allowing drainage of the proximal 
stomach or esophagus through the J-port, while gastric feeding was maintained 
through the G-port.
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▶Table 1	  profile of patients treated with retrograde esophageal 
tubing

Sex Age at 
insertion 
(years)

ASA 
physical 
status at 
procedure

Follow-up 
period 
(weeks)

Death at 
end of 
follow up

F 3.5 3 92

M 19.5 3 32

M 20 3 168

M 4.5 4 39

M 61.5 4 14 V

F 66 4 2 V

All procedures were completed successfully without technical difficulties or 
complications. Following placement, the nasogastric tube was removed, and 
the GJ tube effectively alleviated esophageal content pooling. An illustartion 
of the procedure is provided.
Despite being performed in high-risk patients, most procedures were feasible 
without sedation, thereby reducing risk and obviating the need for anesthesi-
ology support. Moreover, tube replacement over a guidewire can be safely 
performed during a routine clinic visit.
Conclusions  This case series demonstrates the feasibility, safety, and repro-
ducibility of retrograde transgastric esophageal tubing as a palliative solution 
for refractory esophageal stasis.
Our findings highlight an unmet need in palliative gastroenterology, suggesting 
that this technique can significantly improve patient comfort and reduce aspi-
ration risk.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present a case of spontaneous duodenal fistulization in a 43-year-old man 
with acute necrotizing pancreatitis demonstrating an unusual temporal se-
quence, raising questions about the etiopathogenesis of the fistulous connec-
tion. The patient presented with severe epigastric pain and was diagnosed with 
acute pancreatitis based on elevated lipase (579 U/L) and characteristic imag-
ing. By day 6, the disease progressed to necrotizing pancreatitis with extensive 
peripancreatic collections. However, the patient was tolerating low fat diet. 
Following discharge, he was re-admitted one week later due to worsening pain 
and anorexia. Repeat imaging (day 13) demonstrated progression of necrotiz-
ing pancreatitis with retroperitoneal fluid collections. On day 16, he developed 
sudden severe pain with imaging revealing active hemorrhage from a gastro-
duodenal artery branch, necessitating emergency embolization of the superi-
or pancreaticoduodenal artery. Following embolization, he developed persis-
tent fevers and ileus requiring nasogastric decompression. Imaging on day 24 
revealed the pancreatic necrotic collection had dramatically decreased from 
7.7 × 12.3 cm to 5.5 × 9.6 cm with copious internal gas, and gas appeared with-
in a hepatic subcapsular collection. Gastrografin study confirmed fistulous 
communication between the second duodenal portion and the peripancreatic 
collection. Endoscopy confirmed a fistulous opening extruding necrotic mate-
rial – this was cleared and a double pigtail catheter was placed for drainage, 
leading to clinical improvement.

This case highlights a potentially under-recognized mechanism of fistula for-
mation. Gastrointestinal fistulas in acute necrotizing pancreatitis are well-es-
tablished complications driven by infected necrosis, local anatomical factors, 
and pancreatic duct disruption [1]. In this patient, spontaneous fistulization 
can be attributed to infected pancreatic necrosis, pressure from substantial 
necrotic mass, and direct enzymatic and inflammatory damage to the nearby 
duodenal wall [2, 3]. The temporal relationship with arterial embolization war-
rants consideration. While iatrogenic factors such as percutaneous drainage 
or surgical intervention can contribute to external fistula formation, IR-guided 
arterial embolization has not been reported to predispose to enteric fistuliza-
tion. Prior studies demonstrate IR-guided embolization to be safe and effective 
without enteric fistulization as a recognized complication [4]. However, duo-
denal ischemia following embolization of gastroduodenal artery branches has 
rarely been reported [5]. The temporal sequence in our patient—arterial em-
bolization on day 16 followed by fistula evidence on day 24 suggests possible 
association. We hypothesize that IR-guided arterial embolization, particularly 
of gastroduodenal artery branches, may have contributed to duodenal ischemia 
that, when superimposed on pre-existing infected necrosis and inflammatory 
injury, compromised duodenal wall integrity sufficiently to facilitate fistuliza-
tion. This potential iatrogenic mechanism warrants clinical investigation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Sugar S, Soundararajan R, Gupta P et al. Efficacy of endovascular emboliza-
tion of arterial pseudoaneurysms in pancreatitis: A systematic review and me-
ta-analysis. Pancreatology 2021; 21: 46–58. doi:10.1016/j.pan.2020.11.017
[2]  Madhusudhana KS, Gopi S, Singh AN et al. Immediate and Long-Term 
Outcomes of Percutaneous Radiological Interventions for Hemorrhagic Com-
plications of Acute and Chronic Pancreatitis. J Vasc Interv Radiol 2021; 32 
(11): 1591–1600 e1. doi:10.1016/j.jvir.2021.07.013
[3]  Hua Z, Su Y, Huang X et al. Analysis of Risk Factors Related to Gastrointes-
tinal Fistula in Patients With Severe Acute Pancreatitis: A Retrospective Anal-
ysis of a Single Chinese Medical Center. BMC Gastroenterology 2017; 17 (1): 
29. doi:10.1186/s12876-017-0684-7
[4]  Jiang W, Tong Z, Yang D et al. Gastrointestinal Fistula in Acute Pancreatitis 
With Acute Necrotic or Peripancreatic Necrosis: A 4-Year Single-Center Experi-
ence. Medicine 2019; 98 (19): e15576. doi:10.1097/MD.0000000000015576
[5]  Baron TH, DiMaio CJ, Wang AY, Morgan KA. American Gastroenterological 
Association Clinical Practice Update: Management of Pancreatic Necrosis. Gas-
troenterology 2020; 158 (1): 67–75.e1. doi:10.1053/j.gastro.2019.07.064

eP257  Risk factors for lateral margin positivity 
following endoscopic submucosal dissection in 
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Aims  The risk factors for lateral margin positivity (LM + ) in patients undergo-
ing endoscopic submucosal dissection (ESD) for early gastric cancer (EGC) are 
not yet well established. The role of subepithelial (SE) spread of cancer in con-
tributing to LM + remains unclear.
Methods  A study was conducted at a tertiary medical center in Daejeon, South 
Korea, targeting patients who underwent ESD for EGC between January 2014 
and December 2024, those with recorded LM + . Patients who underwent ESD 
for EGC at the same institution in 2022 and achieved curative resection were 
selected as the control group.
Results  During the study period, a total of 21 patients were diagnosed with 
LM + and 227 patients were enrolled in the control group. In univariate analysis, 
differentiation, Lauren classification, lesion size, and discoloration changes were 
identified as risk factors for LM + (chi-square test, p < 0.05). In multivariate anal-
ysis, lesion size was the only significant risk factor (logistic regression, p < 0.05). 
The mean length of SE spread in the LM + group was significantly longer than 
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that in the control group. Furthermore, SE spread exceeding 5 mm was associ-
ated with an increased risk of LM + (OR = 15.077, p = 0.019, logistic regression).
Conclusions  Larger lesion size and longer SE spread were risk factors of LM + . 
Therefore, these factors should be carefully considered during ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients with inflammatory bowel disease (IBD) have a higher risk of 
dysplasia/neoplasia, requiring intensified surveillance colonoscopies. Colitis 
associated neoplasia (CAN) has flatter morphology, making it harder-to-detect. 
Serrated adenomas in routine screening colonoscopy have similar flat morphol-
ogy. How neoplasia detection rates during IBD surveillance exams change based 
on baseline average risk colonoscopy performance is not known. Also, while 
there are well defined quality metrics for adenoma detection rate (ADR) and 
sessile serrated lesion detection rate (SSDR) in non-IBD colonoscopy, these 
metrics do not exist in IBD surveillance. We hypothesized that endoscopists 
with higher non-IBD SSDR have higher ADR and SSDR in IBD surveillance colo-
noscopies, while maintaining the same ADR trend. Thus, we have conducted a 
retrospective study to investigate baseline ADR and SSDRs compared to ade-
noma and serrated lesions detection rates during IBD surveillance colonoscopy.
Methods  We performed a retrospective study of patients who underwent 
colonoscopy for an indication of IBD surveillance. A validated natural language 
processing (NLP) model was then used to report adenomas and sessile lesions 
found within pathology reports. The number of IBD surveillance colonoscopies 
per endoscopist was reviewed, and the top quartile, by procedure volume, was 
included for additional evaluation. Among this quartile, the baseline ADR and 
SSDR for average risk colonoscopies were calculated. To evaluate whether IBD 
ADR and SSDR varied across screening quartiles, we fit linear models with quar-
tile as the predictor and diagnosis rate as the outcome. Overall significance was 
based on the likelihood ratio test and parameter estimates were examined to 
assess differences between quartiles.
Results  Our study included 56 endoscopists and 5093 IBD surveillance colo-
noscopies performed between 2017-2023. Physicians in the top quartile were 
those performing greater than 24 IBD surveillance colonoscopies in this time 
period. There were significant differences in IBD ADRs among physicians when 
stratified by screening ADR quartiles (p-value < 0.0001). The ADR was 10 % 
among IBD surveillance colonoscopies for the lowest ADR quartile, and this rate 
was similar for the second and third quartiles. However, the diagnosis rate was 
10 % higher for the fourth quartile of endoscopists when compared to the low-
est quartile (p-value < 0.0001). The mean baseline non-IBD screening ADR was 
37 % (SD 8.3) and the mean baseline screening SSDR was 13 % (SD 5.3 %). First 
quartile endoscopists had a baseline non-IBD ADR and SSDR of 27.2 % and 6.5 %, 
respectively. Fourth quartile endoscopists had a baseline non-IBD ADR and 
SSDR of 48.1 % and 20 %, respectively. Regarding SSDR in IBD surveillance, the 
differences in SSDR among IBD cases between the physicians based on screen-
ing ADR quartiles was significant (p-value < 0.001). SSDR in IBD cases was 3 % 
in first quartile physicians, similar to second and third quartiles. However, fourth 
quartile physicians had a higher rate of SSDR, 6 % higher than first quartile 
physicians (p-value 0.0003).
Conclusions  Endoscopists with the highest screening ADR and SSDR also 
achieved significantly higher detection of adenomas and sessile serrated lesions 
during IBD surveillance. While lower quartiles showed similar performance, top 
quartile physicians detected 10 % more adenomas and 6 % more sessile lesions. 
Thus, these findings suggest that provider-level detection performance in 

screening colonoscopy meaningfully translates to IBD surveillance quality, giv-
en the improved detection of subtle, flat dysplasia typical of IBD.
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Aims  Accurate measurement of resected colorectal polyps is essential for clin-
ical management, research, and the development of artificial intelligence (AI)-
based size estimation systems. Despite widespread use of caliper-based meas-
urement for specimen sizing, formal validation against a reference standard is 
lacking. This study aimed to validate caliper-based measurement of resected 
colorectal polyps against high-resolution digital microscopy, a previously val-
idated reference method [1–3].
Methods  At the Centre hospitalier de l’Université de Montréal (CHUM), 143 
polyps from 92 patients were measured immediately after resection using ver-
nier digital calipers in the endoscopy suite. Independent measurements were 
subsequently obtained using high-resolution digital microscopy under blinded 
conditions. Agreement between methods was assessed using bias analysis, 
Bland-Altman limits of agreement, intraclass correlation coefficient (ICC), and 
categorical size concordance (▶Table 1).

▶Table 1	  Polyp characteristics, including location, morphology, and 
pathology. SSL, sessile serrated lesions.

Polyp characteristics (N = 143)

Rectosigmoid, n ( %) 46 (32.2 %)

Paris class, n ( %)

IIa 12 (8.4 %)

IIc 2 (1.4 %)

Ip 2 (1.4 %)

Is 125 (87.4 %)

Isp 2 (1.4 %)

Pathology, n ( %)

Adenoma / Neoplastic 93 (65.0 %)

Hyperplastic 29 (20.3 %)

Missing 2 (1.4 %)

SSL 3 (2.1 %)

Other 16 (11.2 %)

Results  Caliper-based measurements demonstrated a mean bias of –0.22 mm 
(95 % CI: –0.34 to –0.11; p < 0.001) relative to the reference standard. The 
non-inferiority hypothesis with a 0.5 mm margin was not rejected (lower 95 % 
CI > –0.5 mm). Bland-Altman’s limits of agreement were –1.57 to 1.12 mm, 
and the ICC was 0.88 (95 % CI: 0.82–0.92). Correct categorical classification 
occurred in 94.4 % of cases (95 % CI: 0.89–0.97; κ = 0.81).
Conclusions  Caliper-based measurement provides accurate and reproducible 
estimates of polyp size when compared with digital microscopy, supporting its 
use for clinical and research applications requiring direct specimen measure-
ment.
Conflicts of Interest  Daniel von Renteln has received research funding or sup-
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Abstract Text
A woman in her seventies was diagnosed with submucosal tumor on the lesser 
curvature of lower gastric body. The lesion increased in size and was histolog-
ically diagnosed as a gastrointestinal stromal tumor (GIST). Therefore, Endo-
scopic full thickness resection was performed using a scissor-type knife under 
general anesthesia. After the en block resection, the gastric defect was closed 
by Reopenable clip over-the-line method. The total procedure time was 67 min. 
The patient discharged uneventfully. Histological examination confirmed a 
low-risk GIST with free resection margin. Scissor-type knives are useful for safe 
and efficient procedures. They allow secure tissue grasping and soft coagula-
tion, reducing device exchanges and bleeding risk. Their familiar grasp-and-cut 
mechanics also help lift the lesion away from surrounding tissue, minimizing 
injury [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/0694f34e-3dc0-4cff-965b-5a4596d56239/Uploads/19978_ESGE_
days %20 %20video.mov
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Problem to solve  Situations requiring both endoscopic ultrasound (EUS)– and 
endoscopic retrograde cholangiopancreatography (ERCP)–related procedures 
are common in patients with biliopancreatic diseases. To minimize patient 
burden and hospital stay, these procedures are often performed sequentially 
in a single session, necessitating scope exchange between an echoendoscope 
and a duodenoscope. However, scope exchange increases procedure time, 

patient discomfort, infection risk, and reprocessing costs. Although Rocca et 
al. reported common bile duct stone cases underwent simultaneous EUS ob-
servation and ERCP using a radial echoduodenoscope [1], no reports have 
described performing both EUS– and ERCP–related procedures with a single 
echoendoscope. De Angelis et al. developed a convex echoendoscope enabling 
such combined procedures, but it never reached commercialization due to is-
sues related to multidrug-resistant organisms [2].
Innovation  The recently released oblique viewing convex echoendoscope (EG-
740UT; Fujifilm, Tokyo, Japan) offers improved flexibility, wider angulation, an 
increased elevator angle, wider diameter of accessory channel, and an expand-
ed optical field of view compared with conventional echoendoscopes. In addi-
tion, because the channel outlet exits on the distal and lower side of the optical 
lens, catheters can be more easily directed along the axis of the bile duct. These 
features enable the performance of ERCP. We report a retrospective study in-
cluding consecutive patients underwent simultaneous EUS– and ERCP–related 
procedures using EG-740UT between August 2024 and November 2025 (▶Ta-
ble 1).

▶Table 1	  Comparison of echoendoscope specifications

Conventional 
scope

Novel scope

Scope model GF-UCT260 EG-740UT

Manufacturer Olympus Fujifilm

Filed of view 100 ° 140 °

Bending capacity

Up/Down 130 °/90 ° 150 °/100 °

Right/Left 90 °/90 ° 100 °/100 °

Working channel 3.7 mm 4.0 mm

Results  A total 17 patients (median 74 y/o [IQR:62-81]; 53 % male; 76 % native 
papilla) underwent combined EUS– and ERCP–related procedures for following 
indications: suspected malignant biliary obstruction (n = 13), suspected auto-
immune pancreatitis with biliary stricture (n = 2), gallstone-related cholangitis 
with liver abscess (n = 1), and suspected choledocholithiasis (n = 1). EUS–relat-
ed procedures included tissue acquisition (n = 12), hepaticogastrostomy (n = 3), 
abscess drainage (n = 1), and observation (n = 2). All ERCP–related procedures 
were performed for biliary indications. Biliary cannulation was successful in 14 
(82 %) patients in median 8 minutes (IQR: 6-14.5). ERCP–related procedures in 
successful cases included sphincterotomy (n = 11), plastic stent placement 
(n = 9), metal stent placement (n = 5), brush cytology (n = 2), and forceps biop-
sy (n = 1, with median procedural time 28 minutes (IQR: 21.75-37). In the three 
cases of failed biliary cannulation, duodenoscope exchange led to successful 
cannulation in two cases, whereas one case required conversion to hepatico-
gastrostomy due to duodenal invasion. Adverse events developed in two pa-
tients (one case each of pancreatitis and cholecystitis), but none were consid-
ered specific to this combined procedure.
Conclusions  Combined EUS– and ERCP–related procedures using EG-740UT 
was feasible. It may reduce procedure time, patient discomfort, infection risk, 
and reprocessing costs. Furthermore, in cases where ERCP is absolutely impos-
sible—such as those with duodenal invasion—the procedure can be converted 
to a transluminal drainage approach without the need to change the endo-
scope, which represents an additional advantage. Further prospective studies 
are warranted.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/7de73e27-80a0-4328-82c5-541dd507713c/Uploads/19990_
ESGE_days %202026 %20video.mp4
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Aims  Previous studies have shown that patients with gastroesophageal reflux 
disease (GERD) have slower rates of gastric emptying than controls. However, 
the involvement of delayed gastric emptying (DGE) in the pathophysiology of 
gastro-esophageal reflux disease (GERD) remains debatable. The aim of this 
study was to investigate if treatment with prokinetics in addition to proton 
pump inhibitor (PPI) therapy improves clinical symptoms in dyspeptic GERD 
patients with or without DGE [1].
Methods  Thirty consecutive patients refractory to PPI over a six-month period 
were included in the study. Gastric emptying scintigraphy was employed to deter-
mine DGE, which was designated when gastric emptying time (T1/2) was > 70 min. 
Patients were divided according to the presence of dyspepsia into the dyspeptic 
group (n = 12) and non-dyspeptic group (n = 18). In addition to esomeprazole (40 
mg), mosapride citrate was administered to patients for 4 weeks. Symptoms were 
evaluated using a standardized questionnaire before and after treatment.
Results  There was no statistical difference in age and sex between the dyspep-
tic group and the non-dyspeptic group (P = 0.92 and P = 0.23, respectively). 
Prevalence of esophagitis was similar between the dyspeptic and non-dyspep-
tic groups (58 % vs 39 %, P = 0.31). DEG was detected in 75 % of subjects in the 
dyspeptic group; while 28 % subjects in the non-dyspeptic group (P = 0.01) 
displayed DEG. Improvement in symptoms was greater in the dyspeptic group 
than that in the non-dyspeptic group (75 % vs 33 %, P = 0.02).
Conclusions  Gastric emptying in dyspeptic patients with GERD is significant-
ly slower than in non-dyspeptic patients regardless of esophagitis. Combination 
therapy with prokinetics in addition to PPI improves typical GERD symptoms 
in dyspeptic patients with GERD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study aims to evaluate the safety,efficacy, and learning curve of SSD 
in colonicpolypectomy, particularly amongendoscopists new to ESD tech-
niques.
Methods  A retrospective multicenter study wasconducted, analyzing data 
from 36 patientswho underwent colonic polypectomy usingSSD at three hos-
pitals in Thailand betweenMarch 2023 and September 2024 (▶Table 1).

▶Table 1	  Summary of result

Pateint demographics Number 36

Mean age (years) 65.8

Gender (Male/Females) 13 (36.1 %)/ 23 
(63.9 %)

Polyp Characteristics Total Polyps Removed 40

Mean Size (cm) 2.7 (range: 
1.3–6.0)

Large polyps ( > 3 cm) 11/40 (27.5 %)

Procedural details Mean Procedure Time (min) 116.8 (range: 
25–360)

Mean Procedure Time 
(min),Large vs. Small 
Polyps( > 3 cm vs. ≤ 3 cm)

157.5 vs. 96.4 
(p = 0.185)

Safety & Outcomes Complete Resection 39 cases 
(97.5 %)

Perforation 0 case

Bleeding 2 cases, mild 
bleeding (5.6 %)

Procedures were performed by threetrained endoscopists, each initially traine-
don live porcine models under expertsupervision, followed by supervised clin-
icalprocedures before performingindependently.
Results  Of the 40 resected polyps,50 % (20/40) were located in the sigmoid 
region, and 20 %(8/40) were rectal polyps. 7(17.5 %) were adenocarcinoma,16 
(40 %) high-grade adenomas, 14 (35 %) low-grade adenomas,and 3 (7.5 %) 
sessile serrated lesions 39 (97.5 %) polyp has complete resection without per-
foration 2 (5.6 %) care have a minor bleeding
Conclusions  - High Efficacy & Safety: SSD achieved a97.5 % complete resection 
rate with noperforations and only 5.6 % (2 cases) of mildbleeding, managed 
conservatively.

▪▪ Procedure Time: Mean procedureduration was 116.8 minutes, with 
nosignificant difference between larger ( > 3cm) and smaller ( ≤ 3 cm) 
polyps (157.5 minvs. 96.4 min, p = 0.185).

▪▪ Clinical Impact: SSD simplifies ESD,making it a promising tool for 
broaderclinical adoption, particularly for noviceendoscopists.

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  CA19-9 remains the most widely used serum biomarker for the assess-
ment of pancreatic tumors, particularly pancreatic ductal adenocarcinoma 
(PDAC). Its levels are influenced by tumor burden, cholestasis, inflammation 
and secretor status, which limits its diagnostic specificity. Meanwhile, endo-
scopic ultrasound (EUS) provides unmatched accuracy for characterizing pan-
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creatic masses, allowing detailed assessment of tumor size, echostructure, 
necrosis, vascular invasion and ductal dilatation. However, the relationship 
between CA19-9 levels and EUS tumor phenotypes remains poorly defined. 
Understanding this association may help refine diagnostic performance and 
improve prognostic stratification. The objective of this study was to evaluate 
the relationship between CA19-9 and the endosonographic characteristics of 
both primary and metastatic pancreatic tumors in a real-life cohort.
Methods  We conducted a monocentric, retrospective observational study 
including all patients who underwent EUS for suspicion of a pancreatic mass 
between 2023 and 2025. Clinical data included age, sex, comorbidities and risk 
factors. EUS variables included tumor location (head/body/tail), maximal di-
ameter, shape, echostructure (homogeneous/heterogeneous), echogenicity, 
presence of necrosis, vascular infiltration, Wirsung duct dilatation and biliary 
dilatation. Serum CA19-9 levels were collected at the time of diagnosis. Histol-
ogy and metastatic status were retrieved when available.
Results  Among the 81 patients, 43 had a fully analysable CA19-9 value and 
documented metastatic status. Of these, 18 (42 %) had metastatic disease and 
25 (58 %) had localized tumors. Tumors were predominantly located in the 
pancreatic head. Tumor size ranged from small focal lesions to large infiltrative 
masses.
CA19-9 levels showed very high variability across patients (range: 2 to 12,000 
U/mL). Median CA19-9 did not differ significantly between metastatic and 
non-metastatic tumors (p = 0.57), reflecting both biological heterogeneity and 
the confounding effect of biliary obstruction, which was common in tumors of 
the pancreatic head.
A positive trend was observed between tumor size and CA19-9, although not 
statistically significant. Tumors with heterogeneous echostructure, intra-tu-
moral necrosis or vascular infiltration showed higher median CA19-9 levels 
compared to homogeneous, non-necrotic or non-infiltrative lesions, although 
again without statistical significance. Tumors located in the pancreatic head 
displayed the highest CA19-9 levels, likely due to associated cholestasis.
Non-adenocarcinoma tumors (notably neuroendocrine tumors) exhibited very 
low CA19-9 values, consistent with the known poor sensitivity of the marker 
in these subtypes.
Taken together, these results illustrate the complex interplay between tumor 
biology, local aggressiveness assessed by EUS, and CA19-9 expression. They 
also highlight the limitations of relying solely on CA19-9 for diagnostic or prog-
nostic evaluation, particularly in the presence of biliary obstruction.
Conclusions  In this cohort, CA19-9 levels did not significantly differ between 
metastatic and non-metastatic pancreatic tumors, but tended to increase in 
lesions with more aggressive EUS features, including larger size, heterogeneous 
echostructure, tumor necrosis and vascular infiltration. While CA19-9 remains 
an imperfect biomarker, its interpretation in conjunction with detailed EUS 
morphology may enhance diagnostic accuracy and help refine therapeutic 
decision-making. A larger, prospective multicentric study is warranted to con-
firm these findings and develop combined EUS–CA19-9 predictive models.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the time-dependent tissue response to CO₂-based cryoab-
lation using a prototype cryoneedle—currently under development for 
EUS-guided pancreatic cancer therapy—by analyzing histologic changes in a 
porcine liver model. The goal was to determine whether the ablation bounda-

ry shows regeneration or evolves into fibrosis and sustained cellular destruction 
over several days.
Methods  A custom-designed CO₂-driven prototype cryo-needle developed 
for future EUS-guided pancreatic tumor ablation was tested in porcine liver. 
Cryoablation was performed laparoscopically at two liver sites per animal using 
the following protocol:
Rapid cooling:  temperature reaching − 60 °C within ~30 seconds
Active freeze: 200–240 seconds  of continuous cooling, maintaining − 50 

to − 60 °C at the needle surface and − 5 to − 15 °C at 3–4 mm from the needle
Thaw phase:  passive rewarming for ~60 seconds
Three pigs were sacrificed at 4 hours, 5 days, and 7 days. Liver tissues under-
went macroscopic inspection and microscopic evaluation (H&E, trichrome) to 
characterize necrosis, boundary-zone evolution, and fibrosis.
Results  Laparoscopic cryoablation produced consistent ablation zones com-
parable to prior open procedures.
At 4 hours, clear coagulative necrosis was identified.
At 5 and 7 days, cryo-injured hepatocytes showed progressive, time-depend-

ent loss of viability, accompanied by fibroblast proliferation, granulation 
tissue, and collagen deposition.Fibrotic changes extended beyond the 
necrotic core, indicating ongoing biologic injury rather than passive recovery.

Conclusions  The prototype CO₂ cryo-needle, developed for eventual EUS-guid-
ed pancreatic cancer treatment, induces predictable acute necrosis followed 
by sustained cellular destruction and progressive peri-ablational fibrosis 
in porcine liver tissue. These findings demonstrate that cryoablation elicits a 
dynamic remodeling response and support continued optimization and min-
iaturization of the device for pancreatic cancer therapy.
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Aims  EUS-guided fine-needle biopsy (EUS-FNB) is essential for diagnosing 
pancreatic lesions, but evidence on its safety in a fully ambulatory setting with 
very early discharge is limited. We assessed the safety and feasibility of EUS-FNB 
in outpatients discharged after brief observation [1–4].
Methods  Single-centre retrospective study of consecutive ASA I–II outpatients 
undergoing EUS-FNB for solid pancreatic lesions between 2024 and 2025. Pro-
cedures were performed with anesthesiology assistance using propofol, spon-
taneous breathing and continuous monitoring. After the procedure, patients 
were observed for 2 hours and discharged if fit according to the Post-Anesthet-
ic Discharge Scoring System (PADSS). Patients were contacted by telephone at 
48 hours to assess post-procedural symptoms and unplanned healthcare use. 
The primary endpoint was successful early discharge after 2 hours with ade-
quate PADSS. Secondary endpoints were emergency department (ED) visits 
within 48 hours and major procedure-related adverse events (pancreatitis, 
clinically relevant bleeding, perforation).
Results  One hundred ninety-five patients were included. All procedures were 
completed, and all patients achieved an adequate PADSS score allowing dis-
charge after 2 hours (primary endpoint met in 100 % of cases). Within 48 hours, 
3/195 patients (1.5 %) accessed the ED: two for severe abdominal pain (one 
requiring opioid analgesia) and one for fever with leukocytosis. Imaging ex-
cluded EUS-FNB-related complications in all cases, and no major adverse events 
occurred (0 %).
Conclusions  Ambulatory EUS-FNB with anesthesiologist-guided propofol 
sedation and a standardised 2-hour observation period appears safe and fea-
sible in carefully selected ASA I–II outpatients. This pathway may reduce hos-
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pital bed occupancy and workload and accelerate diagnostic work-up for pan-
creatic diseases.
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Aims  In adults in Western countries, foreign body ingestion typically presents 
as esophageal food impaction (EFI), often associated with underlying esopha-
geal pathology, that should be diagnosed [1, 2]. We retrospectively analyzed 
endoscopic management, techniques (push vs. pull), and outcomes of EFI. 
Special attention was given to the prevalence of eosinophilic esophagitis (EoE) 
and the role of mucosal biopsies in diagnosis and management.
Methods  We conducted a retrospective analysis of EFI cases using the hospi-
tal endoscopy database (OPS code 8-100.6) from 01/2020–09/2025. Outcomes 
included EFI frequency, endoscopic techniques, complication rates (minor vs. 
major), prevalence of EoE, baseline characteristics, aspiration, 30-day mortal-
ity, and biopsy rates during index endoscopy or short-term follow-up.
Results  Of 109 cases identified, 32 were excluded, leaving 77 for analysis. 
Patients were at 77.92 % male, mean age 63 years. Hospital admission occurred 
in 41.56 %, with 53.25 % discharged and 5.2 % treated during hospitalization. 
Endoscopic management used the push technique in 54.55 % and the pull tech-
nique in 41.56 %; in 11.69 %, the technique was unspecified. Overall complica-
tions occurred in 11.69 % (push 7.14 %, pull 15.625 %, with respect to the re-
spective technique), aspiration in 2.6 %, and mortality was 1.3 %. Biopsies were 
performed in 66.23 %, revealing underlying EoE in 15.58 % of patients.
Conclusions  Consistent with other data, we also showed that EFI predomi-
nantly affects adult men [3]. The push-technique, said to be the primary tech-
nique, was applied more frequently than the pull-technique [1, 2, 4]. Compli-
cation rates were higher than previously reported, slightly more frequent with 
pull [3]. Biopsies revealed EoE in a substantial proportion, underscoring their 
importance during index endoscopy when the underlying cause is unclear. 
Although the push-technique seems to be associated with less complications 
and therefore the primary technique, endoscopic management should be in-
dividualized based on patient condition and clinical context.
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Aims  Although there is strong evidence that non-anesthesiologist-adminis-
tered propofol (NAAP) sedation is safe, the Anesthesiology community remains 
reluctant to endorse such a practice. We aimed to evaluate the safety of NAAP 
in comparison to the anesthesia propofol provider (AP) published in recent 
literature.
Methods  A systematic review was performed across MEDLINE and Cochrane 
Central Register for all types of trials evaluating the safety of NAAP compared 
to AP sedation in GI endoscopic procedures from 2019 to 2024 to pool the rates 
of adverse events (AEs) related to NAAP. The effect size on study outcomes is 
presented either as the event rate or as the Risk Ratio (RR) with 95 % confidence 
interval (CI). A sensitivity analysis was performed by 1) severity of AE (Major: 
endotracheal intubation, hospitalization, permanent neurologic impairment, 
or death. Non-major: transient oxygen saturation 75 %–90 %, transient apnea, 
transient airway obstruction, allergic reaction, failed sedation, bradycardia or 
tachycardia ( > 25 % change from baseline), hypo- or hypertension ( > 25 % 
change from baseline); 2) non-advanced (gastroscopy, colonoscopy) versus 
advanced procedures 3) Patients’ low (I-II) or high (III) ASA classification. We 
assessed the quality of evidence using the Grading of Recommendations As-
sessment, Development and Evaluation (GRADE) approach.
Results  One RCT and eleven cohort studies were included. In low-risk (ASA I-II) 
outpatients undergoing non-advanced GI endoscopic procedures, the pooled 
rates of major and non-major AEs were 0.00 % [95 % CI (0-0.01 %); I2 = 0 %] and 
11.60 % [95 % CI (4.01-27.2 %); I2 = 100 %], respectively; there was very low con-
fidence in estimates. In low-risk patients undergoing advanced GI endoscopic 
procedures, the pooled rate of major AEs was 0.05 % [95 % (CI 0.01-0.10 %); 
I2 = 98 %] and non-major AEs 14.74 % [95 % CI (6.28-35.77 %); I2 = 100 %], respec-
tively. The pooled rate of non-major respiratory AEs in patients undergoing 
both non-advanced and advanced gastrointestinal endoscopic procedures with 
NAAP sedation was deemed low [1.26 %, 95 % (CI 0.73-1.78 %); I2 = 100 %, and 
5.28 %, 95 % (CI 0.70-9.85 %); I2 = 100 %, respectively]. Comparing NAAP vs. AP 
in one RCT and three cohort studies, including 21223 patients, there were 82 
AEs in the NAAP group and 907 AEs in the control AP group. Regarding major 
adverse events, there was no significant difference between the two groups in 
low-risk patients undergoing advanced GI endoscopic procedures [OR 0.50, 
95 % CI (0.07-3.59); I2 = 0 %] and in low-risk patients undergoing non-advanced 
GI endoscopic procedures. In terms of non-major AEs, no significant difference 
was detected between NAAP and AP in advanced endoscopic and non-ad-
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vanced procedures [OR 0.91, 95 % CI (0.54-1.52); I2 = 5 % and OR 1.03, 95 % CI 
(0.79-1.36); I2 = 0 %]. Interestingly, NAAP was not associated with a higher rate 
of endoscopy-related AEs compared to AP [OR 1.24; 95 % CI (0.59-2.61); 
I2 = 0 %]. The certainty of evidence was very low.
Conclusions  The rate of adverse events in patients undergoing GI endoscop-
ic procedures with NAAP sedation is extremely low, regardless of the patients’ 
ASA score and the invasiveness of the endoscopic procedure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP269V  Multifocal low grade dysplasia of the 
stomach-ESD removal with the method of 2 wings 
butterfly
Authors  Malamatenios MA1, Pelekanou Z2, Thomaidis T1

Institutes  1  Athens Medical Center, Marousi, Greece; 2  Iatriko A, Marousi, 
Greece
DOI  10.1055/s-0046-1821596
Abstract Text
This video shows 2 cases of patients with extended multifocal low-grade dys-
plasia in the antrum with proximal extension. The lesions were removed en-
block via ESD with the method of 2 wings butterfly. This technique involves the 
creation of two submucosal flaps bilaterally while preserving a central submu-
cosal septum between the two flaps, creating a structure which resembles the 
body of a butterfly between its wings. The flaps are created in the anterior and 
posterior wall of the stomach, while gravity reveals the central submucosal 
septum. The incision is then advanced from the distal to the proximal end of 
the lesion. Aim of this method is to use the gravitational effect in order to ac-
celerate the dissection of large gastric lesions [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/869eefcb -bb41-4444-9479-70e9b20f35ef/ Up -
loads/19978_2_wings %20butterfly %20esge.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP270  Time for a change? Rethinking the Rutgeerts 
Score in Postoperative Crohn's Disease with SES-CD 
and MM-SES-CD
Authors  Souto M1, 2, 3, Ferreira AI1, 2, 3, Macedo Silva V1, 2, 3, Moreira MJ1, 2, 3, 
Cotter J2, 3, 1
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DOI  10.1055/s-0046-1821597
Aims  Crohn’s disease (CD) often recurs after ileocolic resection, requiring 
reliable endoscopic assessment. While the Rutgeerts score is standard, its lim-
itations highlight the need for alternatives. Simplified Endoscopic Score for 
Crohn’s Disease (SES-CD) and Modified Multiplier SES-CD (MM-SES-CD) assess 
both ileal and colonic disease, potentially providing a more comprehensive 
evaluation. This study evaluates their predictive value for postoperative disease 
progression compared to Rutgeerts score [1].

Methods  Longitudinal study of consecutive CD patients undergoing ileocolo-
noscopy for postoperative surveillance. Receiver operating characteristic (ROC) 
curve analyses compared Rutgeerts, SES-CD, and MM-SES-CD scores for pre-
dicting disease progression within one year after ileocolonoscopy. Multivariate 
logistic regression assessed score cutoffs, adjusting for confounders. Disease 
progression was defined as a composite endpoint, including clinical recurrence 
(Harvey-Bradshaw Index ≥ 4), therapy intensification, CD-related hospitaliza-
tion, endoscopic balloon dilation, or surgery.
Results  A total of 81 patients (48 ± 13 years; 55.6 % female) with 128 ileoco-
lonoscopies were included. Regarding Montreal classification, 37 (45.7 %) pa-
tients had ileal and 44 (54.3 %) ileocolonic disease; 9 (11.1 %) patients had 
nonstricturing, nonpenetrating disease, 35 (43.2 %) structuring and 37 (45.7 %) 
penetrating disease. Nineteen (23.5 %) had perianal disease. The mean time 
between surgery and ileocolonoscopy was 133 ± 83months.
Disease progression occurred in 44 (34.4 %) cases at one-year follow-up. Rut-
geerts score demonstrated fair accuracy (AUC 0.73; 95 % CI 0.64-0.80), which 
was similar to SES-CD (AUC 0.72; 95 %CI 0.63-0.79) and MM-SES-CD (AUC 0.72; 
95 %CI 0.63-0.80).
The optimal thresholds for predicting disease progression were SES-CD > 4 
(sensitivity 70.45 %; specificity 69.05 %) and MM-SES- CD > 17 (sensitivity 
59.09 %; specificity 77.38 %). However, comparing scores cutoffs, Rutgeerts 
score > 1 showed the highest odds ratio for disease progression (OR 9.02, 95 %CI 
3.20-25.46, p < 0.001).
Conclusions  Rutgeerts score, SES-CD, and MM-SES-CD demonstrated similar 
predictive accuracy for postoperative disease progression. However, the Rut-
geerts score > 1 had the strongest predictive value, supporting its continued 
use while also suggesting that SES-CD and MM-SES-CD can serve as viable al-
ternatives for monitoring postoperative recurrence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP271  The Unaddressed Gap in EUS-FNB: A Struc-
tured Evidence Review and Research Framework for 
AI-Enhanced Targeting Accuracy
Author  Dubrovin V1

Institute  1  Saint-Petersburg, Russia
DOI  10.1055/s-0046-1821598
Problem to solve  Endoscopic ultrasound (EUS) with fine-needle biopsy (FNB) 
remains a cornerstone of morphological verification for subepithelial and pan-
creatobiliary lesions. However, diagnostic performance varies considerably 
depending on operator expertise, needle selection, and subjective image in-
terpretation. Across studies published between 2018 and 2024, the sensitivity of 
EUS-FNB ranges from 68 % to 89 %, and the proportion of nondiagnostic samples 
reaches 10–25 %, particularly in small, fibrotic, or heterogeneous lesions.
Recent developments in artificial intelligence (AI)- including convolutional neu-
ral networks (CNN), radiomics, and automated texture analysis- have demon-
strated promising results in improving reproducibility and reducing subjectiv-
ity in EUS interpretation. Existing AI-EUS studies show AUROC values between 
0.86 and 0.95 for differentiating pancreatic mass types and identifying suspi-
cious echotextural patterns. These advancements suggest that incorporating 
AI into EUS-guided sampling may enhance the precision and consistency of 
morphological diagnosis.
Innovation  Based on the collected evidence, we propose the rationale for 
developing an AI-supported concept- EUS-Precision- aimed at improving the tar-
geting strategy and morphological yield of EUS-FNB through automated pattern 
recognition and real-time decision guidance. This is not presented as a ready-to-use 
system, but as a justified direction derived from existing evidence.
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Results  The literature analysis revealed several consistent trends:
▪▪ AI-enhanced EUS image interpretation improves interobserver agreement 
and reduces variability in assessing echogenicity, margins, vascular 
patterns, and internal heterogeneity. CNN-based models in pancreatic 
lesion analysis demonstrate classification accuracies of 82-94 %, 
surpassing non-expert interpretation.

▪▪ Radiomic feature extraction provides quantitative descriptors (texture, 
entropy, wavelet-based metrics) associated with malignant transforma-
tion in pancreatic solid lesions and gastrointestinal subepithelial tumors. 
Some studies report radiomic AUROC values of 0.87-0.93 for differentiat-
ing GIST from benign mesenchymal lesions.

▪▪ Factors associated with nondiagnostic FNB samples include lesion size < 15 
mm, necrotic/heterogeneous internal architecture, and suboptimal 
targeting. Up to 20-30 % of sampling errors occur due to inaccurate 
selection of the puncture zone rather than needle type.

▪▪ AI-supported guidance systems tested in simulation environments or 
retrospective datasets improve selection of optimal puncture trajectories, 
reducing simulated nondiagnostic sampling by 15-22 %.

These data collectively justify the feasibility of an AI-supported concept such 
as EUS-Precision, which would integrate:(1) automated echotexture recogni-
tion,(2) radiomic-based risk stratification,(3) real-time highlighting of poten-
tially optimal biopsy targets, and(4) decision-support cues to minimize sam-
pling errors.
Conclusions  AI-enhanced EUS interpretation represents a promising direction 
for improving the diagnostic performance of EUS-guided tissue acquisition. 
Based on existing evidence, integrating automated echotexture analysis and 
radiomic markers may improve reproducibility, reduce nondiagnostic sample 
rates, and support more accurate morphological verification-especially in small 
or visually challenging lesions.
The conceptual framework of EUS-Precision aligns with ESGE priorities in dig-
ital endoscopy, standardization, and operator-independent diagnostic path-
ways. In the future, such systems may be incorporated into endoscopic work-
stations as real-time decision-support tools, enhancing diagnostic precision 
and offering an educational resource for early-career endoscopists.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP272V  Treatment of huge retroperitoneal abscess 
caused by duodenal perforation, endoscopy or surgery?
Authors  Han S1, Deliang L2

Institutes  1  The First Hospital of Hebei Medical University, Shijiazhuang, 
China; 2  Department of Gastroenterology, The First Affiliated Hospital of 
Zhengzhou University, Zhengzhou, China
DOI  10.1055/s-0046-1821599
Abstract Text
In the case of duodenal perforation complicated by retroperitoneal enveloping 
purulent cavity, full irrigation and closure of the wound under an endoscope 
can achieve a good therapeutic effect, with less trauma and faster recovery 
than surgery.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/17db901f-1130-4734-89d3-0cf10b5120fd/Uploads/19978_Treat-
ment_of %20huge %20retroperitoneal %20abscess %20caused %20by %20duo-
denal %20pe....mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP273  Patient Radiation Exposure During Fluoros-
copy-Guided Gastrointestinal Endoscopic Procedures
Authors  Berrada G1, Cherkaoui Malki M1, Mechhor S1, Mghyly F1, 
Cherkaoui Malki O1, Nadia B2, Errabih I2, El Bacha H2

Institutes  1  CHU Ibn Sina, Rabat, Morocco; 2  Université Mohammed V de 
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DOI  10.1055/s-0046-1821600

Aims  The use of ionizing radiation in interventional gastroenterology is essen-
tial for performing complex procedures such as endoscopic retrograde cholan-
giopancreatography (ERCP), endoscopic placement of digestive stents via es-
ophagogastroduodenoscopy (EGD), and biliodigestive anastomosis or 
cystogastrostomy performed under endoscopic ultrasound (EUS) guidance. 
However, prolonged exposure to X-rays represents a non-negligible risk for 
both patients and operators.This study aimed to assess patient exposure to 
ionizing radiation during these procedures and to identify factors influencing 
radiation dose.
Methods  We conducted a retrospective study of procedures requiring fluor-
oscopy—ERCP, digestive stent placement, EUS-guided biliodigestive anasto-
mosis, and EUS-guided cystogastrostomy—performed between May 2023 and 
August 2024 in the Internal Medicine B Department. Collected data included 
demographic characteristics, indication for the procedure, procedure type, 
fluoroscopy time, reference-point air kerma (Ka,r, expressed in mGy), and clin-
ical or technical variables potentially influencing radiation exposure.
Procedure complexity was assessed using an adapted scale inspired by classi-
fications of the American Society for Gastrointestinal Endoscopy (ASGE). An 
analytical study was performed to evaluate risk factors using JAMOVI software.
Results  A total of 146 procedures were analyzed: 129 ERCPs (88.4 %), 7 EUS-guid-
ed biliodigestive anastomoses (4.4 %), 6 digestive stent placements (4.1 %), and 4 
EUS-guided cystogastrostomies (3.1 %).The cumulative radiation dose (Ka,r) 
ranged from 2.59 to 297 mGy, with a median of 64.5 mGy (36.9–124).
Median fluoroscopy time was 5 min 30 s (3 min 40 s – 9 min 17 s), and the 
median total procedure duration was 100 minutes (83–120).
ERCPs were associated with significantly higher radiation exposure compared 
to EUS- or EGD-related procedures, with median doses of: 65 mGy (37–123.74) 
for ERCP, 57.7 mGy (45.7–65) for EUS-guided procedures and 33.3 mGy 
(27.6–73.6) for digestive stent placement via EGD.
ERCPs classified as ASGE GRADE II showed slightly higher radiation doses, with 
a median of 69.7 mGy (37.6–123.1).
In our analysis, age was the only factor significantly influencing the total dura-
tion of ERCP procedures. Radiation exposure varied significantly according to 
ERCP indication (p = 0.023; p < 0.05). Patients undergoing biliary drainage for 
obstructive jaundice due to lithiasis or malignancy received higher radiation 
doses.
Conclusions  Assessment of ionizing radiation exposure in the interventional 
endoscopy suite demonstrates significant variation according to procedure 
type, indication, and technical factors. Procedure complexity plays a key role; 
however, more complex procedures did not result in significantly higher radi-
ation exposure.A better understanding of risk factors for elevated radiation 
dose—such as body habitus or operator expertise—may help strengthen radi-
ation-protection strategies and optimize patient safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP274  Psychological Impact of Endoscopy Practice: 
Evaluation of Stress, Anxiety and Professional 
Satisfaction
Authors  Berrada G1, Cherkaoui Malki M1, Mechhor S1, Mghyly F1, 
Cherkaoui Malki O1, Nadia B2, Errabih I2, El Bacha H2
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Rabat (Présidence Site Irfane), Rabat, Morocco
DOI  10.1055/s-0046-1821601
Aims  Endoscopic practice is a demanding activity that may generate substan-
tial stress among healthcare professionals due to the technical complexity of 
procedures, the associated cognitive load, and the high level of responsibility 
inherent to these interventions. This study aims to analyze the psychological 
impact of endoscopy by assessing several dimensions, including procedural 
stress, anticipatory anxiety, and professional satisfaction, in relation to individ-
ual and occupational characteristics of endoscopists.
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Methods  An observational study was conducted among healthcare profes-
sionals involved in endoscopic procedures. Data were collected using a struc-
tured questionnaire including demographic variables (age, sex, city, years of 
experience, practice of physical activity, caffeine consumption, smoking habits) 
and elements related to endoscopy workflow organization (number of staff in 
rotation, years of endoscopic experience).Stress and satisfaction were assessed 
using the New Job Stress Scale and the Job Satisfaction Score, adapted to en-
doscopic practice. The questionnaire consisted of multiple items rated on a 
1-to-5 Likert scale (1 = strongly disagree, 5 = strongly agree), and scores were 
summed. Higher scores reflected greater levels of work-related stress or job 
satisfaction.
Results  Preliminary results included 27 participants: 22 residents, 3 profes-
sors/attending physicians, and 2 nurses, with respective endoscopic experience 
of 1 year ( 0–2 years), 5 years ( 4.5–5.5 years), and 1 year and 7 months ( 11 
months–2 years and 3 months). A total of 48.1 % of participants were aged 
between 25 and 31 years.On a 1-to-10 scale, procedural stress had a median 
value of 6.5 ( 3–9) among residents, 9 ( 7–9.5) among professors/attending 
physicians, and 6 ( 5.5–6.5) among nurses. Anticipatory anxiety scores were 6 
( 5–9.75), 7 ( 4.5–8.5), and 5, respectively. Technical proficiency at the end of 
training was self-rated at 6 ( 1–7) out of 10.According to the New Job Stress 
Scale, the “work overload” section had a mean score of 15.1 ± 7.7 out of 30, 
the “ambiguity with healthcare personnel” section a score of 14.4 ± 5.8 out of 
20, and the “professional relationships and support” section a score of 9.1 ± 4.1 
out of 20.The Job Satisfaction Score showed an overall mean satisfaction of 
8.67 ± 3.81 out of 15, and satisfaction regarding the work environment was 
7.67 ± 3.14 out of 15.
Conclusions  This study highlights the psychological impact of endoscopic 
practice, with varying degrees of stress and satisfaction according to profes-
sional status, experience, and working conditions. These findings emphasize 
the importance of optimizing organizational strategies to improve practition-
ers’ well-being and enhance the acquisition of endoscopic skills. Better stress 
management within endoscopic practice may contribute to increased profes-
sional satisfaction and ultimately improve the quality of patient care.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present two cases involving 50- and 75-year-old patients with large dys-
plastic lesions (40 mm and 50 mm) located in the second portion of the duo-
denum. Histology showed low-grade dysplasia with focal high-grade areas in 
the first case and predominant high-grade dysplasia in the second. Both lesions 
were situated near, but not involving, the ampulla of Vater, with a safety dis-
tance of more than 10 mm. En bloc resection was achieved using endoscopic 
submucosal dissection (ESD). Traction was applied in one case to clarify the 
cutting plane. The mucosal defects were successfully closed with a combination 
of the zipper-closure technique and the clip-and-string method. Both patients 
were discharged on postoperative day two. Follow-up endoscopy at three 
months showed no residual or recurrent lesions [1–3].

V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/e2abcaa8-62f9-4a9e-b7db-84ca1220dd86/Up-
loads/19978_ESD_Duodenum %20esge.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Endoscopic mucosal incision and decompression appears to be a safe and ef-
fective treatment for submucosal hematomas of the esophagus and stomach. 
This technique can rapidly relieve retrosternal pain, prevent dysphagia caused 
by luminal compression, and reduce the risk of mucosal ischemia, necrosis, and 
related complications.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/36bbd711-399e-4788-aa22-92a83b6b020b/ Up -
loads/19978_ %E8 %A1 %80 %E8 %82 %BF %E5 %B8 %A6 %E5 %AD %97 %E5 %B9 %
95 %E5 %8F %8A %E9 %9F %B3 %E9 %A2 %911102 %E4 %B8 %AD %E6 %AF %94 %E
7 %89 %B9 %E7 %8E %87.mp4
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eP277  Predictive Factors of Failure of Common Bile 
Duct Clearance in Patients with Bile Duct Stones 
Without Cholangitis
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Aims  To identify the predictors of failed CBD stone clearance without cholan-
gitis during ERCP
Methods  retrospective analysis of patients who underwent ERCP for CBD stone 
clearance at a tertiary care centre in New Delhi between January 2023 and July 
2023. Univariate and multivariate analyses were performed to identify predic-
tors of CBD stone clearance (▶Table 1).
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▶Table 1	  Univariate analysis on predictors of CBD Clearance

(A) Baseline Lab 
parameters

S. No Parameters Not cleared (66) Cleared (179) P value

1 Hb (g/dL) 11.9 (10.5-12.97) 11.9 (10.9-12.7) 0.83

3 Platelets (cells × 10⁵/mm³) 2.3 (1.63-2.87) 2.3 (1.7-3.0) 0.59

4 Total Bilirubin (mg/dl) 0.9 (0.5-2.05) 0.7 (0.5-1.3) 0.076

5 ALT (IU/L) 34 (20-94) 42 (23-83) 0.28

6 AST (IU/L) 38.5 (27-75.5) 41 (26-78) 0.97

7 ALP (IU/L) 188 (129-346) 180 (127-312) 0.86

8 CBD Diameter > 15mm 13(19.7 %) 19 (10.6 %) 0.06

9 CBD Diameter in mm 11.93 ± 4.57 10.68 ± 3.41 0.02

10 Stone No ( > 3) 3 (4.5 %) 12(6.7 %) 0.52

11 Stone Size > 12 mm 16 (24.2 %) 16 (8.9 %) 0.001

12 Stone Size in mm 9.97 ± 4.90 7.73 ± 3.36 0.0001

13 Location of stone (proximal) 12 (18.2 %) 18 (10.1 %) 0.57

14 PAD 6 (9.1 %) 17 (9.5 %) 0.94

15 Bulky Papilla 6 (9.1 %) 5 (2.8 %) 0.03

16 Difficult cannulation 16 (24.2 %) 14 (7.8 %) 0.001

17 CBD Diameter > 15mm 9 (13.6 %) 20 (11.2 %) 0.10

18 CBD Diameter in mm 13.11 ± 5.10 11.72 ± 3.34 0.02

19 Stone No ( > 3) 3 (4.5 %) 19 (10.6 %) 0.51

20 Stone Size in mm 13.77 ± 6.03 8.93 ± 3.89 0.0001

21 Location of stone (proximal) 8 (12.1 %) 18 (10.05 %) 0.02

22 CBD stricture 4 (6.1 %) 3 (1.6 %) 0.06

23 Hepatolithiasis 8 (12.1 %) 10 (5.6 %) 0.08

24 Impacted stone 16 (24.2 %) 5 (2.8 %) 0.0001

25 Use of a Basket for Extraction 1 (1.5 %) 3 (1.7 %) 0.94 

Results  A total of 245 patients were included in the analysis. Successful clear-
ance was achieved in 73.06 % of the cases. Univariate analysis revealed that 
abdominal pain, CBD diameter, stone size > 12 mm, and stone size/CBD diam-
eter > 1 on magnetic resonance cholangiopancreatography (MRCP) were sig-
nificantly associated with failed clearance. Endoscopic and cholangiographic 
parameters, such as bulky papilla, difficult cannulation, CBD diameter, stone 
size > 12 mm, middle location of the stone, stone size/CBD diameter > 1, im-
pacted stone, and CBD stricture, were also significantly associated with failed 
clearance. On multivariate analysis, middle stone location (odds ratio [OR] 4.44; 
95 % CI, 1.67-11.75), stone size/CBD diameter > 1 (OR 5.22; 95 % CI, 1.14-
23.78), CBD stricture (OR 5.06; 95 % CI, 1.006-25.52), and impacted stone (OR 
9.33; 95 % CI, 2.17-39.99) were identified as independent predictors of failed 
CBD clearance [1–7].
Conclusions  dentifying these predictive factors may help stratify patients for 
appropriate advanced management strategies, such as cholangioscopy-assist-
ed extraction, electrohydraulic lithotripsy, or surgical management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP278  Digital Decision Support in Acute Gastroin-
testinal Bleeding: Addressing Clinical Variability and 
the Need for a Standardized Care Pathway
Author  Dubrovin V1

Institute  1  Saint-Petersburg, Russia
DOI  10.1055/s-0046-1821605
Problem to solve
Acute gastrointestinal bleeding (GIB) requires rapid risk stratification, timely 
intervention decisions, and accurate triage. Despite validated risk scores (Rock-
all, Glasgow-Blatchford), substantial variability in clinical decision-making 
persists. CDSS interest is growing, yet no unified approach integrates prognos-
tic models, endoscopic findings, and clinical parameters.
Key gaps include:

▪▪ variability in therapeutic decisions across experience levels;
▪▪ limited calibration of scores in high-risk patients;
▪▪ absence of a standardized early triage and management pathway;
▪▪ limited integration of guideline-based recommendations into routine 
workflow.

Innovation
A literature review (PubMed, Embase, Scopus; 2018-2025) assessed:

▪▪ prognostic value of Rockall and GBS for rebleeding, mortality, and urgent 
intervention;

▪▪ management algorithms for non-variceal GIB;
▪▪ existing digital tools and CDSS components;
▪▪ factors driving decision-making variability.

Non-clinical, low-quality, and non-representative studies were excluded.The 
review highlights the potential of digital CDSS to integrate clinical, laboratory, 
and endoscopic parameters into a structured and standardized decision path-
way.
Results 1. Risk score performance.

▪▪ GBS shows high sensitivity for identifying low-risk patients (GBS 
0-1 = minimal adverse event risk).

▪▪ Rockall score offers acceptable accuracy for rebleeding prediction 
(AUC ≈ 0.73) but is less reliable for mortality.

▪▪ Both tools insufficiently incorporate real-time endoscopy and dynamic 
hemodynamics.

2. Clinical gaps.
▪▪ large decision variability;
▪▪ weak calibration in high-risk groups;
▪▪ lack of unified triage pathway;
▪▪ limited incorporation of guidelines into workflow.

3. Potential of digital CDSS.
CDSS studies show improved structure of clinical decisions, better adherence 
to recommendations, greater consistency across clinicians, and reduced as-
sessment time.No validated GIB-specific digital model currently integrates 
endoscopic, clinical, and dynamic parameters.
Conclusions  Rockall and GBS remain important but fail to incorporate endo-
scopic stigmata and dynamic patient changes. Persistent gaps – decision var-
iability, absence of standardized triage, and limited implementation of guide-
lines – underline the need for updated digital solutions.
Digital CDSS represent a promising direction for standardizing GIB manage-
ment. The literature supports developing multifactorial algorithms that com-
bine laboratory, clinical, and endoscopic data.
Future Directions.
Future work should focus on developing and validating digital CDSS, including 
web-based and EMR-integrated tools, capable of real-time adaptation and re-
ducing clinician variability. Integration within the ESGE framework could sup-
port the creation of a unified standardized pathway for GIB management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
This case presents an 18-year-old male patient with a complex five-year histo-
ry of intermittent rectal bleeding, marked by recurrent symptoms and mutiple 
failed surgical interventions, culminating in a diagnosis of Mucosal Prolapse 
Syndrome (MPS) following the exclusion of other potential benign and malig-
nant pathologies.
The patient ultimately underwent underwater endoscopic mucosal resection 
(UEMR) was successfully cured. UEMR enables rapid and precise mucosal re-
section while significantly minimizing electrical injury, thereby safeguarding 
adjacent tissues and effectively mitigating the risk of complications such as 
delayed bleeding or stricture formation.
The patient’s postoperative recovery was uneventful, with no recurrence of 
symptoms at three-month and six-month follow-ups.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/18af9831-d884-464d-be93-c10926915a88/Uploads/19978_ 
%E8 %84 %B1 %E5 %9E %82 %E4 %B8 %AD %E6 %AF %94 %E7 %89 %B9 %E7 %8E %8
720251123.mp4
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and single center case series
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Aims  Most biliary or pancreatic duct strictures can be passed with a guidewire 
but a subset of especially tight ones remain impassable by standard dilation 
devices. Alternative techniques, such as drilling into the stricture, may be need-
ed in such instances. Data on the efficacy and safety of this rescue technique 
are scarce. We conducted a systematic literature review complemented by our 
single-center experience using a 6Fr electrocautery device for “impassable” 
biliopancreatic strictures.
Methods  A systematic review of PubMed, Embase, Google Scholar, and 
Cochrane library was performed, including studies using a cystotome for biliary 
or pancreatic strictures that could not be dilated with standard accessories. 
Alternative devices (e.g., Soehendra stent retriever) were excluded. Primary 
outcomes was the combination of technical success (ability to traverse the 
stricture and deploy a stent) and safety (absence of procedure-related adverse 
event). Clinical success (short- and long-term) were collected if available. Our 
review was supplemented with cases performed at Beaujon Hospital (Clichy, 
France) from 2020 to 2025.
Results  A total of 99 patients were included (90 patients from 9 studies and 9 
from our center). The primary composite outcome, combining technical suc-
cess and safety, was achieved in 90 % of patients. Technical success, allowing 
stent insertion in the desired position, was 100 % (99/99). Clinical success was 
achieved in 94 % (81/86).
Adverse events occurred in 10 % of patients (11/99). All complications were 
considered mild or moderate, with no case of perforation or severe (Cla-
vien-Dindo grade ≥ 3) adverse event observed. Four Patients (4 %) had papillary 
bleeding following ERCP (including one during sphincterotomy, before the use 
of the cystotome in our cohort and without information for the others), three 
patients (3 %) had mild pancreatitis developed after a pancreatic ERCP. One 
patient (1 %) had a cholangitis. One study included transient abdominal pain 
as an adverse event and reported 3 cases without documented pancreatitis.
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Conclusions  Cystotome-assisted electrosurgical drilling appears to be tech-
nically reliable and effective for complex biliopancreatic strictures that are re-
sistant to standard dilation. This comprehensive study could encourage to in-
tegrate the cystotome in the endoscopists’ ERCP toolbox.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The retrieval of complex foreign bodies lodged deep within the pancre-
atic and biliary ducts (PBDs) often constitutes a high-risk procedure, frequent-
ly necessitating surgical intervention when conventional methods fail. The 
primary aim of this case presentation is to validate and demonstrate the deci-
sive therapeutic benefit and safety profile of cholangioscopy/pancreatosco-
py-assisted ERCP for the extraction of highly challenging, proximally migrated 
foreign objects. This work supports the establishment of advanced endoscop-
ic techniques as the definitive, non-surgical first-line treatment in specialized 
endoscopy centers [1–3].
Methods  We present two illustrative clinical cases requiring advanced endo-
scopic visualization and retrieval:
	 Case 1 (Pancreatic Duct: A female patient presented with right upper 

quadrant pain indicating complications from a proximally migrated 
prophylactic pancreatic stent, which had moved deep into the pancreatic 
tail. Due to the deep position and technical challenges of the migrated 
stent, the extraction required direct visualization via SpyGlass Pancreato-
scopy. The retrieval was successfully accomplished using SpyBite Biopsy 
Forceps under real-time endoscopic guidance, as standard techniques 
were rendered ineffective.

	 Case 2 (Biliary Duct): A complex case involving a patient with a history of 
complicated open cholecystectomy. The patient suffered from recurrent, 
severe episodes of cholangitis and associated symptoms. Imaging con-
firmed the presence of an inadvertent surgical foreign body—a protective 
drainage tube—which had been retained within the Ductus Choledochus 
(common bile duct). Definitive management was achieved via ERCP 
guided by SpyGlass Cholangioscopy, allowing for the precise targeting 
and safe removal of the intra-choledochal drain.

Both procedures were performed to eliminate the necessity for high-morbidi-
ty surgical exploration.
Results  The endoscopic procedures achieved a 100 % technical success rate 
for the complete retrieval of both complex foreign bodies. Crucially, both pa-
tients successfully avoided major surgery, demonstrating the profound clinical 
impact of the technology. Both individuals were managed minimally invasive-
ly, leading to rapid recovery and discharge within 48 hours without major post-
ERCP complications.
Conclusions  The successful management of a deeply migrated pancreatic 
stent and a surgically retained biliary drain, both previously challenging indi-
cations, underscores the decisive role of cholangioscopy/pancreatoscopy-as-
sisted ERCP. The integration of direct visualization and specialized tools signif-
icantly expands the therapeutic reach of endoscopy. This strategy is established 
as the first-line definitive therapy for complex pancreatobiliary foreign body 
extraction, significantly reducing patient morbidity and accelerating convales-
cence by eliminating the need for surgical intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Volume expansion following reimbursement of advanced procedures 
typically raises concerns about quality dilution, particularly when techniques 
disseminate beyond specialized centers. This prospective Belgian registry investi-
gated whether national reimbursement for radiofrequency ablation (RFA) of Bar-
rett's esophagus affected treatment outcomes, comparing two 7-year periods 
before and after reimbursement implementation (2010–2016 vs 2017–2023) 
across 12 designated expert centres. We assessed changes in case volume, patient 
characteristics, treatment patterns, efficacy, and safety (▶Table 1).
Methods  Patients were allocated according to their first RFA procedure into 
pre-reimbursement (2010–2016) and post-reimbursement (2017–2023) co-
horts. Variables included demographics, Prague C/M classification, worst pre-
RFA histology, pre-RFA endoscopic resection (ER), number of RFA sessions, 
efficacy outcomes (complete eradication of intestinal metaplasia [CE-IM], 
complete eradication of dysplasia [CE-D]), and adverse events. Efficacy re-
quired ≥ 1 surveillance biopsy within 12 months after final RFA. Statistical com-
parisons used chi-square or Fisher's exact tests for categorical variables and 
Mann–Whitney U tests for continuous variables.
Results  RFA case volume increased 71 % following reimbursement (345 vs 589 
patients, p < 0.001). Post-reimbursement patients presented with shorter Bar-
rett's segments (Prague C: 3 vs 2, p = 0.039; M: 5 vs 4, p = 0.031) and lower HGIN 
prevalence (62 % vs 55 %, p = 0.024). Contrary to concerns about quality dilu-
tion, efficacy improved significantly (CE-IM: 83.1 % vs 87.5 %, p = 0.048), with a 
strong trend for CE-D (94.0 % vs 96.5 %, p = 0.079), despite higher volumes. 
Median RFA sessions remained unchanged (2, p = 0.052). Safety profiles were 
excellent and equivalent: bleeding (5 % vs 6 %, p = 0.62), stenosis (9 % vs 8 %, 
p = 0.71), with zero RFA-related perforations in either period.
Conclusions  RFA efficacy improved despite a 71 % post-reimbursement volume 
increase, likely driven by strict centralisation within accredited expert centres 
and earlier-stage disease at presentation. These findings challenge assumptions 
about volume–quality trade-offs and show that centralised delivery can expand 
access while improving outcomes.
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▶Table 1	 

Pre 
(2010–2016)

Post 
(2017–2023)

p-value

Patients 345 589  < 0.001

Median age 
(years)

66 65 0.41

Sex (male) 72 % 72 % 0.92

Prague C 
(median, IQR, 
min–max)

3 (0–6), 0–15 2 (0–5), 0–18 0.039

Prague M 
(median, IQR, 
min–max)

5 (2–8), 1–17 4 (2–7), 0–20 0.031

NDBE 4 % 5 % 0.44

LGD 7 % 9 % 0.28

HGIN 62 % 55 % 0.024

EAC pT1a 20 % 22 % 0.57

EAC pT1b 7 % 9 % 0.33

Any ER 58 % 61 % 0.55

EMR 55 % 56 % 0.77

ESD 3 % 5 % 0.18

Median RFA 
sessions (IQR, 
min–max)

2 (1–3), 1–5 2 (1–3), 1–5 0.052

CE-IM 83.1 % 87.5 % 0.048

CE-D 94.0 % 96.5 % 0.079

Bleeding 5 % 6 % 0.62

Stenosis requiring 
dilation

9 % 8 % 0.71

Perforation 0 after RFA
4 after ER

0 after RFA
4 after ER

1.00
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Aims  Over one million upper endoscopies are performed annually in France. 
Although no regulation mandates it, single-use (SU) bite blocks remain the 
standard practice. We evaluated the environmental benefit of switchint to re-
usable (RU) bite blocks for upper gastrointestinal endoscopy.
Methods  Reusable polyoxymethylene (POM) bite blocks (TEC-CARE, Chavelot, 
France) combined with rubber bands were tested. Preliminary tests consisted 
of subjecting the bite blocks to repeated steam sterilization cycles (134 °C, 18 
min) after real-life patient use.
After confirming their integrity through successive sterilization cycles, a com-
parison was done between standard SU bite blocks (ALTON-Medical, China) 
and the reusable model under several scenarios (with or without reusing the 

rubber band, disinfection in automated endoscope reprocessors, or steam 
sterilization). A simplified life cycle assessment focusing exclusively on green-
house gas emissions (kgCO₂e) was then performed using the CAREBONE tool 
developed by AP-HP (https://bit.ly/carebone).
Results  Twenty reusable bite blocks were used over two months. All tolerated 
at least ten sterilization cycles with no visible degradation impairing their use. 
However, the rubber bands did not withstand sterilization, requiring continued 
use of single-use bands due to the lack of suitable reusable alternatives.
Several scenarios were compared, assuming ten uses per RU bite block:

▪▪ Single-use bite block + single-use band: 1.05 kgCO₂e
▪▪ Reusable bite block (sterilized) + single-use band: 1.25 kgCO₂e
▪▪ Reusable bite block (disinfected) + single-use band: 0.62 kgCO₂e
▪▪ Reusable bite block (disinfected) + reusable band (hypothetical due to lack 
of a readily available model): 0.12 kgCO₂e

If reusable bite blocks with reusable bands were implemented nationwide ( ≈ 1 
million oral procedures/year), emissions avoided would amount to 930 tCO₂e 
per year, equivalent to 260,000 cheeseburgers or to the carbon footprint of 
building 20 new detached houses (French Ecological Agency ADEME).
Conclusions  We demonstrated that POM reusable bite blocks withstand re-
peated sterilization
Sterilizing reusable bite blocks combined with disposable bands does not pro-
vide an ecological advantage over single-use devices due to the environmental 
burden of sterilization. In contrast, disinfection in automated endoscope wash-
er-disinfectors reduces CO₂ emissions by approximately 40 %. These findings 
led to a change in practice in our department, with the adoption of reusable 
bite blocks (combined initially with disposable bands) disinfected together with 
the endoscope after each procedure.
Acknowledgement:  POM bite blocks were graciously manufactured and pro-
vided for freeby Tec-Care
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Aims  Medical and technical activities have a significant environmental impact. 
Various national recommendations and local initiatives aim to reduce it, but it 
remains difficult to identify which changes in patient pathways can most effec-
tively lower emissions without compromising quality of care. To help prioritize 
potential measures, we analyzed all possible colonoscopy pathways to develop 
a digital comparative tool assessing the environmental impact of different care 
scenarios.
Methods  Interviews were conducted with engineers, clinical teams, and sup-
port staff (administrative, logistics, pharmacy, sterilization, biomedical, etc.) 
to map every step of the colonoscopy process (outpatient, day-case, and inpa-
tient). The analysis included the preparation phase (scheduling, medical visits, 
bowel preparation), the procedure itself (anesthesia type, endoscope and ac-
cessories, consumables, procedural steps achieved), and the post-procedure 
phase (disinfection, patient recovery, sample management, waste processing, 
follow-up).
For each step, the carbon footprint of alternative practices was calculated (e.g., 
general vs local anesthesia, CO₂ insufflation vs water irrigation, reusable (RU) 
vs single-use (SU) accessories, digital data storage methods etc.). A simplified 
life cycle assessment (LCA) was performed using the CAREBONE tool developed 
by AP-HP (open source, https://bit.ly/carebone), expressing greenhouse gas 
emissions in kgCO₂e. We will aggregate this data into a digital tool allowing 
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users to explore each step of the care pathway, quantify its total carbon impact, 
and assess the CO₂e difference associated with any modification.
Results  Calculation of an illustrative colonoscopy pathway including the fol-
lowing main steps was performed. Carbon emissions (KgCO₂e) are reported 
when available for each step.

▪▪ Pre-Endoscopy:  A remote pre-anaesthetic consultation (0.078); standard 
bowel preparation (0.51); patient dressing with single-use pyjamas (0.79); 
reusable bedsheets (0.032) with single-use bed protection (0.25)

▪▪ During-Endoscopy: Propofol-based deep sedation (9.98); use of a 
reusable endoscope (3.39) and its associated components (1.52) 
(aspiration and insufflation tubing, pistons, sterile water for the water-jet 
system); CO₂ insufflation (0.078); use of a polypectomy snare (0.36) and 
formol biopsy tube (0.48); disposal of liquid waste (0.29); protective 
equipment for the endoscopist (0.56)

▪▪ After-Endoscopy: Endoscope reprocessing (1.30) including nurse 
protective gear, manual pre-cleaning, and disinfection in automated 
endoscope reprocessor, drying and storage; Patient recovery with a light 
snack and a SU water bottle (0.37).

Under this pathway, total CO₂ emissions of a signle colonoscopy was 20KgCO₂e. 
Highest CO₂-emitting sectors were anasthesia, SU devices and endoscope re-
processing. Patient transport was excluded from the initial analysis as many 
tools already exist to estimate their burden (For instance, 30km drive in a pet-
rol car would add 6.53Kg CO₂e)
Conclusions  Our study aimed to identify the key steps in the patient pathway 
where professionals in an endoscopy unit can directly influence the reduction 
of the environmental footprint by implementing targeted measures. Our dig-
ital tool will provide healthcare facilities with a simple and interactive way to 
(re)organize their workflow, thereby minimizing the environmental footprint 
of colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided (EUS-guided) biopsy has become a prom-
ising option for diagnosing hematological disorders, especially in cases of nod-
al and extranodal lymphomas that are not accessible by conventional surgical 
biopsy. This study evaluates the diagnostic performance, clinical utility, and 
safety of EUS-guided fine-needle biopsy (FNB) in the assessment of deep-seat-
ed lymphadenopathy and splenic lesions suspected of lymphoproliferative 
disease or malignancy [1–5].
Methods  Of the 28 biopsy specimens obtained, 25 demonstrated diagnosti-
cally adequate material, yielding a diagnostic adequacy rate of 89.3 %. Among 
the 25 adequate samples, lymphoma was diagnosed in 13 cases (52 %). In 9 
cases (36 %) a metastatic involvement of lymph nodes was identified. The re-
maining cases included single instances of sarcoidosis, tuberculosis, and gas-
trointestinal stromal tumor (GIST), each representing 4 % of the sample. Two 
patients (8 %) demonstrated benign inflammatory changes without evidence 
of neoplastic disease and remained negative on follow-up examination. No 
procedural complications were documented.
Results  Of the 28 biopsy specimens obtained, 25 demonstrated diagnostical-
ly adequate material, yielding a diagnostic adequacy rate of 89.3 %. Among the 
25 adequate samples, lymphoma was diagnosed in 13 cases (52 %). In 9 cases 
(36 %) a metastatic involvement of lymph nodes was identified. The remaining 
cases included single instances of sarcoidosis, tuberculosis, and gastrointesti-
nal stromal tumor (GIST), each representing 4 % of the sample. Two patients 

(8 %) demonstrated benign inflammatory changes without evidence of neo-
plastic disease and remained negative on follow-up examination. No procedur-
al complications were documented.
Conclusions  Endoscopic ultrasound-guided fine-needle biopsy (EUS-FNB) is 
an effective modality for histologic assessment of deep-seated lymphadenop-
athy and splenic lesions. Its ability to obtain diagnostically adequate tissue with 
a favorable safety profile supports its use as a first-line diagnostic approach for 
these lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To analyse the efficacy and safety profile of eFTR in patients with complex 
colorectal lesions in a District General Hospital.
Methods  A retrospective analysis was carried out between 2021-2025. We iden-
tified 22 patients undergoing eFTR during this period. Data collected included 
patients' demographics, indications for eFTR, lesion size, and Charlson Comorbid-
ity Score. Primary outcomes were defined as technical and histological success of 
R0 resection. Secondary outcomes included time from multidisciplinary team 
(MDT) discussion to eFTR, length of hospital stay, duration of the procedure, lesion 
site, complications and follow up, including recurrence rates. All patients referred 
to eFTR were discussed at our complex polyp MDT meeting [1–3].
Results  The cohort consists of 17 males and 5 females. The median age was 
75.5 years, with a median Charlson score of 6.0. Indications for eFTR included 
features of malignancy on superficial endoscopic assessment (n = 11), benign 
polyps but morphologically suspicious for advanced histology (n = 4), recurrent 
polyps (n = 5), and submucosal lesions (n = 2). The median lesion size was 
17mm. Technical success was achieved in 20/22 cases (90.9 %). Histological R0 
resection was successful in 18 cases (81.8 %) and R1 resection in 4 cases 
(18.2 %). The median time from MDT discussion to eFTR was 25 days. Twen-
ty-one cases (95.5 %) were discharged on the same day, with one admission 
due to diabetic ketoacidosis unrelated to the procedure. The median duration 
of the procedure was 32 minutes. Of note, 16/22 cases were followed up, as 
the rest (n = 6) were either managed conservatively (n = 4), referred for chemo-
therapy (n = 1) and lost to follow-up (n = 1). One of the sixteen patients had a 
recurrence and was referred for surgery. There were no complications directly 
from eFTR (▶Table 1).
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▶Table 1	 

Size Location Histology

6mm Rectum Benign vascular lesion

6mm Rectum Hyperplastic crypts

11mm Distal Sigmoid Adenocarcinoma

13mm Splenic flexure Adenocarcinoma

14mm Proximal Sigmoid Adenocarcinoma

15mm Rectum Adenocarcinoma

15mm Rectum Adenocarcinoma

15mm Proximal descending Adenocarcinoma

15mm Caecum Low grade tubular 
adenoma

15mm Distal Sigmoid Tubular adenoma

17mm Proximal transverse Adenocarcinoma

17mm Distal Sigmoid Adenocarcinoma

18mm Rectum Adenocarcinoma

18mm Proximal transverse Low grade tubular 
adenoma

20mm Rectum Benign tubulovillous 
adenoma

20mm Hepatic flexure Adenocarcinoma

20mm Distal Sigmoid Hyperplastic polyp and 
adenomatous component

23mm Distal Sigmoid Adenocarcinoma

23mm Proximal Sigmoid Hyperplastic polyp

25mm Proximal transverse Adenocarcinoma

27mm Distal Sigmoid Low grade tubular 
adenoma

No size Proximal transverse Focal epithelial hyperplasia

Conclusions  EFTR is an effective, safe, and minimally invasive alternative pro-
cedure that can be used in managing complex colorectal lesions, including in 
elderly and frail patients, even in a District General Hospital setting, provided 
robust Governance and MDT processes are in place. We plan to longitudinally 
evaluate eFTR to further evaluate long-term outcomes in complex colorectal 
lesions.
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Aims  The identification of a biliary obstruction remains a major diagnostic 
challenge in the management of pancreatobiliary disorders. Despite advances 
in conventional imaging, certain obstructions may go undetected, making 
etiological diagnosis uncertain.Endoscopic ultrasound (EUS) provides higher 
resolution and direct visualization of the common bile duct, allowing the de-
tection of abnormalities that may not be visible on CT or MRI.The aim of this 
study was to assess the diagnostic performance and yield of EUS in detecting 
biliary obstructions not identified by conventional imaging, and to determine 
its added value in patient management.
Methods  This was a retrospective, descriptive, and analytical study conducted 
in the endoscopy unit between January 2019 and October 2025.All patients 
who underwent endoscopic ultrasound (EUS) for suspected biliary obstruction 
not visualized on conventional imaging (CT or MR cholangiopancreatography) 
were included.Clinical, biological, radiological, and endoscopic data were col-
lected from medical records and analyzed.
Results  A total of 27 patients were included. The mean age was 63 years 
(range: 31–90), with a female predominance (70 %) and a male-to-female ratio 
of 0.4.A history of cholecystectomy was found in 9 patients (33 %), and a prior 
ERCP in 1 patient (3.7 %).
Clinically, jaundice was observed in 17 cases (63 %), biliary pain in 17 cases 
(63 %), pancreatic-type pain in 11 cases (41 %), and atypical pain in 1 case.Fever 
was reported in 4 patients (15 %), and weight loss in 8 cases (30 %).
Biochemically, 19 patients (70 %) showed abnormal liver function tests, with a 
mean total bilirubin of 56 µmol/L.
All patients had undergone conventional imaging, including CT in 13 cases 
(48 %) and MR cholangiopancreatography in 14 cases (52 %).At imaging, com-
mon bile duct (CBD) dilation was noted in all patients, with a mean diameter 
of 12.4 mm (range: 8–20 mm), and intrahepatic bile duct (IHBD) dilation in 23 
cases (85 %).
EUS confirmed CBD dilation in just 14 patients (52 %), with a mean diameter of 
10.5 mm (range: 6–17 mm).EUS identified a biliary obstruction in 19 cases 
(70.3 %). The main etiologies identified were common bile duct stones (29.6 %), 
congenital cystic dilatation of the common bile duct in 7.4 %, and LPAC syn-
drome in 7.4 %. Less frequent causes included distal cholangiocarcinoma in 
3.7 %, pancreatic head tumor in 3.7 %, chronic pancreatitis in 3.7 %, fibrosing 
papillitis in 3.7 %, and paraduodenal pancreatitis in 3.7 %.
EUS-guided fine-needle aspiration (FNA) was performed in 4 patients (14.8 %).
Histological analysis revealed adenocarcinoma in two cases, a carcinomatous 
process in one case, and primary sclerosing cholangitis in one case.ERCP was 
performed in 18 patients (67 %), confirming the diagnosis made by EUS.
The overall diagnostic yield of EUS was 70.3 %.CBD dilation was ruled out in 13 
patients (48.1 %), and no obstruction was identified in 8 cases (29.6 %). No 
major EUS-related complications were observed.
Conclusions  Endoscopic ultrasound is a reference diagnostic tool for evaluat-
ing suspected biliary obstructions not visualized on conventional imaging.In 
this study, EUS identified an obstruction in nearly 70.3 % of cases, confirming 
its high diagnostic yield and added value in the biliary diagnostic pathway.Be-
yond its diagnostic accuracy, EUS plays a key role in therapeutic decision-mak-
ing, particularly by guiding ERCP or tissue sampling.These findings emphasize 
the essential role of EUS in the diagnostic algorithm of unexplained biliary di-
lations and support its early integration in clinical practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present the case of a 76-year-old male with morbid obesity who was trans-
ferred to our center for severe (grade III) acute cholangitis complicated by renal 
dysfunction. Preprocedrual CT scan demonstrated global extrahepatic and 
intrahepatic dilation of the bile ducts without a clear cause
Emergency ERCP was indicated for biliary decompression in this setting. How-
ever, multiple attempts at selective biliary cannulation—including wire-guided 
and contrast-assisted techniques—were unsuccessful. A precut septotomy 
using a pancreatic guidewire failed to achieve deep cannulation, and subse-
quent needle-knife papillotomy did not permit guidewire passage into the 
common bile duct, raising suspicion of an impacted stone in the distal portion 
of the common bile duct.
In this emergency setting, a EUS-guided biliary access was attempted. Under 
endoscopic ultrasound, the distal common bile duct was punctured from the 
duodenum and an anterograde guidewire was successfully advanced through 
the papilla; however, retrograde cannulation over the wire could not be 
achieved due to guidewire being damaged through shearingduring nee-
dle-guided access [1].
Finally, to secure biliary drainage and allow closure of the duodenal access 
point, an EUS-guided hepaticogastrostomy was performed. Anterograde chol-
angiography demonstrated marked dilation of the intrahepatic ducts with a 
hilar obstruction, due to a tightly impacted stone. A transhepatic guidewire 
was advanced distally into the duodenum, permitting transpapillary deploy-
ment of a 4-cm fully covered self-expandable metal stent (SEMS). A 15/7 Fr 
double-pigtail stent was subsequently placed across the hepaticogastrostomy 
tract, obtaining effective drainage of purulent bile into the stomach.
48 hours after the procedure, the patient developed melena, hypotension, and 
altered mental status. Angio-CT revealed correct positioning of the stents and 
inflammatory changes suggestive of acute pancreatitis. Upper endoscopy iden-
tified a large duodenal clot adherent to the biliary SEMS (Forrest IIb). Hemosta-
sis was achieved by placing two clips at the margin of the sphincterotomy and 
applying hemostatic gel. The patient’s condition gradually improved with 
supportive care, demonstrated by normalization of renal parameters and in-
flammatory markers and the patient was discharged 5 days after the initial 
procedure, with scheduled follow-up at 1 month
Conclusion: This case underscores the critical role of EUS-guided biliary drain-
age (EUS-BD) as a life-saving rescue modality when ERCP fails, particularly in 
patients with severe cholangitis and challenging anatomy. EUS-BD offers a 
minimally invasive, highly effective alternative for urgent biliary decompression, 
enabling timely source control and improving clinical outcomes in high-risk 
patients.
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Problem to solve  Endoscopic submucosal dissection (ESD) of subepithelial 
lesions (SELs) remains technically demanding, particularly for larger lesions 
arising in anatomically challenging locations such as the upper gastric body or 
fundus.The anatomical configuration of the upper stomach often results in 
unstable endoscope positioning, perpendicular access, and limited tip control 
and visualization of the dissection plane. These factors increase the risk of in-
complete resection, muscular injury, or perforation, and may require surgical 
conversion, particularly for the excavation technique required for resection of 
subepithelial lesions arising from the muscularis propria. A method to improve 
scope stability and control during ESD in thislocation is therefore needed.
Innovation  We report a stabilization-assisted ESD technique using a rigidizing 
overtube (Pathfinder, Neptune Medical, USA) to facilitate complete en bloc 
resection of a gastric GIST arising from the muscularis propria.Although this 
device has primarily been described for use in colorectal endoscopic resections, 
to our knowledge no published reports have documented its application in 
upper gastrointestinal ESD, making this its first reported use in this anatomical 
context.The device, which transitions from flexible to rigid through a vacu-
um-controlled system, was used to stabilize the endoscope shaft and maintain 
a fixed trajectory despite the challenging upper-gastric anatomy and the diffi-
culty of accessing the upper, gravity-dependent portion of the lesion located 
near the cardia, where scope stability was compromised. The overtube ensured 
consistent shaft control, reduced unintended movements, and allowed precise 
orientation toward both the upper and deeper parts of the lesion, enabling 
accurate dissection.
After submucosal injection, a circumferential incision was performed using a 
conventional ESD knife (DualKnife J, Olympus, Japan), followed by deep exca-
vation-type dissection within the muscular layer using a hook-type ESD knife 
(HookKnife J, Olympus, Japan) under continuous clip-line traction. The GIST 
was cautiously separated from the muscularis propria without perforation, and 
removed en-bloc in a 150 min procedure. The post-ESD defect was complete-
ly closed using multiple clips.
The capsule of the resected specimen measureing 35 × 30 mm was intact . The 
combined use of a rigidizing overtube and traction methods provided excellent 
stability and precision, enabling safe and complete resection in an anatomical-
ly constrained region.
Results  Histopathology confirmed a R0 resection of a 29 mm spindle-cell GIST 
with low mitotic activity ( < 5/5 mm²), positive staining for CD117 and DOG1, 
and no necrosis. The lesion was staged as pT2Nx.The postoperative course was 
uneventful, with no bleeding or perforation. Oral feeding resumed and the 
patient discharged in good condition the next day.Conservative surveillance 
using CT and endoscopy was proposed to the patient.
Conclusions  Described for the first time in the upper GI, this case illustrates 
that ESD assisted by a rigidizing overtube can facilitate safe and controlled 
resection of subepithelial gastric tumors arising from the muscularis propria, 
specifically in technically challenging locations such as the upper gastric body. 
The overtube improved scope stability and access, enabling precise dissection 
and complete en bloc R0 removal without the need for surgery.This stabiliza-
tion-assisted approach may be particularly useful in selected cases of gastric 
GIST where anatomical constraints limit conventional ESD.
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Aims  Peripancreatic fluid collections (PFC), including pseudocysts and walled-
off pancreatic necrosis (WOPN), are increasingly managed through endoscop-
ic ultrasound (EUS)-guided drainage. However, there is no widely adopted, 
post-inflammatory, imaging-based score to stratify risk and predict outcomes 
after endoscopic drainage, especially in resource-limited settings where plastic 
stents are mainly used. The recently proposed Quadrant–Necrosis–Infection 
(QNI) classification, derived from cross-sectional imaging, showed promise in 
a US cohort treated exclusively with lumen-apposing metal stents (LAMS), but 
has not been validated externally. We aimed to evaluate the clinical utility of 
QNI in predicting outcomes of EUS-guided drainage of PFCs in an Indian pub-
lic-sector cohort predominantly treated with double-pigtail plastic stents [1].
Methods  We retrospectively reviewed prospectively maintained records of 
consecutive patients who underwent EUS-guided drainage of PFCs between 
January 2022 and February 2025 at a tertiary-care centre. Baseline CT/MRI/EUS 
were used to assign a QNI score based on (i) the number of retroperitoneal 
quadrants involved, (ii) the extent of necrosis, and (iii) the presence of infection. 
Patients were classified as Low QNI (Group 1: ≤ 2 quadrants, < 30 % necrosis, no 
infection) or High QNI (Group 2: ≥ 3 quadrants, ≥ 30 % necrosis in ≥ 2 quadrants 
or > 60 % in any quadrant, and infection). The primary outcomes were technical 
success (successful stent placement) and clinical success (symptom resolution 
with a greater than 50 % reduction in PFC size at 4 weeks). Secondary outcomes 
included need for endoscopic necrosectomy, additional drainage (nasocystic 
drain [NCD] or percutaneous catheter drain [PCD]), complications, length of 
hospital stay, stent migration, and mortality. The study was approved by the 
Institutional Ethics Committee.
Results  Of 53 screened patients, 48 met the inclusion criteria (5 were exclud-
ed due to incomplete records or inadequate follow-up). Thirty-one patients 
were classified as Low QNI and 17 as High QNI. Group 1 underwent drainage 
with either single or dual double-pigtail plastic stents, while Group 2 received 
dual plastic stents or LAMS, depending on collection complexity and feasibility. 
Baseline demographics were similar, although High QNI patients had a higher 
burden of infected and extensive necrosis. Technical success was 100 % in both 
groups. Clinical success was achieved in 100 % (31/31) of Low QNI and 88 % 
(15/17) of High QNI patients. Additional drainage procedures (NCD/PCD or 
extra stent) were needed in 2 (6 %) vs 4 (23 %) patients in Groups 1 and 2, re-
spectively (p = 0.17). Endoscopic necrosectomy was required in 4 (23 %) High 
QNI patients but in none of the Low QNI group (p = 0.014). Minor bleeding 
occurred in 6 % vs 23 % (p = 0.17), all managed conservatively. The median hos-
pital stay was significantly longer in the High QNI group (16 vs 5 days, p < 0.001). 

At 3 months, all patients had residual collections less than 3 cm; spontaneous 
stent migration occurred in 5 Low QNI and 3 High QNI cases, and two LAMS 
were electively removed at 6–8 weeks. One death (6 %) occurred in the High 
QNI group; there were no deaths in the Low QNI group.
Conclusions  In this real-world, resource-limited cohort, the QNI classification 
emerged as a simple, preprocedural, imaging-based tool that stratifies clinical 
trajectory after EUS-guided drainage of PFCs. High QNI status was associated 
with a greater need for necrosectomy and adjunct drainage, more complica-
tions, and prolonged hospitalisation, despite high overall technical and clinical 
success rates. Our findings extend prior LAMS-based data to a predominantly 
plastic-stent practice, supporting QNI as a pragmatic framework to guide up-
front therapeutic strategy and selection of more aggressive interventions in 
high-risk collections. Prospective multicentre validation, with systematic cap-
ture of organ failure and nutritional status, is warranted before routine adoption 
in ESGE-affiliated centres and broader clinical practice.
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Aims  Examine the comparative diagnostic performance of forceps biopsy (FB) 
and JNET classification for identifying dysplasia and carcinoma in large lateral-
ly spreading lesions (LSLs), correlating these findings with definitive histology.
Methods  The study included 110 patients with laterally spreading lesions 
(LSLs) measuring ≥ 20 mm in diameter, excluding those with evidence of inva-
sive carcinoma [1, 3]. Group I consisted of 70 patients (63.6 %) presenting with 
the granular subtype (LSL-G), whereas Group II comprised 40 patients (36.4 %) 
with the non-granular variant (LSL-NG) [4]. Optical assessment [2, 3] was per-
formed by an expert endoscopist using Indigocarmine chromoendoscopy and 
NBI, after which forceps biopsy and endoscopic resection (EMR, pEMR, ESD or 
hybrid ESD) were carried out. All diagnostic findings were subsequently com-
pared with histopathological results from the resected specimens. Statistical 
analyses included Chi-square testing, Wilson confidence intervals, descriptive 
metrics, and Fisher’s exact test, performed using Statistica 13 (▶Table 1).
Results  Mean lesion size was 38.8 ± 16.9 mm in LSL-G and 23.8 ± 6.4 mm in 
LSL-NG group. In the first group, 15.7 % of lesions were benign, while 15.7 % 
demonstrated low-grade dysplasia; high-grade dysplasia was identified in 
28.6 %, and carcinoma in situ in 40 %. In the second group, 50 % of lesions were 
benign, with 12.5 % exhibiting low-grade dysplasia; 25 % showing high-grade 
dysplasia, and 12.5 % containing foci of carcinoma in situ.
Conclusions  The JNET classification demonstrates superior diagnostic perfor-
mance compared with forceps biopsy across most evaluated metrics and serve 
as a more reliable method for prognosing histology changes in both granular 
and non-granular large LSLs.
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▶Table 1	 

Diagnostic method Sensitivity, % 
(95 % СІ)

Specificity, % 
(95 % СІ)

Positive 
prognostic 
value, % (95 % СІ)

Negative 
prognostic 
value, % (95 % СІ)

Diagnostic 
accuracy, % (95 % 
СІ)

p-value

LSL-G

JNET 70.83 
(55.89–83.12)

90.91 
(70.84–98.88)

94.44 (81.34–
99.32)

58.82 (41.29–
74.91)

75 (62.09–85.27) 0.000003

Forceps biopsy 54.17 
(39.18–68.53)

95.45 
(77.16–99.88)

96.3 (81.03–99.91) 48.84 (34.32–
63.53)

66.67 (53.31–
78.31)

0.00002 

LSL-NG

JNET 73.33 
(44.90–92.21)

100.00 
(86.28–100.00)

100.00 (71.51–
100.00)

86.21 (68.34–
96.11)

90.48 (76.87–
97.28)

0.0001

Forceps biopsy 64.29 
(38.62–83.67)

96.15 
(80.36–99.90)

90 (55.50–99.75) 83.33 (65.28–
94.36)

85.71 (70.61–
94.46)

0.0007
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Aims  Endoscopic ultrasound-guided gallbladder drainage (EUS-GBD) using a 
lumen-apposing metal stent (LAMS) has become a minimally invasive alterna-
tive to percutaneous or surgical drainage in high-risk surgical candidates with 
acute cholecystitis. Initially reserved for extremely frail patients, its indications 
have progressively expanded. This study aimed to assess temporal changes in 
patient selection, procedural standardization, and clinical outcomes over a 10-
year experience with EUS-GBD [1–5].
Methods  We conducted a retrospective, single-center analysis including all 
consecutive patients who underwent EUS-GBD between January 2014 and 
December 2024. Patients were divided into two cohorts: Group A (proce-
dures ≤ December 2020) and Group B (procedures ≥ January 2021). Demo-
graphic, procedural, and outcome data were compared between groups. Tech-
nical success was defined as successful LAMS placement; clinical success was 
defined as symptom resolution and/or sepsis improvement without need for 
further drainage. Adverse events (AEs) were recorded according to the AGREE 
classification, and survival outcome was assessed at 30 days, 12 months, and 
36 months (▶Table 1).

▶Table 1	 

Group A 
(n = 24)

Group B 
(n = 26)

p value

Baseline and procedural data

Mean age, y ( ± DS) 78 ( ± 12.3) 81 ( ± 13.3) NS

Median age-adjust-
ed CCI, n (IQR)

9.5 (4.5) 8 (5) 0.047

Electrocautery-tip 
LAMS design, n ( %)

15/24 
(62.5 %)

26/26 (100 %) 0.001

Technical success, n 
( %)

23/24 
(95.8 %)

26/26 (100 %) NS

Clinical success, n 
( %)

20/24 
(83.3 %)

25/26 
(96.1 %)

NS

Survival outcomes

30-day survival, n 
( %)

20/24 
(83.3 %)

26/26 (100 %) 0.046

12-month survival, n 
( %)

8/24 (33.3 %) 9/16 (56.2 %) NS

Results  Fifty patients were included (mean age 79.6 ± 12.8 years; 50 % female). 
Technical and clinical success rates were 98 % and 90 %, respectively. Over time, 
baseline comorbidity decreased: median age-adjusted Charlson Comorbidity 
Index (a-CCI) was significantly lower in Group B (8.0 vs 9.5, p = 0.047), and 
biliopancreatic malignancies declined from 45.8 % to 23.1 %. The use of elec-
trocautery-enhanced LAMS increased from 62.5 % to 100 % (p = 0.001), reflect-
ing complete procedural standardization. Thirty-day survival improved signif-
icantly from 83.3 % to 100 % (p = 0.046), while 12-month (33.3 % vs 56.2 %) and 
36-month (25.0 % vs 60.0 %) survival showed favorable, though non-significant, 
trends. Overall biliary AE rate was 24 %, with both early and delayed events 
remaining infrequent.
Conclusions  Over the past decade, EUS-GBD has evolved from a rescue pro-
cedure for frail, high-risk patients to a well-standardized therapeutic option 
applicable to a broader population. This transition coincided with reduced 
baseline comorbidity, universal adoption of electrocautery-enhanced LAMS, 
and improved early survival. Long-term outcomes also trended positively, con-
firming the safety, reproducibility, and durability of the technique. Further 
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prospective multicenter studies are warranted to refine patient selection cri-
teria, define objective “frailty” thresholds, and optimize timing for stent man-
agement and removal. Within experienced centers, EUS-GBD should be con-
sidered a cornerstone in the minimally invasive management of acute 
cholecystitis in non-surgical candidates.
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Abstract Text
We describe the case of a 45-year-old woman with a neurogenic syndrome of 
the interstitial cells of Cajal and a history of multiple abdominal surgeries. An 
initial attempt at PEG placement failed due to the inability to obtain an ade-
quate abdominal transillumination window. A CT scan revealed a complete 
intrathoracic stomach, so to address this issue, we decided to use a bowel 
magnetic traction system. An out-of-scope ferromagnetic balloon catheter was 
positioned in the stomach, and through an external magnet, controlled traction 
was applied to the organ towards the epigastrium. This enabled the creation 
of a safe and stable transillumination window, allowing for a gastropexy with 
anchoring devices and the subsequent completion of the PEG placement via 
the "pull" technique, without complications [1–7].
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Abstract Text
Afferent limb syndrome (ALS) is an uncommon postoperative complication 
typically resulting from tumor recurrence after pancreaticoduodenectomy, 
causing obstruction of the afferent or biliopancreatic limb. We present 4 cases 
of malignant ALS treated with endoscopic techniques.
Case 1:  A 76-year-old male with history of pancreatic cancer underwent a 
surgical gastrojejunostomy. Fourteen months later, he developed gastric out-
let obstruction symptoms and cholestasis. A computed tomography (CT) 
demonstrated obstruction of the biliopancreatic limb. He was managed initial-
ly with endoscopic placement of an enteral self expandable metal stent (SEMS) 
across the obstructed limb. One month later, the stent migrated into the stom-
ach, causing symptom recurrence. The stent was removed endoscopically and 
attempted EUS-guided enteroenterostomy (EUS-EE) resulted in colonic luminal 
apposing metal stent (LAMS) misdeployment. Ultimately, the patient was suc-
cessfully treated with repeat enteral SEMS, and the LAMS was removed endo-
scopically 7 weeks later. After two months follow up, the patient remained 
tolerating soft diet and with no recurrence of cholestasis [1, 2].
Case 2:  A 62-year-old male with pancreatic cancer was treated with pancrea-
ticoduodenectomy. Fourteen months after surgery, he developed diet intoler-
ance and jaundice. A CT revealed new dilation of the afferent jejunal limb, 
likely due to metastatic recurrence, as well as biliary dilation. The patient was 
deemed unsuitable for EUS-GE in the setting of ascites and gastric varices. 
Enteral SEMS was placed endoscopically with good initial response; however, 
recurrent cholestasis developed several days later and a percutaneous biliary 
drain was placed. Despite this, the patient maintained improved oral intake and 
CT scan demonstrated interval improvement of afferent-limb dilation.
Cases 3 and 4:  69- and 75-year-old males with pancreatic adenocarcinoma 
treated surgically with pancreaticoduodenectomy. Thirty-one and 41 months 
postoperatively, they presented with acute gastric outlet obstruction symp-
toms; one of them developed cholestasis and cholangitis. Imaging confirmed 
tumor recurrence with new dilation of the afferent limb. Both patients under-
went EUS-GE successfully using a 10 × 10-mm LAMS. Rapid symptom resolution, 
improved oral intake, and normalization of liver enzymes occured in both cas-
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es. Early postoperative imaging confirmed decompression of the afferent limb. 
Clinical response was sustained at 1-month follow-up.
In this case series, EUS-GE provided an effective and safe treatment option for 
malignant ALS. Unfavorable anatomy can increase the risk of technical failure 
and stent misdeployment. Enteral SEMS remains a meaningful alternative for 
patients who are not suitable candidates for EUS-GE or who have limited life 
expectancy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Pannala R, Brandabur JJ, Gan SI, Gluck M, Irani S, Patterson DJ et al. Affer-
ent limb syndrome and delayed GI problems after pancreaticoduodenecto-
my for pancreatic cancer: Single-center, 14-year experience. Gastrointest 
Endosc 2011; 74 (2): 295–302
[2]  Termsinsuk P, Chantarojanasiri T, Pausawasdi N. Diagnosis and treatment 
of the afferent loop syndrome. Clinical Journal of Gastroenterology. Springer 
Japan 2020; p Vol.  13: 660–8

eP295  Navigating the Risk: EUS-Guided Fine-Nee-
dle Biopsy for Histological Verification of a Rare 
T-Cell Lymphoma in a High-Risk Splenic Lesion
Authors  Tishkov I1, Boeva I1, Kerezova Z1, Zhivkova R, Yordanov A2

Institutes  1  University Hospital Sofiamed, Sofia, Bulgaria; 2  Clinical 
Hematology Department, University Hospital “St. Ivan Rilski”, Sofia, 
Bulgaria
DOI  10.1055/s-0046-1821622
Abstract Text
Endoscopic ultrasound–guided biopsy (EUS-guided biopsy) is a preferred min-
imally invasive method for histological verification of indeterminate focal splen-
ic lesions, offering a high diagnostic yield with lower risk compared with surgi-
cal approaches. However, the spleen’s rich vascularization poses a significant 
risk of intraprocedural hemorrhage. This risk is compounded when dealing with 
locally advanced disease that might necessitate extensive surgical staging.
We report the case of a 53-year-old woman presenting with intermittent left 
upper-quadrant pain. Cross-sectional imaging identified a massive peritoneal 
lesion infiltrating multiple adjacent organs, including the greater curvature of 
the stomach, splenic flexure, spleen, and the left diaphragmatic dome, without 
distant lymphadenopathy. Despite comprehensive conventional endoscopic 
evaluation—where both upper endoscopy and colonoscopy confirmed the ab-
sence of any intraluminal mucosal pathology— the nature of the infiltrating 
peritoneal mass remained indeterminate. Given the multiorgan infiltration, a 
surgical approach for histological verification would have required a highly 
morbid multiorgan resection. To avert this extensive surgery, an EUS-guided 
fine-needle biopsy (FNB) was conducted using a 22G needle, with three passes 
taken to safely sample the accessible splenic component of the mass [1–4].
The patient was monitored for 24 hours with no post-procedural complications 
observed. Immunohistochemical analysis demonstrated findings consistent 
with follicular T-helper cell lymphoma. Following immediate hematologic eval-
uation, immunochemotherapy was initiated. Early follow-up PET-CT, performed 
three months after starting treatment, confirmed a complete metabolic re-
sponse, with no evidence of residual disease.
This case highlights the indispensable diagnostic value of EUS-guided FNB in 
complex, locally advanced masses. Despite the technical challenges posed by 
the splenic location and the multiorgan engagement, EUS-guided biopsy pro-
vided crucial, non-operative histological data that directly influenced immedi-
ate management, successfully avoiding a major multiorgan resection and 
leading to an excellent patient outcome.
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Introduction  Bevacizumab, a humanized monoclonal antibody targeting Vas-
cular Endothelial Growth Factor (VEGF), is a therapeutic cornerstone for recur-
rent glioblastoma, yet its inhibition of angiogenesis fundamentally disrupts 
vascular homeostasis. While gastrointestinal perforation is a documented risk, 
severe ischemic colitis presenting as Non-Occlusive Mesenteric Ischemia 
(NOMI) associated with systemic thrombosis is a rare, life-threatening compli-
cation driven by endothelial dysfunction, vascular rarefaction, and potent 
splanchnic vasoconstriction via the nitric oxide pathway. We present a highly 
educational case highlighting the diagnostic challenges and the feasibility of 
conservative management in this complex vascular scenario.
Case Presentation  We report the case of a 57-year-old male with IDH-wildtype 
glioblastoma. Following tumor recurrence, the therapeutic regimen was inten-
sified to high-dose Bevacizumab (800 mg) combined with Lomustine. Within 
weeks of dose escalation, the patient presented with acute, severe diffuse ab-
dominal pain, hematochezia, and laboratory evidence of marked inflammation 
and tissue hypoperfusion (elevated lactate). Contrast-enhanced Computed 
Tomography (CT) revealed a complex vascular picture characterized by distal 
pulmonary embolism and diffuse, circumferential colonic wall thickening with 
a "target sign" and pericolic fat stranding; crucially, the celiac and mesenteric 
arteries were patent, excluding proximal embolic occlusion and supporting a 
diagnosis of drug-induced microangiopathy. Colonoscopy confirmed severe 
ischemic colitis extending from the sigmoid to the cecum, characterized by 
mucosal edema, cyanosis, friability, and longitudinal ulcerations, while biopsies 
revealed neutrophilic cryptitis, regenerative changes, and fibrin thrombi [1–5].
Management and Outcome  Bevacizumab was permanently discontinued. 
The case posed a significant therapeutic dilemma involving the balance be-
tween the risk of exacerbating active gastrointestinal bleeding and the neces-
sity of treating the pulmonary embolism. A multidisciplinary team opted for a 
conservative, organ-sparing strategy given the absence of transmural necrosis 
signs. Anticoagulation with therapeutic enoxaparin was initiated under strict 
surveillance, alongside oral mesalazine to mitigate ischemic-induced inflam-
mation and short-term anaerobic coverage. The patient’s clinical status im-
proved rapidly, rectorrhagia ceased within 48 hours, and he was discharged 
without surgical intervention.
Conclusion  This case highlights that high-dose anti-VEGF therapy can precip-
itate a "perfect storm" of systemic thrombosis and intestinal ischemia. Clinicians 
must maintain a high index of suspicion for NOMI in patients presenting with 
abdominal pain even in the absence of macrovascular occlusion on CT, as early 
conservative management with careful anticoagulation is a viable therapeutic 
pathway requiring close multidisciplinary collaboration.
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Aims  Ampullary neoplastic lesions have the potential for malignant transfor-
mation and therefore excision is recommended. This study aimed to evaluate 
the safety, efficacy, and outcomes of endoscopic papillectomy.
Methods  This retrospective study was conducted on patients who underwent 
endoscopic papillectomy at our center between 2019 and 2025. "Deep papil-
lectomy" was defined as visualization of the pancreatic and bile duct orifices 
post-resection. Outcomes assessed included rates of en bloc resection, com-
plete resection, pancreatic stenting, and recurrence during follow-up.
Results  A total of 60 patients (mean age 54.5 ± 15.28 years; of whom 28 , 
46.7 % female) were included. The median lesion size was 12 mm (range: 6–46 
mm). The most common clinical presentation was irregular or enlarged ap-
pearing papilla on endoscopic screening in 23 (28.3 %) patients. In 53 (88.3 %) 
patients, the lesion was in the major papilla, 4 (6.7 %) patients had intraductal 
extension, and in 3 patients (5 %), the lesion was in the minor papilla. Intraduct-
al extension assessment was performed by CT in 27 (45 %) patients, by MRCP 
in 16 (26.7 %) patients, and by EUS in 15 (25 %) patients. Pre-papillectomy his-
tology revealed isolated low-grade dysplasia without adenoma in 9 (15 %) pa-
tients, tubular adenoma with low grade dysplasia in 40 (66.7 %), tubular ade-
noma with high-grade dysplasia in 6 (10 %), carcinoma in situ in 1 (1.7 %), 
normal tissue in 3 (5 %), and no biopsy in 1 (1.7 %). In 8 (13.3 %) patients, the 
lesion was excised after submucosal diluted adrenaline injection, while in 52 
(86.7 %) patients, excision was performed without injection. Pathology results 
of resection specimens showed tubular adenoma with low grade dysplasia in 
30 (50 %) patients, adenocarcinoma in 7 (11.7 %), and chronic inflammation in 
10 (16.7 %). En bloc resection was achieved in 47 (78.3 %) patients, while 13 
(21.7 %) underwent piecemeal resection. Complete resection was achieved in 
49 (81.7 %) cases. Deep resection enabled visualization of both pancreatic and 
biliary orifices, resulting in a pancreatic stenting rate of 88.3 %. Recurrence 
occurred in 5 patients (8.3 %), with a median time to recurrence of 12 months 
(range: 6–24 months). Post-procedural complications included pancreatitis 
(8.3 %), bleeding (10 %), and perforation (3.3 %).
Conclusions  Endoscopic papillectomy is a safe and effective treatment for 
ampullary neoplastic lesions. Deep resection may enhance complete resection 
rates and facilitate pancreatic cannulation.
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Abstract Text
A 42-year-old man with a history of long-term anabolic steroid use and severe 
jaundice presented with distal extrahepatic cholestasis and drug-induced liver 
injury (DILI), confirmed by cross-sectional imaging revealing choledocholithi-
asis and associated ductal dilation. Conventional endoscopic retrograde chol-
angiopancreatography (ERCP) with pre-cut fistulotomy was performed, leading 
to “spontaneous” evacuation of an impacted stone at the papilla. During with-
drawal, a large ulcer with a visible bleeding vessel was identified in the duode-
nal bulb/descending part transition. Combined endoscopic hemostasis was 
achieved, including the placement of a hemostatic clip [1–3].
On the second postprocedural day, the patient developed acute, severe ab-
dominal pain alongside characteristic symptoms of gastric outlet obstruction. 
Imaging studies confirmed the development of post-ERCP edematous pancre-
atitis and revealed a massive retroperitoneal hematoma (6.2 × 7.9 × 6.6 cm), 
which severely compromised the duodenal lumen. The patient's clinical course 
was further complicated by persistent, non-resolving jaundice, indicating the 
mixed etiology of his cholestasis despite successful endoscopic stone evacua-
tion during the initial ERCP. Given the overall clinical severity and lack of initial 
improvement, the patient underwent daily consultation with abdominal sur-
geons, with high-risk surgical intervention being actively discussed as a man-
agement option. Intensive conservative treatment was immediately initiated, 
comprising aggressive parenteral nutrition, broad-spectrum antibiotics, and 
gastric decompression via a nasogastric tube. Despite these comprehensive 
measures, persistent obstructive symptoms necessitated a diagnostic gastros-
copy on the 7th postprocedural day. The procedure confirmed the presence of 
a large, expanding intraduodenal hematoma, resulting in near-complete lumi-
nal obliteration of the duodenum. A nasojejunal tube was subsequently placed 
under direct vision to ensure continuous and adequate enteral feeding. After 
a total of 20 days of dedicated supportive care, the patient demonstrated sig-
nificant clinical improvement with substantial reduction of the hematoma 
volume, allowing safe resumption of oral intake. Follow-up CT scan after 4 
months confirmed complete radiological resolution of the hematoma.
This clinical case highlights a potentially catastrophic, rare complication fol-
lowing ERCP. It underscores the critical importance of active, vigilant postproce-
dural monitoring and emphasizes that conservative management with inten-
sive supportive care and adequate nutritional support can successfully resolve 
even massive intraduodenal hematomas. Ultimately, this successful outcome 
demonstrates that clinical patience and a dedicated supportive strategy can 
be profoundly rewarding, eliminating the need for major high-risk surgical in-
terventions in complex gastrointestinal emergencies.
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Introduction  We present a case of hemorrhage secondary to splenic artery 
laceration caused by decubitus of a Hot-Axios stent.
Endoscopy and Case Report  A 57-year-old woman with a history of distal 
pancreatectomy for IPMN with low-grade dysplasia. As a complication, she 
developed a pancreatic fistula with a distal peripancreatic collection. A percu-
taneous drainage was attempted without success, followed by transgastric 
drainage using a Hot-Axios stent at another center. She presented to the emer-
gency department with syncopal episodes. Gastroscopy revealed a normally 
positioned stent with a coaxial pig-tail and slight oozing of blood around the 
prosthesis. Laboratory tests showed anemia with hemoglobin dropping to 7.7 
g/dL, and CT angiography demonstrated intragastric blood content without 
active bleeding. A second gastroscopy was performed 24 hours later for stent 
removal, after which massive hemorrhage occurred, resulting in hypovolemic 
shock and the need for vasoactive support. An urgent CT angiography revealed 
splenic artery rupture, and emergent radiological embolization was performed 
without complications. The patient evolved favorably, later undergoing sched-
uled splenectomy due to secondary splenic infarctions [1–5].
Conclusions  The use of Hot-Axios stents has become widespread for the drain-
age of abdominal collections and is generally considered a safe procedure, al-
though it carries a risk of complications such as bleeding. Most bleeding events 
are associated with the development of arterial pseudoaneurysms, and delayed 
stent removal appears to be a potential risk factor. In our case, bleeding result-
ed from splenic artery laceration due to contact with the edge of the stent. The 
coaxial placement of a pig-tail stent may reduce this risk, although current 
evidence is insufficient. In conclusion, early detection and management of this 
complication are essential due to its severity.
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Aims  Sessile serrated lesions (SSLs) are well-recognized precursors of colorec-
tal carcinoma. Therefore, their complete removal is essential to reduce colorec-
tal cancer incidence and mortality. Several endoscopic techniques have been 
employed for SSL resection. Among them, underwater endoscopic mucosal 
resection (UEMR) has been increasingly performed for nonpedunculated 
colorectal lesions (NPCLs). However, data regarding the efficacy and safety of 
UEMR specifically for SSLs remain limited. This systematic review and single-arm 
meta-analysis aimed to evaluate the pooled efficacy and safety of UEMR for 
SSLs [1–3].
Methods  PubMed, EMBASE, and Cochrane databases were searched through 
June 2025 for studies reporting UEMR outcomes in SSLs. The primary outcome 
was the complete resection rate. Secondary outcomes included en bloc resec-
tion, R0 resection, and adverse events (AEs). A random-effects model was used 
to pool proportions with 95 % confidence intervals (CIs). Heterogeneity was 
assessed using the I² statistic, and sensitivity analyses were conducted using a 
leave-one-out approach.
Results  Seven observational studies comprising 581 lesions were included. 
Median lesion size ranged from 12 to 24.6 mm across studies. The pooled 
complete resection rate was 90.5 % (95 % CI, 69.6–100). The pooled R0 resec-
tion rate was 72.5 % (95 % CI, 58.4–83.2), decreasing to 63.6 % for lesions ≥ 10 
mm. The en bloc resection rate was 80.4 % (95 % CI, 65.0–90.1). AEs were rare, 
with a pooled incidence of 0.56 % (95 % CI, 0–1.74), including six delayed bleed-
ing at 1.03 % and five reported perforations. Recurrence was reported in three 
studies including 380 lesions. The pooled analysis showed a recurrence rate of 
2.37 % (95 %CI 1.24-4.49; I20 %).
Conclusions  UEMR appears to be a safe and effective approach for SSLs, achiev-
ing high complete resection rates with a low incidence of AEs. The relatively 
favorable R0 and en bloc resection rates may contribute to low recurrence rates 
on surveillance. UEMR may therefore represent a suitable alternative for treat-
ing SSLs. Randomized comparative studies are needed to define the optimal 
endoscopic approach for these lesions.
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Aims  Anastomotic biliary strictures after liver transplantation can be treated 
using several endoscopic strategies. One of the best approaches adopted is a 
sequential multistenting protocol where an additional plastic stent is placed 
across the stricture at each endoscopic retrograde cholangiopancreatography 
(ERCP) session without removing the previous ones. The aims of this study were 
to evaluate the incidence and the potential risk factors associated with cholan-
gitis during the multistenting protocol [1].
Methods  We conducted a retrospective study at a single tertiary liver trans-
plant center, reviewing data from patients who had undergone liver transplan-
tation and were diagnosed with biliary strictures and treated with ERCP. The 
diagnosis of cholangitis was based on the Kyoto criteria. Patients with at least 
one episode of cholangitis were compared with those who did not. Data col-
lected included patient demographics, hospitalization, rectal swab, presence 
of choledocholithiasis or stent migration, and timing of stenosis. The primary 
outcome was the incidence of cholangitis and secondary outcomes included 
the identification of potential risk factor
Results  We analyzed data from 210 patients who underwent liver transplan-
tation between June 2021 and May 2024. The median age was 59 years (SD 
11), and the main indication was alcohol-related liver disease (24 %, N = 49). 
Anastomotic biliary strictures occurred in 55 patients (26 %) at a median of 4 
months after transplant. These patients underwent a total of 220 ERCP as part 
of the sequential multistenting protocol, with a mean of four procedures per 
patient. Eighteen patients (32.7 %) experienced at least one episode of 
cholangitis during the treatment period. The occurrence of choledocholith-
iasis was associated with cholangitis (p = 0.05; OR 3.8). Moreover, rectal swab 
colonization by multidrug-resistant (MDR) organisms showed a strong 
association (p = 0.005; OR 7.2)
Conclusions  Cholangitis represents a clinically events during the sequential 
multistenting protocol for post-transplant anastomotic strictures. A new onset 
of biliary stones and colonization by multidrug-resistant (MDR) organisms 
were predictors of cholangitis. These findings emphasize that Rectal swab col-
onization by multidrug-resistant organisms may represent an important pre-
dictor of cholangitis, suggesting that targeted pre-procedural antibiotic proph-
ylaxis could help reduce its occurrence. Prospective studies would be needed 
to confirm these findings and to determine whether integrating rectal swab 
screening into routine management could improve outcomes.
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Aims  To describe the profile of patients undergoing EUS-guided obliteration 
of gastric varices and to assess its efficacy (immediate hemostasis and oblite-
ration on follow-up) and safety (early rebleeding and adverse events).
Methods  Retrospective, single-center cohort study including patients with 
portal hypertension and high-risk gastric varices (GOV or IGV), treated at the 
Hospital de Clínicas of UNICAMP between August 2023 and November 2025. 
We included cases of recent bleeding in the setting of secondary prophylaxis 
or primary prophylaxis with high-risk bleeding stigmata
Results  Thirteen patients were evaluated and 10 were included. Most were 
male (60 %), with a median age of 49.5 years (14–68), and 70 % had portal 
hypertension secondary to liver cirrhosis. The mean diameter of treated varices 
was 24.1 ± 11.99 mm. Immediate obliteration was achieved in 100 % of cases, 
with no rebleeding at 30 days. One adverse event was recorded: pulmonary 
coil embolization [1–4].
Conclusions  The high rate of immediate obliteration and absence of early 
rebleeding, even in large-caliber varices, reinforce the efficacy of EUS-guided 
combined coil and cyanoacrylate therapy in a high-risk setting. The embolic 
event associated with a large shunt underscores the importance of careful an-
atomical assessment and individualized technical planning.
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Aims  Contrast-enhanced harmonic endoscopic ultrasound (CH-EUS) has 
shown high sensitivity and specificity in the diagnosis of solid pancreatic lesions. 
However, its visual interpretation is subjective and lacks a standardized meth-
od. Therefore, quantitative analyses such as time–intensity curves (TIC) have 
been proposed to provide a more objective assessment of lesions. The prima-
ry objective was to evaluate whether TIC analysis using CH-EUS can character-
ize pancreatic tumors. The secondary objective was to determine the most 
accurate parameter for this purpose.
Methods  This retrospective study included 67 patients with pancreatic tumors 
evaluated by CH-EUS between 2019 and 2025. TIC were generated to show 
changes in signal intensity over time, evaluating four parameters: peak inten-
sity, time to peak intensity, intensity at 60 seconds after peak, and washout 
rate. Histological or cytological diagnosis was considered the “gold standard” 
and used to divide patients into three groups: pancreatic carcinomas (n = 54), 
pancreatic neuroendocrine tumors (PNETs) (n = 10), and other lesions (n = 3).
Results  During the study period, 67 patients with solid pancreatic lesions were 
included, 28 men and 39 women, with a mean age of 70 years.There were 54 
pancreatic adenocarcinomas, 10 neuroendocrine tumors, and among the 3 
patients in the “other tumors” group, there was a plasma cell neoplasm with 
kappa light-chain restriction, metastasis from a primary breast tumor, and 
metastasis from a renal clear cell tumor.
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Significant differences were found in the qualitative analysis of contrast uptake, 
with iso- or hyperenhancement associated with neuroendocrine tumors, and 
hypoenhancement associated with pancreatic adenocarcinoma.
Regarding quantitative analysis, no statistically significant differences were 
found in time to peak intensity or washout rate between adenocarcinomas and 
neuroendocrine tumors.Peak intensity and intensity at 60 seconds were sig-
nificantly higher in PNETs than in adenocarcinomas (p < 0.05).
The areas under the ROC curve (AUC) for diagnosing PNETs using peak intensi-
ty and intensity at 60 seconds were 0.692 and 0.691, respectively, with cutoff 
values of 61.45 dB and 16.895 dB.
Statistically significant differences were also found regarding lesion size, ob-
taining a cutoff point of 22.5 mm after performing the ROC curve analysis. 
Therefore, when lesion size was included in the model, the areas under the ROC 
curve for diagnosing NET using peak intensity and intensity at 60 seconds were 
0.994 and 0.986, respectively.
Peak intensity was the most accurate TIC parameter for differentiating PNETs, 
with a sensitivity of 98.3 % % and specificity of 100 %.
Conclusions  TIC analysis using CH-EUS demonstrated marked differences 
between pancreatic carcinomas and neuroendocrine tumors. Peak intensity is 
the most accurate diagnostic parameter for differentiating pancreatic tumors. 
In resectable lesions without the need for biopsy, confirmation of our results 
in prospective, blinded, multicenter studies could expand the preoperative 
understanding of these lesions.
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Aims  Preoperative grading of pancreatic neuroendocrine tumors (pNETs) plays 
a pivotal role in guiding surgical and oncological management. Endoscopic 
ultrasound-guided tissue acquisition (EUS-TA) enables cytological and histo-
logical assessment through fine-needle aspiration (FNA) and fine-needle biop-
sy (FNB), both currently recommended for tissue sampling. However, their 
comparative performance in achieving accurate grading consistent with surgi-
cal specimens remains unclear.
This study aimed to evaluate the performance of EUS-guided tissue acquisition 
(EUS-TA) for the preoperative characterization and grading of pancreatic neu-
roendocrine tumors (pNETs), comparing the relative performance and safety 
of FNA and FNB to the postoperative histological gold standard [1–3].
Methods  We retrospectively analyzed 63 patients with histologically con-
firmed pNETs who underwent preoperative EUS-guided tissue acquisition (FNA 
or FNB) and subsequent surgical resection at the S. Orsola-Malpighi University 
Hospital in Bologna (2010–2024). Demographic, clinical, radiological, and 
procedural data were collected, including tumor size, site, morphology, sam-
pling technique and adverse events. Cytological (FNA) and histological (FNB) 
samples were processed and graded according to WHO 2022 criteria. Diagnos-
tic yield, accuracy, and grading adequacy were assessed. Multivariable logistic 
regression identified predictors of grading adequacy (sex, age, site, morphol-
ogy, size). Concordance between preoperative and surgical grading was meas-
ured as percent agreement, Cohen’s kappa, and Gwet’s AC. Statistical signifi-
cance was set at p < 0.05.
Results  Among 63 resected pNETs (19 FNA, 44 FNB), overall diagnostic yield 
was 95.2 % (60/63) and diagnostic accuracy 98.3 % (59/60). Grading was achiev-
able in 84.1 % of cases, with 93.2 % for FNB and 63.2 % for FNA (OR 7.97; 95 % 
CI 1.78–35.65; p = 0.006). Lesion size ≥ 20 mm independently predicted grad-

ing adequacy (OR 8.36, 95 % CI 1.10–63.6; p = 0.040). Overall concordance 
between preoperative and surgical grading was 69.8 % (κ = 0.44; Gwet’s 
AC = 0.59), similar for FNA (75.0 %) and FNB (68.3 %). Misgrading occurred in 
30.2 % (undergrading 24.5 %, overgrading 5.7 %). In lesions < 20 mm, concord-
ance was 75.0 %. Safety was favorable: minor bleeding 15.9 %, mild pancreati-
tis 1.6 %, no severe events.
Conclusions  Our findings confirm the high diagnostic accuracy of EUS-guided 
sampling in pNETs and highlight the significant advantage of FNB in obtaining 
histological material suitable for grading compared to FNA. Larger lesions ( > 20 
mm) favored grading adequacy, while overall concordance with surgical grad-
ing was moderate (69.8 %). FNB therefore appears to be the most reliable meth-
od for preoperative grading of pNETs.
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Aims  Sphincter of Oddi dysfunction (SOD) and functional biliary pain are over-
lapping difficult to treat biliary disorders that are defined by the Rome IV crite-
ria and is seen particularly in post cholecystectomy patients. Typically, patients 
feel a colicky right upper quadrant abdominal pain.
SOD involves a structural or functional obstruction of the sphincter, impairing 
bile flow. It is classified as type 1 when both imaging abnormalities and elevat-
ed liver tests are present, and type 2 when only one is evident. When typical 
biliary pain occurs without objective evidence of obstruction or inflammation, 
it is termed functional biliary pain, reflecting visceral hypersensitivity to pain.
The role of endoscopic retrograde cholangiopancreatography (ERCP) and 
sphincterotomy in these patients remains controversial, particularly following 
recent evidence questioning their efficacy and highlighting potential risks.
Data of outcomes in this patient cohort is limited. We aimed to retrospective-
ly assess our patient cohort.
Methods  All new referrals were reviewed at a weekly multidisciplinary team 
(MDT) meeting. We examined MDT records from 2019 and identified the first 
50 consecutive patients referred with a diagnosis of Sphincter of Oddi Dysfunc-
tion (SOD). Collected data included demographics, symptom profile, previous 
biliary surgery, imaging findings, liver function tests (LFTs), ERCP and sphinc-
terotomy details, procedure-related complications, clinical outcomes, and 
duration of follow-up. For analysis, Type 2 SOD was further subclassified into 
cases with isolated liver function test abnormalities (Type 2–LFTs) and those 
with isolated imaging abnormalities (Type 2–Imaging)
Results  The fifty patients were identified, with a mean age of 41.2 years; 96 % 
were female and 94 % were White. The mean follow-up duration was 4.7 years. 
Prior cholecystectomy had been performed in 84 % of patients, with 58 % re-
porting similar pain before surgery.
Diagnoses included Type 1 SOD (n = 6), Type 2 SOD–Imaging (n = 4), Type 2 
SOD–LFTs (n = 23), functional biliary pain (n = 14), and non-biliary pain (n = 3). 
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Among SOD patients, mean peak ALT and ALP were 231 U/L and 153 U/L, re-
spectively. Twenty-four SOD patients and two with functional biliary pain un-
derwent ERCP, all of whom had sphincterotomy performed.
Post-procedure complications included pancreatitis in 7 patients (26.9 %), 
post-sphincterotomy bleeding in 2 (7.7 %), and perforation in 1 (3.8 %). The 
mean length of stay for patients with pancreatitis was 11 days. Of the 26 pa-
tients who underwent ERCP, 11 (42 %) reported no symptomatic improvement 
at their first follow up post-procedure, and 14 (54 %) reported no improvement 
at latest follow-up.
Conclusions  In this cohort, the majority of patients referred with suspected 
SOD were young females, most of whom had previously undergone cholecys-
tectomy. ERCP with sphincterotomy was associated with a higher-than-expect-
ed complication rate and limited long-term symptomatic benefit. These find-
ings underscore the importance of careful patient selection and informed 
counselling. Comprehensive analysis of the full cohort of over 150 patients is 
ongoing and will be reported separately.
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Aims  Ketamine, a synthetic phencyclidine derivative, is widely used for anaes-
thesia, analgesia, and treatment-resistant depression, but its hallucinogenic 
properties have driven increasing recreational misuse. It is metabolised hepat-
ically, with approximately 90 % excreted in urine. Ketamine-associated urinary 
tract injury is well recognised, with severe cases leading to chronic pain and 
even reconstructive bladder surgery, as highlighted in a recent systematic re-
view of nearly 4,000 patients.
In contrast, ketamine-induced biliary injury is less well described. A recent sys-
tematic review identified only 17 reported cases, yet the consequences can be 
similarly severe.
With ketamine use rising across Europe over the past decade, we have observed 
a growing number of patients presenting with ketamine cholangiopathy. Our 
aim was to enhance understanding of this emerging condition by collating and 
analysing our centre’s cases.
Methods  All new referrals to our service are discussed at a weekly multidisci-
plinary team (MDT) meeting. We reviewed MDT records from 2019, when the 
hospital transitioned to an electronic health record system, through to July 
2025. We collected demographic data, imaging results, frequency of ketamine 
use, urological involvement, date of referral, endoscopic interventions, symp-
tom history, and liver function test results.
Results  We identified 18 patients (mean age 32 years) with a mean follow-up 
of 3.8 years; sex distribution was equal. Seventeen reported weekly ketamine 
use at peak consumption. Cholangiopathy was evident on imaging in 17 pa-
tients, with one additional patient displaying abnormal liver tests while await-
ing imaging. Uropathy was present in 14 patients.
At referral, 13 patients reported abdominal pain. At latest follow-up, 8 were 
abstinent from ketamine, of whom 5 experienced symptomatic improvement. 
One patient developed decompensated liver disease and died. Excluding this 
case, mean bilirubin was 12 µmol/L, ALT 183 U/L, and ALP 474 U/L. Two patients 
required ERCP for biliary strictures. Five patients underwent repeat imaging 
after reducing or ceasing ketamine use; one demonstrated complete resolution 
of cholangiopathy, while the remaining four showed either improvement or 
stable appearances.
Conclusions  This is the largest case series to date on recreational ketamine 
users, underscoring the emerging public health issue of ketamine-induced 
cholangiopathy, which is closely linked to ketamine-induced uropathy. Most 
patients can be managed with active surveillance, with few requiring endo-

scopic intervention. The long-term outcomes remain unclear, though there is 
concern for progression to cirrhosis or malignancy. Ongoing research and great-
er awareness are needed given the rising prevalence of illicit ketamine use.
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Abstract Text
Extranodal laryngeal MALT lymphoma is an extremely rare cause of laryngeal 
masses and dysphagia, representing less than 1 % of laryngeal neoplasms. It 
typically presents as an indolent submucosal lesion with nonspecific symptoms 
such as dysphonia, cough, globus sensation or progressive dysphagia. Histo-
logically, these lymphomas consist of marginal zone B cells with a characteris-
tic CD20 + phenotype and variable plasmacytic differentiation. Lymphoplas-
macytic lymphoma (LPL) and plasmacytoma are exceptionally uncommon 
alternative diagnoses [1–3].
A 46-year-old man, smoker of 10 cigarettes/day, presented with mixed high 
dysphagia for two years with recent progression. Past medical history included 
asthma and a duodenal ulcer diagnosed 13 years earlier associated with Heli-
cobacter pylori infection, with confirmed eradication. A barium swallow showed 
a filling defect suggestive of an oesophageal polyp. Upper endoscopy revealed 
a 3-cm oval, submucosal-appearing lesion arising from the left arytenoid, cov-
ered by normal mucosa and without proximal oesophageal extension. The 
procedure was suspended due to intolerance, preventing gastric inspection. 
Fibroscopy confirmed a rounded lesion on the left aryepiglottic fold partially 
occupying the ipsilateral piriform sinus. Cervical computer tomography (CT) 
demonstrated a solid polypoid mass originating from the same region. A su-
praglottic partial laryngectomy was performed to obtain a complete diagnos-
tic specimen. Histopathology was suggestive of extranodal marginal zone B-cell 
lymphoma (MALT type) with plasmacytic differentiation. Molecular studies 
subsequently demonstrated B-cell clonality, supporting this suspicion, al-
though definitive diagnosis is still pending. The patient is currently undergoing 
full hematologic work-up, which include repeat upper endoscopy to exclude 
synchronous gastric MALT involvement.
In contrast to gastric MALT lymphoma, laryngeal MALT is not associated with 
H. pylori infection. Chronic inflammatory processes are thought to play a more 
relevant pathogenetic role. Comprehensive staging is essential, particularly 
upper gastrointestinal endoscopy with systematic gastric biopsies, because 
synchronous gastric involvement or multifocal disease may alter management. 
While H. pylori eradication is effective for gastric MALT lymphoma and may 
induce remission of extragastric manifestations, it is not an effective therapy 
for isolated laryngeal MALT lymphoma. Instead, involved-site radiotherapy is 
considered the treatment of choice, providing excellent local control and long-
term remission. This case emphasises the value of endoscopic evaluation in 
patients with persistent dysphagia, not only for intraluminal oesophageal pa-
thology but also for extrinsic or juxta-oesophageal lesions. Laryngeal MALT 
lymphoma, although rare, should be considered in the differential diagnosis of 
submucosal laryngeal masses. Complete staging, including gastric endoscopy, 
is essential to establish disease extent and guide optimal treatment.
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Aims  Cholangitis is one of the most serious infectious complications of ERCP. 
Current guidelines recommend antibiotic prophylaxis (AP) only for selected 
high-risk patients, yet most randomized controlled trials (RCT) informing these 
recommendations were performed more than two decades ago, before ERCP 
evolved into a predominantly therapeutic procedure. A recent study (Leem et 
al., 2024) reported reduced infectious complications in patients with biliary 
obstruction, suggesting that the effectiveness of AP may differ in contemporary 
practice. Our aim was to update the evidence by performing a comprehensive 
meta-analysis of all trials evaluating AP before ERCP.
Methods  A systematic search was conducted in five databases (Medline, Em-
base, CENTRAL, Scopus and Web of Science) on 19th November 2024 to iden-
tify RCT’s comparing AP versus no prophylaxis before ERCP. Primary outcome 
was cholangitis; secondary outcomes included bacteremia, septicemia, pan-
creatitis and mortality. Random-effects models were used to calculate risk 
ratios (RR) with 95 % confidence intervals (CI). Risk of bias was assessed with 
the ROB2 tool, and certainty of evidence was evaluated using GRADE [1–4].
Results  In total 14 RCTs involving 2055 patients were included. Antibiotic 
prophylaxis showed a trend toward reducing cholangitis (RR = 0.60, CI 0.29-
1.26) although this did not reach statistical significance. In the subgroup of 
patients with biliary obstruction, AP again favored lower cholangitis risk 
(RR = 0.55, CI 0.12–2.40), but the effect was not statistically significant. Bacte-
remia was nearly significantly reduced (RR = 0.46, CI 0.20-1.08). Estimates for 
septicemia (RR = 0.56, CI 0.20-1.57), pancreatitis (RR = 0.73, CI 0.41-1.30) also 
favored AP but remained non-significant. The mortality in both groups was low 
(RR 1.16, CI 0.73-1.84). Overall heterogeneity across outcomes was low to 
moderate.
Conclusions  Although not statistically significant, the evidence suggests a 
potential benefit of antibiotic prophylaxis for preventing post-ERCP infectious 
complications, particularly in patients with biliary obstruction. However, the 
certainty of this evidence is limited, and the true effect remains uncertain. 
Further modern RCTs are needed to identify patient groups who may benefit 
from prophylaxis.
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Aims  To compare the adequacy of bowel preparation between inpatients and 
outpatients and to identify independent predictors of poor bowel cleansing.
Methods  This prospective, single-center observational study was conducted 
at a tertiary care hospital and included colonoscopies performed on both in-
patients and outpatients. A total of 217 procedures were analyzed (109 out-
patients and 108 inpatients). Bowel preparation quality was evaluated using 
the Boston Bowel Preparation Scale (BBPS). Univariate and multivariate logistic 
regression analyses were used to identify factors associated with inadequate 
bowel preparation [1–25].
Results  No statistically significant difference in bowel preparation adequacy 
was found between inpatients and outpatients. In the overall cohort, two in-
dependent predictors of bowel preparation quality were identified. Smoking 
was significantly associated with inadequate cleansing, with smokers having 
62.4 % lower odds of achieving good preparation compared to non-smokers 
(OR = 0.376; p = 0.002). Conversely, the use of a split-dose regimen significant-
ly improved bowel cleansing, increasing the odds of adequate preparation by 
nearly five times compared to single-dose regimens (OR = 4.96; p = 0.001).
Conclusions  Inpatient status was not associated with inferior bowel prepara-
tion compared to outpatient status. Smoking and the type of bowel preparation 
regimen (split- vs. single-dose) were the most significant predictors of bowel 
cleansing quality.
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Aims  Anastomotic (marginal) ulcers appear in 16 % of patients post-bariatric 
surgery [1]. Patients commonly present with abdominal pain, dyspepsia, nau-
sea and even bleeding [2]. Standard treatment is high-dose PPIs (with or with-
out sucralfate) with endoscopic surveillance, yet some patients experience 
refractory chronic ulcers ( > 12 months), which require surgical resection and 
anastomotic revision [3]. PuraStat, a transparent synthetic peptide gel, sup-
ports haemostasis and mucosal repair of ulcers by forming a nanofibre scaffold 
upon contact with bodily fluid [4]. A previous case series demonstrated success 
in anastomotic ulcer healing [2], and an observational study showed efficacy 
in gastrointestinal bleeding management [4]. Light brushing of the ulcer sur-
face can induce capillary bleeding, theoretically enhancing PuraStat’s efficacy, 
but this technique has not been explored in current literature. This single-cen-
tre case series of patients who had anastomotic ulcer brushing followed by 
PuraStat application during endoscopy aims to describe efficacy of this tech-
nique in terms of symptom resolution, endoscopic evidence of healing and 
need for follow-up endoscopy.
Methods  Fourteen adults with anastomotic ulceration post-gastric bypass 
surgery, who underwent endoscopy with ulcer brushing followed by either 3mL 
or 5mL PuraStat application at Homerton University Hospital between 2018 
and 2025, were included. Data retrospectively collected from patients’ elec-
tronic records included demographics, smoking status, bariatric history, pre-
senting symptoms, diagnoses of chronic ulceration, complications (gastroin-
testinal bleeding or perforation), and concurrent medical therapy (PPIs and 
sucralfate). Outcomes were recorded as documented symptomatic improve-
ment, evidence of healing on subsequent endoscopy, and discharge from en-
doscopic surveillance (▶Table 1).

▶Table 1	 

Characteristic No. ( %)

Smoking 5 (36)

Previous bariatric revision surgery 3 (21)

4 + PuraStat-assisted OGDs 7 (50)

Chronic / recurrent ulceration diagnosed 8 (57)

Long-term PPI therapy 14 (100)

 ≥ 1 Two-week course of sucralfate 10 (71)

Clinical symptom resolution 12 (86)

Endoscopic evidence of ulcer healing 12 (86)

Discharged from endoscopy follow-up 9 (64)

Complications (gastrointestinal bleed / 
perforation)

0 (0)

Results  All patients received high-dose PPI therapy, with the majority also 
receiving sucralfate. Most patients (10/14, 71.4 %) demonstrated both symp-
tomatic and endoscopic improvement. Of the two patients without endoscop-
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ic healing, one had symptom resolution and did not need further OGDs, while 
the other had stent insertion for stricturing, with revision surgery planned. Of 
two patients with ongoing symptoms, one is currently awaiting clinic follow-up 
to check for symptom resolution after a recent OGD, and one underwent six 
OGDs due to refractory symptoms related to a gastric intra-thoracic remnant. 
Other patients requiring four to six PuraStat-assisted OGDs (7/14, 50 %) had 
persistent symptoms, with two awaiting revision surgery, or were smokers (3/7, 
42.9 %). There were no complications observed.
Conclusions  Endoscopic PuraStat application after ulcer brushing was well-tol-
erated and had favourable clinical and endoscopic outcomes. Prolonged fol-
low-up occurred in smokers and those with complex postoperative anatomy, 
but even slowly progressing patients showed endoscopic evidence of ulcer 
healing. No major complications were observed, supporting the safety of re-
peated applications. However, this study lacked a control arm, limiting com-
parison with standard therapy as exact PPI and sucralfate regimes varied be-
tween patients, and limiting investigation into the efficacy of ulcer brushing 
versus using PuraStat alone. Overall, PuraStat with ulcer brushing is a promising 
option for anastomotic ulcers, but prospective comparative studies are needed 
to cement the efficacy and safety of this technique.
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Aims  The occurrence of esophageal stenosis becomes unavoidable with en-
doscopic submucosal dissection (ESD) conducted on large superficial esopha-
geal squamous cell neoplasia (SESC). The aim of this study was to assess the 
impact of neo-adjuvant radiotherapy administered prior to ESD for SESC.
Methods  This was a retrospective cohort study in a single tertiary referral 
center. Medical records were reviewed from January 2017 to November 2023. 
Inclusion criteria comprised; 1) identification of SESC through endoscopic and 
pathologic examinations; 2) radiotherapy prior to ESD; 3) no further treatment 
immediately after ESD. Exclusion criteria encompassed; 1) advanced esophageal 
carcinoma; 2) esophageal adenocarcinoma; 3) radiotherapy administered after 
ESD.
Results  In this study, a total of 15 lesions from 14 patients were included. The 
male-to-female ratio was 11:3, with an average age of 67.4 ± 7.8 years. The 
mean follow-up period was 29.7 ± 12.3 months. The initial lesion width before 
radiation therapy averaged 26.7 cm² and averaged 13.0 cm² after ESD. The 
curative en bloc resection rate was 93.3 %, and no submucosal invasion was 
observed pathologically. Throughout the follow-up period, peri-gastric lymph 
node metastasis was detected in one patient. Importantly, none of the patients 
experienced esophageal stricture or disruption in the passage of food materials.

Conclusions  The application of neo-adjuvant radiotherapy before ESD may 
help prevent post-ESD stricture.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal angioectasia is a significant etiology of recurrent gas-
trointestinal bleeding, often requiring hospital care. Octreotide has been pro-
posed as a therapeutic option in patients in whom endoscopic treatment is 
insuficiente, particularly in those with small bowel or diffuse angiectasia. This 
study evaluates the clinical efficacy of long-acting intramuscular octreotide in 
the recurrency of gastrointestinal bleeding from angioectasia [1].
Methods  A sample of 21 patients receiving monthly octreotide, either 10 mg 
or 20 mg, were retrospectively analyzed. Clinical efficacy was assessed by com-
paring the frequency of hospitalizations, urgency department visits, red blood 
cell (RBC) transfusions and intravenous iron infusions during the 6-month and 
12-month intervals that preceded and followed the start of treatment. Addi-
tional contributing factors, including anticoagulation therapy and underlying 
diseases, were also examined.
Results  The sample studied has an mean age of 78 years, with 13 males and 8 
hypocoagulated patients. The Charlson Comorbidity Index averaged 5.6 points, 
with 5 patients having cirrhosis and 5 patients Osler-Rendu-Weber Syndrome. 
Hospitalizations significantly decreased after octreotide initiation at both 6 and 
12 months of treatment (p < 0.001; p = 0.019). Urgent care visits and RBC trans-
fusions were significantly lower in the first 6 months of treatment (p < 0.001 ; 
p = 0.007), though this effect was not sustained at 12 months. Intravenous iron 
requirements did not differ statistically between pre- and post-treatment pe-
riods. Patients receiving 10 mg of octreotide had significantly fewer urgent care 
visits and iron infusions at 6 months of treatment compared to the 20 mg group 
(p = 0.031; p = 0.026).
Conclusions  In recurrent bleeding from angioectasias, when endoscopic treat-
ment is ineffective, a 12-mounth course of octreotide therapy significantly 
reduces hospitalizations. Additionally, treatment in the first 6 months proves 
to be effective in reducing the number of urgency department visits and red 
blood cell transfusions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP313  Diagnostic yield of standard upper endosco-
py in 196 patients with dysphagia: a real-world 
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Aims  To compare the diagnostic yield of upper endoscopy between esopha-
geal and oropharyngeal dysphagia, and to characterize the spectrum of struc-
tural, inflammatory, and motility-related findings in a real-world tertiary care 
setting (▶Table 1).
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▶Table 1	  Endoscopic findings stratified by dysphagia type

Endoscopic finding Total (n = 196) Esophageal dysphagia 
(n = 123)

Oropharyngeal dysphagia 
(n = 73)

Hiatal hernia 48 (24.5 %) 44 4

Esophagitis 44 (22.4 %) 40 4

Peptic stricture 16 (8.2 %) 16 0

Malignant tumor 8 (4.1 %) 8 0

Schatzki ring 4 (2.0 %) 4 0

Eosinophilic esophagitis (EoE) 2 (1.0 %) 2 0

Achalasia (HRM-confirmed) 4 (2.0 %) 4 0

Ineffective esophageal motility (IEM) 7 (3.6 %) 7 0

Normal endoscopy 70 (35.7 %) 5 65

Methods  We conducted a retrospective study of adults undergoing upper 
endoscopy for dysphagia between March and November 2025. Dysphagia was 
clinically categorized as esophageal or oropharyngeal. Endoscopic findings were 
classified as structural, inflammatory, motility-suggestive, or normal. Associa-
tions between dysphagia type and relevant endoscopic abnormalities were 
analyzed using chi-square tests and odds ratios (OR). High-resolution manom-
etry was performed when motility disorders were suspected [1–7].
Results  Among 196 patients, 123 (62.8 %) had esophageal dysphagia and 73 
(37.2 %) or oropharyngeal dysphagia. The overall diagnostic yield was 64.3 %. 
Frequent findings included hiatal hernia (24.5 %), esophagitis (22.4 %), peptic 
strictures (8.2 %), malignancy (4.1 %), Schatzki ring (2.0 %), eosinophilic eso-
phagitis (1.0 %), and HRM-confirmed achalasia (2.0 %); ineffective esophageal 
motility was identified in 3.6 %.
Relevant abnormalities were significantly more common in esophageal than in 
oropharyngeal dysphagia (96.0 % vs 11.0 %, respectively), indicating a strong 
association (OR 32.1, 95 % CI 12.8–80.5, p < 0.001). In oropharyngeal dyspha-
gia, endoscopy was predominantly normal.
Conclusions  Standard upper endoscopy provides high diagnostic yield in es-
ophageal dysphagia, identifying a broad spectrum of clinically actionable ab-
normalities. In contrast, oropharyngeal dysphagia demonstrates low yield, 
supporting selective endoscopic referral. These real-world findings reinforce 
the utility of conventional endoscopy—without enhanced imaging—as an es-
sential diagnostic tool in dysphagia evaluation in resource-limited settings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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DOI  10.1055/s-0046-1821641
Aims  Lumen-apposing metal stents (LAMS) have transformed endoscopic 
management of walled-off necrosis (WON) and large pseudocysts by permit-
ting wide, stable cyst-gastrostomy and direct necrosectomy. Current societies 
advise retrieval at 3–5 weeks, yet these statements are based on limited data 
and conflicting single-center series.
Methods  All adults who underwent trans-gastric Hot AXIOS placement for 
WON or symptomatic pseudocyst between January 2017 and March 2025 were 
retrospectively reviewed. The composite 30-day adverse-event (AE) endpoint 
captured any post-removal bleeding, migration/burial, new or recurrent fluid 
collection > 4 cm, unplanned readmission or death. Clinical success required 
radiographic resolution without further intervention. Categorical outcomes 
were compared with Fisher’s exact test; absolute risk differences (RD) carry 
95 % CIs.
Results  Forty-nine patients met inclusion (median age 57 yr, IQR 48–66; 65 % 
male). Twenty-seven had WON and 22 pseudocysts. Twelve stents were re-
moved early, 17 in the standard window and 20 after > 28 d, yielding median 
dwell times of 11, 21 and 47 d, respectively. Composite 30-day AEs occurred 
in 2/12 (16.7 %) early, 9/17 (52.9 %) standard and 4/20 (20 %) delayed removals; 
RD standard–early =  + 36.3 % (95 % 4.5–68.0) and RD standard–de-
layed =  + 32.9 % (3.4–62.4), whereas early and delayed differed less (–3.3 %, 
–30.8–24.1). Bleeding was uncommon (8 %) and evenly distributed, but un-
planned readmissions were highest with standard timing (35.3 % vs 8.3 % early, 
15.0 % delayed). Clinical success was achieved in 10/11 early (90.9 %), 12/15 
standard (80.0 %) and 17/17 delayed cases (100 %). Multivariable analysis in 44 
patients retained a non-significant but directionally consistent effect for stand-
ard removal (adjusted OR 4.95 vs early, 95 % 0.67–36.3); no demographic or 
procedural covariate independently predicted AE. Subgroup analysis reinforced 
the pattern: in WON, AEs were 14.3 % early, 54.5 % standard and 33.3 % delayed, 
while pseudocyst rates remained ≤ 25 % irrespective of timing (▶Table 1).
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▶Table 1	  Baseline Characteristics by Indwell-Time Group

Characteristic Early(n = 12) Standard(n = 17) Delayed(n = 20) p-value†

Age, yr (mean ± SD) 56.0 ± 13.1 59.0 ± 12.6 53.5 ± 12.8 0.44

Male sex, % 83.3 % 64.7 % 55.0 % 0.26

Charlson index (mean ± SD) 2.50 ± 1.62 2.71 ± 1.45 2.45 ± 1.67 0.88

Stent diameter, mm 
(mean ± SD)

18.2 ± 2.5 17.7 ± 2.6 15.8 ± 1.9 0.02

Plastic pigtail stent, % 83.3 % 88.2 % 90.0 % 0.85

Balloon dilation used, % 91.7 % 100 % 100 % 0.15

Necrosectomy sessions, 
median (IQR)

2 (1-3) 2 (1-3) 1.5 (1-3) 0.30‡

Collection size, cm 
(mean ± SD)

13.2 ± 5.6 12.6 ± 5.8 11.5 ± 5.4 0.71

Pseudocyst pathology, % 41.7 % 23.5 % 65.0 % 0.17

†χ²/ANOVA where appropriate; ‡Kruskal–Wallis for counts.

Conclusions  In patients with large pseudocysts and WONs, removal of LAMS 
early ( < 14 days) in showed lowest AE rates when compared to “standard” (14-
28 days) and delayed ( > 28 days) without compromising clinical success. Addi-
tionally, delayed removals also had lower AE rates when compared to standard 
window of removal. These findings question current LAMS removal timing and 
indicate that earlier removal may be safe in selected patients, warranting pro-
spective validation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To investigate the status of peptic ulcers and the associated risk factors 
among patients undergoing hemodialysis
Methods  This hospital-based retrospective study was conducted from Octo-
ber 1, 2018, to March 24, 2024, among patients undergoing renal replacement 
therapy who received endoscopic services at the endoscopy unit of Shinonmed 
Hospital. We reviewed their upper gastrointestinal endoscopy findings and 
hemodialysis-related medical history. To calculate the malnutrition index, we 
used the calculator developed by Dr. Gordan P. Buzby from the University of 
Pennsylvania Health System, which is published on PubMed [1–8].
Results 1. General Characteristics of the Study Population
A total of 103 cases were included in the study. The mean age was 48.7 ± 12.8 
years. By sex distribution, 47 % (n = 48) were female and 53 % (n = 55) were male, 
yielding a male-to-female ratio of 1:1.
Among the 103 patients, 35 % (n = 36) had peptic ulcer disease (PUD), while 
65 % (n = 67) did not.
Assessment of the association between H. pylori infection and PUD showed 
that 84.7 % (n = 87) had no H. pylori infection. The association with PUD was not 
statistically significant (p = 0.15).
Malnutrition Index and Peptic Ulcer Disease
PUD was detected in 34.9 % (n = 36) of all cases. Based on the malnutrition in-
dex, 75 % (n = 27) of patients with peptic ulcers had moderate malnutrition. 
Therefore, protein–energy malnutrition was found to be significantly associat-
ed with the development of peptic ulcers (p = 0.000*).

Age and Peptic Ulcer Disease
Among patients with PUD, 69.4 % (n = 25) were aged > 40 years, while 77.6 % 
(n = 52) of non-PUD patients were also over 40 years of age. There was no sig-
nificant association between age and PUD (p = 0.23).
Comorbidities and Peptic Ulcer Disease
Among patients with PUD, 47.2 % (n = 17) had three or more chronic comor-
bidities, compared with 23.8 % (n = 16) among those without PUD. Thus, the 
presence of multiple comorbidities was significantly associated with the devel-
opment of PUD (p = 0.038)
Risk Factors for PUD in Hemodialysis Patients
Comparison of risk factors among hemodialysis patients revealed that the mal-
nutrition index was strongly associated with PUD (p = 0.000*). Additionally, 
comorbid conditions increased the risk of PUD by 35.1 times
Conclusions  A total of 103 patients undergoing renal replacement therapy 
were evaluated by endoscopy, of whom 36 (34.95 %) had peptic ulcers and 98 
(95.1 %) were diagnosed with chronic gastritis.
	 A total of 103 patients undergoing renal replacement therapy were eval-

uated by endoscopy, of whom 36 (34.95 %) had peptic ulcers and 98 
(95.1 %) were diagnosed with chronic gastritis.

	 Peptic ulcer disease was present in 34.9 % (n = 36) of the cases. Based on 
the malnutrition index, 75 % (n = 27) of patients with peptic ulcers had 
moderate malnutrition. This indicates that protein–energy malnutrition 
contributes to the development of peptic ulcers.
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Background:  With the increasing use of endoscopy, visually discernible ab-
normalities, such as polyps in the gastrointestinal tract, are encountered more 
often. Gastric polyps most frequently originate in the mucosa but encompass 
a broad spectrum of pathologic conditions that may even be submucosal or 
extrinsic. Found in 6 % of upper endoscopies, gastric polyps are a heterogene-
ous group of epithelial and subepithelial lesions that can vary in histology, 
neoplastic potential, and management. Most have no risk of cancer, but there 
are certain subsets of polyps with malignant potential, necessitating further 
endoscopic treatment and/or periodic surveillance 1. Gastric adenomas, or 
gastric polypoid dysplasia, are true neoplasms and precursors to gastric cancer. 
Due to the increased risk of malignancy associated with these polyps, recom-
mendations include complete removal of the adenoma, with further examina-
tion of the entire gastric mucosa for abnormalities, all of which should be bi-
opsied [1–3].
Case report:  Introduction: Patient description- Age: 65 Gender: male Race: 
Mongolian Height-168cm Weight- 80kg
Case history- Occasionally abdominal pain 2023.12.11 Gastric large polyp was 
diagnosed No chronic deseases Did not use alcohol or tobacco Gastroscopy 
2023.12.12 Pedunculated large polyp on the middle part of body Yamada type 
IV 2023.12.21 Pedunculated large polyp size 4.5х6,5 cm on the middle part of 
body Removed this polyp by hot snare and seven clips where done on the pol-
yps base 2023.12.22 : Histology result Well differentiated adenocarcinoma 
arising in villous adenoma IC10-C16 2023.01.15 Abdominal contrast CT Result: 
SPO gastric polypectomy with surgical clips along the stomach body, no signif-
icant abnormal wall thickness or enhancement of the stomach.
ConclusionsAround 10 % of stomach polyps are adenomas, making them the 
most common precancerous type. They’re typically sporadic and solitary. But 
they can sometimes occur in greater numbers in association with familial ade-
nomatous polyposis. Polyps are common in gastrointestinal endoscopy and 
are usually asymptomatic and do not progress to cancer, but histological ex-
amination is required to determine the presence of dysplasia. In this case, tissue 
analysis revealed a hyperplastic polyp, but post-operative material revealed a 
adenocarcinoma arising in villous adenoma of the stomach 2. Endoscopic re-
moval of a large adenoma crop has fewer complications and recurrences, but 
it cannot completely eliminate the risk of cancer, so it is necessary to regularly 
monitor H. pylori for treatment. As long as the size of gastric adenoma is 2 cm 
or larger, there is a 40-50 % risk of turning into cancer, so it is necessary to 
regularly monitor with an endoscope .
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Aims  Pancreatic cancer stands 3rd in cancer-related death. Endoscopic ultra-
sound (EUS) plays a key role in characterizing and diagnosing solid pancreatic 
lesions. The literature suggests, with limited evidence, that ancillary EUS tech-
niques like EUS-guided elastography, which assess tissue stiffness, potentially 
improve the differentiation of malignant lesions. In this single-center retro-
spective study, we analyzed the performance of EUS-guided elastography in 
characterizing solid pancreatic lesions compared with histopathological results.
Methods  Our team conducted a retrospective analysis of 508 consecutive 
patients who underwent Endoscopic Ultrasound (EUS) at the Institute of Pan-
creatic Diseases, Semmelweis University, between January and October 2025. 
We included 108 patients with suspected solid pancreatic tumors and divided 
them into two groups. The first group (54 patients) had elastography and his-
topathological results. The second group (54 patients) had histopathological 
results but no elastography. Demographic parameters, endoscopic data (elas-
tography, ROSE, MOSE) were collected for both groups. Statistical analysis was 
performed using Microsoft Office Excel and GraphPad (Prism10) software.
Results  In the elastography group (EG), the median age was 70 years (95 % CI: 
66–74), compared to 68 years (95 % CI: 61–71) in the non-elastography group 
(NEG), with similar mean ages between groups (69.09 vs. 65.07 years; 95 % CI for 
the mean: 66.03–72.16 vs. 62.12–68.03). Regarding sex distribution, 38.89 % of 
patients in the EG were male and 61.11 % female, whereas in the NEG, males com-
prised 62.96 % and females 37.04 % (P = 0.01; OR = 0.37; 95 % CI 0.17–0.80).
Pancreatic adenocarcinoma was the most frequent diagnosis in both groups, 
57.4 % in the EG and 66.7 % in NEG (P > 0.05). Median tumor size was 675 mm² 
(median dimensions: 27x25mm) in the EG and 900 mm² (median dimensions: 
30x29mm) in NEG (P = 0.1417). Tumors most frequently involved the pancre-
atic head in both groups (EG: 54.74 %; NEG: 50.00 %) (P = 0.1448).
The use of MOSE and ROSE showed high prevalence in both groups. MOSE was 
applied in 96.36 % of patients in the EG group and in 94.44 % of patients in the 
NEG group. ROSE was utilized in 77.78 % of cases in the EG group and in 72.22 % 
of cases in the NEG group.
Among the 54 patients who underwent elastography (EG), 43 (79.62 %) exhib-
ited blue colour, while 11 (20.37 %) demonstrated mixed colour. In blue-EG 
cohort, 34 (79.07 %) had malignant lesions and 9 (20.93 %) had benign lesions 
(P = 0.69, OR = 1.41, 95 % CI 0.34–5.63). In mixed-EG cohort, 8 (72.73 %) had 
malignant lesions and 3 (27.27 %) had benign lesions (P = 0.69, OR = 1.41, 95 % 
CI 0.34–5.63).
In EG, rebiopsy was required in 14 (25.93 %) patients, 11 (78.57 %) blue colour 
and 3 (21.42 %) mixed colour (P > 0.99, OR = 0.91, 95 % CI 0.19–3.65). Among 
the rebiopsy cases with blue colour, 5 (45.45 %) were malignant and 6 (54.55 %) 
were benign (P > 0.99, OR = 0.41, 95 % CI 0.02–4.70), while among rebiopsy 
cases with mixed colour, 6 (75.00 %) were malignant and 2 (25.00 %) benign 
(P = 0.25, OR = 3.22, 95 % CI 0.47–18.07).
In EG group, the sensitivity, specificity, positive predictive value, negative pre-
dictive value and likelihood ratio are 0.80 (0.66–0.90), 0.25 (0.08–0.53), 0.79 
(0.64–0.88), 0.27 (0.09–0.56) and 1.07 respectively.
In the NEG, 46 (85.19 %) had malignant lesions and 8 (14.81 %) had benign le-
sions. Rebiopsy was necessary in 10 (18.52 %) patients (95 % CI 0.09–0.30). 
Among the rebiopsied patients, 7 (70.00 %) cases were malignant and 3 
(30.00 %) cases were benign.
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Rebiopsy data showed no statistically significant difference between EG (ma-
lignant lesions: 25.93 %) and NEG (malignant lesions: 18.52 %) groups.
Conclusions  Our results suggest that elastography does not significantly im-
prove overall sampling success or reduce the need for rebiopsy, which aligns 
with observations reported in the international literature regarding the use of 
elastography. However, because the study is a small, single-center retrospective 
analysis, a larger multicenter prospective randomized trials incorporating both 
quantitative and qualitative assessments are needed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 43-year-old male patient who underwent laparoscopic cholecystectomy 3 
weeks back, presented with massive right sided pleural effusion and gross as-
cites. Pleural fluid and ascitic fluid analysis was suggestive of pancreatic etiology. 
Conservative measures of treatment failed. Endosonography showed 3.6 cm com-
municating pseudocyst with immature wall. Leak from head region of pancreatic 
duct into pseudocyst was evident on pancreatogram. From the cyst cavity the dye 
was noted tracking up retroperitoneally on the right side, demonstrating the fis-
tulous communication to right pleural cavity. Also, another leak from the cyst was 
noted inferiorly indicating the possible cause for ascites. Transpapillary drainage 
of the cyst was done by inserting a 7 French double pigtail stent. In the post-pro-
cedure period, patient improved symptomatically and on imaging.
Videohttp://data.process.y-congress.com/Scientif icProcess/Data
//106/660/1670/0f453941-6e55-45e2-ae33-800c61fb93e0/Uploads/19978_
Pancreato-cysto-pleural_fistula %202025.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In Western countries, endoscopic resection (ER) of gastric subepithelial le-
sions (SELs) is emerging as an alternative to either surveillance for lesions < 20 mm 
or surgical resection in cases with suspected malignant potential (such as GISTs > 20 
mm or type 1 neuroendocrine neoplasms > 10 mm). Several endoscopic resection 
techniques have been proposed. This study reports a cohort of patients with gas-
tric SELs who underwent endoscopic resection using a modified-STER (submucosal 
tunneling endoscopic resection) approach, defined as “FLAP technique”
Methods  Data from consecutive patients with gastric SELs who underwent ER 
were collected. All patients underwent endoscopic ultrasonography (EUS) pri-
or to the ER. Patients’ characteristics, SELs features, and endoscopic procedure 
details were collected. The “FLAP technique” consists in creating a short sub-
mucosal access, less than 1 cm proximal to the lesion (closer than the original-
ly tunnel described at 5 cm), followed by careful dissection of the lesion while 
preserving the capsule and the overlying mucosal flap. If the lesion is deeply 
adherent to muscolaris propria (MP), a transmural resection is performed, re-
sulting in a controlled and intentional perforation of the MP and serosa. After 
removal and retrieval of the specimen, hemostatic gel is applied and the defect 
is completely closed with clips using the mucosal flap. Technical success was 
considered as complete endoscopic resection and retrieval of the specimen; 
clinical success as an en-bloc and R0 resection. Intraprocedural, short term and 
long-term adverse events (AEs) and complication have been registered.

Results  A total of 6 patients (50 % male, mean age 60 yr) with 6 SELs were in-
cluded. Median SELs size was 16.5 mm (IQR), 50 % located in the antrum and 
50 % located in gastric body. In 83 % cases MP involvement was described at 
EUS. Technical success was achieved in 5/6 patients. The technical unsuccessful 
procedure, a 30 mm SELs of the grater curvature of the gastric body with a 
predominant extraluminal extension, was suspended due to the impossibility 
to endoscopic retrieve the lesion, with a high risk of lesion migration into the 
peritoneum.; the patient underwent laparoscopic wedge resection. Clinical 
success (en bloc and R0) was achieved in 5/5 patients with preservation of the 
capsule in 100 % of the cases. To achieve complete tumor removal a transmural 
resection was required in 60 % of cases. Total closure of the defect using the 
mucosal flap and clips was achieved in 100 % of the patients. Histopathology 
showed a low-risk GIST and benign lesions in other cases. Median total proce-
dure time was 100 minutes. No AEs occurred during or after the procedure.
Conclusions  In selected cases, endoscopic resection of SELs is feasible, efficient 
and safe, also in a Western setting. In our experience preserving the mucosal 
flap is usefull to allow easy and complete endoscopic closure. Creation of a 
shorter submucosal access did not compromise the integrity of mucosal flap. 
More data or comparative studies are needed to assess endoscopic resectabil-
ity and retrival criteria and optimal removal techniques for SELs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Sedative medication is commonly used to improve patient comfort and 
tolerability during colonoscopy. Standards for colonoscopy sedation are known 
to vary across countries, while different types of sedation are also associated 
with differences in clinical outcomes, as well as different economic and envi-
ronmental burdens. In the Netherlands, insights into sedation practices across 
endoscopy units were lacking. This study aimed to evaluate national trends in 
colonoscopy sedation, inter-unit variability in sedation practices, and associa-
tions between type of sedation and various colonoscopy performance measures 
in the Dutch population.
Methods  All colonoscopies recorded in the Dutch Gastrointestinal Endoscopy 
Audit (DGEA) registry between January 1, 2020, and January 1, 2025, were 
eligible for inclusion. Sedation was classified as none, mild sedation (midazolam 
and/or opioids), or deep sedation (propofol). Trends and variability in colonos-
copy sedation were analyzed across predefined indication categories: positive 
fecal immunochemical test for the colorectal cancer (CRC) screening program; 
post-polypectomy or CRC surveillance; familial CRC risk; inflammatory bowel 
disease (IBD); IBD surveillance; therapeutic procedures; and symptoms/other 
indications. The association between sedation type (none, mild, deep) and 
midazolam dosage ( < 2.5 mg, 2.6-5 mg, > 5 mg) with the incidence of success-
ful cecal intubation and polyp detection was assessed using generalized esti-
mating equation Poisson regression.
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▶Table 1	  Percentual differences in incidence rate (95 % confidence interval) of successful cecal intubation and polyp detection for different types of 
sedation

No sedation Mild sedation, 
midazolam < 2.5 
mg

Mild sedation, 
midazolam 2.6-5 mg

Mild sedation, 
midazolam > 5 mg

Deep sedation

Successful cecal 
intubation

-2.5 % (-3.5 to -1.5 %) Reference  + 0.6 % ( + 0.4 to + 0.8 %) -0.2 % (-0.7 to + 0.3 %) -0.9 % (-1.4 to 0.5 %)

Polyp detection  + 1.1 % (-5.8 to + 8.4) Reference  + 1.7 % ( + 0.4 to + 3.0 %)  + 2.2 (-1.5 to + 6.0 %)  + 4.9 % ( + 1.1 to 8.9 %)

Results  A total of 260,316 colonoscopies were included. Mild sedation was 
used in the majority of colonoscopies (ranging from 88.9 % to 92.6 % over the 
years). Meanwhile, the use of deep sedation increased progressively from 5.8 % 
in 2020 to 10.0 % in 2024. The most notable increase in deep sedation was 
observed for IBD colonoscopies (11.6 % to 23.2 %; annual change 2.7 % [95 % CI 
2.0-3.3]) and therapeutic colonoscopies (28.2 % to 51.7 %; annual change 5.3 % 
[95 % CI 4.3-6.3]). For procedures with mild sedation, the mean midazolam 
dosage varied by indication category, with the lowest dosage for colonoscopies 
for post-polypectomy or CRC surveillance (3.44 ± 1.29 mg) and the highest for 
IBD colonoscopies (4.26 ± 1.55 mg). Significant inter-unit variability in the over-
all mean midazolam dosage was observed (range: 2.13 ± 1.17 to 5.62 ± 1.70 
mg), indicating considerable differences in midazolam dosing regimens across 
units. Compared to mild sedation with < 2.5 mg midazolam (reference), a dos-
age of 2.6-5 mg was associated with a slightly higher incidence of successful 
cecal intubation ( + 0.6 % [95 % CI 0.4-0.8 %]) and polyp detection ( + 1.7 % [95 % 
CI 0.4-3.0 %]). Midazolam dosages > 5 mg and propofol sedation did not im-
prove cecal intubation, although they were associated with higher polyp de-
tection rates (▶Table 1).
Conclusions  In the Netherlands, the use of deep sedation for colonoscopy is 
rising. Besides, sedation practices were illustrated to vary considerable across 
units, particularly in terms of midazolam dosing regimens. While a midazolam 
dosage of 2.6-5 mg was associated with slight improvements in cecal intubation 
and polyp detection compared to dosages < 2.5 mg, the gain for daily practice 
seems very small. Therefore, the benefits of routinely administering doses > 2.5 
mg should be carefully weighed considering the associated greater risks, costs 
and environmental burdens of higher dosing. The findings of this study can be 
used to inform the development of guidelines for more standardized colonos-
copy sedation.
Conflicts of Interest  E. Dekker has received a research grant from Fujifilm, 
honoraria for consultancy from Olympus, Fujifilm, Ambu, InterVenn, Norgine, 
and Exact Sciences, and speaker fees from Olympus, GI Supply, Norgine, IPSEN/
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using Helicobacter pylori infection and serum 
pepsinogen levels
Authors  Baatar G1, sergelen SG1, Altangerel P1, Altangerel A1, Erdene E1, 
Buyanbat Y1, gantuya GB2

Institutes  1  ShinonMed Hospital, Ulaanbaatar, Mongolia; 2  Mongolian 
National University of Medical Sciences, Ulaanbaatar, Mongolia
DOI  10.1055/s-0046-1821648
Aims
	 To perform upper gastrointestinal endoscopy on the study participants 

and determine Helicobacter pylori infection and serum pepsinogen I and 
II levels.

	 To establish cutoff values for serum markers of precancerous gastric 
lesions.

	 To classify all cases into gastric cancer risk groups according to the serum 
marker–based ABCD classification.

Methods  This study was conducted using a hospital-based cross-sectional 
study design. Among individuals aged 32 years and older, upper gastrointesti-
nal endoscopy was performed, stool antigen testing was used to detect H. 
pylori infection, and serum pepsinogen I, pepsinogen II, and anti-H. pylori an-
tibodies were measured
Results  A total of 94 participants were included in the study, with a male-to-
female ratio of 1:1. The cutoff value for pepsinogen I indicating precancerous 
gastric lesions was PG I ≤ 33 ng/mL, with a sensitivity of 80 %, specificity of 
64.1 %, and a p-value of 0.005. The cutoff value for detecting H. pylori infection 
was an H. pylori antibody level ≤ 7.85 U/mL, with a sensitivity of 75.4 %, speci-
ficity of 72 %, and a p-value < 0.005. Based on serological markers, 25.5 % 
(n = 23) of cases were classified as group A, 38.6 % (n = 36) as group B, 34 % 
(n = 32) as group C, and 3.2 % (n = 3) as group D [1–8].
Conclusions  According to the ABCD classification, 25.5 % of the individuals in 
the study (Group A) require repeat endoscopy and gastric cancer screening 
after 5 years, 38.6 % (Group B) after 3 years, and 37.2 % (Groups C and D) after 
1 year.Establishing the serological marker–based ABCD classification helps 
prioritize gastric cancer risk groups in endoscopic screening practice. By reduc-
ing unnecessary repeated endoscopies and ensuring that high-risk individuals 
undergo closer endoscopic surveillance, this approach contributes significant-
ly to improving the early detection of gastric cancer.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The impact of non-anesthesiologist-administered propofol (NAAP) se-
dation on colonoscopy performance remains elusive. We aimed to assess the 
impact of NAAP on colonoscopy quality metrics published in recent literature.
Methods  A systematic review across MEDLINE and Cochrane Central Register 
for all types of trials was performed, evaluating the impact of NAAP compared 
to AP sedation on colonoscopy quality measures. The primary endpoint was 
Adenoma Detection Rate (ADR), while cecal intubation rate (CIR) and procedure 
length comprised the secondary endpoints. The effect size on study outcomes 
is presented either as the event rate or as the Risk Ratio (RR) with 95 % confi-
dence interval (CI). We assessed the quality of evidence using the Grading of 
Recommendations Assessment, Development and Evaluation (GRADE) ap-
proach.
Results  Two RCTs and nine cohort studies with 3769 patients (NAAP 1959, AP 
1810), published between 2019 and 2024, were included. NAAP resulted in 
similar ADR compared to AP [RR 1.06, 95 % CI (0.94-1.19); I2 = 0 %]. Similarly, 
no difference in terms of CIR [RR 1.01, 95 % CI (0.98-1.04), I2 = 10 %] as well as 
procedure length [MD -0.94, 95 % CI (-2.79-0.91), I2 = 74 %] was evident. Over-
all, the certainty of evidence was very low.
Conclusions  The ADR and CIR colonoscopy quality indicators are comparable 
between NAAP and AP sedation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopy units are the third largest emitters of carbon dioxide (CO2) 
within hospitals. A substantial part of these emissions results from waste. Im-
proving waste segregation and reducing waste in endoscopy units requires 
detailed insights into current waste streams. We aimed to quantify waste gen-
eration in an academic endoscopy department and to estimate the associated 
carbon footprint (▶Table 1).
Methods  We performed a five-day waste audit of the pre-, post- and procedure 
phases of an eight-room gastrointestinal endoscopy department. Waste from 
the reprocessing area was excluded. All waste streams were collected twice 
daily and subsequently weighed and categorized into preidentified waste 
streams. The total mass (kg) per waste stream and per procedure was calculat-
ed. Procedure numbers during the study period were recorded, and waste-re-
lated carbon emissions (carbon dioxide equivalents (CO2e)) were estimated 
using national carbon emissions factors.
Results  Over the five-day period, 243 endoscopic procedures were performed: 
64 colonoscopies, 107 esophagogastroduodenoscopies, 13 endoscopic retro-
grade cholangiopancreatographies, 31 endosonographies, and one video cap-
sule endoscopy. In addition, 27 procedures were pulmonary endoscopies. 
Given that gastrointestinal endoscopy constituted nearly 90 % of activity during 
the audit, these findings mainly reflect waste patterns in gastrointestinal en-
doscopy workflows. On average, 49 procedures were performed per day (range 
44-54). A total of 317.6 kg of waste was generated. Most waste consisted of 
general waste (184.9 kg, 58 %), followed by hazardous waste including sharps 
(78.6 kg, 27 %), and recycled materials (47.5 kg, 15 %). Each procedure gener-
ated approximately 1.3 kg of waste. Waste-related carbon emissions amount-
ed to 1,465 kg CO2e over the 5-day period, corresponding to 6 kg CO2e per 
procedure and an estimated 58,820 kg CO2e annually of endoscopy waste in 
this center, which is equivalent to driving a conventional car for 266,000 km, 
or six times around the earth.
Conclusions  This is the first 5-day comprehensive waste audit of pre-, post- 
and procedure phases in an endoscopy department in a Dutch academic hos-
pital, providing a baseline for targeted sustainability interventions. It highlights 
substantial opportunities for waste reduction and segregation, improved re-
cycling, and can guide environmental improvement efforts in endoscopy units.
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▶Table 1	 

Waste stream Total waste in kg ( %) Waste per day, kg Waste per procedure, 
kg 

Total CO2e, kg 

General hospital waste 184.90 (58) 36.98 0.75 893.8 

Hazardous waste 78.59 (25) 15.72 0.31 442.9 

Sharps 6.64 (2) 1.33 0.03 28.9 

Recycled paper 24.83 (8) 4.97 0.10 23.2 

Recycled plastic 22.63 (7) 5.86 0.12 76.1 

Total 317.59 (100) 63.52 1.31 1464.9 

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Benign luminal obstruction of the gastrointestinal tract and airway aris-
es from multiple causes, including peptic ulcer disease, caustic injury, postop-
erative strictures, inflammatory disorders, and tuberculosis-related airway 
stenosis [1–3]. Endoscopic balloon dilatation (EBD) is a minimally invasive, 
organ-preserving treatment with reported success rates of 81–100 % for benign 
gastrointestinal strictures [12] and 65–89 % for benign airway stenosis, avoid-
ing surgery in ~65 % of pediatric cases [13]. However, long-term EBD outcomes 
have not been reported in Mongolia, where gastric cancer (~20.3/100,000) 
[8], esophageal cancer (~18.5/100,000) [10], and Helicobacter pylori prevalence 
(~80 %) [9] remain high. This study evaluates EBD technical and clinical success, 
refractory stricture rates, balloon-diameter progression, and safety (▶Table 
1).

▶Table 1	  Balloon Dilation Parameters and Outcomes

Parameter Value

Median initial diameter 20 mm (IQR 18–20)

Median final diameter 20 mm (IQR 19.5–20)

Increase across sessions Median 2 mm; mean 1.35 
mm

Incremental dilation 2–3 mm steps [4,6,12]

Procedural success 100 % (51/51)

Clinical success 100 % (51/51)

Methods  A retrospective review was conducted on patients who underwent 
EBD for benign gastrointestinal or airway/anastomotic strictures from January 
2022 to December 2025. Data collected included demographics, etiology, 
stricture location, balloon diameters (first and last), number of sessions, inter-
val between dilatations, and adjunctive therapy use [4]. Procedural success was 
defined as successful passage of the endoscope after dilation [5]. Clinical suc-
cess was defined as symptom resolution lasting > 1 month with easy passage 
of a standard gastroscope [1]. Refractory strictures were defined as failure to 
achieve procedural success after five sessions [3].

Results  Fifty-one patients were included (mean age 55.6 years; 51 % male). 
Etiologies were peptic/ulcer-related disease (n = 13), postoperative strictures 
(n = 12), iatrogenic injury (n = 10), radiation injury (n = 3), and other benign 
causes such as TB-related airway/anastomotic stenosis (n = 13). Stricture loca-
tions included the esophagus (n = 15), gastric outlet (n = 8), duodenum (n = 2), 
and anastomotic or airway-related sites (n = 26). Procedural and clinical success 
were achieved in all patients (100 %) [6, 7, 11].
Seven patients (13.7 %) had refractory strictures, but all responded after ad-
junctive therapy. One perforation occurred (1.96 %). The median initial and final 
balloon diameters were 20 mm (IQR 18–20) and 20 mm (IQR 19.5–20), respec-
tively. Median diameter gain was 2 mm (mean 1.35 mm), with most patients 
undergoing conservative 2–3 mm incremental dilations consistent with safe-
ty-based protocols [4, 12, 13].
Conclusions  EBD is a safe and highly effective treatment for benign luminal 
obstruction of both gastrointestinal and airway structures, achieving excellent 
technical and clinical success. Gradual balloon expansion using 1–3 mm incre-
ments was well tolerated and aligned with internationally recognized safety 
protocols. Although refractory strictures occurred in a minority of cases, most 
responded to adjunctive modalities such as repeated dilation, steroid injection, 
incisional therapy, or temporary stenting. Further investigation is needed to 
determine optimal management strategies and to compare the effectiveness 
of each adjunctive modality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Primary colorectal cancer has been extensively studied due to the large 
number of cases, allowing for substantial insights into its clinical characteristics 
and treatment strategies. In contrast, metastatic colorectal cancer remains 
poorly understood because of its rarity and limited number of reports. With 
recent advancements in chemotherapy, accurately diagnosing metastatic le-
sions has become increasingly important and has significant implications for 
treatment planning. Here, we report the characteristics of 38 cases of meta-
static colorectal lesions encountered at our institution.
Methods  We reviewed 38 patients who underwent colonoscopy at our insti-
tution between January 1, 2015, and October 31, 2025, and were diagnosed 
by biopsy pathology as having colorectal cancer originating from other organs. 
We analyzed the mode of invasion or metastasis, age and sex at diagnosis, in-
dications for colonoscopy, cecal intubation status, lesion location, number of 
lesions, and endoscopic findings. Cases involving direct invasion from adjacent 
advanced tumors were classified as direct invasion, while those involving 
non-adjacent tumors were defined as distant metastasis.
Results  The cohort consisted of 17 men and 21 women, with a mean age of 
69.2 years. Indications for colonoscopy included screening in 15 cases, abnor-
mal CT findings in 12 cases, bowel obstruction in 6 cases, and other reasons in 
4 cases. Of the 38 cases, 17 were classified as direct invasion and 21 as distant 
metastasis. The cecal intubation rate was lower in the direct invasion group 
(9/17, 53 %) than in the distant metastasis group (16/21, 76 %). The most com-
mon primary tumor was of gynecological origin (15 cases), followed by gastric 
cancer (9 cases). Among gynecological cancers, 9 of 15 cases (60 %) were direct 
invasion, whereas gastric cancer more commonly presented as distant metas-
tasis (7 of 9 cases, 78 %). Endoscopic findings in the direct invasion group main-
ly consisted of non-epithelial strictures or submucosal tumor–like protrusions. 
In contrast, the distant metastasis group displayed a wide variety of findings, 
including strictures, elevated lesions, flat lesions, and ulcers.
Conclusions  In cases of direct invasion, endoscopic findings predominantly 
consisted of strictures or SMT-like protrusions, and the cecal intubation rate 
was low. In contrast, distant metastasis demonstrated more diverse endoscop-
ic appearances, ranging from protruding lesions to flat elevated lesions, and 
some cases were difficult to detect even on CT. When atypical endoscopic find-
ings are observed in the colon of patients with another primary malignancy, 
we should consider the possibility of metastatic colorectal lesions.
Conflicts of Interest  The authors declare no conflicts of interest.
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Problem to solve  A young patient was scheduled for the removal of a covered 
metallic stent (cSEMS) from the Common Bile Duct (CBD), which had been 
placed nine months earlier. The first removal attempt failed due to significant 
stent ingrowth. During the second attempt, a critical error occurred: the special 
grasping forceps got stuck, and its internal wire core broke off, leaving the 

closed forceps tip trapped inside the stent mesh. When we tried to free the 
trapped forceps with a Dormia basket, the basket also got stuck. This created 
a complex, multi-layered metal blockage deep in the CBD, a situation that 
usually means immediate surgery is necessary.
Innovation  To solve this unusual and severe problem without surgery, we used 
a non-standard method. We decided to use bipolar fragmentation forceps, 
which are usually designed to cut other large metal structures. The technique 
involved using the bipolar current to cut the metal parts of the stuck instru-
ments (the forceps shaft and the basket wires). The goal was to dismantle these 
instruments in the distal CBD, showing an innovative and highly unusual way 
to use this specialized tool for a major mechanical failure.
Results  The bipolar cutting technique worked technically: we successfully cut 
the metallic parts. The core of the broken forceps and all the stuck Dormia 
basket wires were cut near the main bile duct opening (papilla of Vater). How-
ever, the smaller, cut metal fragments of both instruments remained firmly 
trapped inside the deeply ingrown stent mesh. Following these complications 
and the partial endoscopic result, we decided to stop the procedure and plan 
for a definite surgical repair later.
Conclusions  Our case shows that specialized bipolar fragmentation forceps 
have high potential for dealing with very unusual and difficult complications, 
like having metal instruments stuck in a critical area. This highlights that suc-
cessful advanced endoscopy sometimes requires creative, "out-of-the-box" 
thinking and using existing tools in new ways. The remaining metal fragments 
show the limit of this technique, especially when the main problem is a deeply 
ingrown stent. We believe that adding a scope for direct viewing inside the bile 
duct (cholangioscopy) could significantly help manage such deeply ingrown 
stents in the future.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present a case of a 36-year-old woman post gastric bypass who underwent 
EDGE for suspected CBD stones. After LAMS placement, the tract was left to 
mature for four weeks. During the subsequent ERCP, a perpendicular axis of the 
endoscope to the axis of a distally placed LAMS was encountered. Further at-
tempts at scope advancement, despite severe friction, resulted in LAMS dis-
lodgement. The absence of wire introduction made endoscopic salvage impos-
sible. Intraoperative ERCP during emergency surgery ultimately revealed no 
stones. This case highlights the importance of factors other than LAMS anchor-
ing in preventing stent dislodgement.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/79c1c016-ecc2-4adc-90e7-6aa01e6583a9/Uploads/19978_
Edge_video- %20esge.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP328  Optimal recording time to avoid incomplete 
wireless video capsule endoscopy of the small bowel
Author  Moreels T1
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DOI  10.1055/s-0046-1821655
Aims  Assessment of optimal recording time to reduce incomplete wireless 
capsule endoscopy (WCE) due to functional gastrointestinal (GI) motility dis-
orders.
Methods  Single-centre retrospective study of consecutive WCE examinations 
using different types of capsules: EndoCapsule S10, Pillcam SB3, OMOM and 
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ANKON. Daytime (between 9h00 and 16h00) and overnight recordings were 
performed. All WCE were read in the conventional modus with a reading speed 
between 5 and 10 images/sec without the use of artificial intelligence.
Results  A total of 210 consecutive WCE examinations were analysed in 117 
male (69 ± 1y) and 93 female (65 ± 2y) patients (age range 14-92y). Suspected 
small bowel bleeding was the leading indication (97 %), except for n = 7 patients. 
Bleeding presented as iron deficiency anaemia (66 %), melena (26 %) or unex-
plained rectal bleeding (8 %) after normal upper and lower GI endoscopy. In 
17 % of all WCE active GI bleeding was diagnosed and in 41 % potentially bleed-
ing lesions like arteriovenous malformations, blue rubber bleb naevi, erosions 
or polypoid and tumoral lesions. In 29 % the (potentially) bleeding lesions were 
located in the upper GI tract and in 6 % in the lower GI tract within the reach of 
conventional endoscopy. In 34 % WCE turned out to be normal. 37 % of patients 
were referred for device-assisted enteroscopy based on the WCE findings. A 
total of 28 WCE (13 %) were incomplete with the capsule not reaching the colon, 
with 7 because of technical failure (n = 2) or mechanical stricture (n = 5). The 
remaining 21 incomplete WCE were due to short recording time relative to the 
transit time (23 % incomplete WCE when < 10h recording time vs 3 % incomplete 
WCE when < 15h vs 1 % incomplete WCE when > 15h; p = 0.0012 Chi-square).
Conclusions  WCE is an important first-line examination for suspected small 
bowel bleeding, with 17 % of active bleeding recorded and an additional 41 % 
of potentially bleeding lesions. However, those lesions are often found in the 
upper (29 %) and in the lower (6 %) GI tract despite prior normal upper and 
lower GI endoscopy. To avoid incomplete WCE due to slow GI transit a recording 
time of at least 15h seems mandatory.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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▶Table 1	  Clinical and endoscopic features of different GEN-FGML types

OGA(n = 225) GA-FG(n = 116) GA-FGM(n = 6) p value

Mean Age (years) 58.3 61.1 59.8

Treatment ( Biopsy Forceps Resection : Snare 
Polypectomy : ESD : EMR : Surgery)

67:0:96:24:0 4:2:85:10:4 0:0:6:0:0

Mean Follow-up Time (months) 20.6 13.5 7.7

Chromoendoscopy

Mucosal granular change 3(11.5 %) 7(30.4 %) 2(100 %) 0.010

ME-NBI/BLI

IMVP( + ) 39(27.7 %) 18(20.2 %) 3(50.0 %) 0.171

IMSP( + ) 61(43.3 %) 40(44.9 %) 3(50.0 %) 0.927

Enlargement of CO 118(83.7 %) 82(92.1 %) 4(66.7 %) 0.067

Prognosis All survived

Aims  Gastric epithelial neoplasm of fundic-gland mucosa lineage (GEN-FGML) 
is a rare pathological type of gastric cancer, first reported by Tsukamoto et al. 
in 2007 [1]. Based on cellular differentiation and submucosal invasion, GEN-
FGML can be classified into oxyntic gland adenoma (OGA), gastric adenocarci-
noma of fundic-gland type (GA-FG), and gastric adenocarcinoma of fun-
dic-gland mucosa type (GA-FGM) [2]. Prior research primarily consists of 
small-scale case reports from Japan [3, 4]. Data on the incidence, detection 
rate, treatment strategies, and clinical prognosis of GEN-FGML in other coun-
tries remain scarce, so we conducted the first comprehensive, large-scale study 
on GEN-FGML in China. This study retrospectively collected data on GEN-FGML 
from multiple Chinese hospitals, aiming to compare the clinicopathological 
features, endoscopic characteristics, treatment strategies, and prognoses of 
different GEN-FGML subtypes.
Methods  This retrospective study collected data from nine medical centers in 
China between 2018 and 2025. A total of 351 patients with GEN-FGML were 
enrolled. The clinicopathological features, endoscopic characteristics, treat-
ment modalities, and prognoses of different GEN-FGML types were analyzed 
and compared (▶Table 1).
Results  A total of 351 GEN-FGML patients were included, including 225 OGA, 
116 GA-FG, and 6 GA-FGM. These three types of lesions showed some similar 
characteristics: most lesions were located in the gastric fundus/cardia, with II-a 
as the predominant macroscopic type and most patients had no H. pylori in-
fection. Endoscopic Submucosal Dissection (ESD) was the primary treatment. 
All patients were followed up for an average of 17.3 months, during which no 
tumor recurrence or metastasis was observed, and all patients survived. Some 
patients underwent indigo carmine chromoendoscopy, which revealed a gran-
ular appearance of the surface mucosa in 3 OGA patients (11.5 %), 7 GA-FG 
patients (30.4 %), and 2 GA-FGM patients (100 %), showing a statistically sig-
nificant difference between groups (p = 0.010). Among the GA-FG and GA-FGM 
groups, some patients underwent Magnifying Narrow-Band Imaging (M-NBI) 
endoscopy. Irregular microvascular pattern (IMVP) was positive in 18 GA-FG 
patients (20.2 %) and 3 GA-FGM patients (50.0 %) (p = 0.097), suggesting a po-
tential trend towards difference.
Conclusions  This is the largest clinical investigation of GEN-FGML conducted 
globally to date. The combination of indigo carmine chromoendoscopy and 
magnifying narrow-band imaging endoscopy may be effective in differentiating 
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between the three types of GEN-FGML. ESD is an appropriate treatment for 
patients with GEN-FGML.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Achalasia cardia is an idiopathic neurodegenerative disorder of the eso-
phagus characterized by impaired relaxation of the lower esophageal sphincter 
and loss of normal peristalsis. Although rare (2.92 per 100,000 adults and 0.11 
per 100,000 children), achalasia has a significant clinical and social burden. 
Progressive dysphagia, regurgitation, chest pain, and weight loss substantially 
reduce patients’ quality of life and lead to nutritional deficiencies, while the risk 
of esophageal carcinoma remains elevated. Conservative therapy provides only 
limited and short-term relief.Peroral endoscopic myotomy (POEM) has emerged 
as a modern, minimally invasive treatment demonstrating high efficacy and 
safety. In Kazakhstan, POEM is primarily performed in national research centers; 
however, experience from private hospitals remains underreported, highlight-
ing the relevance of this study.
Methods  Diagnosis of achalasia was established buy barium x-ray esophagog-
raphy, EGD and symptom assessment Eckardt score. The study included 19 
patients (7 men and 12 women) with stages I–III achalasia. The mean age was 
43.5 years (range: 23–59), and the mean body mass index (BMI) was 24.6 kg/
m² (16.9–26.4). Hospitalization lasted 4–7 days. The mean procedure time was 
50 minutes (range: 45–120), with an average myotomy length of 6 cm (5–9 
cm).
Results  In a private clinic setting without government funding, POEM was 
successfully performed in all 19 patients. The preoperative mean Eckardt score 
was 7.85, reflecting marked dysphagia, regurgitation, chest pain, and weight 
loss. The average body weight before surgery was 58 kg (48–85 kg), with weight 
loss ranging from 2 to 30 kg.Following POEM, the mean Eckardt score decreased 
to 1.26. All patients reported significant symptom resolution, including im-
proved swallowing, chest comfort, and normalization of sleep. No serious 
complications occurred. A complete regression of dysphagia, regurgitation, 
and chest pain was achieved in all cases, with only one patient experiencing 
recurrence within one year postoperatively.
Conclusions  Our findings confirm that POEM can be safely and effectively per-
formed not only in national or academic centers but also in private clinical 
settings, provided adequate endoscopic expertise and equipment are available. 

The outcomes in this study are comparable to international data, underscoring 
that procedural success depends primarily on adherence to technical standards 
rather than institutional status.This experience demonstrates that private hos-
pitals can play a pivotal role in expanding access to innovative, minimally inva-
sive treatments for achalasia, ultimately improving healthcare quality and re-
ducing disparities in care availability.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Retrograde Cholangiopancreatography (ERCP) is a key ther-
apeutic procedure in gallstone disease. Outpatient ERCP may reduce inpatient 
pressures and costs, but patient selection is challenging due to post-procedure 
complications. No validated criteria currently guide suitability for outpatient 
ERCP. This study aimed to identify factors associated with inpatient versus out-
patient ERCP and to determine patient characteristics predictive of post-ERCP 
complications [1–7].
Methods  A retrospective cohort study included demographic variables, co-
morbidities, Clinical Frailty Scale (CFS), ASA classification, presenting diagnosis, 
and biochemical markers, including initial and peak bilirubin. Logistic regression 
assessed factors associated with inpatient ERCP; variables with p < 0.10 on uni-
variate analysis were included in multivariate models. ERCP-related complica-
tions were recorded, and univariate and multivariate regression analyses iden-
tified predictors of complications. Predictive performance was evaluated using 
Receiver Operating Characteristic (ROC) curves and reported as area under the 
curve (AUC) (▶Table 1).

▶Table 1	  Logistic Regression Analysis for Factors Predicting Compli-
cations after ERCP. Variables with p < 0.1 in the initial univariate model 
were included in the multivariant regression analysis.

Multivariate regression 
analysis 

P value Estimate (95 % 
CI) 

Age  < 0.001 -0.143 to 
–0.034 

CFS  < 0.001 0.391 to 1.693 

ASA 0.010 -2.755 to 
–0.329 

Initial Bilirubin  < 0.001 -0.100 to 
–0.0278 

Gallstone Pancreatitis 0.125 -3.871 to 0.388 

Inpatient ERCP 0.109 -3.297 to 
0.2777 

Results  Over a one-year period, 112 patients met inclusion criteria, with 67 % 
undergoing outpatient ERCP. On univariate analysis, elevated initial and peak 
bilirubin levels, ASA grade, and a diagnosis of ascending cholangitis were sig-
nificantly associated with inpatient ERCP (p < 0.05). Following multivariate 
adjustment, none of these factors remained statistically significant (all p > 0.05), 
indicating the absence of independent predictors for the choice of inpatient 
versus outpatient ERCP. Post-ERCP complications were observed more fre-
quently in the outpatient cohort. Multivariate analysis identified age, Clinical 
Frailty Scale, ASA grade, and initial bilirubin as independent predictors of com-
plications. ROC analysis demonstrated limited discriminative performance, 
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with AUC ≤ 0.65; age and initial bilirubin had the highest predictive accuracy, 
though discrimination remained poor to fair (▶Table 2).

▶Table 2	  Area Under the Curve (AUC) for variables outlined from the 
results of multivariate regression analysis, with their confidence 
intervals (CI) and p value.

Predictor AUC 95 % CI P value 

Age 0.64 0.509-0.779 0.048 

ASA 0.63 0.488-0.765 0.083 

CFS 0.56 0.419-0.705 0.396 

Initial Bilirubin 0.65 0.519-0.782 0.039 

Conclusions  In conclusion, there were no specific patient characteristics which 
correlated with the setting of ERCPs (inpatient vs outpatient). Initial bilirubin 
level, age, ASA and frailty were predictors of post-ERCP complications. Com-
plications occurred more frequently in our outpatient setting, suggesting that 
a guideline for patient selection could be useful in deciding who is safe for an 
outpatient ERCP. Further work on a larger scale is required to establish a set 
criteria for patients who are best suited to outpatient ERCP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Freeman ML, Nelson DB, Sherman S, Haber GB, Herman ME, Dorsher PJ, 
Moore JP, Fennerty MB, Ryan ME, Shaw MJ, Lande JD, Pheley AM 2001; Risk 
factors for post-ERCP pancreatitis. Gastrointest Endosc 54: 425–434
[2]  Iqbal U, Khara HS, Hu Y, Khan Z, Ovalle A, Siddique O, Khanna S, Confer 
B, Krill T, Guturu P 2020; Timing of Performing Endoscopic Retrograde Chol-
angiopancreatography and Inpatient Mortality in Acute Cholangitis: A Sys-
tematic Review and Meta-Analysis. Am J Gastroenterol 115: 608–616
[3]  Freeman ML, Nelson DB, Sherman S, Haber GB, Herman ME, Dorsher PJ, 
Moore JP, Fennerty MB, Ryan ME, Shaw MJ, Lande JD, Pheley AM 2001; Risk 
factors for post-ERCP pancreatitis. Gastrointest Endosc 54: 425–434
[4]  Manes G, Paspatis G, Aabakken L, Anderloni A, Arvanitakis M, Ah-Soune 
P, Barthet M, Domagk D, Dumonceau JM, Gigot JF, Hritz I, Karamanolis G, 
Laghi A, Mariani A, Paraskeva K, Pohl J, Ponchon T, Swahn F, Ter Steege RWF, 
Tringali A, Vezakis A, Williams EJ, van Hooft JE 2019; Endoscopic manage-
ment of common bile duct stones: European Society of Gastrointestinal. En-
doscopy (ESGE) guideline. Endoscopy 51: 472–491
[5]  NHS England. Interventional procedures: ERCP statistics (annual hospital 
episode statistics)
[6]  NCEPOD Report (2004) Scoping our practice: The 2004 Report of the 
National Confidential Enquiry into Patient Outcome and Death. NCEPOD, 
London
[7]  Williams EJ, Green J, Beckingham I, Parks R, Martin D, Lombard M 2008; 
Guidelines on the management of common bile duct stones (CBDS). Gut 57: 
1004–1021

eP332V  Cholangioscope-assisted balloon dilation 
of sequential esophageal strictures in Crohn’s 
disease: A minimally invasive innovative technique
Authors  Neonaki A1, Papadakos S1, Tampaki M1, Papatheodoridi M1, 
Karatzas P1, Papatheodoridis G1, Koutsoumpas A1

Institute  1  1st Academic Department of Gastroenterology, General 
Hospital of Athens "Laiko", Athens, Greece
DOI  10.1055/s-0046-1821659
Problem to solve  Upper gastrointestinal (GI) tract involvement in Crohn’s 
disease is increasingly recognized due to improved endoscopic techniques [1]. 
However, data on managing esophageal strictures endoscopically is limited 
due to their rarity and the complexity of the disease, which often requires 
surgery [2]. Endoscopic balloon dilation (EBD) is the cornerstone for short fi-
brotic strictures management [3]. Nevertheless, many strictures cannot be 

traversed with a conventional gastroscope, making interventions challenging. 
In these cases, ultra-slim endoscopes may offer a feasible, minimally invasive 
alternative [4].
Innovation  We describe a case where a digital cholangioscope was used, en-
abling successful dilation of two non-passable (with conventional gastroscopes) 
esophageal strictures. A 32-year-old woman with Crohn’s disease (Montreal 
A2/L3 + L4/B2), on 4-week intensified intravenous infliximab therapy, present-
ed with progressive dysphagia. Upper GI Endoscopy revealed two short esoph-
ageal strictures at 21 cm and 30 cm from the incisors, both non-traversable 
with a standard gastroscope. A digital cholangioscope with adaptation for air 
insufflation was used to assess both strictures that looked fibrostenotic without 
inflammatory component. The cholangioscope easily traversed the proximal 
stricture, allowing guidewire placement through the distal, tighter stricture 
(estimated diameter:3-4 mm). With gentle manipulation, the cholangioscope 
reached the stomach and guidewire was left in place. The cholangioscope was 
then withdrawn and reinserted alongside the guidewire. Finally, over-the-wire 
balloon dilation of the distal stricture was performed under direct endoscopic 
visualization, with biliary balloons at 4mm and 6mm, with superficial therapeu-
tic mucosal tear at 5o’clock.
Results  Following that, the patient underwent two more EBD sessions, in steps, 
at 6-7-8mm and 8-9-10mm respectively, finally allowing the standard gastro-
scope to pass through. She experienced significant improvement of her symp-
toms, was able to resume oral intake, and did not encounter any post-proce-
dural complications.
Conclusions  This case illustrates an innovative and minimally invasive tech-
nique for managing tight and complex esophageal strictures in patients with 
Crohn’s disease. The off-label use of a digital cholangioscope allowed for access 
and real-time visualization of previously non-passable strictures, enabling safe 
and delicate EBD without the need for obsolete and rough fluoroscopic guid-
ance.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/3824ed62-e4b7-4602-912b-625152f73487/Uploads/19990_
cholangioscope-assisted_EBD_Neonaki.mp4
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Aims  To evaluate the feasibility and clinical outcomes of early therapeutic PD 
stenting in patients with severe PEP.
Methods  From 2020 to 2024, 879 retrograde interventions on the major pa-
pilla were performed. Severe PEP occurred in 14 patients, divided into:

▪▪ Group 1 (n = 7):  conservative management;
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▪▪ Group 2 (n = 7):  attempted therapeutic PD stenting within 24 hours.
Therapeutic stenting was successful in 5/7 patients. Straight plastic stents 5 
Fr × 5 cm without flaps were used.
Results  All successfully stented patients demonstrated:

▪▪ significant pain reduction within 48 hours,
▪▪ normalization of laboratory parameters within 48–72 hours,
▪▪ no development of peripancreatic fluid collections.

In the conservative group, fluid collections developed in 3/7 patients, requiring 
drainage.No mortality was observed in either group [1–7].
Conclusions  Early therapeutic PD stenting appears feasible and clinically ben-
eficial in selected patients with severe PEP, resulting in faster symptom resolu-
tion and fewer complications.These findings support the need for prospective 
controlled studies to clarify indications, timing, and the potential role of ther-
apeutic PD stenting in the management of severe PEP
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP334  Efficacy of endoscopic full-thickness resec-
tion (eFTR) in colorectal lesions therapy: outcomes 
from a single tertiary center
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Aims  This analysis aimed to evaluate the technical success, histological results, 
and safety profile of all eFTRs in the treatment of colorectal lesions in a tertiary 
referral center.
Methods  We retrospectively analyzed all consecutive colorectal eFTR proce-
dures conducted between 2018 and 2025 at a single tertiary endoscopy center 
(Military University Hospital Prague, Czech Republic), using the full-thickness 
resection device (FTRD; Ovesco Endoscopy, Tübingen, Germany). Patient de-
mographics, lesion characteristics, procedural data, histopathology, and ad-
verse events (AEs) were extracted from a prospectively maintained database. 
Technical success was defined as en-bloc removal of the target lesion using the 
FTRD system. R0 resection required histologically tumor-free lateral and deep 
margins. Curative resection of invasive cancer followed ESGE low-risk criteria 
(R0, absence of lymphovascular invasion, and limited submucosal infiltration). 
AEs were defined as complications requiring endoscopic or surgical treatment. 
Proportions are reported with 95 % confidence intervals (CI) using the Wilson 
or Clopper–Pearson method.
Results  A total of 88 eFTR procedures were performed in 86 patients, 41 men 
(48 %), and 45 women (52 %); age range 26–86 years. The median lesion size 
was 20 mm (range, 10–30 mm). Lesion location was right colon 37 (42 %), left 

colon 28 (32 %), and rectum 23 (26 %). Main indications were lesions suspicious 
for invasive cancer (36; 41 %), non-lifting adenomas (21; 23.8 %), recurrent 
adenomas (14; 16 %), subepithelial tumors (5; 5.6 %), scar after non-curative 
resection of T1sm1 cancer (9; 10.2 %), and appendiceal lesions (3; 3.4 %). En-
bloc resection was achieved in 74/88 (84.1 %; 95 % CI, 75.0–90.3) and histolog-
ical R0 in 71/88 (80.7 %; 95 % CI, 71.2–87.6). Invasive cancer was present in 
34/88 (38.6 %; 95 % CI, 29.1–49.1). Among these cancers, R0 resection was 
achieved in 23/34 (67.6 %; 95 % CI, 50.8–80.9), with curative resection in 7/23 
(30.4 %; 95 % CI, 15.6–50.9). AEs occurred in 11/88 (12.5 %; 95 % CI, 7.1–21.0): 
perforation (n = 4), acute appendicitis (n = 2), and bleeding (n = 5). Three pa-
tients (3.4 %) with delayed perforation required surgery.
Conclusions  In this single-center cohort, eFTR achieved high en-bloc and R0 
resection rates with acceptable morbidity; most AEs were managed non-op-
eratively. eFTR represents a valuable minimally invasive option for selected 
colorectal lesions, including non-lifting or recurrent adenomas and early cancer.
Funding:  Supported by the Ministry of Health of the Czech Republic (NU22-
08-00424) and Scientific projects MO1012 and Cooperatio
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DOI  10.1055/s-0046-1821662
Aims  Intestinal metaplasia (IM) is a gastric precancerous condition. Patients 
with advanced stages of IM are considered at higher risk for developing gastric 
cancer (GC), and endoscopic surveillance in this population has proven bene-
ficial. The diagnosis of IM is histological; however, electronic chromoendosco-
py enables targeted biopsies through real-time detection. Artificial intelligence 
(AI) can support IM detection, particularly in cases with patchy distribution, 
and for endoscopists who are not specialized in upper gastrointestinal (GI) 
endoscopy. Our previous pilot study demonstrated that a machine learning 
(ML) system based on EfficientNet-B0 achieved approximately 90 % accuracy in 
recognizing IM using blue light imaging (BLI) in the gastric corpus [1]. The 
present study aimed to compare different ML systems for the identification of 
IM using BLI endoscopic images of the antrum and corpus.
Methods  We retrospectively analyzed a dataset of prospectively collected 
endoscopic images from gastroscopies performed at Sant’Andrea Hospital, 
Sapienza University of Rome, between January 2020 and March 2024. Several 
ML approaches were tested and compared to develop an automated multi-task 
model: binary image classification into healthy vs. non-healthy categories (Ef-
ficientNet-B0), detection of IM-affected areas (YOLOv5 and HistologyYOLO), 
and interpretability assessment (Gradient-weighted Class Activation Mapping, 
GradCAM).
Results  The dataset comprised 2017 images from 279 patients. EfficientNet-B0 
achieved a test accuracy of 0.90, precision of 0.92, and recall of 0.91. The 
HistologyYOLO model showed an accuracy of 0.52, precision of 0.47, and per-
fect recall (1.00), while YOLOv5 achieved a precision of 0.32 and recall of 0.29. 
GradCAM provided satisfactory qualitative interpretability by highlighting the 
regions influencing the network’s decisions, complementing the classifier de-
spite the absence of quantitative validation.
Conclusions  EfficientNet-B0 showed optimal performance, which can be fur-
ther enhanced by the application of GradCAM to identify the most influential 
image regions guiding the model’s decision-making process.
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eP336  Intestinal Behçet’s Disease as a Distinct 
Phenotype of Behçet’s Disease
Authors  Subum P1, Woojin K1, Cheolwoong C1, Jinook J1, Cheolmin L1

Institute  1  Pusan National University Yangsan Hospital, Yangsan-si, 
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Aims  Behçet’s disease (BD) is a multisystem inflammatory vasculitis present-
ing with recurrent mucocutaneous ulcers, ocular inflammation, and skin le-
sions. Although gastrointestinal symptoms may appear in a substantial number 
of patients, true intestinal BD is relatively uncommon. This study assessed the 
clinical characteristics and treatment patterns of intestinal BD at a tertiary 
center in Korea [1–5].
Methods  Medical records of 327 patients who fulfilled the ISG or ICBD criteria 
for BD and were followed between November 2008 and September 2023 were 
reviewed. Among them, 261 had BD without gastrointestinal involvement, 
while 66 patients (20.2 %) were diagnosed with intestinal BD. Demographic 
data, clinical symptoms, laboratory markers, imaging results, and treatment 
modalities were compared between the two groups (▶Table 1).
Results  Intestinal BD accounted for 20.2 % of all BD patients. Abdominal pain 
(74.2 % vs. 10.0 %, p < 0.001) and gastrointestinal bleeding (19.7 % vs. 0.8 %, 
p < 0.001) were significantly more frequent in intestinal BD, whereas uveitis, 
skin lesions, and arthritis were more common in non-intestinal BD. CRP levels 
were higher in intestinal BD (2.35 vs. 1.23 mg/dL, p < 0.001), while HLA-B51 
positivity was markedly lower (13.0 % vs. 50.4 %, p = 0.001). Treatments such 
as 5-ASA, azathioprine, and adalimumab were used more often in intestinal 
BD. Hospitalization (54.5 % vs. 8.4 %) and surgery rates (16.7 % vs. 0.8 %) were 
also significantly higher. Multivariate analysis identified abdominal pain (ad-
justed OR 54.1) and HLA-B51 negativity (adjusted OR 0.20) as independent 
predictors of intestinal involvement (▶Table 2).
Conclusions  Intestinal BD shows a distinct phenotype characterized by pre-
dominant gastrointestinal symptoms, higher inflammatory activity, and re-
duced HLA-B51 positivity. Abdominal pain and HLA-B51 negativity may help 
early diagnostic suspicion. More intensive therapy and higher complication 
rates highlight the need for timely recognition and individualized management.

▶Table 1	  Independent variables associated with the likelihood of 
intestinal BD in univariate logistic regression analysis

Covariates OR OR 95 % CI. P-value

Age, yr 1.022 1.000-1.044 0.05

Sex, M/F 0.632 0.365-1.092 0.100

Clinical manifestation

Oral ulcers 0.800 0.383-1.671 0.553

Genital ulcers 0.738 0.429-1.269 0.273

Eye(Uveitis) 0.207 0.072-0.592 0.003

Skin lesion 0.389 0.217-0.699 0.002

Arthritis 0.397 0.172-0.916 0.030

Abdominal pain 26.052 13.140-51.652 0.000

GI Bleeding 31.764 6.963-144.905 0.000

Perforation 8.125 0.725-91.007 0.089

Laboratory findings

▶Table 1	  Independent variables associated with the likelihood of 
intestinal BD in univariate logistic regression analysis

Covariates OR OR 95 % CI. P-value

WBC, /mm3 1.000 1.000-1.000 0.889

Hemoglobin, g/dL 0.845 0.712-1.001 0.052

Albumin, g/dL 0.552 0.289-1.056 0.073

Total protein, g/dL 1.244 0.806-1.918 0.324

CRP, mg/dL 1.065 1.000-1.134 0.052

B_51 0.147 0.041-0.524 0.003

▶Table 2	  Independent variables associated with the likelihood of 
intestinal BD in multivariate logistic regression analysis

Covariates Adjusted 
OR(Ex-
p(B))

95 % CI. P-value

Abdominal pain 54.1 13.4 – 219.4  < 0.001

HLA-B51 0.20 0.04 – 0.94 0.041

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  International Team for the Revision of the International Criteria for Beh-
cet's, D. The International Criteria for Behcet's Disease (ICBD): a collaborative 
study of 27 countries on the sensitivity and specificity of the new criteria. J 
Eur Acad Dermatol Venereol 2014; 28 (3): p 338–47
[2]  Chen J., Yao X. A Contemporary Review of Behcet's Syndrome. Clin Rev 
Allergy Immunol 2021; 61 (3): p 363–376
[3]  Hisamatsu T. et al. Diagnosis and management of intestinal Behcet's dis-
ease. Clin J Gastroenterol 2014; 7 (3): p 205–12
[4]  Yazici H., Seyahi E., Yazici Y. Behçet syndrome. Nat Rev Rheumatol 2021; 
17: p 137–152
[5]  International Study Group for Behçet’s, D. Criteria for diagnosis of Be-
hçet’s disease. Lancet 1990; 335: p 1078–1080

eP338  When AI Meets Expertise: Adoption and 
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Aims  While clinical trials show that computer-aided detection (CADe) has the 
potential for increasing adenoma detection rates, real-world practice has pro-
duced inconsistent improvements. Many endoscopists report frustration with 
false positive notifications and workflow disruptions yet remain optimistic 
about its future use. This paradox challenges established information systems 
theories of post-adoption use. This study explores: (1) The role of expertise in 
endoscopists’ adoption of CADe technologies, and (2) How expertise influenc-
es the reinvention of CADe in practice.
Methods  We adopt a qualitative research design based on 13 semi-structured 
interviews with Canadian endoscopists having used a CADe platform. Partici-
pants represent a spectrum of experience levels from early-career to senior 
clinicians. Interviews explored motivations for adoption, experiences with CADe 
integration, perceptions of reliability, and workflow adaptations. Data were 
transcribed and coded using NVivo, with analysis guided by abductive reason-
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ing. Themes include cognitive learning, and information systems (IS) use. The 
analysis draws on absorptive capacity, exploratory vs. exploitative technology 
use, and technology reinvention theories to examine how expertise influences 
post-adoption adaptation.
Results  1) The influence of clinical expertise on CADe adoption and applica-
tion: More experienced endoscopists tend to be more resistant to using CADe 
with only 1/5 with > 20 years practice continuing to use the system versus 7/8 
with < 15 years. Moreover, the 3 novice endoscopists ( < 3 years practice) are 
more likely to follow AI-generated prompts rigidly (including unnecessary re-
sections of diminutive rectosigmoid hyperplastic polyps). In contrast, the 5 
more experienced endoscopists ( > 10 years) adapt the system to fit their own 
needs and workflows, demonstrating a process of "reinvention" in practice. 
Overall, those with less experience use CADe as prescribed in their practice, 
while more experienced endoscopists envisioned different roles for the tech-
nology than its principal intended use. Clinicians also actively modulate the 
influence of CADe, negotiating a balance between trust in AI and professional 
judgment.
Conclusions  These findings will refine technology reinvention theory by fore-
grounding expertise as a key determinant of user-driven adaptation, contrib-
uting to post-adoption information systems research, technology reinvention 
theory, and provides actionable insights in attempting to optimize CADe inte-
gration into practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The effectiveness of faecal immunochemical test (FIT)–based colorectal 
cancer (CRC) screening programs relies heavily on the timely completion of 
colonoscopy following a positive FIT result, enabling the detection and remov-
al of early-stage cancers and precancerous lesions. However, due to limited 
endoscopic capacity and organizational constraints, many programs struggle 
to meet the recommended target of performing colonoscopy within 31 days 
of a positive FIT. This study aimed to evaluate the potential of a Conditional 
Inference Decision Tree (CIDT) model as a supportive tool to classify the risk of 
CRC among FIT-positive participants in the Emilia-Romagna regional screening 
program.
Methods  Study data were obtained from the Information System for the Sur-
veillance of Colorectal Screening of the Regional Department of Health. The 
analysis included all individuals aged 50–69 years with a positive FIT result re-
corded between 2005 and 2024. Candidate predictors included age, sex, hae-
moglobin concentration at FIT, cumulative haemoglobin concentration for 
repeat participants, and screening round (first vs subsequent).
A Conditional Inference Decision Tree was applied to identify the most relevant 
predictors of CRC. Internal validation was performed using cross-validation, 
and model performance was assessed through the area under the ROC curve 
(AUC). Weighted analyses were applied to account for the low prevalence of 
CRC (4 %).
Results  Among 201,065 FIT-positive participants, 4 % were diagnosed with 
colorectal cancer at colonoscopy. Although CRC was a relatively rare outcome, 

the Conditional Inference Decision Tree (CIDT) identified clear patterns of risk 
within the screened population. Haemoglobin concentration at FIT was the 
dominant predictor and constituted the first splitting variable in the tree, ef-
fectively distinguishing participants with very low probabilities of CRC from 
those at substantially higher risk. Increasing haemoglobin values showed a 
strong and progressive association with the likelihood of detecting colorectal 
cancer at colonoscopy.
Age and screening round provided additional discriminatory information, re-
fining risk estimates within haemoglobin-based strata. Individuals undergoing 
their first screening round and those in older age groups had higher probabil-
ities of CRC, whereas cumulative haemoglobin across previous FIT rounds con-
tributed to differentiating risk among repeat participants. Sex did not substan-
tially influence the structure of the tree.
Participants with lower haemoglobin values showed markedly lower risk across 
all branches of the tree, with final estimated probabilities of CRC ranging from 
1.4 % to 4.6 %, depending on age and screening round. Within this group, the 
lowest observed risks were found among participants with low haemoglobin 
values who were younger ( ≤ 59 years) and in subsequent screening rounds, 
with estimated probabilities as low as 1.4 %. In contrast, participants with high-
er FIT haemoglobin concentrations exhibited substantially greater probabilities 
of CRC. Within this group, age and screening round further stratified risk: old-
er individuals ( > 57 years) undergoing their first screening round formed the 
highest-risk terminal nodes, with estimated CRC probabilities reaching 19.9 %. 
The CIDT had an AUC of 0.71.
Conclusions  The moderate discriminative performance of the tool, which is 
consistent with the low-prevalence nature of the endpoint and the real-world 
heterogeneity of FIT-positive populations, suggests that it needs to be im-
proved with additional patient information. Our findings indicate that the CIDT 
has a potential to become a simple, interpretable, and data-driven approach 
to assist clinicians in the management of colonoscopy workload by identifying 
higher-risk subgroups of FIT-positive patients, particularly in settings with con-
strained resources or waiting list pressures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Aims: to provide a comprehensive description of the diagnoses and the 
results of EUS-TA (adequacy, sensitivity, specificity, and accuracy) for solid pan-
creatic lesions that have been referred due to clinical and radiological findings 
in a tertiary oncological referral center.
Methods  Methods: a retrospective analysis was conducted on consecutive 
patients who underwent EUS-FNA or EUS-FNB procedures. These procedures 
were performed by advanced fellows under direct supervision of expert endos-
copists. The material obtained was subsequently analysed by a pathologist 
specializing in the gastrointestinal tract. However, the pathologist was not in 
the endoscopy room during the procedure, i.e., without rapid-on-site-evalua-
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tion (ROSE). Final diagnosis was based on histology or clinical/radiological 
follow-up [1–3].
Results  Results: From April 2013 to February 2025, a total of 491 EUS pancre-
atic punctures were conducted on 433 patients, of whom 50.3 % were female. 
The mean age of the patients was 62 years, with a range of 25 to 86 years. The 
mean size of the lesions was 36 mm, with a range of 2 to 120 mm The majority 
of lesions were found to be localized in the pancreatic head region (72.7 %). The 
final diagnoses revealed that 70.8 % of cases were confirmed to be ductal ade-
nocarcinoma, 9.6 % were neuroendocrine tumours, 8.6 % were benign lesions, 
and 4.8 % exhibited pancreatic metastases from other organs. Lymphoma was 
diagnosed in 4 patients (0.8 %), while 29 patients had other diagnoses. A total 
of 85.7 % (95 % CI 82.3–88.6 %) of the samples were deemed adequate. The 
sensitivity was 84.7 % (95 % CI 81.0–87.9 %), the specificity was 94.3 % (95 % CI 
84.3–98.8 %), and the accuracy was 85.7 % (95 % CI 82.3–88.6 %).
Conclusions  Notwithstanding its designation as an oncological referral center, 
a significant proportion of cases, amounting to nearly 10 %, were found to be 
benign lesions. Despite the predominance of adenocarcinoma, accounting for 
over 70 % of cases, other rare neoplasms, including neuroendocrine tumors, 
metastases, and lymphomas, can also be diagnosed through EUS-TA. Given the 
significant management disparities among neoplasms, histological confirma-
tion is imperative. Current guidelines stipulate that a diagnostic rate of at least 
85-87 % is a pivotal quality marker for eligible samples in all solid lesions under-
going EUS-TA. The ASGE suggests that a diagnostic rate of 70 % should be main-
tained and a sensitivity of 85 % or higher for malignancy on EUS-TA of pancre-
atic lesions. Our results demonstrated the achievement of these quality 
indicators even when the procedures were done by fellows and without ROSE. 
However, the all EUS-TA were supervised by experienced endoscopists and 
analyzed by expert GI pathologists. Continuous monitoring of quality indicators 
related to the diagnostic performance of ultrasound-guided biopsy should be 
carried out by all centers that perform this procedure, aiming to identify po-
tential failures and further improve results.
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Abstract Text
We present the case of a 28-year-old female referred via the 2-week-wait 
colorectal cancer pathway for urgent colonoscopy following episodes of signif-
icant rectal bleeding with passage of large blood clots. She described fluctuat-
ing bowel habits with a baseline tendency toward constipation, intermittent 
watery stools, and tenesmus associated with bleeding episodes. Additional 
symptoms included bloating, fatigue, and nausea. She denied urgency, mucus 
discharge, weight loss, or systemic symptoms. Her past medical history was 

unremarkable; she was a non-smoker, took no medications, and had a WHO 
performance status of 0. Routine blood tests, including haemoglobin and iron 
studies, were normal, and no FIT test had been performed.
Colonoscopy demonstrated a solitary 15 mm Paris IIa flat-elevated lesion in the 
rectum, exhibiting a JNET type 1 and Kudo type I pit pattern. En bloc resection 
was performed using submucosal lift and hot snare polypectomy. The remain-
der of the colonoscopy was unremarkable. Histopathological analysis of the 
resected specimen demonstrated gastric heterotopia composed of fully differ-
entiated gastric mucosa without dysplasia or features of neoplasia [1–3].
Gastric heterotopia is defined as the presence of mature gastric mucosa outside 
its normal anatomical location. It is most commonly found in the upper gas-
trointestinal tract, and its occurrence in the colon, particularly in the rectum, 
is exceedingly rare1. Although often asymptomatic, gastric heterotopia can be 
clinically significant due to local acid secretion, which may lead to ulceration, 
bleeding, mucosal irritation, and, in rare cases, stricture formation2.
Rare complications reported in the literature include chronic inflammation, 
polyp formation, and although extremely uncommon, dysplastic change. Al-
though rare, dysplasia has been identified in around 4–5 % of rectal gastric 
heterotopia cases in the literature, highlighting the importance of thorough 
evaluation and definitive resection3. Endoscopic resection is considered the 
treatment of choice, offering both definitive diagnosis and resolution of symp-
toms. In this case, complete resection was achieved, thereby eliminating the 
risk of further bleeding and avoiding the need for additional therapy.
This case emphasizes the importance of maintaining a broad differential diag-
nosis in young patients presenting with alarming lower gastrointestinal symp-
toms, as uncommon benign conditions such as gastric heterotopia may mimic 
more serious pathology. Accurate endoscopic assessment combined with 
histological confirmation remains central to appropriate management.
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Background  Cholangiocarcinoma is a rare but aggressive malignancy,  
often diagnosed at an advanced stage where curative resection is not feasible. 
First-line palliative chemotherapy with gemcitabine and cisplatin remains the 
standard of care. However, the optimal timing for treatment discontinuation 
following response remains uncertain. We report two cases of advanced chol-
angiocarcinoma in which chemotherapy was discontinued after achieving a 
metabolic complete response (CR) confirmed by PET-CT [1–3].
Method  We retrospectively reviewed two patients with advanced cholangio-
carcinoma who underwent prolonged first-line palliative chemotherapy with 
gemcitabine and cisplatin. Chemotherapy was discontinued upon confirmation 
of metabolic CR via PET-CT, and the patients were subsequently monitored for 
disease progression and overall clinical course.
Result
Case 1:  A 70-year-old man was diagnosed with cholangiocarcinoma with liver 
metastases. He received gemcitabine-cisplatin chemotherapy for 66 cycles 
over six years. PET-CT showed metabolic CR, and chemotherapy was discon-
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tinued. However, progressive disease developed. Despite multiple subsequent 
lines of systemic treatment, the patient transitioned to best supportive care 
two years later.
Case 2:  A 71-year-old man presented with epigastric discomfort and was di-
agnosed with intrahepatic cholangiocarcinoma. He underwent 41 cycles of 
gemcitabine-cisplatin over four years. PET-CT confirmed metabolic CR, leading 
to treatment discontinuation. Recurrence was observed one year later. Several 
lines of systemic therapy were administered thereafter, but the patient ulti-
mately transitioned to supportive care.
Conclusion  These cases highlight the risk of early recurrence following chemo-
therapy discontinuation, even after achieving metabolic CR in advanced chol-
angiocarcinoma. Careful consideration is needed in determining the timing of 
treatment cessation and the role of maintenance strategies. Further research 
is warranted to define the optimal treatment duration and to identify patients 
who may benefit from discontinuation or continuation of therapy.
References
[1]  Doherty MK, Duckworth AM, Maughan TS et al. Long-term responders to 
palliative chemotherapy for biliary tract cancer. J Gastrointest Oncol 2017; 8 
(6): 1002–1009
[2]  Hyung J, Kim HR, Kim JH et al. Clinical benefit of maintenance therapy for 
advanced biliary tract cancer. Cancer Res Treat 2018; 50 (4): 1324–1335
[3]  Valle J, Wasan H, Palmer DH et al. Cisplatin plus gemcitabine versus gem-
citabine for biliary tract cancer. N Engl J Med 2010; 362 (14): 1273–1281

eP343  Case Report: Peripancreatic Low-Grade 
Nerve Sheath Tumor (Neurofibroma) Mimicking 
Pancreatic Malignancy in a 32-Year-Old Male
Authors  Calda DA1, Caburnay A1

Institute  1  St. Luke's Medical Center – Global City, Taguig, Philippines
DOI  10.1055/s-0046-1821670
Abstract Text
Neurofibromas are benign peripheral nerve sheath tumors commonly associ-
ated with Neurofibromatosis Type 1 (NF1). Sporadic, solitary neurofibromas 
arising in the peripancreatic region are exceedingly rare and may present diag-
nostic challenges due to their resemblance to pancreatic malignancies on im-
aging. Accurate diagnosis is essential to guide management, as treatment 
strategies differ significantly between benign neurogenic tumors and aggres-
sive pancreatic neoplasms. A 32-year-old male with no known comorbidities 
and no family history of malignancy underwent a routine annual wellness ex-
amination, during which an abdominal ultrasound was performed. The study 
incidentally revealed a few lobulated, heterogeneous, predominantly hypo-
echoic masses in the peripancreatic region, measuring 1.9 × 1.4 cm and 
7.5 × 6.6 × 3.5 cm, with internal calcifications. The masses appeared to encase 
vascular structures, including the celiac trunk and portal confluence, raising 
concern for a malignant pancreatic process. Further evaluation with MRCP 
demonstrated an exophytic, peripherally enhancing lobulated mass arising 
from the pancreatic head and uncinate process. The lesion appeared T1 hypoin-
tense and T2 iso- to hyperintense and measured 5.4 × 6.5 × 7.1 cm (AP × T × CC). 
It encased the celiac trunk and superior mesenteric artery, compressed the 
portal confluence and superior mesenteric vein, and was intimately related to 
the inferior vena cava and the inferior margin of hepatic segment 4B and the 
caudate lobe. Due to these suspicious features, endoscopic ultrasound with 
fine needle biopsy was performed. Histopathologic evaluation revealed a spin-
dle cell lesion, and immunohistochemical staining demonstrated negativity for 
CD117, DOG1, SMA, and desmin, with CD34 positivity highlighting perineural 
cells and diffuse S100 positivity. These findings were diagnostic of a low-grade, 
benign nerve sheath tumor, favoring neurofibroma. Peripancreatic neurofibro-
mas are rare tumors, particularly in patients without neurofibromatosis type 
1 (NF1), and they present a significant diagnostic challenge due to their ability 
to mimic pancreatic malignancy on imaging. In this case, the large size of the 
mass, its heterogeneous appearance, presence of calcifications, and particu-
larly the encasement of major vascular structures created a strong radiologic 

impression of an aggressive pancreatic neoplasm such as pancreatic ductal 
adenocarcinoma or a malignant neuroendocrine tumor. These imaging features 
often prompt consideration of unresectable disease, and without tissue con-
firmation, patients may be subjected to unnecessary radical surgery or deemed 
inoperable. This case illustrates a rare presentation of a sporadic peripancreat-
ic neurofibroma masquerading as a malignant pancreatic tumor due to its size 
and extensive vascular involvement. Comprehensive evaluation—including 
advanced imaging and EUS-guided biopsy with immunohistochemistry—is 
essential to avoid misdiagnosis and unnecessary radical surgery [1–3].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Nishi T., Kawabata Y., Hari Y. et al. 2012; A case of pancreatic neuroendo-
crine tumor in a patient with Neurofibromatosis-1. World Journal of Surgical 
Oncology 10: 153. doi:10.1186/1477-7819-10-153
[2]  Mesenchymal tumors of the pancreas: Clinical, radiologic, and patholog-
ical insights Frontiers in Gastroenterology, (case report). Note: This article 
discusses pancreatic schwannoma and its imaging appearances, including 
cystic changes and calcifications. . doi:10.3389/fgstr.2024.1425831.
[3]  Pradeep Balineni P., Arcot R., Devygounder K., Rahaman K., Narayansamy 
B., Prabhu M., Vaitheeswaran S. 2019; Malignant peripheral nerve sheath tu-
mor of the pancreas—A case report. International Journal of Surgery Case 
Reports 55: 239–242. doi:10.1016/j.ijscr.2019.02.011.

eP344  Pancolonic Intestinal Schistosomiasis 
Masquerading as Ulcerative Colitis: A Case Report
Author  Banga R1

Institute  1  Vicente Sotto Memorial Medical Center , Cebu City Philippines
DOI  10.1055/s-0046-1821671
Aims  To report a rare case of diffuse intestinal schistosomiasis involving the 
entire colon, mimicking ulcerative colitis, and to emphasize the importance of 
considering parasitic infections in the differential diagnosis of pancolitis in en-
demic regions.
Methods  A 31-year-old male from Consolacion, Cebu, presented with painless 
hematochezia and was initially admitted for planned hemorrhoidectomy. Due 
to persistent bleeding, colonoscopy was performed, which revealed continuous 
mucosal ulceration and inflammation from the rectum to the cecum. An initial 
endoscopic impression of ulcerative colitis was made. Systematic biopsies were 
obtained from all colonic segments, and stool microscopy for ova and parasites 
was performed [1, 2].
Results  Stool microscopy was negative for parasitic ova. However, histopatho-
logical examination of colonic biopsies demonstrated numerous Schistosoma 
ova embedded within the lamina propria throughout all sampled segments, 
confirming extensive intestinal schistosomiasis. The patient was treated with 
praziquantel and subsequently underwent hemorrhoidectomy. Complete res-
olution of hematochezia was observed, with no recurrence on follow-up. This 
case illustrates the significant diagnostic challenge posed by diffuse egg dep-
osition producing a pancolitis pattern that closely mimics inflammatory bowel 
disease.
Conclusions  Pan-colonic involvement in intestinal schistosomiasis is exceed-
ingly rare, as the disease typically localizes to the rectum and sigmoid colon. In 
endemic regions, schistosomiasis should be strongly considered in cases of 
diffuse colitis, even when stool examinations are negative. Mucosal biopsy re-
mains the diagnostic gold standard. Early recognition allows effective treatment 
with praziquantel and prevents misdiagnosis and unnecessary long-term im-
munosuppressive therapy.
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eP345  Endoscopic Resection of Previously Incom-
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Observational Cohort Study
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Aims  Incomplete resection of colorectal polyps predisposes to local recurrence 
and technical difficulty in subsequent interventions. Prior resection attempts 
create fibrosis in the submucosal space, limiting lifting and snare capture, and 
may necessitate advanced techniques. Real-world data comparing outcomes 
for incompletely resected versus naive lesions are limited, particularly within 
an “all-comers” unselected referral population. Our aim was to compare pro-
cedural success, safety, and recurrence between previously incompletely resected 
and naive complex colorectal lesions, and to describe the efficacy of advanced 
resection and adjunctive techniques for previously resected lesions [1].
Methods  All consecutive patients who underwent resection of complex 
colorectal polyps at St. Michael’s Hospital, Toronto, Canada, between 2019 and 
2025 were included. Prior resection was defined as any lesion with a prior in-
complete resection (not including biopsy or tattoo) attempt identified endo-
scopically and/or through referral chart review (▶Table 1).

▶Table 1	 

No Prior 
Resection 
(n = 1359)

Prior 
Incomplete 
Resection 
(n = 187)

p-value

EMR technique 1175 (86.5 %) 130 (69.5 %)  < 0.0001

En Bloc 137 (10.1 %) 6 (3.2 %)

Hot Piecemeal 888 (65.3 %) 108 (57.8 %)

Cold Piecemeal 150 (11.0 %) 16 (8.6 %)

Hybrid technique 37 (2.7 %) 22 (11.8)  < 0.0001

ESD technique 147 (10.8 %) 35 (18.7 %)  < 0.0001

Adjunctive methods

CAST 421 (31.0 %) 82 (43.9 %) 0.0004

Hot avulsion 79 (5.8 %) 38 (20.3 %)  < 0.0001

Snare-tip Submucosal 
release

108 (8.0 %) 75 (40.1 %)  < 0.0001

Technical success 1302 (95.8 %) 183 (97.9 %) 0.18

Curative Resection 1243 (91.5 %) 176 (94.1 %) 0.22

Recurrence at first 
surveillance

61 (9.2 %) 11 (13.1 %) 0.25

Results  Among 1,546 lesions, 1,359 had no prior resection and 187 had prior 
incomplete resection. In the no prior resection group, 86.5 % were treated with 
EMR, 2.7 % with hybrid EMR and 10.8 % with ESD, whereas in the prior incom-
plete resection group 69.5 % underwent EMR, 11.8 % hybrid EMR and 18.7 % 
with ESD. When EMR was performed in the no prior resection group, en-bloc 
EMR was performed 10.1 % of the time, hot-snare piecemeal EMR in 65.3 %, 
cold-snare piecemeal EMR in 11.0 %,, compared with 3.2 %, 57.8 %, and 8.6 % 
respectively in the prior incomplete resection group (p < 0.0001). Adjunctive 
methods were required more in the prior incomplete resection group. CAST 
was used in 31.0 % vs 43.9 % (p = 0.0004), hot avulsion in 5.8 % vs 20.3 % 
(p < 0.0001), and submucosal release in 8.0 % vs 40.1 % (p < 0.0001). Technical 
success was achieved in 95.8 % vs 97.9 % (p = 0.18) in the no prior resection 

versus prior incomplete resection groups. For adverse events, intra-procedur-
al perforation occurred in 0.8 % vs 1.1 % (p = 0.38), delayed bleeding in 2.2 % vs 
1.6 % (p = 0.59), and delayed perforation in 0.4 % vs 0 % (p = 0.36) in the no 
prior resection versus prior incomplete resection groups. Recurrence at first 
surveillance was 9.2 % vs 13.1 % in the no prior resection versus prior incomplete 
resection groups (p = 0.25).
Conclusions  Lesions with prior incomplete resection were associated with 
markedly greater technical complexity, reflected by increased use of advanced 
and adjunctive techniques. Despite this, technical success, curative resection, 
adverse events, and early recurrence were similar between groups. In contrast 
to prior literature [1], when adjunctive therapy consisted almost exclusively of 
CAST/hot avulsion and outcomes for previously attempted lesions were infe-
rior, a more nuanced and deliberately aggressive adjunctive strategy can large-
ly overcome the historical disadvantage of previously manipulated, fibrotic 
colorectal lesions.
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Aims  To study the sensitivity,specificity and accuracy of bedside glucometry 
in diagnosing nature of cystic lesions of pancreas.
Methods  Study was conducted in Medanta,The Medicity hospital Gurgaon-
,India and total number of patients were 56 and all patients with age more than 
18 years and with pancreatic cystic lesions were included [1, 2].
EUS was done in each patient and FNA was performed and pancreatic cystic 
fluid was collected immediately and glucose was checked using commercial 
glucometer ie Accu Check.
Results  Glucose level less than 60 mg/dl correctly differentiated mucinous 
from non mucinous pancreatic cystic lesions among 42.9 % patients with sen-
sitivity and specificity of 82.8 % and 81.5 % respectively.The area under curve 
was high (0.88,p = 0001).The positive predictive value,negative predictive 
value and accuracy was 82.8 %,81.5 % and 82.1 % respectively.The mean CEA 
level was significantly (p = 0.0001) higher among patients with mucinous 
(4844.5 + /- 90.24) compared to non mucinous (262.9 + /- 366.9).
CEA level more than 100 correctly differentiate mucinous from non mucinous 
cysts with sensitivity and specificity of 82.8 % and 70.4 % respectively.The pos-
itive predictive values,negative predictive value and accuracy was 75 %,79.2 % 
and 76.8 % respectively.
Conclusions  Glucose level less than 60 mg/dl correctly differentiated mucinous 
from non mucinous pancreatic cystic lesions among 42.9 % patients with sen-
sitivity and specificity of 82.8 % and 81.5 % respectively.The area under curve 
was high (0.88,p = 0001).The positive predictive value,negative predictive 
value and accuracy was 82.8 %,81.5 % and 82.1 % respectively.The mean CEA 
level was significantly (p = 0.0001) higher among patients with mucinous 
(4844.5 + /- 90.24) compared to non mucinous (262.9 + /- 366.9).
CEA level more than 100 correctly differentiate mucinous from non mucinous 
cysts with sensitivity and specificity of 82.8 % and 70.4 % respectively.The pos-
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itive predictive values,negative predictive value and accuracy was 75 %,79.2 % 
and 76.8 % respectively.
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Abstract Text
Duodenal stenosis is commonly caused by peptic ulcer disease, Crohn’s disease, 
neoplasms, extrinsic compression, or, rarely, infections. Standard management 
of benign stenosis includes endoscopic balloon dilation; however, success may 
be limited in refractory or anatomically complex strictures. Lumen-apposing 
metal stents (LAMS), such as the AXIOS stent, have emerged as a novel thera-
peutic option in these challenging cases.
We report the case of a 20-year-old male with a history of para-aortic paragan-
glioma requiring extensive resection and subsequent radiotherapy, who later 
developed recurrent disease and retroperitoneal fibrosis. He presented with 
elevated liver enzymes and was found on MRCP to have intrahepatic biliary 
dilation and intrabiliary cast formation. Attempts at ERCP were unsuccessful 
due to a severe intrinsic duodenal bulb stenosis that limited passage of a stand-
ard endoscope despite multiple sessions of stepwise balloon dilation up to 15 
mm. Given persistent failure to traverse the stricture, a multidisciplinary deci-
sion was made to deploy a 20 mm × 10 mm AXIOS (Boston Scientific) LAMS 
across the stenosis under combined endoscopic and fluoroscopic guidance. 
The stent remained in place for 10 days without adverse events, allowing suc-
cessful duodenoscope passage and ERCP, with partial extraction of biliary 
stones and sludge and subsequent cholangioscopic evaluation.
This case highlights the effective use of LAMS as a bridge to ERCP in benign, 
refractory duodenal stenosis. The stent dwell time was 10 days with no stent 
migration or adverse event reported with no recurrence of biliary stenosis up 
to 3 months follow up.
Current literature demonstrates high technical and clinical success rates for 
LAMS in benign gastrointestinal strictures, with acceptable adverse event rates. 
Our case adds to growing evidence supporting LAMS as a safe and effective 
option when standard dilation fails.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP348  Safety and efficacy of 10 mm self-expanda-
ble metallic stent placement for malignant  
esophageal stricture after radiotherapy
Authors  Kawata N1, Masao Y1, Kazunori T1, Ito S1, Imai K1, Matsubayashi H1, 
Hotta K1, Ono H1

Institute  1  Shizuoka Cancer Center, Shizuoka, Japan
DOI  10.1055/s-0046-1821675
Aims  Self-expanding metal stents (SEMS) are effective in relieving dysphagia 
caused by malignant tumors and are considered an important palliative option 
for patients with unresectable esophageal cancer. However, SEMS placement 
after radiotherapy has been associated with an increased risk of serious adverse 
events (AEs), including bleeding, perforation, and mediastinal infection. Small-

er-diameter SEMS may reduce the risk of AEs, but their clinical utility in patients 
after radiotherapy has not been fully elucidated. The aim of this study was to 
evaluate the safety and efficacy of esophageal SEMS with a 10 mm shaft diam-
eter (10 mm SEMS) in patients with malignant esophageal stricture after radi-
otherapy.
Methods  This was a prospective observational trial conducted at Shizuoka 
Cancer Center. We included patients with malignant esophageal stricture after 
radiotherapy for esophageal squamous cell carcinoma, in whom a standard 
endoscope could not pass the stricture, and who underwent placement of a 10 
mm SEMS. The primary endpoint was the incidence of esophageal bleeding, 
perforation, and mediastinal infection of grade ≥ 3, according to the Common 
Terminology Criteria for Adverse Events (CTCAE). Secondary endpoints includ-
ed best dysphagia score (DS), duration of DS ≤ 2, all AEs, and overall survival 
(OS) after 10 mm SEMS placement.
Results  A total of 20 patients (17 men, 3 women; median age 71.5 years, range 
46–87 years) were enrolled from March 2018 to March 2024. According to the 
Eastern Cooperative Oncology Group Performance Status, 7 patients had PS 
0–1 and 13 had PS ≥ 2. Stricture locations were upper, middle, and lower eso-
phagus in 8, 9, and 3 patients, respectively. The median radiation dose was 60 
Gy (range: 30–60 days), and the median interval from completion of radiother-
apy to 10 mm SEMS placement was 149 days (range: 7–965 days). No CTCAE 
grade ≥ 3 bleeding, perforation, or mediastinal infection was observed after 10 
mm SEMS placement. Dysphagia improved in 95 % (19/20) of patients, with DS 
improving from 3.45 ± 0.76 to 1.20 ± 0.83 (P < 0.001). Best DS values of 3, 2, 1, 
and 0 were observed in 2, 3, 12, and 3 patients, respectively. The median du-
ration of DS ≤ 2 after 10 mm SEMS placement among 18 patients was 44 days 
(range: 3–126 days). Stent migration occurred in 7 patients (35 %) and occlusion 
in 1 patient (5 %). Among those with migration, 5 underwent additional place-
ment of a 16–18 mm SEMS, and 1 required gastrostomy. The median OS after 
10 mm SEMS placement was 103 days (range: 47–607 days).
Conclusions  Placement of a 10 mm SEMS was safe and effective for malignant 
esophageal stricture after radiotherapy. Although no severe adverse events 
were observed, stent migration remains a significant limitation and further 
studies are needed to develop methods to prevent migration.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To identify the key determinants of pre-endoscopic anxiety and to ex-
amine how this anxiety influences procedural tolerance, symptom burden, and 
overall patient satisfaction.
Methods  We conducted a cross-sectional observational study including 51 
patients scheduled for digestive endoscopy. Anxiety levels were assessed using 
the Spielberger Anxiety Inventory. Sociodemographic features, medical and 
psychiatric history, personality traits, previous experiences with endoscopy, 
knowledge about the procedure, and willingness to undergo unsedated endos-
copy were recorded.Per-procedural variables included pain intensity, bloating, 
nausea/vomiting, incontinence, and procedure duration. Statistical analysis 
used comparison tests and multivariate linear regression (p < 0.05).
Results  Patients had a mean age of 59.7 years (29–82), with a male-to-female 
ratio of 1.32. The mean anxiety score was 44.3 (25–70).
Higher anxiety levels were more frequent among patients with an anxious per-
sonality (36 % vs. 7.7 %, p < 0.01), those who had previously had a negative 
endoscopic experience (45.5 % vs. 7.1 %, p < 0.05), those with limited knowl-
edge of the procedure (40 % vs. 15.4 %, p < 0.05), and those who felt uncom-
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fortable with the idea of undergoing the exam without sedation (24 % vs. 3.8 %, 
p < 0.05).Age, sex, and medical history showed no significant relationship with 
anxiety.
Patients with higher anxiety reported more abdominal pain during the proce-
dure (p = 0.005), along with more bloating and more nausea/vomiting. Anxie-
ty did not correlate with the duration of colonoscopy (p = 0.22).
Pain had a clear impact on patient satisfaction: 83 % of patients with no pain 
rated their experience as “very satisfactory”, compared with 44 % among those 
who experienced pain. The same pattern was observed for willingness to repeat 
the procedure (83 % vs. 44 %). Nearly half of patients who felt pain wished for 
sedation during future exams.
Conclusions  Pre-endoscopic anxiety mainly stems from psychological factors 
and lack of information. It increases discomfort during the procedure and re-
duces satisfaction. Recognizing and addressing anxiety beforehand could im-
prove patient comfort and enhance their overall experience with endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Primary sclerosing cholangitis (PSC) is a rare but clinically significant hepato-
biliary complication of ulcerative colitis (UC), associated with complex biliary 
strictures and recurrent obstruction that can require advanced endoscopic 
assessment. In PSC–UC phenotype, multifocal strictures impair bile drainage 
and promote secondary intrahepatic stone formation, which may complicate 
ductal clearance with conventional ERCP. We present a long-term PSC–UC case 
illustrating the role of cholangioscopy in achieving effective management of 
recurrent intrahepatic obstruction that had persisted despite multiple ERCP 
interventions. A young woman with history of UC diagnosed, in overall sus-
tained clinical and endoscopic remission aside from a single postpartum flare, 
presented with symptoms of acute cholangitis. MRCP revealed multifocal in-
trahepatic strictures with a beaded configuration, along with multiple stones 
predominantly involving the left ducts, consistent with PSC. Initial endoscopic 
management achieved extraction of common bile duct stones using standard 
techniques, although a markedly dilated left intrahepatic duct with residual 
lithiasis and inflammatory stricturing persisted, limiting adequate drainage and 
prompting interval cross-sectional reassessment. Later that year, the patient 
experienced a second clinically significant episode of cholangitis, again requir-
ing ERCP with only partial clearance of intrahepatic lithiasis. One year later, 
MRCP demonstrated progressive disease evolution, with marked dilation of the 
left intrahepatic ducts and an infiltrative-appearing dominant stenosis at the 
hepatic confluence, warranting further evaluation to exclude malignancy. These 
findings supported the use of SpyGlass cholangioscopy to enable comprehen-
sive intraductal inspection, lithotripsy-assisted stone retrieval and targeted 
biopsy of the stenotic segment. The stricture appeared inflammatory on direct 
inspection and was subsequently confirmed as non-malignant by histopatho-
logical report. Cholangioscopy allowed complete clearance of impacted left 
intrahepatic stones, direct evaluation of multifocal inflammatory strictures, 
and targeted biopsies confirming non-malignant disease, thereby restoring 
effective segmental ductal decompression. The intervention was completed 
without procedure-related complications. Follow-up imaging confirmed sus-
tained improvement in left-sided biliary drainage, with complete clinical reso-
lution and no recurrence of cholangitic symptoms. Cholangioscopy provided 
decisive diagnostic and therapeutic benefit in PSC–UC with complex intrahe-

patic obstruction, achieving complete ductal clearance and accurate intraduct-
al tissue evaluation. This procedure demonstrates particular value when con-
ventional ERCP alone fails to achieve adequate ductal evaluation or complete 
therapeutic management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Endoscopic suturing is a complementary technique to the re-
section of lesions of the gastrointestinal tract mucosa, specifically applied in 
large gastric and colonic lesions resected by mucosal resection or submucosal 
dissection techniques. The objective of the technique is to perform suturing of 
the eschar after the procedure in order to reduce associated complications, 
mainly perforation and bleeding.
Clinical Case  A 65-year-old male with a history of multiple cardiac and neph-
rological conditions underwent gastroscopy due to anemia. A large 6 cm poly-
poid formation was observed on the posterior wall of the gastric antrum, with 
a wide base of implantation that spared the pylorus, suggesting an inflamma-
tory polyp as the first option (photo 1). Fragmentary resection of the lesion was 
performed after elevation with indigo-gelafundin-adrenaline dilution, with 
good endoscopic results (photo 2) and recovering fragments for pathological 
anatomy, which resulted in tubular adenocarcinoma on a hyperplastic polyp 
invading at least the muscularis mucosa without lymphovascular invasion, with 
margins that could not be assessed due to fragmented resection. Subsequent-
ly, it was decided to close the eschar with the X-Tack suture system without 
immediate or short-term complications (photos 3 and 4). This was discussed 
in a multidisciplinary session, and conservative treatment was decided upon 
due to the patient's history.
Conclusion  The endoscopic suture system has established itself as an effective 
method for closing large mucosal defects. It guarantees closure in areas that 
cannot be covered by conventional clips, which has represented a breakthrough 
in advanced endoscopic management. The use of the endoscopic suture system 
has been widely accepted in the treatment of large mucosal defects, as it allows 
for the closure of defects that would otherwise be impossible to close with 
conventional clips.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 44-year-old male with a history of recent high-risk sexual exposure present-
ed to the Gastroenterology clinic reporting constipation of four months' dura-
tion and distal rectorrhagia. A diagnostic colonoscopy was performed, which 
revealed multiple nonspecific, circular, non-elevated, whitish lesions (2-3 mm 
in diameter) in the last two centimeters of the rectum, suggestive of infectious 
proctitis (Images 1-3). Histopathological analysis identified interstitial spiro-
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chetosis, and Mycobacterium avium was concurrently isolated in the microbio-
logical specimen.
The patient was also assessed by Dermatology due to a generalized cutaneous 
rash, oral ulcers and the aforementioned symptomatology. PCR testing on the 
rectal ulcer sample confirmed Lymphogranuloma Venereum (LGV) due to Chla-
mydia trachomatis serovars L1-L3. Furthermore, PCR analysis of an oral ulcer 
sample yielded positive results for Treponema pallidum. Based on the strong 
suspicion of both oral and rectal luetic secondary disease, the patient received 
treatment consisting of Benzathine Penicillin G 2.4 million units IM and a 3-week 
course of Doxycycline for the management of lymphogranuloma venereum. 
This regimen resulted in an adequate serological response and favorable clin-
ical evolution. A follow-up rectoscopy is scheduled to definitively exclude the 
persistence of the associated Mycobacterium avium infection and its indication 
to be treated [1–6].
Syphilitic proctitis—an uncommon manifestation of secondary syphilis—along 
with LGV proctitis (secondary to C. trachomatis L1-L3 serovars) both constitute 
infrequent causes of proctitis. Nevertheless, their incidence has demonstrably 
risen over the past decades, particularly within high-risk sexual cohorts (ac-
counting for up to 23 % and 47 % of proctitis cases in men who have sex with 
men (MSM), a subgroup where LGV is the most prevalent cause of proctitis) 
and in patients co-infected with HIV. Clinical presentation is often asympto-
matic or may mimic Inflammatory Bowel Disease (IBD) or colorectal carcinoma, 
frequently featuring nonspecific endoscopic findings. This mandates a high 
index of clinical suspicion, a rigorous differential diagnosis, serological assays, 
and the meticulous collection of biopsies and microbiological samples for de-
finitive detection. Complete clinical and endoscopic resolution is typically 
achieved following appropriate antimicrobial therapy. Failure to treat can lead 
to severe complications, including progression to proctocolitis, strictures, fi-
brosis, fistula or abscess formation, or even colonic perforation.
It is paramount to systematically include syphilis and lymphogranuloma ve-
nereum in the differential diagnosis of proctitis, particularly within high-risk 
patient populations, in order to prevent misdiagnosis and mitigate the risk of 
subsequent morbidities.
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Aims  Endoscopic resection of pT1 tumors is effective if certain histological 
criteria for a good prognosis are met, including a resection margin > 1 mm. The 
FTRD (Full Thickness Resection Device) system allows resection of the entire 
wall thickness, making it possible to assess the presence of residual tumor 
[1–5].
The aim is to evaluate the role of FTRD and its safety as a complementary 
treatment in pT1 with borderline histological margins.
Methods  Observational, descriptive, retrospective study of patients with en-
doscopic scar resection using FTRD between March 2023 and June 2025.
Results  A total of 8 FTRD resections were performed on scars from previously 
resected lesions with pT1 adenocarcinoma histology with a resection margin < 1 
mm and no evidence of macroscopic residual lesion. The mean age was 67 
years, with 88 % being male. In all cases except one, polypectomy (mean size 
17 mm) was performed on a fragment. The histology was adenocarcinoma, 
and the risk factors for lymphatic metastasis (not assessable in fragmented 
resection) were: well or moderately differentiated, no vasculolymphatic involve-
ment, and low tumor budding. For pedunculated polyps, the Haggitt score 
was ≤ 3, and for sessile polyps, the Kikuchi score was ≤ SM2. In the anatomy 
after FTRD, no foci of adenocarcinoma were observed except in the scar of the 
fragmented polyp. There were no complications or recurrences during fol-
low-up.
Conclusions  Scar resection using FTRD is an effective and safe technique that 
allows the treatment of pT1 tumors with positive resection margins and with-
out high histological risk, avoiding the comorbidity and costs associated with 
oncological surgery. Our study shows that in the resection of the polyp in a 
single fragment, residual disease is 0 % despite a borderline resection margin.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Retrograde Cholangiopancreatography (ERCP) is the recom-
mended procedure for the management of choledocholithiasis. Different mo-
dalities of cholangioscopy-assisted intraductal therapy, including laser litho-
tripsy and electrohydraulic lithotripsy (EHL), have been developed for 
managing difficult biliary stones 1. However, these have been associated with 
a higher risk of adverse events (6 %-15 %), mainly cholangitis 2. Difficult biliary 
stones are defined by their diameter ( > 1.5 cm), number, unusual shape, and 
anatomical factors that can prevent their removal 3.
We aimed to evaluate the effectiveness of cholangioscopy-guided EHL using 
data collected prospectively at a single high-volume tertiary referral centre 
(450 – 500 ERCP procedures annually).
Methods  We included all patients who underwent acholangioscopy-assisted 
EHL for choledocholithiasis from October 2018 to September 2025.
All procedures were performed by two expert endoscopists ( > 50 procedures/
year) with a single-operator cholangioscopic system. Technical success was 
defined as complete stone clearance. The primary endpoint was the number 
of cholangioscopy-assisted EHL sessions needed to achieve full stone clearance. 
Patient-related factors (e.g. stone burden) and procedure-related variables 
were analysed [1–4].
The complications recorded were post-ERCP pancreatitis (PEP), cholangitis, 
upper gastrointestinal haemorrhage (UGIH), and perforation (which were grad-
ed as mild, moderate, or severe4) occurring during or within 30 days post-pro-
cedure.
Results  A total of 81 EHL procedures were performed in 75 patients (49 fe-
males, 65.3 %). The median age was 73 years (range 29-95). Complete stone 
clearance was achieved in a single session in 68 patients (90.7 %); one addition-
al procedure was required in 6 patients (8 %), and two procedures were required 
in a single patient. Overall, the technical success rate was 100 %. EHL was used 
as the first-line therapy in 11 patients (14.7 %). Conversely, 44 (58.8 %) had 
undergone one prior ERCP, 14 (18.6 %) had undergone two, and 6 (8.0 %) had 
undergone three or more ERCP procedures before the EHL session. All proce-
dures were done with anaesthetist-supported deep sedation or general anaes-
thesia.
Regarding the choledocholithiasis profile, the median size was 17mm (range 
8-40mm). The number of stones varied, with one stone present in 45 interven-
tions (55.6 %), and ≥ 2 stones in 36 (44.4 %). After EHL, the stone fragments 
were removed with a balloon catheter in all the procedures. In 42 procedures 
(51.9 %), sphincteroplasty was necessary to achieve complete clearance. Case-
by-case analysis showed that EHL use was influenced not only by stone size/
number but the shape (e.g. faceted), the location (e.g. cystic duct), the pres-
ence of a stricture, or Mirizzi syndrome.
Prophylactic intravenous antibiotics were given peri-procedure, followed by a 
3- to 5-day oral course (except cases with active treatment due to infection). 
Rectal Diclofenac (100mg) was administered to all patients unless contraindi-
cated.
There were complications in 8 procedures (9.9 %): One case of PEP (1.2 %), two 
cases of UGIH (2.5 %), four cholangitis (4.9 %), and one perforation (1.2 %). Five 
were mild, three were moderate. None of them had a native papilla.
Conclusions  Overall, our data showed that EHL is an effective and safe tech-
nique for managing complex choledocholithiasis when conventional ERCP has 
failed. Our complication rate was comparable to that reported in the literature. 
Cholangitis was more frequent, as expected with intraductal therapy, but re-
mained within reported ranges.

Given high success rates in achieving complete stone clearance with EHL, we 
would recommend performing cholangioscopy/EHL following an incomplete 
stone clearance attempt at index ERCP, particularly if failure is due to difficult 
stones.
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Abstract Text
Oesophageal strictures are a recognised complication of radiotherapy treat-
ment for head, neck and oesophageal cancers. Dilatation of the completely 
obstructed oesophagus may require combined antegrade and retrograde dil-
atation (CARD). Retrograde endoscopic access may be achieved by dilatation 
of an existing gastrostomy site. Whilst effective, complications have been re-
ported from gastrostomy dilatation, and from passage of the endoscope.
This is the first video report of a radiologic retrograde approach for manage-
ment of occlusive oesophageal stricture. We describe a case of a completely 
occluded oesophagus, post-radical chemoradiotherapy for mid-oesophageal 
squamous cell carcinoma, which was successfully recanalized by CARD using a 
novel, exclusively radiologic retrograde approach.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/7fadd647-8953-4291-a1a5-4057d3f5877c/Uploads/19978_
CARD_abstrasct %20ESGE %20no %20logos.mp4
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Background:  Although breast cancer (BC) is the most common malignancy 
in women, metastatic involvement of upper gastrointestinal (UGI) tract is un-
common. UGI metastases may affect quality of life and overall survival, but 
presenting with nonspecific symptoms, diagnosis may be delayed.
Case Presentation:  We describe the case of a 70-year-old woman with a his-
tory of invasive lobular breast carcinoma diagnosed and treated with left  
mastectomy and axillary dissection. Despite adjuvant chemotherapy, bones 
metastasis were diagnosed 7 years later. Chemotherapeutic agents were ad-
ministered during the years with stability of the bones metastasis and no oth-
er organ involvement at the follow-up CT scans. 5 years after, she underwent 
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EGD for progressive dyspepsia, vomiting, and weight loss. Endoscopy revealed 
a gastric mucosa with granular-aspect, congestion, edema, redness and mul-
tiple confluent fibrotic ulcers of 1 to 2 cm. Moreover, multiple duodenal poly-
poid lesions, ranging from 3 to 10 mm, with central depression and non-ade-
nomatous pattern at digital chromoendoscopy were identified. Biopsies were 
performed on gastric ulcers and polypoid lesions. Histopathology demonstrat-
ed localization of lobular breast carcinoma, with immunohistochemical expres-
sion of GATA3 and lack of E-cadherin, CDX2 and the receptors for estrogen, 
progesterone, and HER2 proteins. According to the metastatic involvement of 
UGI tract, supportive palliative care was proposed. The patient was still alive 3 
month after endoscopy [1–3].
Conclusion:  UGI metastasis from breast carcinoma are rare, but they should 
be considered in patients with history of BC presenting with persistent UGI symp-
toms. Early recognition is crucial for the appropriate oncological management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Traditional endoscopic mucosal resection (T-EMR) is the primary endo-
scopic technique for resecting large size sessile colorectal lesions. However, 
the potential for residual adenomatous tissue to be found at the EMR site at 
surveillance colonoscopy remains problematic. Therefore, more recently, sev-
eral modified EMR techniques have been developed including underwater EMR 
(U-EMR), cold EMR (C-EMR), tip-in EMR (TI-EMR), cap-assisted EMR (CA-EMR), 
and the addition of thermal ablation of resection margins following T-EMR 
using snare tip soft coagulation (STSC) or argon plasma coagulation (APC). 
However, few randomized controlled trials (RCTs) directly compare these mod-
ified techniques with T-EMR, thus limiting clinical decision making.Therefore, 
to compare the effectiveness and safety of different EMR techniques, we con-
ducted a systematic review and network meta-analysis [1–17].
Methods  We searched PubMed, Embase, and the Cochrane Library from in-
ception to April 2025 for RCTs comparing EMR techniques for the treatment of 
colorectal polyps ³15 mm. We estimated relative risks (RRs) with 95 % credible 
interval (CrI) for dichotomous outcomes using Bayesian network meta-analysis. 
To assess the credibility of each comparison, we used Confidence in Network 
Meta-Analysis (CINeMA).
Results  We included 17 RCTs with 2,832 polyps resected, using seven different 
EMR techniques: T-EMR (16 studies, 1,263 polyps); U-EMR (6 studies, 303 pol-
yps); C-EMR (4 studies, 437 polyps); CA-EMR (1 study, 143 polyps); TI-EMR (2 
studies, 92 polyps); and thermal ablation of resection margins (STSC: 3 studies, 
440 polyps and APC: 3 studies, 154 polyps). As compared to T-EMR, U-EMR, 

CA-EMR, and T-EMR plus thermal ablation were all associated with significant-
ly lower residual adenomatous tissue rates at surveillance colonoscopy, while 
C-EMR showed higher residual adenomatous tissue rates. SUCRA values for risk 
of residual adenomatous tissue with each technique were (higher SUCRA val-
ues = lower risk of residual adenomatous tissue): CA-EMR: 0.836; T-EMR plus 
STSC: 0.826; TI-EMR: 0.687; T-EMR with APC: 0.544; U-EMR: 0.413; T-EMR: 
0.189; C-EMR: 0.007. There was no statistically significant difference between 
T-EMR and TI-EMR for residual adenoma rates, but TI-EMR was associated with 
higher rates of R0 resection than T-EMR. As compared to T-EMR, en-bloc resec-
tion rates were superior using U-EMR, yet lower with C-EMR. Intraprocedural 
bleeding was lower with C-EMR, CA-EMR and T-EMR. C-EMR and T-EMR also 
had lower rates of delayed bleeding, and perforation rates were lower with 
C-EMR.
Conclusions  As compared with T-EMR, all modified EMR techniques appear to 
be effective, except C-EMR, which consistently demonstrated higher residual 
adenomatous tissue rates at surveillance colonoscopy. However, these out-
comes should be viewed with caution given the imprecision of TI-EMR out-
comes and limited data for CA-EMR. Therefore, the choice of colorectal EMR 
technique should be individualized based on patient and lesion characteristics 
as well as endoscopist EMR technical experience.
Conflicts of Interest  Dr Ian Gralnek: Olympus, Medtronic, Motus GI, ERGO GI, 
Viatris.
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Aims  Thanks to recent technological advances enabling rapid acquisition and 
the acquisition ofhigh-resolution images, and given the absence of radiation, 
entero- MRI plays anessential role in the evaluation and monitoring of patients 
with Crohn's disease.The aim of our study was to compare the performance of 
entero-MRI to endoscopy inassessing disease severity in croh’s disease.
Methods  This is a retrospective descriptive study including patients followed 
for Crohn's disease.Disease activity was assessed using the sMARIA score on 
entero- MRI and the simpleendoscopic score (SES) on endoscopy.
Results  37 patients were included, with an average age of 39,1 ± 11,77 years. 
The sex ratio M/Fwas equal to 2. The disease location was ileal(L1) in 3 patients 
(14.3 %),colonic (L2) in 1patient (4.7 %), and ileo-colic (L3) in 17 patients (81 %).
An inflammatory phenotype (B1)was observed in 7 patients (33.3 %), a stenos-
ing phenotype (B2) in 13 patients (61.9 %)and a fistulizing/penetrating pheno-
type in 7 patients (33.3 %).A significant correlation was observed between the 
sMaRIA radiological score andendoscopic activity of Crohn's disease with a 
statistically significant difference (p = 0.020.Significant performance of the 
sMaRIA score was observed in predicting endoscopicdisease activity 
(AUC = 0.675; CI = 0.463–0.886, p = 0.119). An sMaRIA score greater than1 was 
correlated with severe endoscopic activity, with a sensitivity and specificity of 
66 %and 54 %, respectively.
Conclusions  In our study, there was a positive correlation between the sMARIA 
and the SES inassessing Crohn's disease activity. This radiological score should 
be used in practice tooptimize patient management.
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Aims  Ileocolonoscopy is usually used in Crohn's disease to check flare-up of 
the disease.Yet, entero-MRI shows more – like the bowel wall and nearby areas 
– which mightspot inflammation missed during scopes. Our aim is to study the 
performance ofentero-MRI compared to ileocolonoscopy in assessing disease 
complications.
Methods  We conducted a retrospective descriptive study including 37 patients 
havingconfirmed Crohn's;s disease. Patients done both an entero-MRI and a 
colonoscopy.thetime between the two explorations did not exceed one month.
For every test, we notedif strictures, ulcers, or fistulas showed up. After that, 
we checked how accurate eachmethod was – also how closely their results 
matched.
Results  37 patients were included, with an average age of 39,1 ± 11,77 years. 
The sex ratioM/F was equal to 2. The disease location was ileal(L1) in 3 patients 
(14.3 %),colonic(L2) in 1 patient (4.7 %), and ileo-colic (L3) in 17 patients (81 %).
An inflammatoryphenotype (B1) was observed in 7 patients (33.3 %), a stenos-
ing phenotype (B2) in 13patients (61.9 %) and a fistulizing/penetrating pheno-
type in 7 patients (33.3 %).Comparison of endoscopic and MRI data revealed 
that these two techniques werenearly equivalent in detecting deep gastroin-
testinal ulcers (p = 0.100). Endoscopy hasallowed the detection of more super-
ficial ulcerations than enterographyMRI(0.04).However,entero-MRI was more 
efficient than endoscopy in detectingstrictures, with a statistically significant 
difference (p = 0.001).Also, MRI appears to besuperior to endoscopy in detect-
ing deep fistulas (p = 0.013).
Conclusions  In our study, entero MRI was superior to endoscopy in detecting 
stricture andabdominal fistulas. Ileocolonoscopy was more effective for detect-
ing superficialulcerations.These two investigations are complementary in order 
to obtain a completeassessment of the lesions, allowing for optimal manage-
ment of patients with Crohn'sdisease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Lung mass biopsy is sometimes not feasible using EBUS, making 
a multidisciplinary approach essential; therefore, we present this case as a rep-
resentative example.
Case report:  A 74-year-old woman presented with a 27 × 16 mm pulmonary 
nodule in the right lower lobe on chest CT, adjacent to the esophagus [Image 
1], suspicious for malignancy. As the lesion was not accessible by EBUS, she was 
referred to our Unit to evaluate the feasibility of a transesophageal lung biopsy 
using endoscopic ultrasound (EUS). EUS examination identified—at 30 cm from 
the dental arcade, near nodal station 8—a hypoechoic pulmonary lesion meas-
uring 29 × 7 × 11 mm, in contact with the esophagus but without invasion of its 
wall, showing smooth borders on the esophageal side and irregular borders on 
the pulmonary side [Images 2 and 3].
Fine-needle biopsy (FNB) was performed using a 25G needle, with three pass-
es employing fanning technique and 12–15 to-and-fro movements per pass 
[Image 4]. Prophylactic antibiotics (ciprofloxacin 400 mg IV) were administered 
beforehand. The procedure was completed without complications.
Histology demonstrated large cells with abundant cytoplasm, anisokaryosis, 
irregular nuclear contours, and heterogeneous chromatin, arranged in glandu-
lar structures, positive for TTF1 and negative for p53 and synaptophysin, con-
sistent with pulmonary adenocarcinoma [Image 5 and 6].
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Discussion  Diagnosing central lung masses adjacent to the esophagus can be 
challenging, as they may not be accessible for biopsy via bronchoscopy or EBUS. 
In such cases, EUS has emerged as a complementary tool for tissue acquisition, 
allowing transesophageal sampling of central pulmonary lesions, with a diag-
nostic accuracy of 87.5–93.4 % and an adverse event rate of 0.7–5.36 %, most-
ly self-limited mild bleeding. These data support the role of EUS as a safe and 
effective alternative when conventional strategies cannot reach the lesion 
[1–4].
In our case, the pulmonary lesion was located near nodal station 8, which is not 
accessible via EBUS. EUS enabled direct, stable, and safe access, yielding suffi-
cient material to confirm the diagnosis. We opted for a 25G needle to theoret-
ically reduce bleeding risk, although no statistically significant differences in 
adverse event rates have been reported compared with 22G needles.
In conclusion, EUS-guided transesophageal biopsy is a valid alternative for cen-
tral pulmonary lesions that are not accessible by EBUS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Comparison of the dynamics of metabolic effects of performing different 
methods of bariatric interventions on the course of reflux disease in patients 
with morbid obesity in the early and late postoperative period.
Methods  71 patients with morbid obesity, aged 21 to 65 years, were exam-
ined. Among the patients, there were 36 (50.7 %) women and 35 (49.3 %) men. 
The stratification of patients was carried out depending on the method of bar-
iatric intervention: Group I – 30 (42.3 %) patients: biliopancreatic bypass in the 
Hess-Marceau modification; Group II – 41 (57.7 %) patients – sleeve gastrecto-
my. According to the body mass index, the patients were distributed almost 
evenly: Group 1 – 10 (33 % – obesity grade 2) and 20 (67 % – obesity grade 3), 
Group 2 – 14 (34.1 % – obesity grade 2) and 27 (65.9 % – obesity grade 3). 
Upper endoscopy was performed on all patients in the preoperative period: in 
group I, 12 (40 %) patients were diagnosed with reflux esophagitis (A, B and C 
according to the LA classification); in group II, 19 (46 %) patients (also mild and 
moderate GERD). Patients were treated for 2 weeks, endoscopic control was 
not performed before surgery [1–3].

Results  In the postoperative period, not only the dynamics of changes in body 
weight of patients, but also the course of reflux disease were analyzed. Analy-
sis of the dynamics of indicators within 3 years after bariatric interventions, 
both in general and in terms of different techniques and gender of patients, 
proved the fact of intensive reduction of body weight and, accordingly, BMI, 
within 12 months after BPS and in the period of 3-6 months in patients after 
sleeve gastrectomy. Achievement of statistical comparability of BMI indicators 
in both groups (p > 0.05) occurred already after 3-6 months in women, and 
after 1.5 years after surgery in men. Postoperatively, upper endoscopy was 
performed 3 years later: reflux disease was detected in 9 (30 %) patients in group 
I and in 8 (19.5 %) patients in group II (▶Table 1).

▶Table 1	  Distribution of patients with reflux disease after bariatric 
surgery

Severity of 
reflux 
esophagitis

Group 1: biliopancreatic 
bypass in the Hess-
Marceau, number of 
studies (n = 30) 

Group 2: sleeve 
gastrectomy, 
number of 
studies

(n = 41)

A 3 (10 %) 4 (9,8 %)

B 5 (16,6 %) 4 (9,8 %)

C 1 (3,3) -

D -

Total 9 (30 %) 8 (19,5 %)

Conclusions  Bariatric surgical methods of treating obesity can be considered 
as a treatment for GERD: in patients who underwent biliopancreatic bypass in 
the Hess-Marceau, a decrease in the number of GERD episodes was observed 
in the postoperative period from 12 (40 %) to 9 (30 %) cases; after sleeve gas-
trectomy from 19 (46 %) to 8 (19.5 %). Better results are observed after sleeve 
gastrectomy, which also correlates with a decrease in BMI at an earlier stage 
after this intervention.
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Abstract Text
Intussusception is defined as the invagination of one segment of the bowel into 
an immediately adjacent segment. In adults, it is uncommon and typically sec-
ondary to structural lesions such as tumors, polyps, Meckel’s diverticulum, 
postsurgical changes, or inflammatory conditions affecting the small bowel 
[1, 2].
We present the case of a 19-year-old male followed in the Gastroenterology 
clinic for Crohn’s disease with upper gastrointestinal involvement (A1L4B1), 
treated with intravenous infliximab 5 mg/kg every 8 weeks. He had a prior 
admission for acute pancreatitis the previous year, attributed to active duode-
nal disease causing biliary obstruction.
Since the pancreatitis episode, the patient had experienced at least three epi-
sodes of severe abdominal pain, although laboratory markers—including C-re-
active protein and fecal calprotectin—remained within normal range. He re-
ported no diarrhea or extraintestinal manifestations. Given the possibility of 
subclinical disease activity, follow-up endoscopic studies (colonoscopy and 
upper endoscopy) were performed, both without significant findings.
Capsule endoscopy was subsequently conducted, demonstrating prolonged 
capsule retention for over 90 minutes in the mid-jejunum, with an image sug-
gestive of intestinal intussusception. The mucosa proximal and distal to the 
intussusception appeared normal, and no lesions compatible with active 
Crohn’s disease were identified on the examination.
This case illustrates an exceptionally uncommon presentation of jejunal intus-
susception in a young adult with Crohn’s disease, occurring in the absence of 
biochemical, clinical, or endoscopic evidence of active inflammation, under-
scoring its diagnostic relevance.
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Introduction  Surgical resection remains the main therapeutic option for ab-
dominal metastases. However, a considerable number of patients are not suit-
able candidates for surgery due to high operative risk, advanced age, comor-
bidities, or unresectable disease. In recent years, minimally invasive alternatives 
have been introduced, with endoscopic ultrasound-guided radiofrequency 
ablation (EUS-RFA) emerging as a valuable option for local tumor control. This 
technique enables targeted ablation of adrenal lesions while reducing morbid-
ity, shortening hospital stay, and improving tolerance compared with conven-
tional surgery. Although its use has been more extensively evaluated in pan-
creatic or peripancreatic lesions, evidence regarding adrenal gland metastases 
is still limited. Therefore, EUS-RFA may represent a particularly relevant ap-
proach in selected patients when curative or consolidative intent is pursued 
[1, 2].
Case Report  A 77-year-old man was diagnosed with oropharyngeal squamous 
cell carcinoma and initially managed with chemoradiotherapy. Due to cervical 
oligoprogression during follow-up, salvage surgery was performed, and treat-
ment continued with immunotherapy (nivolumab). 5 year later, surveillance 
PET-CT revealed a hypermetabolic lesion in the left adrenal gland (Figure 1), 
raising suspicion of metastatic disease. Endoscopic ultrasound revealed a solid 
adrenal mass, and fine-needle biopsy confirmed metastatic squamous cell car-
cinoma. Considering the patient’s characteristics and underlying comorbidities, 
EUS-RFA was selected as a local therapeutic alternative. The procedure was 
performed one half year later without intra- or post-procedural complications. 
Subsequent imaging demonstrated complete resolution of the adrenal lesion. 
Immunotherapy was discontinued thereafter, and the patient has remained 
clinically stable without radiological evidence of recurrence to date.
Conclusion  EUS-RFA represents a promising therapeutic alternative for pa-
tients with adrenal metastases who are not suitable for surgery. It offers a safe, 
effective, and well-tolerated option that allows satisfactory short- and mid-term 
oncologic control with low complication rates. However, existing evidence 
remains limited, and further prospective studies with larger sample sizes are 
required to better define standardized indications and confirm long-term out-
comes.
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Abstract Text
A 66-year-old man with alcoholic cirrhosis on anticoagulation for atrial fibrilla-
tion was admitted with anemia, melena, hypotension, dehydration, and acute 
renal failure. Labs showed coagulopathy and hypoperfusion. Urgent gastros-
copy revealed superficial longitudinal gastric ulcers from the upper body to 
prepyloric region, without active bleeding or portal hypertension. Biopsies 
excluded infection and other causes. Findings were consistent with ischemic 
gastropathy, likely due to systemic hypoperfusion and cirrhosis. Endoscopic 
features include erythematous, congested mucosa with superficial ulceration. 
Early endoscopic recognition is essential for accurate diagnosis and manage-
ment, preventing misdiagnosis in cirrhotic patients presenting with upper 
gastrointestinal bleeding [1].
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Abstract Text
Quincke's triad is a rare presentation of hepatocellular carcinoma (HCC). This 
case describes the use of endoscopic retrograde cholangiopancreatography 
(ERCP) and cholangioscopy in the diagnosis of HCC. An 83-year-old man pre-
sented with hypotension, right upper quadrant tenderness, and melena. Lab-
oratory tests showed haemoglobin 8.7g/dL and obstructive jaundice. Oesoph-
agogastroduodenoscopy revealed haemobilia. ERCP demonstrated no obvious 
structure or mass on cholangiogram. Cholangioscopy revealed bleeding from 
friable, ulcerated mucosa with frond-like projections in the third order of the 
right intrahepatic ducts. Targeted biopsies obtained and haemostasis achieved 
by catheter-directed infusion of diluted adrenaline and cold saline. Imaging 
showed two segment eight lesions with arterial phase enhancement and wash-
out. Histology from the ERCP biopsy confirmed diagnosis of HCC [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/75d30c1a-4169-4174-93ac-7650ced34396/Uploads/19978_HCC_
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Aims  ESGE and EFSUMB guidelines recommend multimodal imaging, includ-
ing contrast-enhanced CT/MR (CE-CT/MR) and contrast-harmonic EUS (CH-
EUS), for evaluation of solid pancreatic lesions. However, integration of these 
modalities into the workflow of a mixed emergency–endoscopy unit remains 
challenging. This study evaluated the diagnostic performance of CE-CT/MR, 
CH-EUS, and EUS-FNA/FNB against the final reference diagnosis, and assessed 
adherence to ESGE performance indicators for EUS tissue acquisition (EUS-TA).
Methods  We retrospectively analyzed 124 consecutive patients with solid 
pancreatic lesions evaluated over 36 months. Final diagnosis was determined 
by histopathology and/or 6-month follow-up, yielding 104 cases with definitive 
malignant or benign outcomes (malignant 91.3 %). CH-EUS, CE-CT/MR, and 
EUS-FNA/FNB results were compared with the reference standard using stand-
ard diagnostic metrics. ESGE quality indicators (EUS-TA rate, diagnostic ade-
quacy, and adverse events) were calculated from procedural data. Clinical and 
technical determinants of sampling performance were explored [1].

Results  For ADK-only diagnosis, CH-EUS achieved a sensitivity of 97.5 % and a 
specificity of 72.5 %. CE-CT/MR yielded a sensitivity of 81.0 % and a specificity 
of 50.0 %. EUS-FNA/FNB demonstrated a sensitivity of 89.9 % and a specificity 
of 75.0 %. ESGE performance benchmarks were fulfilled, with EUS-TA performed 
in 95.2 % of lesions, a diagnostic adequacy rate of 90.3 %, and no recorded 
adverse events. Correct EUS-FNA/FNB diagnosis correlated with elevated CA19-
9 and the presence of cholestasis, whereas needle type and number of passes 
did not significantly influence adequacy.
Conclusions  These data are very consistent with the concept that CH-EUS is 
the best “rule-out” tool (do not miss malignancy), while EUS-FNA/FNB is the best 
“rule-in” tool (confirm malignancy and the specific type of malignancy when cy-
tology/histology is positive). CT/MR remains important for staging and initial triage, 
but not for fine discrimination of benign vs malignant solid lesions.
In an emergency hospital environment, CH-EUS provides high diagnostic accuracy 
for solid pancreatic lesions compared with CT/MR, while EUS-FNA/FNB maintain 
full compliance with ESGE quality benchmarks for EUS-TA. Integrating CH-EUS 
early in the diagnostic pathway enhances real-world performance and supports 
the feasibility of guideline-concordant care even in busy emergency hospitals.
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Aims  To evaluate the efficacy and safety of diclofenac compared with placebo 
for the prevention of post-ERCP (endoscopic retrograde cholangiopancreatog-
raphy) pancreatitis.
Methods  We conducted a comprehensive search of PubMed, Scopus, Web 
of Science, Embase, and Cochrane from their inception to November 2025, 
focusing on randomized controlled trials (RCTs) evaluating diclofenac versus 
placebo in the prevention of post-ERCP pancreatitis. Meta-analyses were 
performed using a random-effects model. Odds ratios (ORs), hazard ratios 
(HRs), and mean differences (MDs) were calculated with 95 % confidence 
intervals (CIs) to assess the efficacy and safety of diclofenac versus placebo.
Results  Four randomized trials assessing low-dose diclofenac for prevention 
of post-ERCP pancreatitis (PEP) were included (n = 708; diclofenac n = 353, con-
trol n = 355). Overall, diclofenac did not significantly reduce the incidence of 
PEP compared with control (pooled RR = 0.55; 95 % CI, 0.20–1.50; p = 0.24). 
However, there was marked variability across studies (I² = 70.7 %, p = 0.02). 
Trials evaluating rectal diclofenac demonstrated substantial benefit, particu-
larly Khoshbaten 2008 (RR = 0.15; 95 % CI, 0.04–0.65) and Otsuka 2012 
(RR = 0.21; 95 % CI, 0.05–0.90). In contrast, studies using low-dose rectal di-
clofenac (Katoh 2020) or oral administration (Cheon 2007) showed no protec-
tive effect. These findings suggest that clinical efficacy depends on dose and 
route of administration, with higher-dose rectal diclofenac showing the 
greatest preventive effect.
Conclusions  Rectal diclofenac is a safe and effective prophylaxis for post-ERCP 
pancreatitis, showing greater benefit than placebo, especially at higher doses. 
Its efficacy is route-dependent, as oral and low-dose formulations do not pro-
vide meaningful protection. Overall, rectal administration offers the most re-
liable preventive effect without increasing adverse events.
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Abstract Text
A 75-year-old woman was admitted to our department for weight loss (25 kg 
in 10 months) and chronicdiarrhea ( > 6 months). In history: hypertension in 
Olmesartan 20 mg/day, multinodular goiter. The patient was already tested for 
anti-transglutaminase antibodies (negative, IgA in normal range) but EGDS 
showed severe duodenal villous atrophy. On suspicion of ARBsII-associated 
enteropathy, olmesartan was suspended with partial but not complete benefit 
on clinical. During hospitalization, the patient presented asthenic, occasional-
ly soporific, severely malnourished (Table 1) and with a picture of pan-cytope-
nia (Table1). We excluded neurological (brain CT scan), infectious (blood cul-
tures and co-cultures) and hematologic (bone marrow biopsy) causes. 
Ultrasound of the intestinal loops and ileo-colonoscopy were normal. Video 
capsule endoscopy showed marked scalloping of DII and jejunum with extensive 
ulcers (Figure1). Later, she performed at referral center anterograde dou-
ble-balloon enteroscopy (DBE). DBE confirmed marked atrophy and map ulcers 
primarily suggestive of refractory celiac disease type II/EATL with ulcerative 
jejunum-ileitis. Histologic examination described findings referable to chronic 
exacerbated, erosive enteritis, not diagnostic for celiac disease. HLA search for 
celiac disease was negative therefore celiac disease was excluded. Hemotrans-
fusions and nutritional supplementation were administered in consideration 
of anemia and nutritional deficiency. Empiric/ex juvantibus therapy with steroid 
was also set up with marked improvement in symptomatology. Following hos-
pitalization, she was re-evaluated on an outpatient basis at enteropathy refer-
ral center. Here she was first imposed high-dose steroid therapy with marked 
improvement and weight gain, then Azathioprine in maintenance. She was 
therefore discharged with a diagnosis of autoimmune enteropathy with likely 
previous overlap with sartane enteropathy [1, 2].
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Abstract Text
Lower gastrointestinal bleeding poses a significant challenge, especially in pa-
tients receiving combined antithrombotic therapy. We report a 72-year-old 
patient who, following major surgery, developed a miocardial infarction and 
was started on dual antiplatelet therapy plus low molecular weight heparin. 
Then, he experienced severe rectal bleeding requiring transfusion. Colonosco-
py revealed a circumferential rectal ulcer with a large adherent clot; after clot 
removal, active oozing from a visible vessel was noted. Argon plasma coagula-
tion failed due to deeply located bleeding. Underwater snare-tip coagulation 
allowed stable vessel contact and precise energy delivery, achieving complete 
hemostasis. Self-assembling peptide hydrogel was applied to promote mucosal 
healing and reduce rebleeding risk. This case highlights the need for adaptable 
endoscopic strategies in heightened bleeding risk patients [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/7c81a151-f77f-43e2-9626-0dd7fe7cba84/Uploads/19978_
Ulcera_retto %20- %20ESGEDays.mp4
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Abstract Text
Hepatic and perihepatic cystic lesions may present with heterogeneous radio-
logic characteristics that overlap with neoplastic, infectious, and biliary etiol-
ogies, posing a diagnostic challenge in the context of biliary obstruction1. We 
present the case of a 68-year-old woman who initially developed biliary colic 
and was diagnosed with chronic calculous cholecystitis and high-risk choledo-
cholithiasis. CT scan demonstrated a choledochal stone at the intrapancreatic 
portion of the common bile duct, along with additional cholelithiasis [1–4].
ERCP was performed, revealing three filling defects measuring approximately 
12 mm each. Complete ductal clearance was not achieved despite appropriate 
maneuvers and biliary stent was placed. Given the persistence of biliary ob-
struction, a magnetic resonance cholangiopancreatography study was obtained 
three days after ERCP. This demonstrated a large capsular lesion located in 
hepatic segment VIII, measuring 147 × 95 × 63 mm. Additionally, CA 19-9 was 
reported at 1366 U/mL, a finding that raised concern for a biliary or cystic ne-
oplasm.2

Two weeks later, the patient was referred to our center for further evaluation. 
Endoscopic ultrasound revealed a well-defined, homogeneous hypoechoic mass 
exerting significant extrinsic compression on the gastric wall, measuring 
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121 × 77 mm. Because imaging alone could not provide a definitive diagnosis, a 
decision was made to perform fine-needle puncture using a 19-gauge needle.3

Puncture of the lesion resulted in immediate drainage of purulent material, 
establishing the diagnosis of a hepatic abscess. Given the volume of purulent 
content and the mass effect on adjacent structures, an endoscopic drainage 
strategy was selected. A 20 × 10-mm lumen-apposing metal stent (LAMS) was 
deployed under EUS guidance, achieving rapid and effective internal drainage.
Microbiologic evaluation confirmed infection with Escherichia coli. The patient 
completed targeted antibiotic therapy. Her clinical evolution was favorable, 
and a follow-up CT scan obtained one month after the procedure demonstrat-
ed near-complete resolution of the hepatic lesion. Subsequent ERCP and sur-
gical gallbladder removal were performed.
This case illustrates the essential role of EUS in clarifying equivocal hepatobiliary 
lesions initially suspected to be neoplastic, and demonstrates the clinical ef-
fectiveness of LAMS-guided drainage as a minimally invasive therapy for large 
hepatic abscesses. The multidisciplinary evaluation and stepwise therapeutic 
decision-making allowed full patient recovery and resolution of both the ab-
scess and the biliary obstruction.4
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Abstract Text
Kaposi sarcoma (KS) is an HHV-8–associated vascular malignancy that most 
commonly occurs in the setting of HIV infection but may also develop in im-
munosuppressed, HIV-negative solid-organ transplant recipients. Post-trans-
plant KS is rare, accounting for only 0.4–5 % of malignancies, and visceral in-
volvement—particularly of the gastrointestinal (GI) tract—is highly uncommon. 
We describe a case of disseminated KS with gastric, duodenal, and colonic in-
volvement in an HIV-negative renal transplant recipient presenting with chron-
ic diarrhea [1–8].
We present the case of a 56-year-old HIV-negative woman with a history of 
renal transplantation who developed disseminated Kaposi sarcoma following 
prolonged immunosuppression. The patient had been receiving azathioprine 
after previous intolerance to mycophenolate. She presented with chronic diar-
rhea and progressive painful cutaneous lesions involving the genital, perineal, 
and perianal regions. Skin biopsy demonstrated spindle cell proliferation with 
HHV-8 positivity, confirming KS. Subsequent PET/CT imaging revealed exten-
sive nodal, cutaneous, and pulmonary involvement, along with nonspecific FDG 
uptake in the stomach and colon.

Gastrointestinal evaluation was pursued due to persistent diarrhea and abnor-
mal imaging findings. Laboratory studies, including thyroid function, fecal 
calprotectin, fecal elastase, celiac serology, and infectious GI PCR panel, were 
unremarkable. Endoscopic assessment revealed multiple raised, erythematous 
lesions throughout the stomach, duodenum, and colon. Histology from these 
sites confirmed Kaposi sarcoma with spindle cell proliferation and HHV-8 pos-
itivity.
This case reflects the role of chronic immunosuppression as the primary path-
ogenic driver of KS in HIV-negative transplant recipients. Calcineurin inhibitors 
and azathioprine are recognized to potentiate HHV-8 reactivation and tumor 
development. Conversely, mTOR inhibitors such as sirolimus and everolimus 
possess anti-angiogenic and antiproliferative properties and have been asso-
ciated with regression of KS lesions. Based on this evidence, immunosuppres-
sion was modified by discontinuing azathioprine and transitioning to everoli-
mus with low-dose tacrolimus. Systemic treatment with liposomal doxorubicin 
was initiated due to disseminated disease.
Although well documented in HIV-positive individuals, colonic Kaposi sarcoma 
remains rare in HIV-negative transplant recipients. Review of the literature 
demonstrates only a small number of comparable cases, emphasizing that 
gastrointestinal KS can present with nonspecific symptoms such as diarrhea 
and may only be diagnosed through endoscopic biopsy.
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Abstract Text
Dieulafoy’s lesion is an uncommon vascular abnormality characterized by a 
large-caliber, tortuous submucosal arteriole that fails to taper as it approaches 
the mucosal surface. This anomaly can lead to sudden and severe upper gas-
trointestinal bleeding despite the absence of a visible ulcer or mucosal defect. 
Although it accounts for less than 2 % of cases of acute gastrointestinal hemor-
rhage, it remains a potentially life-threatening condition. The stomach, par-

S565



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

ticularly the proximal lesser curvature, is the most frequent location; however, 
esophageal involvement is extremely rare, making careful endoscopic assess-
ment essential when the bleeding source is not immediately evident [1–3].
We present the case of a 79-year-old man who arrived at the emergency de-
partment with presyncope, generalized weakness, mucocutaneous pallor, 
melena, and coffee-ground vomiting. Initial laboratory tests demonstrated a 
hemoglobin level of 6 g/dL, requiring transfusion and urgent endoscopic eval-
uation. During gastroscopy, a small red clot was identified in the distal esoph-
agus, approximately 3 cm above the cardia. When gently displaced with the 
endoscope, brisk pulsatile bleeding was observed without an evident underly-
ing mucosal injury, suggesting a Dieulafoy’s lesion (Forrest I). Immediate en-
doscopic therapy was performed using elastic band ligation, achieving com-
plete hemostasis with no further bleeding events. The patient remained 
clinically stable with no recurrence during follow-up.
Esophageal Dieulafoy’s lesions pose significant diagnostic challenges due to 
their subtle appearance and uncommon location. Awareness of this entity is 
crucial, since failure to recognize it may delay treatment and worsen outcomes. 
Endoscopic therapy is considered first-line management, with band ligation 
and hemostatic clips demonstrating high success rates. Given the possibility 
of rebleeding, close monitoring and follow-up are recommended. This case 
highlights the importance of maintaining a high index of suspicion for Dieula-
foy’s lesions in patients with severe upper gastrointestinal bleeding and em-
phasizes the effectiveness of early endoscopic intervention in ensuring hemo-
stasis and preventing complications.
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Aims  Fecal calprotectin is a widely used non-invasive biomarker to assess in-
testinal inflammation in Crohn’s disease (CD). However, its reliability may vary 
depending on the anatomical location of disease involvement.
The objective of this study was to investigate the correlation between disease 
location, fecal calprotectin levels, and endoscopic disease activity measured 
by the Crohn’s Disease Endoscopic Index of Severity (CDEIS).
Methods  We conducted a retrospective study including 172 patients with 
Crohn’s disease who underwent both fecal calprotectin testing and ileocolo-
noscopy with CDEIS scoring.
Disease locations were classified according to the Montreal classification: L1 
(ileal), L2 (colonic), L3 (ileocolonic), L4 (upper gastrointestinal), and L3L4 (com-
bined ileocolonic and upper GI involvement).
Statistical analyses were performed using Jamovi software. Spearman’s rank 
correlation was used to assess the relationship between fecal calprotectin and 
CDEIS scores, both globally and stratified by disease location. Comparisons of 
calprotectin and CDEIS values across locations were made using the 
Kruskal-Wallis test, as data were not normally distributed.

Results  Among the 172 patients included, fecal calprotectin demonstrated a 
moderate and statistically significant correlation with endoscopic activity 
across the entire cohort (Spearman’s ρ = 0.53, p < 0.001). When analyzed by 
disease location, the strongest correlations were observed in colonic disease 
(L2: ρ = 0.62) and combined ileocolonic and upper GI involvement (L3L4: 
ρ = 0.76). Ileal disease (L1) showed a moderate correlation (ρ = 0.41), while 
isolated ileocolonic (L3: ρ = 0.30) and upper GI disease (L4: ρ = 0.26) showed 
weaker associations. A perfect correlation in the L1L4 subgroup (ρ = 1.00) was 
noted but was limited by the very small sample size. Despite these differences, 
Kruskal-Wallis tests revealed no statistically significant differences in calpro-
tectin levels (p = 0.99) or CDEIS scores (p = 0.89) across the various disease lo-
cations.
Conclusions  Fecal calprotectin demonstrates a good overall correlation with 
endoscopic disease activity in Crohn’s disease, reinforcing its usefulness as a 
monitoring tool regardless of disease location. Although stronger correlations 
were noted in colonic and extended disease forms, no statistically significant 
differences were found across locations. These findings suggest that fecal cal-
protectin can be reliably used as a location-independent marker of mucosal 
inflammation in Crohn’s disease.
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Aims  The diagnosis of pancreatic masses presents a significant clinical chal-
lenge due to their malignant potential. Endoscopic Ultrasound (EUS) and Pos-
itron Emission Tomography-Computed Tomography (PET-CT) are critical eval-
uation modalities. This study aimed to evaluate and compare EUS and PET-CT 
findings in a cohort of patients with pancreatic masses.
Methods  Data from 94 consecutive patients evaluated with both EUS and PET-
CT between 2020 and 2025 were retrospectively analyzed.
Results  Histopathological examination revealed 84 malignant (89.4 %) and 10 
benign (10.6 %) masses. EUS demonstrated a smaller median mass size in be-
nign lesions (20 mm vs 30 mm; p = 0.005) and showed vascular invasion in 
60.7 % of malignant cases. PET-CT detected a lower median SUV-max in benign 
lesions (6 vs 8; p = 0.023). Median CA 19-9 levels were higher in the malignant 
group (216 U/mL vs 45 U/mL; p = 0.039). The highest diagnostic accuracy was 
the EUS endosonographic impression, based on ROC analysis. The AUCs (95 % 
CI, p-value) were: EUS impression, 0.744(95 % CI: 0.583-0.905, p = 0.002); EUS 
size, 0.701 (p = 0.011); EUS vascular invasion, 0.647 (p = 0.063); PET-CT quali-
tative assessment, 0.601 (p = 0.201); and PET-CT SUV-max, 0.568 (p = 0.399). 
Kaplan-Meier analysis showed that median overall survival for patients with a 
benign EUS impression (49 months) was significantly longer than for those with 
a malignant impression (16 months) (log-rank p = 0.001). EUS-detected vas-
cular invasion was associated with shorter median overall survival (6 months 
vs 24 months in its absence) (log-rank p = 0.001).
Conclusions  These findings underscore the complementary roles of EUS and 
PET-CT. Integration of clinical information, imaging findings, and biomarker 
data is essential for optimal diagnosis and management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Colonic schwannoma is an extremely rare neurogenic tumor of 
the gastrointestinal tract, often presenting as incidental finding or with non-
specific gastrointestinal symptoms. The diagnosis can be challenging due to 
overlapping endoscopic and imaging features with other subepithelial lesions. 
Traditional management has relied on surgical resection, yet advances in en-
doscopic techniques have enabled minimally invasive alternatives. We report 
two cases of colonic schwannoma successfully managed by Endoscopic 
Full-Thickness Resection(EFTR).
Case Report 1  A 66-year-old man with a medical history of arterial hyperten-
sion and pacemaker under aspirin therapy was referred to our department due 
to an asymptomatic suspected subepithelial lesion, incidentally found during 
an outpatient screening colonoscopy, with inconclusive biopsy results. Endos-
copy ultrasound showed a 12*10-mm heterogeneous hypoechoic lesion arising 
from the submucosal layer. After multidisciplinary discussion, a minimally in-
vasive endoscopic resection was proposed by Endoscopic Submucosal Dissec-
tion (ESD). During colonoscopy, a 12-mm subepithelial lesion was identified at 
the proximal sigmoid colon with superficial erosion. During the clip-band trac-
tion-assisted ESD, the involvement of muscularis propria layer was observed 
leading to a switch for EFTR using the colonic FTRD system (Ovesco Endoscopy, 
Tubingen, Germany). A transmural en-bloc resection was achieved with no 
complication. Histopathological analysis revealed a R0-resection of a S-100 
positive spindle-cell tumor, compatible with a reticular/microcystic-type 
schwannoma [1, 2].
Case Report 2  A 60-year-old woman with a medical history of arterial hyper-
tension was referred to our department for evaluation of an asymptomatic 
subepithelial lesion, incidentally identified during an outpatient screening 
colonoscopy. It was decided for minimally invasive endoscopic resection at 
multidisciplinary meeting. A 10-mm yellowish and firm-elastic subepithelial 
lesion at the cecum with no involvement of appendix was observed in the ther-
apeutic colonoscopy, with non-lifting sign. An EFTR was attempted with an 
en-bloc transmural resection of the lesion after being grasped into the cap 
using the colonic FTRD system, with no complications. A schwannoma was 
diagnosed on histopathological examination with positivity for S-100, SOX-10 
and CD-68.
Conclusion  EFTR proved to be an effective and safe minimally invasive ap-
proach for the management of small colonic schwannomas regardless colonic 
location. EFTR may represent a valuable alternative to conventional surgical 
resection for selected patients with subepithelial colonic tumors up to 20/25-
mm, depending on the lesion consistency and the presence of fibrosis.
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Aims  Endoscopic Retrograde Cholangiopancreatography (ERCP) is a complex 
therapeutic procedure often requiring temporary stent placement. While clin-
ical success hinges on technical skill, the quality of the consenting process is 
equally imperative for patient understanding, satisfaction, procedural safety 
and reduces medicolegal risk. Furthermore, if not removed or exchanged in a 
timely manner, retained stents can cause serious sequelae such as cholangitis, 
biliary obstruction, ductal damage, or perforation, while increasing length of 
stay and need for further investigations. In many institutions, the consent for 
ERCP often occurs on the day of the procedure, occasionally under significant 
time pressure. This practice can limit the opportunity for meaningful patient 
discussion, potentially reducing understanding, satisfaction and concordance. 
The primary aim of this project was to ameliorate the ERCP process via pre-con-
senting, as well as to develop a robust, integrated stent tracking system within 
the electronic patient record (EPR).
Methods  A retrospective review was conducted over an 8-month period across 
two years (April 2024 – July 2025). All ERCP procedures were included and data 
was extracted from EPR and local audit records. Baseline measurements as-
sessed the proportion of patients pre-consented prior to the day of procedure, 
with inpatient (IP) and outpatient (OP) sub-analysis. Pre-consent clinic slots 
were made available weekly. OP identified for ERCP were offered an appoint-
ment in this clinic, during which consent discussions were held and education-
al material provided. For IP, registrars consented patients during the admission. 
An enhanced ERCP patient information leaflet that included simplified expla-
nations of procedure indications, risks, recovery expectations and contact in-
formation. The leaflet was reviewed and approved by the local endoscopy user 
group prior to implementation. A multidisciplinary working group involving 
endoscopy and the digital informatics teams convened to formulate a stent 
tracking tool within our EPR. Temporary stents and relevant data (type, date of 
insertion, planned removal date) were inputted and extracted into a live Excel 
tracker (▶Table 1).
Results  A total of 116 procedures were analysed and a marked improvement 
in pre-consenting rates was observed post intervention with pre-consenting 
rates increasing from 26 % to 48 %. OP pre-consent rates doubled from 28 % to 
55 %, while IP completion also upgraded from 22 % to 39 %. Qualitative feedback 
from clinicians highlighted improved workflow efficiency, reduction in on-the-
day administrative delays and enhanced patient understanding. Patients were 
reported to be more informed and confident during pre-assessment, allowing 
more meaningful discussions about risks, alternatives and expectations.The 
EPR-linked stent tracking module was successfully embedded, ensuring that 
every temporary stent inserted was logged for follow-up. Early post-implemen-
tation audit confirmed 100 % accuracy of data capture for stent tracking fields, 
demonstrating the reliability of the digital workflow.

S567



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

▶Table 1	 

Period Total 
ERCPs

Inpatients 
(IP)

Outpatients 
(OP)

Pre-consented 
(n)

 % Pre-consent-
ed

 % IP Pre-con-
sented

 % OP 
Pre-consented

Apr–Jul 
2024

47 18 29 12 25.5 % 22.2 % 27.6 %

Apr–Jul 
2025

69 31 38 33 47.8 % 38.7 % 55.3 %

Conclusions  This service improvement initiative demonstrates that pre-con-
sent can substantially improve preparedness for ERCP procedures. Pre-consent-
ing represents more than an administrative step, it embodies patient-centred 
care. By providing information early, patients can reflect, discuss with family 
members and make informed decisions without time pressure. The redesigned 
pre-consent workflow and automated stent tracking support safer, more con-
sistent pathways. Updates to the ERCP patient information leaflet, enhances 
access to clear, standardised information. The addition of automated stent 
tracking promotes continuity of care beyond the procedure and reduces risk 
associated with retained temporary stents, as well as being JAG mandated. 
Future steps include introducing patient-facing digital consent options and 
maintaining continuous audit cycles to ensure sustained improvement and 
patient-centred outcomes.
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Aims Objective  Minimally invasive techniques, including endoscopic ultra-
sound-guided radiofrequency ablation (EUS-RFA), have been proposed as po-
tential alternatives to surgery for the treatment of pancreatic insulinomas (IP). 
The aim of this systematic review was to synthesize existing evidence on the 
safety, efficacy, and long-term outcomes of EUS-RFA compared with tradition-
al surgical approaches [1].
Methods Methods  A systematic search was conducted in PubMed, Scopus, 
and Embase databases up to 2024. Inclusion was limited to studies reporting 
on the treatment of IP with either EUS-RFA or surgery that provided data on 
complications, clinical response, recurrence, and long-term follow-up. Strict 
selection criteria were applied, and the PRISMA guidelines were followed for 
the review process. Data on follow-up duration (up to 24–36 months) and 
monitoring strategies (clinical and radiological) were analyzed as secondary 
outcomes.
Results Results  Out of 742 identified articles, 22 studies met the inclusion 
criteria. Evidence indicated that EUS-RFA had a superior safety profile compared 
with surgery, with a low rate of adverse events. Effectiveness in normalizing 
glucose levels and controlling hypoglycemic symptoms was similar between 
the approaches. Long-term follow-up (24–36 months) in most studies showed 
stability of clinical response, with sporadic recurrences typically managed with 
repeat EUS-RFA procedures. However, methodological heterogeneity and the 
limited number of comparative studies remain significant limitations.
Conclusions Conclusion  Current evidence suggests that EUS-RFA represents 
a safe and effective alternative to surgery for patients with pancreatic insulino-
ma, offering clear advantages in terms of invasiveness and recovery time. Long-
term outcome data are promising, but the evidence remains fragmented. 

Prospective, comparative, and standardized studies are required to definitive-
ly establish the role of EUS-RFA as a first-line therapy.
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Abstract Text
Pancreatic ascites is a rare condition marked by high amylase ascitic fluid accu-
mulation in the peritoneal cavity, often resulting from pancreatic duct disrup-
tion/ “disconnected pancreatic duct syndrome”/, due to necrotizing pancrea-
titis at most cases. Its rarity and unclear clinical presentation make diagnosis 
and treatment challenging. Conservative management, including nutritional 
support and therapeutic paracentesis, has a high failure rate. In contrast, inter-
ventional therapies like endoscopic pancreatic stenting have shown better 
outcomes. However, standardized management guidelines are lacking. We 
present a 56-year-old man, referred for TIPS placement due to refractory as-
cites. He was diagnosed with decompensated liver cirrhosis with portal hyper-
tension and chronic pancreatitis with pseudocysts. Multiple paracenteses were 
conducted at various hospitals, utilizing maximal diuretic therapy; however, 
no significant reduction in the ascites was achieved. Upon physical examination, 
the patient exhibited severe tenderness in the epigastric region and perium-
bilical area, without signs of peritoneal irritation. The abdomen was distended 
due to ascites, and there was no peripheral edema. A diagnosis of pancreatic 
ascites was confirmed following diagnostic paracentesis, revealing high levels 
of amylase (963U/l) and lipase (359U/l). An MRI identified three pancreatic 
pseudocysts, dilatation of the main pancreatic duct up to 6cm, and disconti-
nuity of the duct at the distal body and tail with pseudocyst formation measuring 
12 × 8.3 cm leading to the diagnosis of disconnected pancreatic duct. An ERCP was 
performed with pancreatography, revealing contrast filling in the dilated proximal 
part of the main pancreatic duct with partial disruption and a contrast "leak" at the 
level of the pancreatic body/tail along with cyst formation. There was an absence 
of contrast filling downstream of the Wirsung, indicating a 10 mm long stenosis at 
the proximal part of the pancreatic duct, which precluded the passage of a stand-
ard sphincterotome and of a needle-knife. After selective pancreatic sphincterot-
omy, a 6-fr cystotome was utilized to traverse the distal ductal stricture, enabling 
pancreatic stenting with a 7fr/10cm plastic stent and bridging the disruption/leak/.
Post-procedure, the patient experienced a decrease in abdominal pain. A CT scan 
demonstrated a reduction the volume of ascites and the size of the pseudocysts. 
Within four weeks, the abdominal fluid and pseudocysts completely resolved. 
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There are no established treatment protocols for pancreatic ascites, but early 
intervention is key for better outcomes. For patients with DPD, crossing the 
disconnection with a guidewire to the excluded segment is very difficult, with 
high failure rates of 50 % to 100 %. Sphincterotomy reduces outflow resistance, 
facilitating pancreatic drainage and promoting healing, effectively decreasing 
recurrence rates and reducing the need for repeated paracentesis [1–4].
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Abstract Text
A 42-year-old obese woman presented with severe postoperative sepsis and 
MODS ten days after sleeve gastrectomy. The condition was caused by a large 
dehiscence of the staple line beneath the GE junction. Despite multiple surgical 
revisions and negative-pressure wound therapy, she developed additional com-
plications, including Aspergillus pneumonia and acute renal failure requiring 
hemodialysis. After three months of intensive care, follow-up imaging revealed 
a 12-cm retrogastric cavity containing purulence and necrotic tissue. Thirteen 
consecutive sessions of endoscopic vacuum therapy failed to achieve healing. 
We ultimately decided to perform endoscopic full-thickness gastric myotomy 
along the staple line to open and connect the cavity with gastric lumen. This 
intervention resulted in complete resolution of the cavity within five weeks.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/
d7fe2f0f-8540-4a3d-9c58-a2144bc7a841/Uploads/19978_ESGE_video %20
final.mp4
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Aims  Peroral endoscopic myotomy (POEM) is emerging as a minimally invasive 
therapeutic option for achalasia. Data are limited in pediatric population. Aim: 
To compare the efficacy and safety of POEM between pediatric and adult pa-
tients with achalasia diagnosis
Methods  A prospective study was conducted, including all patients who un-
derwent POEM, since August/2022-October/2025, in a tertiary centre from 
Portugal. Patients aged under 18yo were included in the pediatric group and 
above 18yo in adult group. Procedural-related parameters, adverse advents, 
pre- and post-intervention clinical, manometric and radiologic outcomes were 
evaluated [1]
Results  Sixty-four consecutive patients underwent POEM, including six pedi-
atric patients aged 13–16 years (mean age: 14.5 ± 1.2 vs. 53.1 ± 18.6 years; 
male gender: 83.3 % (n = 5) vs. 50.0 % (n = 29); p = 0.12). According to Chicago 
classification v4.0, five children had type II achalasia and one had type I acha-
lasia (adults: type I 6.9 % (n = 4), type II 86.2 % (n = 50), type III 6.9 % (n = 4)).
No significant differences were observed between groups regarding pre-pro-
cedure Eckardt score (7.2 ± 1.7 vs. 8.0 ± 2.1; p = 0.39), symptom duration 
(26.2 ± 16.8 vs. 71.8 ± 95.3 months; p = 0.17), pre-POEM IRP (38.5 ± 6.5 vs. 
27.1 ± 11.9 mmHg; p = 0.08), EGJ-CI or barium column height at 1/5 minutes 
(5.2/4.8 vs. 12.1/10.2 cm; p = 0.12/0.21). Technical success was 100 % with 
comparable procedure duration (82.5 ± 18.3 vs. 90.2 ± 39.1 min; p = 0.48) and 
exclusive posterior approach. At a mean follow-up of 8.3 in pediatric patients 
vs. 10.8 months in adults, clinical success was achieved in 100 % of pediatric 
and 94.8 % of adult patients (post-POEM Eckardt 0.3 ± 0.5 vs. 1.2 ± 1.5; p = 0.31). 
Minor intraprocedural adverse events occurred in 50 % vs. 32.8 % (p = 0.41); No 
major adverse events, perforation, or mortality occurred in either group. Symp-
tomatic gastroesophageal reflux disease was significantly less frequent in pedi-
atric patients (0/6, 0 %) than adults (10/58, 17.2 %) (p = 0.021, Fisher’s exact 
test), all managed with proton pump inhibitors.
Conclusions  POEM proved to be effective and safe for achalasia both in adults 
and pediatric patients, with no statistically significant differences regarding 
technical, clinical, manometric and imaging success or complications. Symp-
tomatic post-POEM GERD was significantly lower in children. Early POEM ap-
pears to be equally effective and safe compared to late POEM, with less long-
term symptomatic post-POEM GERD.
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Aims  EUS-guided biliary drainage (EUS-BD) is emerging as a potential alter-
native to percutaneous transhepatic biliary drainage and ERCP in the manage-
ment of malignant biliary and pancreatic strictures. This study aimed to analyze 
and detail the epidemiological, clinical, biological, and radiological profile of 
patients who underwent EUS-BD for malignant biliary obstructions, after failure 
retrograde drainage
Methods  This was a retrospective, descriptive, and analytical study including 
all patients who underwent EUS-guided biliary drainage between 2021 and 
2025.All procedures were performed using a therapeutic linear echoendoscope 
(Olympus).
Results  Our study involved 16 patients, 8 women and 8 men, with a mean age 
of 64.3 years (range: 37–78 years). Clinically, all patients presented with jaun-
dice, 6 suffered from hepatic colic, 7 from pancreatic-type pain, and 2 others 

S569

http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/d7fe2f0f-8540-4a3d-9c58-a2144bc7a841/Uploads/19978_ESGE_video%20final.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/d7fe2f0f-8540-4a3d-9c58-a2144bc7a841/Uploads/19978_ESGE_video%20final.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/d7fe2f0f-8540-4a3d-9c58-a2144bc7a841/Uploads/19978_ESGE_video%20final.mp4


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

from diffuse and atypical abdominal pain. Radiologically, all had dilation of the 
common bile duct (CBD) and intrahepatic bile ducts (IHBD). All patients were 
in cholangitis.
The indication for EUS-BD was duodenal tumor invasion related to pancreatic 
head adenocarcinoma with failed ERCP for 7 patients , duodenal tumors invad-
ing the CBD for 2 patients, perihilar cholangiocarcinoma for 3 patients , for an 
afferent loop syndrome after Whippple surgery, and finally, 3 patient with an 
antral adenocarcinoma invading the lower common bile duct, who had previ-
ously undergone a gastrojejunostomy.
Regarding the procedure, three drainage approaches were used:

▪▪ Choledocho-bulbar drainage in 6 cases,
▪▪ Antegrade drainage in 4 cases,
▪▪ Hepatico-gastric drainage in 6 cases.

The procedure was technically successful in 87,5 % of cases. The targeted bile 
duct was punctured using a 19-. The creation of the tract was performed with 
different instruments: a 7 Fr cystotome for 7 cases, a 8.5 Fr cystotome for 3 
cases, a Soehendra dilatation bougie for 2 cases, and a needle knife for 4 others.
Post-operative follow-up showed clinical and biological improvement, with 
pain resolution and a reduction in total bilirubin (TB) of over 75 % after one week 
of drainage.
During follow-up, 10 patients died, mostly due to tumor progression, at inter-
vals ranging from 2 to 5 months after drainage. 2 patients died two weeks after 
drainage due to septic shock related to an infectious pneumonia, and one oth-
er died due to combined respiratory and neurological failure. Five patients 
remained alive at the time of evaluation, maintaining good clinical and biolog-
ical status
Conclusions  EUS-guided biliary drainage constitutes a reliable and minimally 
invasive alternative to percutaneous drainage and ERCP in the management of 
malignant biliary obstruction, especially in cases of ERCP failure.The technique 
provides rapid relief of cholestasis and infection, with high technical and clini-
cal success rates. Mortality in this series was primarily related to disease pro-
gression rather than the procedure itself highlighting the value of rigorous 
patient selection and appropriate follow-up
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Neuroendocrine Tumors (NETs) are a heterogeneous group of 
neoplasms with distinct clinical, biological, and histological characteristics. 
Although rare, the incidence and prevalence of these tumors have increased 
over the past few decades, particularly in the gastrointestinal tract. NETs are 
predominantly asymptomatic and are often diagnosed incidentally [1].
Clinical Case  A 66-year-old female patient with a history of duodenal peptic 
ulcer disease was referred for evaluation of an 8 mm sessile polyp (Paris 0-ls) 
located in the terminal ileum. The polyp was excised during a colonoscopy 
performed at a private facility in the context of colorectal cancer screening. 
Histological analysis revealed a well-differentiated NET (Grade 1) in the mucosal 
and submucosal layers of the terminal ileum, measuring 5.6 mm, with an en-
doscopic resection achieving R0 status (IVL0, 170 µm from the vertical margin). 
Following multidisciplinary discussion, staging was performed using CT of the 
abdomen and pelvis, enterography CT, and 68-Ga PET, which showed an ileo-
colic lymphadenopathy with high expression of somatostatin receptors and 
elevated serum Chromogranin A (238.7; N < 85). A decision was made to reeval-
uate with 68-Ga PET in four months to determine the course of action regard-
ing surgery versus chemotherapy. Due to the persistence of findings and after 

further multidisciplinary discussion, a right hemicolectomy with laparoscopic 
lymphadenectomy was performed. The procedure revealed no mural lesions; 
however, 5 out of 20 ileocolic lymph nodes were positive for TNE invasion (ypT-
1N1M0, Ki-67 < 1 %, mitotic index < 1/10 HPF, stage III). The follow-up at five 
months showed no recurrence.
Discussion  This case underscores the importance of ileoscopy during colo-
noscopy, even in the absence of symptoms, in order to exclude lesions of the 
small intestine. Existing literature indicates that jejunoileal NETs are often di-
agnosed when symptomatic, with lymph nodal or distant metastasis occurring 
more frequently than in other locations and often associated with a poor prog-
nosis. Approximately two-thirds of such tumors are found within 60 cm of the 
ileocecal valve. Given their aggressive nature, increasing incidence, and more 
frequent ileal location, the performance of ileoscopy during total colonoscopy 
offers significant clinical benefit without a substantial increase in procedure 
time, even in asymptomatic individuals.
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Aims  Autoimmune gastritis (AIG) predisposes to type I gastric neuroendocrine 
tumors (NETs), which are usually well-differentiated and of low malignant po-
tential. Early endoscopic recognition is critical for adequate management and 
follow-up. This study aimed to assess the prevalence of gastric NETs among 
patients with AIG and explore potential endoscopic and clinical correlations.
Methods  A retrospective study was conducted including patients with histo-
logically confirmed AIG diagnosed between 2010 and 2025 at a tertiary refer-
ral center in Northern Greece. Demographic, clinical, and endoscopic data were 
reviewed. Archived endoscopic images were re-evaluated and graded accord-
ing to the Kimura–Takemoto classification to determine the extent of atrophy. 
The prevalence, localization, histological grade, and management of NETs were 
analyzed. The chi-square (χ²) test was used to examine associations between 
atrophy severity and NET occurrence [1, 2].
Results  A total of 210 patients were included (median age 61.8 years, range 
34–84; 60.9 % female). Endoscopic atrophy distribution was: C-1, 18 %; C-2, 
15.2 %; C-3, 31.4 %; O-1, 8 %; O-2, 8.5 %; and O-3, 18.5 %. Type I gastric NETs 
were diagnosed in 47 patients (22.3 %), with a median size of 0.5 cm (range 
0.2–3 cm) and median age 56.6 years (range 34–75); 46.8 % were male. Most 
lesions were located in the corpus (85 %), and were graded as G1 in 70 % and 
G2 in 30 %. Endoscopic resection was performed in 51 %, and surgical resection 
in 4.2 % for lesions > 1 cm. Severe atrophy (C-3/O-3) was significantly associat-
ed with NET occurrence (p = 0.007). No other significant associations were 
observed.
Conclusions  Type I gastric NETs were identified in 22.3 % of patients with au-
toimmune gastritis, predominantly as small, well-differentiated lesions. The 
severity of endoscopic atrophy correlated significantly with tumor develop-
ment. These results support structured endoscopic surveillance and grading 
of atrophy in AIG as essential for early detection and timely management of 
type I gastric NETs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The study evaluates the association of SAP use with delayed bleeding 
and endoscopic healing after advanced endoscopic therapy. The findings may 
support the integration of SAP into standard post-endoscopic care protocols.
Methods  A retrospective analysis was conducted at a single tertiary endosco-
py center including consecutive patients undergoing EMR or ESD. The primary 
outcome was delayed bleeding within 30 days, defined as clinically evident 
bleeding requiring medical attention. Secondary outcomes included endoscop-
ic healing of the post-resection defect at 4, 8, and 24 weeks using the Sakita–
Fukutomi classification. Defect size was measured during the index procedure 
using endoscopic forceps or a polypectomy snare as reference. Data were ab-
stracted from medical records.
Results  A total of 167 patients were included (65 women, 102 men). Proce-
dures comprised ESD in 110 (66 %), piece-meal EMR in 47 (28 %), hybrid 
EMR + ESD in 8 (5 %), and en bloc EMR in 2 (1 %). Lesion locations were esopha-
gus 19 (11 %), stomach 18 (11 %), duodenum 3 (2 %), colon 34 (20 %), and rec-
tum 93 (56 %). Mean lesion size was 35.5 (SD 21.5) mm. Among 112 en bloc 
resections, R0 was achieved in 84 (75 %). Delayed bleeding occurred in 6 pa-
tients (4 %), with a median onset of 4 days (range 0–13). All cases were managed 
endoscopically: SAP alone (n = 3), SAP plus coagulation (n = 1), coagulation plus 
hemoclips (n = 1), and coagulation plus hemostatic powder (n = 1); 2 patients 
required transfusion. Mean post-resection defect size was 38.4 (SD 20.2) mm, 
decreasing to 20.4 mm, 13.7 mm, and 10.9 mm at 4, 8, and 24 weeks, corre-
sponding to 47 %, 64 %, and 72 % reductions, respectively.
Conclusions  In this single-center cohort, use of a self-assembling peptide was 
associated with a low rate of delayed bleeding and progressive endoscopic 
healing of post-resection defects after EMR/ESD. These findings support the 
selective use of SAP to enhance the safety of advanced endoscopic procedures; 
prospective controlled studies are warranted.
The project is supported by the Ministry of Health of the Czech Republic (NU22-
08-00424) and Scientific projects MO1012 and Cooperatio.
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Abstract Text
A 68-year-old male with a complex medical history, including chronic ischem-
ic heart disease (seven prior myocardial infarctions), COPD, and previous duo-
denal ulcer perforation, presented to the surgical department with acute epi-

gastric pain lasting approximately 24 hours. The onset of pain followed coffee 
ingestion. On first evaluation, he was hemodynamically stable, afebrile, with a 
soft, non-tender abdomen, normal bowel sounds, and no peritoneal signs. 
Laboratory tests revealed CRP 6 mg/L and leukocytes 11.8 × 10³/µL, with oth-
erwise normal liver, pancreatic, renal, and hematologic parameters. Initial 
abdominal ultrasound and native X-ray were unremarkable, including ECG. The 
patient was treated with intravenous analgesics and an increased dose of pro-
ton pump inhibitor (omeprazole) and discharged with instructions for outpa-
tient follow-up.
Approximately 20 hours later, the patient returned due to persistent epigastric 
pain. Repeat examination revealed a soft, non-tender abdomen without peri-
toneal signs. Laboratory testing demonstrated CRP 19 mg/L and leukocytes 
11 × 10³/µL, while all other parameters remained within normal limits. Given 
ongoing symptoms, urgent gastroscopy was performed. During gastroscopy, 
two flat wooden sticks were noted in the gastric antrum, partially protruding 
from the mucosa. Upon careful extraction with a loop, they were identified as 
toothpicks approximately 40 mm in length, each embedded through two-thirds 
of the gastric wall. Post-procedure, the patient experienced immediate relief 
of pain. Upon discussion of the findings, the patient recalled having eaten small 
sandwiches but had not realized that he might have ingested toothpicks. The 
procedure was completed without mucosal perforation or bleeding. Despite 
recommendation for hospital observation due to comorbidities and antiaggre-
gation therapy (acetylsalicylic acid + ticagrelor), the patient declined admission. 
He was discharged under close outpatient follow-up with continuation of ome-
prazole therapy and a soft diet, without any antibiotic therapy prescribed [1, 2].
Follow-up evaluation demonstrated complete resolution of symptoms, normal 
bowel movements, and no gastrointestinal complaints. Repeat abdominal ul-
trasound and native X-ray showed no abnormalities.
This case illustrates a rare cause of acute epigastric pain—ingestion of sharp 
foreign bodies—that is often not initially considered, particularly when the pa-
tient history does not suggest foreign body ingestion. Prompt recognition and 
endoscopic retrieval allowed safe management and complete symptom reso-
lution, emphasizing the importance of maintaining a high index of suspicion 
for unusual etiologies in patients presenting with unexplained abdominal pain.
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Aims  EndoDrill is a novel motorized biopsy tool for endoscopic ultrasound that 
is designed to collect high quality tissue cores with less blood contamination. 
This single use flexible biopsy device with a 17G rotating drill-tip cylinder is 
driven by a reusable electric motor unit, and the tip rotation is activated by 
pressing a foot pedal.
In this prospective matched-controlled study, we compared the diagnostic 
performance of the novel endodrill biopsy device and conventional 19G fine 
needle biopsy (FNB) needles for obtaining EUS-guided liver biopsies.
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Methods  Consecutive eligible patients scheduled for untargeted EUS-guided 
liver biopsy were biopsied using the endodrill.
These patients were matched 1:2 for age and indications with patients under-
going untargeted EUS-LB using conventional 19 G EUS-FNB needles in wet-suc-
tion technique with one pass and 3-6 actuations. EUS-guided liver biopsies were 
performed by two experienced endoscopists.
Primary outcomes were the number of complete portal tracts (CPT) and ag-
gregate specimen length. Secondary outcomes were user experience scores 
(0-10) for tissue penetration, visibility during biopsy, flexibility, handling and 
preparation of the biopsy device, and adverse events.
Results  Seven consecutive patients underwent EUS-guided liver biopsy with 
endodrill and 14 patients with 19G-FNB needles. Median age was 49 years with 
57 % male and 43 % female patients. Aggregate sample length with endodrill 
and EUS-FNB was 14 mm ± 7 mm vs. 40 mm ± 16 mm, respectively(p < 0.001). 
Adequate samples defined as more than 10 CPT were obtained in 2/7 (29 %) vs. 
13/14 (93 %; p < 0.01) of cases with endodrill and 19G FNB, respectively. Num-
ber of CPT was 5 ± 4 vs. 16 ± 6 (p < 0.003), respectively.
The drill device was rated highly in flexibility (8.9 ± 0.4) and easiness of prepa-
ration (9.8 ± 0.4). Visibility was hampered by artefacts due to the rotation 
(5.1 ± 2.8), and tissue penetration was scored low (2.9 ± 2.3).
There was one bleeding from the gastric wall requiring endoscopic clip appli-
cation in the drill biopsy group.
Conclusions  For EUS-guided liver biopsies, the motorised biopsy device was 
not superior to the conventional 19G FNB needles regarding aggregate length 
of cores or count of portal tracts.
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Abstract Text
Acute necrotizing esophagitis (ANE) is a rare and severe form of esophageal 
inflammation characterized by diffuse mucosal necrosis predominantly involv-
ing the distal esophagus. Its etiology is multifactorial and associated with hy-
poperfusion states, severe infections (pneumonia, sepsis, etc.), and diabetes 
mellitus, among others. It primarily affects elderly males and presents as upper 
gastrointestinal bleeding (UGIB) in up to 90 % of cases [1–3].
We present the case of a 78-year-old male with poorly controlled diabetes who 
presented to the emergency department with a 10-day history of odynophagia 
and dysphagia, without food impaction. Symptoms began concomitantly with 
a pneumonia episode treated with oral antibiotics. During this period, he also 
experienced episodes of hypotension.
Upper endoscopy revealed from the proximal esophagus an erythematous 
mucosa with confluent erosions involving the entire circumference from 20 cm 
to the cardia, with diffuse black plaques. The duodenal bulb was edematous 
and erythematous with fibrin-covered erosions. In the first portion of the du-
odenum, a 10-mm Forrest IIc ulcer was identified. Biopsies were not obtained 
due to poor tolerance.
The patient was admitted for supportive management and intravenous proton 
pump inhibitors. Follow-up endoscopy after one week demonstrated near-com-
plete mucosal recovery, with erythematous areas undergoing re-epithelializa-
tion and minimal residual sloughing.
Although UGIB is the most common presentation, the presence of acute ody-
nophagia and dysphagia should prompt consideration of this entity in the dif-
ferential diagnosis. In our case, given the patient’s recent antibiotic use, the 
initial suspicion was esophageal candidiasis, which can present with similar 
symptoms; however, ischemia and inflammation in ANE can also produce them. 
Obtaining biopsies may be useful in cases where diagnostic uncertainty exists.

Patients with ANE benefit from early diagnosis and prompt supportive treat-
ment, along with management of the underlying cause. This typically leads to 
favorable recovery, with complete or near-complete re-epithelialization of the 
esophageal mucosa within 1–2 weeks after initiating therapy.
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Aims  To quantitatively assess the environmental impact of a hospital-based 
digestive endoscopy unit, including waste production and water and electric-
ity consumption, and to identify areas for improvement toward more sustain-
able practices.
Methods  This descriptive study was conducted in the Hepato-Gastroenterol-
ogy Department “Medicine B” at Ibn Sina University Hospital over a 12-month 
period (January–December 2024). Data were collected retrospectively from 
endoscopy registries and included the number and type of procedures (diag-
nostic or therapeutic), number of biopsies, and use of disposable or reusable 
devices. Direct observation was used to measure the average amount of waste 
generated per procedure, sorted and weighed by category, and annual waste 
production was extrapolated accordingly. Water and electricity consumption 
related to endoscope reprocessing and endoscopy equipment were calculated.
Results  A total of 1282 digestive endoscopic procedures were performed, 
including 1078 diagnostic procedures (509 upper endoscopies, 381 colonos-
copies, 126 sigmoidoscopies, 62 endoscopic ultrasounds) and 204 therapeutic 
procedures (102 ERCPs, 39 dilations, 38 polypectomies, 17 argon plasma co-
agulations, 6 gastrostomies, 2 stent placements). A total of 704 biopsies were 
performed. Single-use devices represented the majority of the material used, 
including personal protective equipment, anesthesia consumables, endoscop-
ic accessories (biopsy forceps, polypectomy snares, catheters, sphincter-
otomes), device packaging and waste generated during endoscope reprocess-
ing. Annual waste production was 2734 kg (2.73 tons), ranging from 1.5 kg to 
5 kg per procedure depending on procedure type. (▶Table 1) Water consump-
tion for endoscope reprocessing was 64,100 L/year ( ≈ 50 L/procedure). Annu-
al electricity consumption of endoscopy equipment (endoscopy tower, re-
processor, electrosurgical generators, room lighting) reached 3,575 kWh, 
corresponding to 1.95 tons of CO₂ emitted.

▶Table 1	  Waste generated by procedure type

Procedure type Waste generated (kg)

Simple diagnostic (no biopsy) 1.5 kg

Diagnostic with biopsy 2.0 kg

Simple therapeutic 2.0-2.5 kg

ERCP 5.0 kg
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Conclusions  These results confirm the substantial environmental footprint of 
digestive endoscopy, driven by extensive use of disposable devices and high 
resource consumption. Several improvement pathways emerge, including op-
timization of indications, reduction of unnecessary procedures, and limitation 
of non-essential biopsies through optical characterization and decision-support 
tools. The integration of innovative technologies, including artificial intelli-
gence, and more efficient energy management (automatic standby systems, 
workflow planning) may contribute to a more sustainable endoscopy practice 
that balances diagnostic performance with environmental responsibility.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Although EFTR has expanded therapeutic options for com-
plex subepithelial and early neoplastic lesions, a significant unmet clinical need 
remains in European practice: achieving a safer, more reproducible, and stand-
ardized resection technique that is less dependent on operator experience and 
variability in center equipment. Current limitations and complication risks demon-
strate that the existing EFTR model requires technological reinforcement.
The innovative contribution of this work is positioning hybrid EFTR approaches 
as a conceptual foundation for a “next-generation EFTR”- a technologically 
enhanced and methodologically standardized procedural model.
Full-thickness resection (EFTR) has expanded endoscopic options for complex 
subepithelial and early neoplastic gastrointestinal lesions. However, significant 
limitations remain in European practice: variability of technique between centers, 
differences in equipment availability, high dependence on operator experience, 
risk of perforation, and the need for surgical intervention in some cases.
ESGE Strategy 2025 highlights the need to improve safety, reproducibility, and 
standardization of advanced procedures.
These limitations emphasize the need for a technologically enhanced and meth-
odologically standardized next-generation EFTR model.
Innovation  Hybrid EFTR approaches combine full-thickness resection with 
additional endoscopic technologies, such as:

▪▪ advanced hemostasis modalities (advanced coagulation devices, 
vessel-sealing tools);

▪▪ enhanced defect closure systems (over-the-scope clips, full-thickness 
suturing systems, combined clipping);

▪▪ visual assist tools (optical magnification, digital filters, image stabilization);
▪▪ traction-assisted methods (suture-traction, clip-line traction);
▪▪ integration of EFTR with ESD- or STER-based elements to improve control 
of the resection layer.

These hybrid technologies are considered a pathway toward a safer, more 
standardized, and more reproducible EFTR model.
Results  A structured review of PubMed, Embase, and Scopus literature (2018-
2025) was performed, assessing EFTR for subepithelial and early neoplastic 
lesions of the stomach, small intestine, and colon.
Evidence shows that hybrid EFTR approaches contribute to:
	 Improved safety: Enhanced visualization, hemostasis, and closure tools pro-

vide more stable control of the resection field and reduce complications.
	 Higher R0 resection rates: Hybrid series report R0 rates consistently 

above 90 %, comparable to or higher than standard EFTR.
	 Reduced inter-operator variability: Hybrid tools provide more predictable 

resection trajectories and easier defect closure.
	 Better reproducibility and training potential: Combined technologies sup-

port modular education following the ESGE “train-to-standard” concept.
	 Foundations for EFTR 2.0 registries: Several studies highlight the need for 

multicenter registries as a basis for future guideline development.

Conclusions  Hybrid endoscopic solutions have the potential to form the con-
cept of EFTR 2.0 – a safer, more standardized, and more reproducible model 
for full-thickness resection in the gastrointestinal tract. They align with ESGE 
priorities by improving safety, visual control, complication reduction, and train-
ing standardization.
Contemporary evidence underscores the need for further prospective, multi-
center studies aimed at establishing registries and developing standardized 
protocols under ESGE guidance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Artificial intelligence tools such as ChatGPT and Gemini are increasingly 
used by trainee endoscopists for rapid access to guideline-based recommen-
dations. During colonoscopy, endoscopists often encounter polyps requiring 
endoscopic resection. Rapid support from AI tools can be obtained either in 
voice mode (direct verbal interaction with vocal responses) or via audio-to-text 
(spoken input transcribed to text with written AI output), offering different 
levels of hands-free support.
The aim of our study is to evaluate the concordance of two commonly used AI 
tools with ESGE 2024 polypectomy recommendations, comparing audio-to-
text and voice mode performance.
Methods  Ten clinical scenarios covering different polyp types were submitted 
to ChatGPT and Gemini in both modalities. Responses were compared to ESGE 
2024 colorectal polypectomy and endoscopic mucosal resection guidelines. 
For discordant responses, follow-up prompts (“Are you sure?”) assessed each mod-
el's ability to self-correct. Descriptive analyses were performed using Jamovi.
Results  For ChatGPT, audio-to-text responses achieved a concordance of 100 % 
(10/10) with ESGE guidelines, and minor transcription inaccuracies (40 %) did 
not affect the correctness of the answers. In voice mode, initial concordance 
was 50 % (5/10), and follow-up prompts corrected 2 of the discordant answers, 
yielding a final concordance of 70 %.
For Gemini, audio-to-text responses showed 60 % concordance, 20 % mixed 
answers (two techniques suggested, only one matching the guidelines), and 
20 % discordance. Gemini’s live voice mode showed a concordance of 70 %, 
which remained unchanged after prompting.
Conclusions  AI tools can assist in selecting appropriate polypectomy tech-
niques according to ESGE recommendations; however, their performance var-
ies significantly between models and usage modes. ChatGPT provided consist-
ently accurate responses via audio-to-text, offering an almost hands-free 
support tool during endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is a corner-
stone technique for the diagnosis and management of biliary and pancreatic 
obstructive diseases. Despite its widespread use, ERCP remains associated with 
potentially severe complications. In Morocco, few large-scale descriptive series 
have been reported.
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This study aimed to describe the indications, cholangiographic findings, ther-
apeutic interventions, and immediate complications of ERCPs.
Methods  A retrospective descriptive monocentric study including all consec-
utive ERCP procedures performed from May 2019 to September 2025. Data 
collected from a structured Excel registry included demographics (age, sex), 
indication, presence of cholangitis, bilirubin level, type of biliary stenosis, bile 
appearance, therapeutic gestures, biopsies, and complications. Quantitative 
variables were analyzed using means, medians, and interquartile ranges; qual-
itative variables with frequencies and percentages.
Results  A total of 759 ERCPs were analyzed. The mean age was 60.9 years 
(median 63; range 18–100). Sex was available for all patients: 55 % were female 
(n ≈ 420) and 45 % male (n ≈ 338), giving a sex ratio M/F of 0.80.
The main indications were: choledocholithiasis (38.5 %), pancreatic head tum-
ors (15.4 %), cholangiocarcinoma (8.0 %), and complicated hydatid cysts (3.0 %). 
Documented cholangitis was present in 71.3 % of interpretable cases. Biliary 
stenoses were predominantly distal (61.1 % of characterized stenoses). Bile was 
purulent in 9.1 % of documented cases. The most common interventions were 
stone extraction (31.5 %), metallic stent placement (24.4 %), and plastic stent 
placement (18.2 %). Endobiliary biopsies with forceps were performed in 10 % 
of procedures. The overall complication rate was 8.3 %, mainly immediate hem-
orrhage (3.8 %), post-ERCP pancreatitis (1.2 %), infectious complications (0.9 %), 
and perforation (0.1 %). Two deaths (0.3 %) were recorded.
Conclusions  This six-year descriptive series provides one of the largest Moroc-
can datasets on ERCP. The activity is dominated by lithiasic and malignant biliary 
obstruction, frequently in a context of acute cholangitis. The therapeutic pro-
file relies mainly on stone extraction and stent placement. The complication 
rate remains comparable to international standards. Structured registries rep-
resent an essential tool for quality monitoring and clinical research, and their 
enrichment could enable multicentric national studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Luminal apposing stents are used to treat digestive tract stenosis with 
better results than endoscopic dilation and with a better morbidity and mor-
tality profile than surgery. Despite an increase in their use, there is no evidence 
regarding their long-term safety. Below is a series of patients who have had 
LAMS for more than twelve months at our center [1, 2].
Methods  Observational, descriptive, and retrospective study of patients with 
LAMS for more than one year due to benign digestive pathology.
Results  The sample consisted of five patients with a mean age of 68.8 years 
(SD: 25.23) and 60 % males. The indication in all cases was benign stenosis: 
three duodenal stenoses (two secondary to chronic pancreatitis and the third 
post-ulcerative) in which gastroenteroanastomosis was performed, one peptic 
pyloric stenosis in which a transpyloric LAMS was placed, and one gastrointes-
tinal anastomotic stenosis in which a prosthesis was used in the anastomosis.
The most commonly used Hot-Axios prosthesis (60 %) had a diameter of 10x10 
mm; in both cases indicated for duodenal stenosis secondary to chronic pan-
creatitis, it presented as a complication of obstruction at 17 and 23 months, 
requiring replacement with a 20x10 stent, and in the third case, used for pyloric 
stenosis, it was removed at 17 months due to restenosis and requiring reinser-
tion. In post-ulcer duodenal stenosis, a 15x10 diameter was used and after 13 
months of follow-up, no complications have been reported. Finally, in gastro-

intestinal anastomotic stenosis, a 20x10 Hot-Axios was used without incident 
after 26 months of follow-up.
Conclusions  The placement of LAMS in benign stenoses has revolutionized 
the management of many digestive pathologies with good results and an ac-
ceptable complication rate, allowing other more aggressive therapies such as 
surgery to be avoided. In our experience with long-term prostheses, there were 
no serious complications, with prosthesis obstruction in those with a smaller 
diameter being the most frequent adverse effect (40 %).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
EndoDrill is a novel electromechanical device designed for EUS-guided core 
biopsy, featuring a motorized handle and a flexible 17-gauge cylindrical tip that 
drills tissue rather than relying on conventional needle puncture. We report an 
unusual case where EndoDrill allowed easy one-step EUS-guided sampling of 
an extrinsic rectal mass. A 72-year-old man undergoing CT urogram for hema-
turia was found to have a pelvic mass extending toward the rectum. Colonos-
copy revealed a 3-cm extrinsic lesion eroding into the rectal lumen, located 10 
cm from the anal verge. EUS-guided EndoDrill biopsies provided ample core 
tissue without adverse events. Histopathology and immunohistochemistry 
confirmed high-grade urothelial carcinoma. This case highlights the diagnostic 
potential of the novel EUS biopsy device in complex pelvic tumors [1].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Gastric carcinoma remains a significant cause of morbidity and 
mortality worldwide. Early detection allows for minimally invasive therapeutic 
options, including Endoscopic Submucosal Dissection (ESD), which enables 
en-bloc resection of superficial gastric neoplasms with curative intent regard-
less the lesion size. We report a case of an extensive early gastric carcinoma 
successfully treated with ESD, highlighting its role as a safe and effective alter-
native to conventional surgical resection [1].
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Case Report: A 69 year-old woman with a medical history of gastroesophage-
al reflux disease, lactose intolerance and thyroidectomy was referred for eval-
uation of a gastric flat lesion with biopsies suggesting intestinal-type adeno-
carcinoma, identified during an outpatient upper gastrointestinal endoscopy 
performed for pyrosis. Repeat upper endoscopy using WLI (White Light Imag-
ing), virtual chromoendocopy (Blue Laser Imaging, BLI) and magnification re-
vealed a large flat lesion (Paris 0-IIb) extending from the cardia to pylorus at the 
lesser curvature and a large extension of anterior and posterior wall of the 
stomach. Imaging evaluation by endoscopic ultrasound and CT-scan showed 
a pre-resection staging of T1aN0M0. After multidisciplinary discussion, it was 
decided for a minimally invasive resection by ESD. ESD was performed using 
Flush Knife 2.0 (Fujifilm, Japan) with Endocut I 2.0/Swift Coag 4.5 mode (VIO3 
ERBE, Germany), after prior marking of the entire lesion with Forceg Coag 2.0 
mode using BLI and magnification. The procedure was performed in the oper-
ating theatre with the patient intubated and ventilated, with total procedure 
duration of 7 hours, without immediate complications. An en-bloc resection 
was achieved with a final resected specimen of 130*105mm. Histopathological 
analysis confirmed a R0-resection of a low-grade intramucosal tubular adeno-
carcinoma, without lymphovascular/perineural invasion, in the context of 
chronic atrophic gastritis with extensive intestinal metaplasia. On post-opera-
tive D1, peripheral bilateral pulmonary thromboembolism with pro-thrombot-
ic risk was diagnosed on CT-angiography performed due to mild epigastric pain 
without respiratory symptoms. The patient was started on anticoagulation and 
a second-look endoscopy was decided for delayed bleeding prophylaxis due to 
high bleeding risk. Coagulation of potentially bleeding vessels using hot-biop-
sy forceps with Soft Coag mode 4.0 and eschar covering with EndoClot Adhesive 
3g (Olympus, Japan) was performed. At 1-month follow-up after a very low-risk 
curative resection, the patient is asymptomatic and remains on anticoagulation 
due to a prothrombotic risk status (MTHFR A1298C and PAI 4G/5G mutation).
Conclusion:  This case highlights the challenge of endoscopic resection limits 
for early gastric cancer as a minimally invasive and organ-sparing strategy. De-
spite the post-procedural complication of pulmonary thromboembolism treat-
ed conservatively, ESD has proven to be an effective and safe endoscopic tech-
nique in selected patients, regardless the lesion size, avoiding major surgery 
with associated mortality and morbidity and providing a better quality of life.
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Aims  Peroral endoscopic myotomy (POEM) is now considered one of the ref-
erence treatments for achalasia. However, predictive factors for unfavorable 
postoperative outcomes remain insufficiently defined.C-reactive protein (CRP), 
a simple, rapid, and accessible inflammatory biomarker, could help early iden-
tify patients at increased risk of complications.The objective of this preliminary 
study is to assess the association between the CRP level measured on day 1 
after POEM, the occurrence of postoperative complications, and the length of 
hospitalization.
Methods  This is a prospective, descriptive, and analytical study conducted 
over 2 years and 10 months, from January 2023, including 52 patients who 
underwent POEM.We evaluated demographic data (age, sex), the type of acha-
lasia, the Eckardt score, previous treatments (dilation or myotomy), the CRP 

level at day 1 post-POEM, and postoperative outcomes (complications and 
length of hospital stay). A prolonged hospitalization was defined as a stay longer 
than 4 days.Statistical analyses used Welch’s t-test for continuous variables and 
χ² or Fisher’s exact test for categorical variables. A ROC curve was constructed 
to determine the optimal CRP threshold predictive of complications.
Results  The mean age of the patients was 43.7 years, with a male predomi-
nance
(53.8 %).11.5 % of patients had previously undergone treatment. Type II acha-
lasia was predominant, representing 52.1 % of cases.Patients with postopera-
tive complications had significantly higher CRP levels than those without com-
plications (82.6 mg/L vs. 52.5 mg/L; p = 0.003).
Using a CRP threshold of 50 mg/L, the sensitivity was 27.8 % and the specific-
ity 88.9 %. The positive predictive value (PPV) was 83.3 %, while the negative 
predictive value (NPV) was 38.1 %. The area under the curve (AUC) for this 
threshold was 0.293, indicating limited discriminative ability.
These results suggest that, although this threshold identifies at-risk patients 
with good precision (high PPV), its low sensitivity and limited AUC show that 
it cannot detect all cases of complications by itself. However, it could serve as 
a clinical alert marker, to be combined with other risk factors to optimize 
postoperative surveillance.
The overall rate of immediate postoperative complications was 17.3 %, includ-
ing:

▪▪ Mucosal breach: 3.85 %
▪▪ Pneumoperitoneum: 5.77 %
▪▪ Subcutaneous emphysema: 7.69 %
▪▪ Pneumomediastinum: 1.92 %
▪▪ Death: 1.92 %

Moreover, a post-POEM CRP > 50 mg/L was strongly associated with a prolonged 
hospital stay (χ² = 4.98, p = 0.026; Fisher’s exact test p = 0.042), with an odds 
ratio of 10.1 (95 % CI: 1.04–98).
Conclusions  Our preliminary study demonstrates that CRP at day 1 post-PO-
EM is a significant predictive factor for postoperative complications 
(p = 0.003).A CRP level above 50 mg/L is also associated with an increased risk 
of prolonged hospitalization, making CRP a simple and potentially valuable tool 
to enhance postoperative monitoring
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 78-year-old woman with multiple comorbidities underwent screening colo-
noscopy. A 15-mm homogeneous granular laterally spreading tumour (LST) 
was detected straddling the lower lip of the ileocecal valve. The lesion showed 
regular surface and vascular patterns and was classified as NICE I on NBI, con-
sistent with sessile serrated lesion (SSL). We adopted the “novel underwater” 
technique: after complete gas aspiration and water filling, submucosal injection 
of saline plus indigo carmine (IC) was performed directly under water immer-
sion using a standard 23-G needle. The cushion created excellent lift and vivid 
blue demarcation of the flat borders. En bloc underwater endoscopic mucosal 
resection (UEMR) was then carried out using a diathermic stiff snare. Inspection 
of the resection bed revealed no residual lesion, bleeding, or perforation. One 
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prophylactic clip was applied. Histopathology confirmed a SSL without dyspla-
sia and with negative margins [1–4].
Conventional EMR (CEMR) and UEMR show comparable technical success and 
adverse event rates, although recurrence is higher after CEMR. Most studies 
predominantly include adenomas, with SSLs representing a minority. SSLs re-
main challenging due to their subtle margins. While IC chromoendoscopy may 
assist in demarcation, its use before UEMR can impair visibility. Perforation has 
been reported when injection precedes water filling. Conversely, a recent Jap-
anese study demonstrated that submucosal injection performed directly under 
water immersion ('novel underwater') is safe and effective.
This case study shows that the 'novel underwater' technique is safe and dra-
matically improves margin delineation in challenging SSLs. To our knowledge, 
this is the first reported use of this technique for treating colorectal lesions 
outside of Japan.
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Aims  Heterotopic bone formation is an uncommon finding in the gastrointes-
tinal tract. Mesenchymal metaplasia, particularly osseous metaplasia (OM), is 
occasionally reported in malignant tumors but remains rare in benign polyps. 
OM is more frequently described in colonic polyps, whereas its occurrence in 
gastric polyps is exceptional, with only about ten cases reported in the litera-
ture. It has also been described in juvenile polyps, either sporadically or in as-
sociation with Peutz–Jeghers syndrome.The exact pathogenesis is not well 
established, although most hypotheses suggest an inflammation-driven mech-
anism leading to osteogenic stimulation.While heterotopic ossification has 
been documented in various benign and malignant intestinal lesions, its devel-
opment in the duodenum is exceedingly rare.We report a case of OM occurring 
in a duodenal nodule in a 31-year-old woman.
Methods  A 31-year-old female patient with no significant medical history 
presented with chronic epigastric pain. Laboratory investigations were within 
normal limits (Hb 13.9 g/dL).An esophagogastroduodenoscopy (EGD) was 
performed.
Results  EGD revealed a sliding hiatal hernia, congestive antral gastropathy, 
and a millimetric duodenal nodule.Histopathologic examination showed in-
flammatory and edematous–congestive changes in the duodenal mucosa with 
clear evidence of osseous metaplasia. No Helicobacter pylori infection, dyspla-
sia, or malignancy was identified.A follow-up EGD performed one month later 
was normal.Although OM is considered to have limited clinical significance, its 
recognition is important to avoid misdiagnosis. No endoscopic surveillance is 
recommended once the diagnosis is confirmed.
Conclusions  Osseous metaplasia is a rare entity in the upper gastrointestinal tract 
and exceptionally uncommon in the duodenum. Increased awareness among en-

doscopists and histopathologists is essential for accurate identification and appro-
priate diagnosis, preventing unnecessary interventions or follow-up.
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Aims  To compare the cannulation success, and complications of Needle Knife 
Papilotomy Vs Fistulotomy in both benign and malignant cases.
Methods  We conducted a retrospective comparative analysis of patients un-
dergoing papillotomy (n = 118) or fistulotomy (n = 52) in our local centre. Out-
comes included success, failure, overall complications, and specific complica-
tions (bleeding and pancreatitis). Subgroup analyses were performed for both 
benign and malignant indications. Proportions were compared using Chi-
square and Fisher's exact tests with Wilson 95 % confidence intervals, risk dif-
ferences, and risk ratios.
Results  Success rates were similarly high for both papillotomy and fistulotomy 
(88.1 % vs 90.4 %; p = 0.668). Differences in unsuccessful rates (11.9 % vs 9.6 %; 
p = 0.668) and overall complications rates (12.7 % vs 7.7 %; p = 0.434) were not 
statistically significant. Both rates of bleeding (5.1 % vs 7.7 %; p = 0.497) and 
pancreatitis (7.6 % vS 1.9 %; p = 0.286) also showed no meaningful disparity. 
Subgroup analyses of benign and cancer indications echoed these findings. All 
risk differences were minimal, and confidence intervals included zero.
Conclusions  No statistically significant differences were acknowledged be-
tween papillotomy and fistulotomy in terms of success or complication profiles, 
indicating that both techniques are equally safe and effective. Fistulotomy 
demonstrated a numerically lower risk of pancreatitis; however, this difference 
did not achieve statistical significance. Therefore, real-world decision-making 
may hinge more on anatomy, case complexity, and operator judgment rather 
than relying on expected clinical outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Subepithelial lesions (SELs) of the gastrointestinal tract are often 
incidentally found and can range from benign to potentially malignant tumors. 
Traditional management includes endoscopic surveillance or resection, but 
deeper lesions may be difficult to remove endoscopically. Endoscopic Full-Thick-
ness Resection (EFTR) is a minimally invasive technique that allows complete 
removal of such lesions. We report a case of a subepithelial lesion successfully 
treated with EFTR, highlighting its diagnostic and therapeutic utility [1].
Case Description  A 71-year-old man with a medical history of Schatzki ring, 
arterial hypertension, dyslipidemia, coronary artery disease and psoriasis, was 
referred for a subepithelial lesion on the greater curvature at the body-antrum 
junction, diagnosed during an outpatient upper gastrointestinal endoscopy 
performed for dyspepsia. An endoscopic ultrasound was performed, identifying 
a well-defined elongated subepithelial lesion, measuring approximately 16x6 
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mm in size, hypoechoic, heterogeneous, arising from the muscularis propria 
layer, with features that do not allow the potential malignancy of the lesion to 
be ruled out, including the distinction between Gastrointestinal Stromal Tumor 
(GIST) and leiomyoma. Considering these findings, it was decided to excise the 
lesion by a cap-assisted EFTR technique using the gastroduodenal FTRD system 
(Ovesco Endoscopy, Tubingen, Germany). An en-bloc resection was achieved 
without complications. Histopathological analysis revealed a R0-resection of 
a solitary inverted hamartomatous polyp. No other hamartomas were detect-
ed on colonoscopy, excluding hereditary polyposis syndromes. At 1-month 
follow-up, the patient remains asymptomatic with no complications.
Conclusion  This case highlights the efficacy and safety of EFTR for the man-
agement of gastrointestinal subepithelial lesions allowing complete resection 
for histopathological purposes. Endoscopic resection as a minimally invasive 
approach allows for both definitive diagnosis and treatment, avoiding the need 
for ongoing surveillance, being the size of the lesion the main limitation.
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Aims  Pancreatic masses represent a major diagnostic challenge, requiring 
high-precision imaging to guide therapeutic decision-making. Biliopancreatic 
endoscopic ultrasound (EUS) has emerged as a reference technique owing to 
its high resolution and the ability to perform fine-needle aspiration/biopsy 
(FNA/FNB). It enables detailed lesion characterization and improves the dis-
tinction between benign and malignant processes. The aim of this study was 
to assess the diagnostic performance of biliopancreatic EUS in the evaluation 
of pancreatic masses [1].
Methods  A retrospective descriptive and analytical study was conducted in 
the Hepato-Gastroenterology Department “Médecine B” of Ibn Sina Universi-
ty Hospital over a 3-year period (January 2022 – January 2025). All patients 
managed for a pancreatic mass and who underwent biliopancreatic EUS in the 
interventional endoscopy unit were included. Demographic, clinical, EUS, and 
histopathological data were collected and analyzed.
Results  Fifty-six patients were included (31 men, 55.4 %, sex ratio 1.24), with 
a mean age of 64.3 ± 14.1 years. Thirty-one patients (55.3 %) were symptomat-
ic, most commonly with cholestatic jaundice (42.9 %). EUS identified a cystic 
mass in 2 cases (3.6 %), a multilocular cystic lesion in 3 cases (5.4 %), and a mixed 
cystic–solid lesion in 2 cases (3.6 %), while 49 patients (87.5 %) had a solid mass, 
heterogeneous in 69.6 % and hypoechoic in 17.9 %. Most lesions were located 
in the pancreatic head (67.9 %), with a mean size of 40 × 30 mm. The EUS ap-
pearance suggested a pancreatic tissue process in 46 cases (82.1 %). Specific 
lesions were also identified, including 4 neuroendocrine tumors (7.1 %), 3 in-
traductal papillary mucinous tumors (IPMN, 5.4 %), along with isolated cases 
of pancreatic metastasis, pseudocyst, and cystic lymphangioma (▶Table 1). 
EUS-guided tissue sampling was performed in 50 patients (89.3 %) using various 
needle calibers, predominantly 20G ProCore (45.6 %). Histopathological anal-
ysis was positive in 15 cases (26.8 %), including 14 pancreatic ductal adenocar-
cinomas (21.4 % moderately differentiated, 3.6 % well-differentiated) and one 
well-differentiated grade 3 neuroendocrine tumor (1.8 %).

▶Table 1	  EUS Findings (N = 56)

EUS diagnosis N ( %)

Pancreatic head process 35 (62.5 %)

Uncinate process lesion 5 (8.9 %)

Neuroendocrine tumor 4 (7.1 %)

Cephalo-isthmic process 4 (7.1 %)

Intraductal papillary mucinous neoplasm 3 (5.4 %)

Corporo-caudal process 1 (1.8 %)

Pancreatic body process 1 (1.8 %)

Pancreatic metastasis 1 (1.8 %)

Pancreatic pseudocyst 1 (1.8 %)

Pancreatic cystic lymphangioma 1 (1.8 %)

Conclusions  Biliopancreatic EUS is a reference technique for the evaluation of 
pancreatic masses, offering high-precision morphological characterization and 
targeted tissue acquisition. Caution remains necessary, as the pancreas is one 
of the organs most prone to cytopathological interpretation difficulties, some-
times requiring repeated sampling with multiple needle passes. Optimizing 
sampling techniques and integrating advanced EUS technologies may further 
enhance diagnostic performance and improve patient management.
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Aims  Endoscopic intermuscular dissection (EID) is an emerging technique that 
exploits the anatomical plane between the circular and longitudinal layers of 
the rectal muscularis propria. [1, 2] By enabling dissection within this intermus-
cular space, EID has the potential to secure vertical margins more confidently 
than standard submucosal dissection (ESD) and to remove lesions that extend 
deeper than the conventional ESD indication range. To clarify the practical 
utility of this approach, we assessed our center’s experience with EID for difficult 
rectal lesions.
Methods  We retrospectively reviewed consecutive cases in which EID was 
attempted for suspected deeply submucosal invasive rectal cancinomas or 
submucosal tumors located in the Ra/Rb region between 2021 and 2023. Key 
endpoints included procedural success, histological completeness of resection, 
and procedure-related adverse events.
Results  A total of 14 patients (median age 68 years; 79 % male) underwent 
EID. Median lesion diameter was 19 mm (IQR 12–20 mm). Technical success 
was achieved in all cases, and complete (R0) resection was obtained in 71.4 % 
(95 % CI 45.4 %–90.6 %). Final pathology revealed T1b carcinoma in six patients, 
T2 carcinoma in four, neuroendocrine tumors in three, and a gastrointestinal 
stromal tumor in one. No severe complications occurred; only one patient re-
ported mild transient abdominal symptoms that resolved without additional 
intervention.
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Conclusions  Our early experience suggests that EID is a feasible and safe meth-
od for removing deeply situated rectal lesions while offering improved vertical 
margin control. Importantly, for individuals who are unsuitable for surgery, EID 
may provide a meaningful endoscopic alternative even for lesions traditionally 
categorized as non-curative by current guidelines. A demonstration video of 
the EID technique will be shown during the presentation.
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Problem to solve  Two male patients, aged 83 and 74, both taking antithrom-
botic drugs (one under anticoagulation with edoxaban and the other patient 
under dual antiplatelet therapy with acetylsalicylic acid and ticlopidine) were 
referred to our department due to a large epiphrenic esophageal diverticulum 
(mean size of 45. ± 7.1mm) on outpatient upper gastrointestinal endoscopy, 
associated with achalasia-like symptoms (dysphagia, regurgitation and nonin-
tentional weight loss) with a mean Eckardt score of 6.5 ± 2.1. High-resolution 
esophageal manometry revealed distal esophageal spasm in one of the cases. 
Esophageal motility disorders are often associated with esophageal diverticu-
la, indicating the need for intervention to address not only the structural eso-
phageal problem but also the associated motility disorder. Left-side esopha-
geal diverticula (6–12 o’clock position), especially epiphrenic diverticula pose 
an additional major bleeding risk for Peroral Endoscopic Myotomy (POEM) due 
to the potential injury of the aorta and other major vessels [1, 2].
Innovation  For this specific subtype of left-side esophageal diverticula, we 
propose a double tunneling approach in a single procedure: the left tunnel 
limited to septotomy (D-POEM) and the right tunnel for E-POEM from the di-
verticulum to the cardia, reducing the risk of major bleeding. For both cases, 
left tunnel in a posterior approach (7 o’ clock position) for D-POEM was per-
formed using a triangle-tip (TT) Knife J (Olympus, Japan) with Spray Coag 2.5 
mode (VIO3 ERBE, Germany), starting 3cm proximal to the diverticular septum 
and extending 3cm distal to the septum. After isolating the septum, a complete 
septotomy was performed with TT-knife J with Endocut Q 2.0/Forced Coag 3.0 
mode. Then, right tunnel in a posterior approach (5 o’ clock position) and sub-
sequently complete myotomy were performed for E-POEM, from the level of 
the diverticular septum to the cardia, using the same knife and electrosurgical 
parameters described for D-POEM. Both mucosotomies were closed with TTS 
clips. Mean procedure time was 97.5 ± 31.8min. One patient presented subcu-
taneous emphysema and capnoperitoneum requiring intraprocedural percu-
taneous drainage. No other complications were reported.
Results  At a mean follow-up of 5.0 ± 4.2months, both patients remain com-
pletely asymptomatic (Eckardt score of 0), with no complications.
Conclusions  We present a variant double tunneling technique combining 
D-POEM with a complete septotomy and limited esophageal myotomy at the 
left side of the esophagus and E-POEM with a complete myotomy up to the 
cardia at the right side of the esophagus, that has proven to be effective and 
safe for the treatment of symptomatic left-side epiphrenic esophageal diver-

ticula, addressing both structural and motility abnormalities in a single proce-
dure. This minimally invasive endoscopic approach highlights the effective 
treatment of symptoms associated with the diverticulum, the prevention of its 
recurrence, treating underling motility disorders, which are often associated 
with it, and avoiding potential injury of large vessels and major bleeding com-
plication, given the diverticulum proximity to the aorta and other major vessels, 
even in patients under antithrombotic drugs.
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Aims  Endoscopic submucosal dissection (ESD) is an organ-preserving treat-
ment for superficial esophageal neoplasm with the potential for high-quality 
resection and favorable outcomes. We described the clinical characteristics 
and analyzed outcomes and prognosis at a single tertiary center [1–8].
Methods  We retrospectively reviewed 118 consecutive patients with 128 es-
ophageal lesions treated by ESD from January 1, 2012 to December 31, 2024. 
Primary endpoints were en bloc resection rate, recurrence rate, all-cause mor-
tality, and disease-free survival. Continuous variables are presented as median 
(IQR) and categorical variables as number ( %) (▶Table 1).

▶Table 1	  Baseline characteristics of patients

Characteristics Value

Age, median (IQR), years 68.0 (59.0-74.0)

Sex, n ( %)

Male 113 (88.3 %)

Female 15 (11.7 %)

BMI, mean ± SD 23.2 ± 3.2

Smoking history, n ( %) 51 (39.8 %)

Medical history, n ( %)

Head & Neck cancer 5 (3.9 %)

Hypertension 54 (42.2 %)

Diabetes 24 (18.8 %)

Chronic kidney disease 2 (1.6 %)

Liver cirrhosis 6 (4.7 %)

COPD 4 (3.1 %)

Hospital days, mean ± SD 5.8 ± 1.7
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Results  The median tumor long-axis size was 15.0mm (IQR 10.0-21.2) and 
10.0mm (IQR 10.0-15.0) in the short axis. En bloc resection rate was 97.7 % 
(125/128) and curative resection rate was 80.5 % (103/128). In the histologic 
analysis, lesions comprised squamous cell dysplasia [low-grade, 11 cases 
(8.6 %); high-grade, 54 cases (42.2 %)], squamous cell carcinoma in situ (20 
cases, 15.6 %), and squamous cell carcinoma (41 cases, 32.0 %). Procedural 
complications occurred in 10.9 % (14/128): bleeding requiring endoscopic 
therapy or transfusion 0.0 % (0/128), perforation 0.8 % (1/128) successfully 
managed with endoscopic clipping, and post-ESD stricture 10.2 % (13/128). 
Median follow-up duration was 27.6 months (IQR 12.3-58.0). During follow-up, 
recurrence occurred in 6.3 % and all-cause mortality in 2.3 %; median dis-
ease-free survival was 24.0 months (IQR 9.4-57.1), and overall survival was 
97.7 % (▶Table 2).

▶Table 2	  ESD procedural and clinical outcomes

Clinical outcomes Value

En bloc resection, n ( %) 125 (97.7 %)

Curative resection, n ( %) 103 (80.5 %)

Complications, n ( %) 14 (10.9 %)

Bleeding 0 (0.0 %)

Perforation 1 (0.8 %)

Post-ESD stricture 13 (10.2 %)

Recurrence, n ( %) 8 (6.3 %)

All-cause mortality, n( %) 3 (2.3 %)

Disease-free survival, median (IQR), 
months

24.0 (9.4-57.1)

Conclusions  In this single center series, ESD achieved a high en bloc resection 
rate with low recurrence and mortality over mid-term follow-up, supporting 
its role as an effective organ-preserving therapy for superficial esophageal ne-
oplasia.
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Introduction:  Insulinomas are rare tumors, with an estimated incidence of 
0.1–0.4 cases per 100,000 inhabitants, and are almost always functioning, 
causing limiting symptoms related to hypoglycemia. Initial imaging exams such 
as computed tomography (CT) and magnetic resonance imaging (MRI) usual-
ly identify the lesion; however, in a small percentage of cases they are incon-
clusive.
Case Report:  A 36-year-old female patient presented with episodes of sweat-
ing, dizziness, and loss of consciousness, during which hypoglycemia was doc-
umented. She also exhibited weight gain due to an increase in both frequency 
and volume of meals in an attempt to avoid hypoglycemic episodes. After 
laboratory tests indicated elevated insulin and C-peptide levels, abdominal 
imaging studies were performed, but no lesions were identified on either CT 
or MRI. To further investigate the pancreas as the source of symptoms, endo-
scopic ultrasound (EUS) was performed, revealing a well-defined, heterogene-
ous, hypoechoic nodular lesion with firm consistency in the pancreatic tail, 
measuring approximately 23 × 16 mm. Fine Needle Biopsy was performed 
during the procedure, and subsequent histopathology and immunohistochem-
istry demonstrated a well-differentiated neuroendocrine neoplasm producing 
insulin, confirmed by positivity for Chromogranin A, Synaptophysin, beta-cat-
enin, and insulin.
Discussion:  The diagnosis of insulinoma can be challenging, especially when 
lesions are small and not detectable on traditional imaging modalities. In this 
case, Endoscopic Ultrasound proved fundamental—not only for localizing the 
lesion but also for obtaining tissue for analysis and confirming the diagnosis—
thus enabling definitive treatment [1–9].
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Aims  To identify, characterize, and visualize trends among the top 100 
most-cited articles on EBL in the treatment of gastrointestinal bleeding, with 
a focus on esophageal varices, using a comprehensive bibliometric approach.
Methods  A systematic search was conducted in the Scopus database on April 
11, 2025, using predefined keywords related to EBL and gastrointestinal bleed-
ing. Only English-language review and original research articles were included. 
Data such as citation count, author affiliations, country of origin, journal, and 
keywords were extracted. Analysis and visualizations were performed using 
the Bibliometrix R-package and VOSviewer.
Results  Out of 1,115 records screened, 100 articles were selected (71 original 
articles, 29 reviews), published between 1989 and 2021, and collectively cited 
17,298 times (range: 43–1,046 citations). Spain, the UK, and the USA led in 
research output. Hospital Clínic (Spain) and Royal Infirmary of Edinburgh (UK) 
were the most productive institutions. Gastrointestinal Endoscopy and Hepatol-
ogy were leading journals in terms of publication count and citation impact. 
The most cited authors included Bosch J. and García-Pagán J.C., with strong 
collaborative networks visualized. Co-occurrence analysis of keywords identi-
fied key research themes and evolving trends over time.
Conclusions  This bibliometric analysis provides a comprehensive overview of 
the most impactful literature on EBL for esophageal variceal bleeding. It high-
lights key contributors, institutions, and journals, offering insights into histor-
ical progress and emerging directions in this critical area of gastroenterology.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Repeat endoscopic ultrasound-guided fine-needle aspiration/biopsy 
(rEUS-FNA/B) is recommended in solid pancreatic lesions (SPLs) with inconclu-
sive initial results. However, even rEUS-FNA/B cannot completely eliminate false 
negatives in challenging cases. This study aims to identify risk factors of 
false-negative results in rEUS-FNA/B and develop a prediction model.
Methods  Data of patients who had initial inconclusive diagnosis and under-
went rEUS-FNA/B for SPLs across eight Chinese medical centers from January 
2013 to June 2024 were retrospectively reviewed. Logistic regression was per-
formed to identify the risk factors of false-negative results in rEUS-FNA/B. A 
clinical prediction model using random forest (RF) algorithm was developed 
with leave-one-hospital-out cross validation [1].
Results  A total of 230 patients were enrolled in this study. Among them,159 
patients (69.1 %) were diagnosed with malignancies, while 71 patients (30.8 %) 
had benign lesions. The diagnostic accuracy, sensitivity, specificity, positive 
predictive value (PPV), and negative predictive value (NPV) of rEUS-FNA were 

75.00 %, 62.63 %, 100 %, 100 %, and 56.98 %, respectively, whereas those of 
rEUS-FNB were 84.15 %, 78.33 %, 100 %, 100 %, and 62.86 %. At multivariate 
analysis, lesion size 20-40mm (OR 0.26), lesion size ≥ 40mm (OR 0.20), ≤ 2 nee-
dle passes (OR 3.1), no liquid-based cytology (LBC) examination (OR 3.95) were 
found to be independently associated with false-negative results. A final RF 
model with 4 features (lesion size, rEUS-FNA/B needle type, LBC, smear cytol-
ogy) showed moderate ability to distinguish false-negative results in both 
training (AUC = 0.78) and validation sets (AUC = 0.68).
Conclusions  To minimize false-negative outcomes during rEUS-FNA/B, LBC is 
strongly recommended. Additionally, SPLs with a maximum diameter of ≤ 20 
mm exhibit a higher probability for producing false-negative results during 
rEUS-FNA/B procedures.
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Abstract Text
Zollinger-Ellison syndrome (ZES) is a rare condition, characterized by acid hy-
persecretion, due to a gastrin-secreting neuroendocrine tumour (NET) – gas-
trinoma, linked to multiple endocrine neoplasia type 1 (MEN-1) syndrome in 
25 % of the cases. Surgical resection is the standard treatment for localized 
gastrinomas, but Endoscopic Ultrasound–Guided Radiofrequency Ablation 
(EUS-RFA) is emerging as a minimally invasive alternative for selected pancre-
atic NETs, supported mainly by experience with insulinomas [1–6].
We report a 33-year-old male with end-stage kidney disease and history of 
Wilms and parathyroid tumors, who presented with gastrointestinal bleeding 
from erosive esophagitis, esophageal ulcer, complicated by stricture, and pep-
tic ulcers. Computed tomography showed a 1,2cm solid nodule between the 
distal duodenum and the pancreatic uncinate process. Serum gastrin level was 
4982 pg/ml (normal: < 115 pg/ml). EUS revealed a 14-mm homogeneous, hy-
poechoic, round peripancreatic nodule adjacent to the uncinate process and 
close to the superior mesenteric vein. Fine-needle biopsy (22G-FNB) confirmed 
a well-differentiated NET (CD56 + , chromogranin + , synaptophysin + , Ki-
67 < 2 %), establishing the diagnosis of ZES and MEN1.
Given his comorbidities and high-surgical risk, after a multidisciplinary team 
reunion, it was opted for EUS-RFA. After esophageal balloon dilation (12 mm), 
EUS-RFA was successfully performed (30 W for 25 seconds, impedance > 500 
Ohms) without adverse events. The patient was discharged after 48 hours. 
Serum gastrin decreased to 311 pg/ml within six days. Upon follow-up, the 
patient remained asymptomatic.
This case highlights the potential role of EUS-RFA as a therapeutic option for 
gastrinomas, particularly in patients who are poor surgical candidates. Further 
studies are warranted to better define its role, long-term outcomes, and ideal 
clinical indications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Rectal cancer is challenging to manage in elderly or frail patients, for 
whom chemoradiotherapy, brachytherapy, radical surgery, and local endoscop-
ic excision may be poorly tolerated. Existing organ-preservation and palliative 
strategies often provide limited or short-lived benefit with significant toxicity. 
Early work with endoscopic electroporation (EE) has shown feasibility for palli-
ation, but its structured role in organ preservation for stage II–III disease and 
escalation-free palliation in stage IV rectal cancer has not been established.The 
aim of this study was to evaluate the role of dual EE in supporting organ pres-
ervation, palliation, and salvage therapy in frail or medically unfit patients with 
treatment-naïve, residual, or recurrent rectal cancer.
Methods  Eighteen consecutive patients with rectal or rectosigmoid cancer 
(below the peritoneal reflection) were treated with combined calcium electro-
poration and irreversible electroporation between October 2023 and Septem-
ber 2025. Demographics, oncological history, symptoms, clinical response, 
complications and survival were obtained from a prospectively maintained 
database. Organ-preservation (stage II–III) was defined as avoidance of any 
rectal surgical resection after EE. Successful palliation (stage IV) required doc-
umented symptom control (bleeding, pain, obstruction) and absence of esca-
lation of care (no new stoma, stenting, haemostatic-endotherapy, transfusion, 
or iron infusion). Follow-up and overall survival (OS) were calculated from first 
EE to death or data cut-off. All procedures were performed as day-case treat-
ments under sedation using CE-approved equipment.
Results  Median age was 84.9 years (range 54–93), with a male: female ratio 
of 2:1. Baseline symptoms included bleeding in 77.8 %, pain in 61.1 %, and sub-

acute obstruction in 22.2 %. Disease stages were II (11.1 %), III (66.7 %), and IV 
(22.2 %). Fifteen tumours (83.3 %) were mismatch-repair proficient. Eleven 
patients (61.1 %) had residual or recurrent tumours after prior therapy (short-
course radiotherapy 8/11; chemoradiotherapy 3/11), with additional 
brachytherapy (3/11), attempted endoscopic resection (3/11), or systemic 
therapy (2/11). Seven patients (38.9 %), including all four rectosigmoid tu-
mours, were treatment-naïve. Nine (50 %) patients received a single EE session, 
and nine received multiple sessions (2–6). Median follow-up was 6.9 months 
(range 2.9–24.9). Median OS was 6.4 months (range 2.9–25.9), with 88.9 % 
(16/18) alive at data cut-off. Organ-preservation occurred in 100 % (14/14) of 
stage II-III patients at 6 months, with a 28.6 % (4/14) complete clinical response 
rate. Among stage IV patients, 75 % (3/4) achieved successful palliation, and 
100 % avoided invasive escalation of care. Overall symptomatic response was 
88.9 % (16/18), and tumour response was 77.8 % (14/18). No procedure-relat-
ed severe adverse events occurred.
Conclusions  Dual EE enabled universal organ preservation in stage II–III rectal 
cancer and meaningful escalation-free palliation in stage IV disease, with high 
symptomatic response and excellent safety in a frail, elderly cohort. EE may 
represent a versatile option for organ preservation, salvage therapy, and palliation 
in selected patients. Larger prospective comparative studies are warranted.
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Aims  Post-ERCP pancreatitis(PEP) is the most common complication following 
endoscopic retrograde cholangiopancreatography (ERCP) and represents a 
frequent clinical challenge. Placement of an endoscopic retrograde pancreatic 
duct drainage (ERPD) stent has been recognized as an important preventive 
measure against post-ERCP pancreatitis. The aim of this study was to identify 
factors associated with post-ERCP pancreatitis in patients who underwent ERPD 
placement
Methods  This single – tertiary center retrospective study was conducted at 
Chosun University Hospital and included patients who underwent ERCP be-
tween January 1, 2024, and December 31, 2024. A total of 576 ERCP procedures 
were performed during the study period, of which 60 cases involved the place-
ment of an ERPD. Among patients who received an ERPD, potential risk factors 
associated with post-ERCP pancreatitis (PEP) were evaluated, including age, 
sex, naïve cannulation, cannulation time, procedure time, endoscopic papillary 
balloon dilation (EPBD), and trainee involvement.
Results  Among the 60 patients who received an ERPD, the incidence of post-
ERCP pancreatitis (PEP) was 21 cases (35 %), which was higher compared with 
the overall ERCP population. The mean cannulation time was longer in patients 
who developed PEP compared with those who did not (637 seconds vs. 516.6 
seconds), although the difference did not reach statistical significance 
(P = 0.343). Similarly, the mean procedure time tended to be longer in the PEP 
group (34.1 minutes vs. 30.69 minutes), but this difference was also not sta-
tistically significant (P = 0.242). No risk factors evaluated in this study demon-
strated a statistically significant association with the development of PEP.
Conclusions  Among patients who received an ERPD, no procedure-related 
factors were identified as predictors of increased risk for PEP. These findings 
suggest that ERPD placement itself may be the most important procedural 
measure for preventing PEP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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in distal malignant biliary obstruction may be lower 
than previously reported
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Aims  A recent meta-analysis (Beran et al., 2024) showed that overall risk of 
post-ERCP pancreatitis is approximately 5.4 %. Previous studies comparing 
same-session EUS tissue acquisition and ERCP with separate procedures did not 
show a significant difference in the incidence of Post-Procedure Pancreatitis 
(PPP). However, the absolute incidence of PPP was high, at 19 % in the same 
session arm and 12 % in the separate session group (Gorris et al., 2022). Hence, 
we analyzed our database to ascertain the risk of PPP in same-session interven-
tions [1, 2].
Methods  Single center retrospective analysis of all patients undergoing the 
same session EUS ERCP for head of pancreas mass from July 2019 to November 
2025. All procedures were performed by single endoscopist (MD). Outcomes, 
including technical success, clinical success, FNA results, and immediate and 
long-term adverse events (AE), were analyzed.

▶Table 1	 

Category Data

Age Mean ≈ 75.7 years

Sex (M/F) 16 : 21

Fine Needle Aspiration 
Performed

100 %

Needle Gauge Usage • 22G only: 43.2 % (16/37)• 25G 
only: 35.1 % (13/37)• Both 22G & 
25G: 21.6 % (8/37)

Total Passes (by Gauge) • 22G: 67 passes (54.5 %)• 25G: 
57 passes (45.5 %)

Average Number of Passes per 
Gauge

• 22G: 67 ÷ 24 = 2.79• 25G: 
57 ÷ 21 = 2.71

Endoscopic Ultrasound Route • Transduodenal (TD): 35/37 
(94.6 %)• Transgastric (TG): 3/37 
(8.1 %)

Same-session Biliary 
Cannulation

28/37 (75.7 %)

Percutaneous Transhepatic 
Catheter with Drain

10/37 (27 %)

Stent Placement • Stent placed: 27/37 (73 %)• No 
stent placed: 10/37 (27 %)

Type of Biliary Stent (Among 
27 placed)

• Plastic: 11/27 (40.7 %)• 
Uncovered metal: 7/27 (25.9 %)• 
Covered metal: 11/27 (40.7 %)

Prophylaxis • NSAIDs: 33/37 (89.2 %)• IV 
fluids: 24/37 (64.9 %)

Complication Post-ERCP Pancreatitis: 1/37 (2.7 %)

Results  37 patients with pancreatic head masses underwent index EUS ERCP 
as part of the diagnostic workup. FNA was performed on all patients (100 %), 
with a 25-gauge needle in 13 patients (35 %), a 22-gauge needle in 16 patients 
(43 %), and both needles in 8 patients (22 %). FNA access was transduodenal 
(TD) in 35 patients (95 %) and transgastric (TG) in 3 patients (8 %). On average, 
three passes were performed per patient. Rapid on-site evaluation (ROSE) for 
preliminary cytologic exam and specimen adequacy was available for all pa-
tients. Same-session biliary cannulation was successful in 28 patients (76 %), 

while the rest underwent Percutaneous Transhepatic catheter with drain. 
Prophylactic rectal NSAID were administered to 33 patients (89 %), and 24 
patients (65 %) received periprocedural IV hydration with lactated Ringer's 
solution. Overall, the incidence of AE was low, and the specific incidence of PPP 
was 2.7 % (1/37). (▶Table 1)
Conclusions  Same session EUS guided tissue acquisition and ERCP for the head 
of pancreas mass may have lower risk for PPP than previously reported. The 
availability of ROSE, appropriate number of FNA passes, endoscopist with ad-
vanced technical expertise, case complexity, prophylactic rectal NSAIDs, and 
IV fluids could have positively impacted the risk of PPP in our study.
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Aims  Large-language models (LLMs) are increasingly used to support colonos-
copy report interpretation, but their diagnostic reliability and behavior before 
and after guideline optimization have not been systematically evaluated. This 
study compared the accuracy and completeness of ChatGPT, DeepSeek and 
Copilot when interpreting colonoscopy and corresponding anatomopathology 
reports, assessed the effect of structured evidence-based prompting, examined 
cost-related practical considerations and identified performance domains in 
which any model surpassed ChatGPT.
Methods  Ninety-one colonoscopy reports combined with their available 
anatomopathology results were processed by each LLM in two conditions: be-
fore and after receiving standardized guideline-based instructions. Each mod-
el was asked to interpret the full clinical sequence, integrating both endoscop-
ic findings and pathology outcomes. The dataset was derived from real-world 
procedures performed at Hôtel-Dieu de France, Beirut, Lebanon, ensuring 
clinically authentic case representation. Two binary outcomes were recorded: 
accuracy, defined as correct interpretation of report and pathology correlation, 
and completeness, defined as inclusion of all essential reporting elements. 
Paired analyses used the McNemar test. Comparisons were conducted within 
each model pre- vs post-guidelines and between models at each timepoint.
Results  Across all three LLMs, the most frequent pre-guideline error was in-
correct assignment of surveillance intervals, reflecting insufficient integration 
of evidence-based follow-up rules before structured prompting. ChatGPT 
demonstrated the largest improvement after guideline optimization, with ac-
curacy increasing from 56.0 % to 92.3 % (p < 0.001) and completeness from 
79.1 % to 92.3 % (p < 0.001). DeepSeek showed a moderate increase in accura-
cy (53.8 % to 70.3 %, p < 0.01) but a significant decline in completeness (46.1 % 
to 29.7 %, p < 0.001), suggesting a restrictive or “restorative” behavior where 
structured prompting leads the model to remove rather than expand essential 
descriptors. Copilot improved in both domains, with accuracy rising from 57.1 % 
to 86.8 % and completeness from 57.1 % to 81.3 % (p < 0.001).
Before guidelines, accuracy did not differ significantly between models. Com-
pleteness, however, differed markedly, with Copilot achieving the highest 
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pre-guideline completeness at 95.6 %, outperforming both ChatGPT and Deep-
Seek. This was the only performance domain in which ChatGPT was surpassed. 
After guideline prompting, ChatGPT achieved the highest overall performance. 
Its accuracy significantly exceeded DeepSeek’s and was comparable to Copi-
lot’s, while its completeness remained significantly higher than DeepSeek and 
borderline higher than Copilot.
Practical considerations included the fact that ChatGPT was the only paid mod-
el, whereas DeepSeek and Copilot were freely accessible. Although ChatGPT 
delivered the best overall post-guideline performance, cost differences may 
influence accessibility, equity and feasibility in low-resource settings. Copilot, 
as a free tool demonstrating strong accuracy and completeness after optimi-
zation, represents a scalable alternative when paid models are not feasible.
Conclusions  Guideline prompting markedly enhanced LLM performance in 
the interpretation of colonoscopy and anatomopathology findings. ChatGPT 
showed the most consistent and robust improvements and was significantly 
superior to DeepSeek in all post-guideline comparisons. Copilot outperformed 
ChatGPT in pre-guideline completeness and remained a strong free alternative 
after optimization. DeepSeek’s decline in completeness highlights functional 
limitations and a restrictive response to structured guidance. Overall, ChatGPT 
was the most reliable model, while Copilot offers a promising cost-accessible 
option for endoscopic reporting support. As LLMs become increasingly acces-
sible to lay people seeking guidance after their colonoscopy, our findings high-
light the importance of directing them toward models that prioritize accuracy 
and completeness, ensuring that patient self-education remains aligned with 
evidence-based recommendations.
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Aims  Studies exploring demographic factors associated with foreign body (FB) 
ingestion are typically uncommon in adults, resulting in limited information 
available in the current literature.We aimed to identify demographic factors 
associated with FB ingestion and to evaluate predictors of successful endoscop-
ic removal (ER).
Methods  This descriptive cross-sectional study was conducted at the SDLD 
OPD and Endoscopy Suite, Department of Gastroenterology, SDLD, IPGMER & 
SSKM Hospital, Kolkata, India, from July 2021 to December 2022. Consecutive 
patients of all ages presenting with clinical and/or radiological evidence of FB 
ingestion were included. Data on demographic, clinical, and socio-economic 
factors were collected. All patients underwent evaluation and endoscopic man-
agement as per standard protocols. Descriptive statistical analysis was per-
formed using MS Excel and Epi Info 7.2.2.2, and p < 0.05 was considered signif-
icant.
Results  The patients who met the inclusion criteria had a median age of 6.25 
years (range 0.2-75.0) and 58.6 % males. Socio-economic status distribution 
was predominantly lower-middle (40.23 %) and upper-lower (31.05 %). Most 
patients (88.5 %) presented with FB ingestion via the oral route. The time since 
ingestion varied, with 44.83 % presenting after > 72 hours. The most common 
FBs were coins (34.48 %) and meat bones/dentures (11.49 % each). A significant 
(p = 0.00058) association between the individuals' denture ingestion and the 
endoscopic outcome was observed. Sharp objects accounted for 35.63 % of 
cases. Dysphagia and odynophagia were reported in 29.89 % and 21.83 %, re-
spectively, showing a strong association (p < 0.0001). Logistic regression anal-
ysis identified age as the only significant predictor of successful ER (odds ratio 
[OR] 0.96, p = 0.0008), indicating a slight decrease in removal success with 

increasing age. Socio-economic status, sex, time since ingestion, and size of 
the food bolus were not significantly predictive. The predictive model integrat-
ing multiple factors demonstrated good discrimination with an area under the 
ROC curve (AUC) of 0.79 (sensitivity- 65.5 %, specificity-83.3 %). Models with 
socio-economic status or sex alone had poor predictive power (AUC 0.52 and 
0.51, respectively). Age alone as a predictor showed an AUC of 0.73 (sensitiv-
ity-70.5 %, specificity-72.2 %), comparable to the full model. Endoscopic success 
in old patients ( > 50 years) was significantly lower (46.7 %). Logistic models 
exhibited modest discriminatory capacity (AUC 0.75 and 0.589), suggesting 
restricted prognostic significance for endoscopic outcomes in the older popu-
lation.
Conclusions  In this cohort, younger age was the sole significant predictor of 
successful ER of FBs, with removal success decreasing slightly with increasing 
age. The predictive model demonstrated good discrimination (AUC 0.79), with 
age alone performing comparably well (AUC 0.73). These findings highlight the 
importance of age as a clinical factor in endoscopic management of FB inges-
tion and suggest that ER is a generally effective procedure regardless of other 
demographic variables.Further research may focus on strategies to enhance 
timely presentation and optimize management protocols in diverse patient 
populations.
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Problem to solve  Oesophageal squamous cell carcinoma (ESCC) increases the 
relative risk of developing head and neck cancer by up to 34.9-fold [1]. This 
association is explained by the field cancerization phenomenon, in which the 
entire epithelial surface of the upper aerodigestive tract becomes susceptible 
to malignant transformation after chronic exposure to shared carcinogens such 
as alcohol and tobacco. Consequently, multiple synchronous or metachronous 
squamous cell carcinomas may arise throughout this region [2]. Despite their 
clinical relevance, pharyngeal cancers are frequently missed on standard white-
light endoscopy. Even with advances such as magnification and digital chro-
moendoscopy, early detection remains challenging, and many cases continue 
to be diagnosed at advanced stages [3–6].
Early identification of superficial pharyngeal cancers enables curative resection, 
improving survival and reducing the long-term functional consequences asso-
ciated with advanced disease and its treatments, including swallowing and 
voice impairments [6]. Endoscopic submucosal dissection (ESD) has emerged 
as a minimally invasive, organ-preserving, and safe therapeutic option with 
excellent outcomes and low complication rates [3–6]. Although well established 
for early gastric, rectal, and colonic tumors, its use for superficial pharyngeal 
cancers is relatively recent. Most evidence originates from Asian centers, and 
limited global exposure may be hindering widespread familiarity and adoption 
of this promising technique [4, 7].
Innovation  We describe the case of a 71-year-old male patient with a history 
of oesophageal squamous cell carcinoma (ESCC) who had previously undergone 
subtotal esophagectomy. During follow-up endoscopy, and considering the 
field cancerization theory, a meticulous examination of the oral cavity and up-
per gastrointestinal tract was performed. On the right wall of the hypopharynx, 
an extremely subtle flat area with only minimal erythema was noted so discreet 
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that it was barely visible on white-light endoscopy. Under NBI chromoendos-
copy, this area showed mildly brownish, raising suspicion. The biopsy, con-
firmed high-grade dysplasia. After multidisciplinary discussion with the head 
and neck surgeon, ESD was indicated.
First, the patient was anesthetized with orotracheal intubation, and no acces-
sory device for laryngeal elevation was required. During the procedure, the 
lesion margins were difficult to identify, making 1.25 % Lugol chromoendosco-
py necessary to clearly delineate the affected area, revealing a flat lesion of 
approximately 40 x 20 mm. Circumferential marking and the submucosal dis-
section was performed using the OriseTMProKnife. Submucosal lifting with 6 % 
hydroxyethyl starch and indigo carmine was then carried out, followed by 
submucosal dissection. Near the end of the procedure, the clip-with-line trac-
tion technique was employed to enhance lesion exposure and facilitate sub-
mucosal dissection. Complete en bloc resection of the lesion was successfully 
achieved. The procedure was completed in approximately 40 minutes.
Results  The lesion was successfully resected en bloc using ESD, without intrap-
rocedural or postprocedural adverse events. Histopathological evaluation 
confirmed in situ squamous cell carcinoma, with both lateral and deep margins 
free of neoplasia. No lymphovascular invasion was detected. The patient recov-
ered uneventfully. Food intake was resumed on day 1 post-ESD, and the patient 
was discharged on day 2 post-ESD. Endoscopic follow-up was scheduled at 6 
months after the procedure (not done yet).
Conclusions  This case illustrates the importance of meticulous oral cavity and 
pharynx evaluation in patients with a history of ESCC, given their high risk of 
developing secondary neoplasia due to field cancerization. Even minimal subtle 
pharyngeal lesions may correspond to early carcinoma and can be easily missed 
on white-light endoscopy. Adjunctive imaging techniques significantly enhance 
lesion detection and margin delineation. Wider adoption of systematic screen-
ing protocols and pharyngeal ESD in Western centres could improve early de-
tection rates and survival, while preserving laryngeal function in this popula-
tion.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/40a4f3fe-5e32-4301-a6bc-c424f1434727/Uploads/19990_
vers %C3 %A3o_final %20hipofaringe %20esge.mp4
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Abstract Text
A 52-year-old woman developed persistent high-output bile leak after a difficult 
open cholecystectomy, with imaging revealing a long proximal CBD–CHD stric-
ture and upstream non-opacified ducts. Repeat ERCP attempts failed as the 
guidewire repeatedly entered the large defect. A novel balloon-assisted redi-
rection technique was used, wherein a biliary balloon catheter was advanced 
through the percutaneous drain and inflated at the defect, creating a temporary 
barrier that enabled successful guidewire entry into the left hepatic duct. Bi-
lateral stents were placed, achieving internal drainage. Drain output decreased 
rapidly, collections resolved, and the patient improved without requiring sur-
gery. This minimally invasive method offers an effective alternative for complex 
bile duct injuries where standard endotherapy fails.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/90fd5e98-d615-47be-aafc-118364ae88e3/Uploads/19978_
bile_leak %208.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background: Pancreatic lymphangioma is an uncommon benign cystic lesion 
that may closely resemble mucinous or serous cystic neoplasms on imaging. 
EUS-FNA with biochemical and cytological assessment is critical for establish-
ing a definitive diagnosis.
Case Description:A 50-year-old woman with hypothyroidism and thalassemia 
minor was evaluated for persistent dyspepsia and abdominal pain. Abdominal 
ultrasound identified a 25 × 35 mm cystic structure adjacent to the pancreatic 
head. MRI demonstrated a well-defined 3.6 × 2.7 cm cystic lesion arising exo-
phytically from the pancreatic body–tail, showing T1 hypointensity, marked 
T2 hyperintensity, thin septations, and no mural nodules or ductal dilatation.
Linear EUS revealed a 37 × 26 mm anechoic lesion at the head–isthmus junction, 
without communication with the main pancreatic duct and without internal 
solid components or Doppler signal. Initial sampling was performed with a 22G 
FNA needle, followed by a FNB pass with a 22G FNB Franseen-tip needle, result-
ing in aspiration of milky-white chylous fluid.
Biochemical analysis demonstrated marked hypertriglyceridemia (6250 mg/
dL), low CEA (2.2 ng/mL), and low amylase and lipase levels (221/412 U/L). 
Cytology showed fibrino-leukocytic material with a lymphocyte-rich back-
ground and no epithelial cells. These findings were consistent with pancreatic 
lymphangioma.
Conclusion:  EUS-FNA enabled definitive distinction between pancreatic lym-
phangioma and other cystic pancreatic lesions. The biochemical profile of the 
aspirate—chylous fluid with markedly elevated triglycerides, low CEA, and low 
amylase and lipase levels—is characteristic of lymphangioma and effectively 
excludes mucinous or other neoplastic cysts, supporting a conservative, 
non-operative approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Mayo Endoscopic Subscore (MES) is widely used to assess endoscop-
ic inflammatory activity in ulcerative colitis (UC). More recently, additional 
indices such as the Modified MES (MMES) and Dublin index have been proposed 
to improve the prediction of clinical outcomes. However, real-world evidence 
directly comparing these scoring systems remains limited. Therefore, we eval-
uated the predictive performance of MES, Modified MES(MMES) [1], and the 
Dublin index [2] in patients with clinical remission UC undergoing colonoscopy.
Methods  Consecutive patients who had maintained sustained corticoster-
oid-free remission for at least 6 months, had a partial Mayo score ≤ 1, and un-
derwent colonoscopy at our institution between August 2022 and February 
2023 were prospectively enrolled. Following index colonoscopy, patients were 
followed every 8 or 12 weeks for 24 months or until clinical relapse occurred. 
Clinical relapse was defined as a partial Mayo score > 2. The area under the re-
ceiver operating characteristic curve (AUC). of each endoscopic index was 
compared. The sensitivity, specificity, and risk ratio (RR), were also assessed. 
MMES was calculated by multiplying the sum of MES across five colonic seg-
ments (MS) by the maximal evaluated extent of the colon measured in decime-
tres during withdrawal, and dividing the resulting EMS by the number of seg-
ments with MES > 0. The DUBLIN score was calculated as the product of the 
highest MES (0–3) observed during colonoscopy and disease extent classified 
according to the Montreal system (E1–E3).
Results  A total of 166 patients were included. Ten patients were lost the follow 
up. The remaining 156 patients were analysed. Among them, 21 patients ex-
perienced clinical relapse.The AUCs were 0.766, 0.754, and 0.787 for MES, 
MMES, and the Dublin index, respectively.The best cut-off values for predicting 
clinical relapse were 1, 4, and 2 for MES, MMES, and the Dublin index, respec-
tively.At the best cut off, the sensitivity, specificity, and relative risk were 0.857, 
0.556, and 6.000 for MES; 0.857, 0.474, and 4.517 for MMES; and 0.429, 0.933, 
and 5.750 for the Dublin index, respectively.
Conclusions  Both the MMES and Dublin index showed no clear advantage over 
the conventional MES in predicting clinical relapse. Although these indices 
provide more detailed segmental assessment, they did not yield improved 
discriminative performance. In this post hoc analysis, the results suggest that 
the conventional MES may also have potential for predicting relapse risk in 
routine clinical practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) with stent 
placement remains the cornerstone of palliation for patients with malignant 

distal biliary obstruction (MDBO). The choice between plastic stents (PS) and 
self-expanding metallic stents (SEMS) continues to ignite debate due to their 
varying patency duration, complication rates and cost effectiveness. While PS 
are less expensive and suitable for short term drainage, SEMS are favored for 
longer term management owing to their wider diameter and reduced occlusion 
rates. Nevertheless, clinical decisions are often influenced by patient survival, 
local resources, and anticipated need for reintervention. This study was con-
ducted at King Hamad Univerity Hospital, a tertiary care center in Bahrain to 
compare outcomes of PS versus SEMS in patients with MDBO [1–19].
Methods  A retrospective cohort study was conducted at King Hamad Univer-
sity Hospital between January 2019 and May 2024. Demographic data, comor-
bidities, malignancy type, biochemical parameters, and post ERCP complica-
tions were reviewed. Comparative analyses between PS and SEMS groups were 
performed using appropriate statistical tests. Primary outcomes included 
improvement in bilirubin levels and liver enzymes post ERCP. Secondary out-
comes assessed adverse events, reintervention and readmission rates.
Results  A total of 54 patients with MDBO underwent ERCP with stenting for 
palliation (24 metallic, 30 plastic). Both groups demonstrated significant re-
ductions in total and direct bilirubin, AST, and ALT following ERCP (p < 0.001). 
There were no statistically significant differences in cholangitis, migration or 
readmission rates. Reintervention was less frequent among PS recipients (58 % 
vs. 43 %), though not statistically significant. Addtionally, time to reintervntion 
was longer with patients who received SEMS compared to PS. Overall, both 
stent types achieved comparable biochemical improvement and palliation.
Conclusions  In this retrospective study, both PS and SEMS provided effective 
biliary drainage and comparable biochemical improvement in patients with 
MDBO. Complications and readmission rates were similar, while SEMS demon-
strated a longer time to reintervention. Overall, either stent type can be used 
effectively and stent selection should remain individualized based on progno-
sis, cost, and institutional resources.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess patient satisfaction following outpatient endoscopic proce-
dures at Naimat Begum Hamdard University Hospital and to identify the major 
contributors to dissatisfaction using Pareto analysis to guide quality improve-
ment strategies.
Methods  This prospective observational study enrolled 300 consecutive out-
patients undergoing endoscopic procedures from the Gastroenterology De-
partment. After undergoing the procedure, all patients filled a structured 
satisfaction questionnaire assessing the following domains: (1) pre-endoscopy 
guidance and booking communication, (2) interaction with staff on the day of 
the procedure, (3) waiting time, (4) technical aspects of the procedure, (5) 
discomfort during endoscopy, (6) sedation-related concerns, and (7) post-pro-
cedure recovery. Procedures included 210 upper gastrointestinal (GI) endos-
copies and 90 colonoscopies. The study population consisted of 180 males and 
120 females. All participants completed the satisfaction form.
Dissatisfaction responses were categorized and quantified. A Pareto analysis 
was applied to identify the most frequent contributors to dissatisfaction and 
to determine the “vital few” domains responsible for the majority of negative 
feedback. Descriptive statistics were used to calculate proportions and cumu-
lative percentages [1, 2].
Results  A total of 62 dissatisfaction events were reported across all domains. 
Pre-endoscopy communication issues were the leading source of dissatisfac-
tion, reported by 22 patients (35.5 %), primarily relating to booking confirma-

tion delays or inadequate instructions. Sedation-related anxiety was the second 
most common issue, reported by 14 patients (22.6 %), predominantly among 
younger female patients. Endoscopy-related discomfort was noted in 12 pa-
tients (19.4 %); discomfort was higher among colonoscopy patients (n = 8) 
compared with upper GI endoscopy (n = 4). Other issues contributed smaller 
proportions, including waiting time (6 patients, 9.7 %), staff interaction con-
cerns (4 patients, 6.5 %), technical/information-related issues (2 patients, 
3.2 %), and delayed recovery discharge (2 patients, 3.2 %).
Pareto analysis showed that the top three dissatisfaction categories—commu-
nication issues, sedation-related anxiety, and procedural discomfort—account-
ed for 77.4 % of all dissatisfaction events. This aligns with the 80/20 principle, 
indicating that addressing these three domains would yield the greatest im-
provement in overall patient satisfaction. The remaining categories collective-
ly contributed only 22.6 % of dissatisfaction, indicating relatively minor impact.
Conclusions  Communication gaps, sedation-related anxiety, and procedural 
discomfort were the main contributors to dissatisfaction, accounting for most 
negative feedback. Focusing on improving pre-procedure counselling, appoint-
ment communication, and patient reassurance may significantly enhance 
overall satisfaction.
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Aims  To evaluate the frequency, clinical presentation, and treatment response 
of patients diagnosed with solitary rectal ulcer syndrome (SRUS) among indi-
viduals presenting with bleeding per rectum
Methods  This prospective observational study was conducted from January 
2022 to January 2025 at a tertiary care hospital. A total of 250 patients pre-
senting with bleeding per rectum underwent colonoscopic assessment. Indi-
viduals diagnosed with SRUS were followed as a focused cohort. Standardized 
management included dietary and lifestyle modification, careful use of laxa-
tives, sucralfate enemas, and biofeedback therapy. Patients were assessed 
during follow-up visits for clinical improvement, symptom persistence, treat-
ment compliance, and psychosocial impact [1, 2].
Results  Among the 250 patients evaluated, 42 (16.8 %) were diagnosed with 
SRUS. Only 6 patients (14.3 %) showed significant improvement with lifestyle 
modification and judicious laxative use. The remaining 36 patients (85.7 %) 
remained symptomatic despite adherence to conservative treatments, includ-
ing sucralfate enemas and biofeedback therapy. Of these non-responders, only 
3 patients consented to undergo surgical rectopexy. Although the procedure 
was technically successful, all three patients reported significant post-proce-
dure psychological distress, including heightened anxiety, fear of symptom 
recurrence, and impaired confidence in daily functioning. The majority of the 
overall non-responder group required frequent outpatient visits, continued to 
experience bleeding and discomfort, and reported marked deterioration in 
quality of life with associated personal, professional, and emotional challenges.
Conclusions  SRUS remains a difficult condition to manage, with poor response 
to conventional conservative therapies. While surgical rectopexy was accepted 
by only a small subset of refractory patients, postoperative psychological issues 
further complicated their recovery. These findings highlight the need for more 
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effective therapeutic strategies, early psychological support, and a multidisci-
plinary approach to improve long-term outcomes and quality of life in patients 
with SRUS.
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Aims  Endoscopic removal of foreign bodies from the stomach is among the 
most common emergency indications in gastrointestinal endoscopy. Needle 
ingestion is a particularly common among women who secure their head-
scarves with needles. The main complications that may occur during the ex-
traction procedure are mucosal injury, bleeding, laceration, or perforation of 
the stomach and esophagus. In this study, we evaluated the presence and se-
verity of esophageal injury during the removal of a swallowed needle using an 
easily accessible and low-cost modified condom catheter attached to the tip 
of the gastroscope.
Methods  Fourteen female patients who accidentally swallowed a needle were 
admitted to the emergency department. After radiologic imaging confirmed 
that the foreign body was located in the stomach, endoscopic removal was 
performed under sedation with midazolam and meperidine. Before the proce-
dure, a condom catheter with 35 mm diameter was modified by cutting and 
adapted to the tip of the gastroscope. Since swallowed needles could not be 
found in 2 patients, 12 patients were evaluated. During the procedure, the 
proximal one-third of each needle was grasped with a snare, and once the 
modified condom catheter cap at the gastroscope tip completely enclosed the 
needle at the esophagogastric junction, the instrument was withdrawn. 
Post-procedure endoscopic examinations were performed to assess possible 
esophageal mucosal damage, and the lengths of the removed needles were 
measured. Descriptive analysis was performed.
Results  The mean age of the 12 female patients was 27.7 ± 8.7 years. All re-
ported accidental needle ingestion while wearing a headscarf. The mean length 
of the extracted needles was 24.7 ± 6.2 mm (range: 15–35 mm). Follow-up 
endoscopic evaluations revealed no mucosal injury or laceration in any patient. 
All patients were discharged following the procedure.
Conclusions  In this small case series of 12 patients with ingested needles, the 
use of a modified condom catheter attached to the gastroscope tip in conjunc-
tion with a snare was associated with successful retrieval without any endo-
scopically detectable esophageal mucosal injury. This easily accessible and 
low-cost modification may represent a useful adjunct in selected cases; how-
ever, larger comparative studies are needed to confirm its safety and efficacy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Endoscopic mucosal resection (EMR) is a standard technique 
for removing duodenal adenomas but carries a relatively high risk of clinically 
significant delayed bleeding (CSDB), reported in 8–18 % of cases. CSDB con-
tributes to patient morbidity and increased healthcare utilization. Preventive 
measures such as clip closure and prophylactic coagulation can reduce this risk 
but are technically demanding and time-consuming. In contrast, topical he-
mostatic agents are quick and easy to apply. Novel hemostatic powders may 
therefore offer a simpler and more efficient strategy to reduce CSDB following 
duodenal EMR.
Innovation  A Polysaccharide Hemostatic System (PHS (Endoclot); Olympus, 
Tokyo, Japan) is a hemostatic powder applied to the resection site using con-
trolled air pressure. The powder consists of absorbable modified polymers 
(AMP), which degrade naturally. By absorbing water from blood, AMP particles 
concentrate platelets, red blood cells, and coagulation proteins, thereby accel-
erating the clotting cascade. An air compressor ensures consistent air pressure, 
allowing uniform powder application to the resection site, forming a protective 
layer over the resection plane (▶Table 1).

▶Table 1	  (Post-)Procedural and histologic characteristics

Characteristic Duodenal EMR 
(n = 34) 

Sedation

Propofol 32 (94.1) 

Midazolam 2 (5.9) 

Non-lifting sign (yes), n ( %) 8 (23.5) 

Piecemeal EMR (yes), n ( %) 30 (88.2) 

If piecemeal, number of pieces, median (IQR)* 4 (3) 

Macroscopic complete resection (yes), n ( %) 30 (88.2) 

Successful application of hemostatic agent (yes), 
n ( %) 

33 (97.1) 

Bleeding (yes), n ( %)

Intraprocedural 2 (5.9) 

Post-procedural (delayed) 6 (17.6) 

Timing of post-procedural bleeding (hours after 
EMR), median (IQR) 

19 (110) 

Perforation (yes), n ( %) 0 (0) 

Histology

Tubular adenoma 16 (47.1) 

Tubulovillous adenoma 17 (50 %) 

Sessile serrated adenoma 1 (2.9) 

EMR: endoscopic mucosal resection; IQR: interquartile range*: 
unknown for 12 patients
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Results  A total of 34 duodenal EMRs were performed using the novel hemo-
static powder. Of these patients, 55.9 % were male, with a mean age of 61 years 
(95 % CI: 47.3-74.7). Most polyps were located in the second part of the duo-
denum (D2; 41.2 %) and had a median size of 20 mm (IQR 20). Piecemeal re-
section was performed in 88.2 % of cases. Application of the hemostatic agent 
was successful in 33 procedures (97.1 %). Delayed bleeding occurred in 6 pa-
tients (17.6 %) at a median of 19 hours post-EMR (IQR 110). Among these, a 
hemoglobin drop of ≥ 1.5 mmol/L was observed in 3 patients (8.8 %), hemate-
mesis in 2 (5.9 %), hematochezia in 3 (8.8 %), and melena in 5 (14.7 %). Three 
patients were treated conservatively, and three underwent successful endo-
scopic hemostasis with clip placement.
Conclusions  Compared with previous studies, this novel hemostatic agent 
does not appear to reduce the risk of CSDB. However, definitive conclusions 
cannot yet be drawn, as the study is ongoing and aims to include a total of 53 
cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Therapeutic options for ethanol-induced gastric mucosal injury remain 
limited. To provide new drug options, this study investigated the protective mech-
anisms of Escin—a compound known for its anti-inflammatory and anti-edematous 
properties—against this condition, which are currently unreported.
Methods  Male SD rats were divided into Control, Ethanol, Escin, and Omepra-
zole groups. Gastric ulcer index and histopathological scores were compared. 
Network pharmacology predicted Escin targets. Apoptosis proteins, NF-κB 
inflammatory pathway proteins, inflammatory factors, and related mRNA ex-
pression were analyzed. An Ethanol-induced GES-1 cell injury model was estab-
lished to evaluate the protective effect of Escin. Genes positively regulating the 
TNF-α/NF-κB signaling pathway were identified through transcriptome se-
quencing and validated.
Results  The study found that Escin significantly alleviated the damage of Eth-
anol to gastric mucosal tissue. Network pharmacology predicted that Escin was 
closely related to inflammation-related pathways such as NF-κB in the action 
of gastric ulcers. Escin significantly mitigated ethanol-induced damage by re-
storing MUC5AC, TFF2, Occludin, suppressing NF-κB activation, downregulat-
ing IL-1β, IL-6, and TNF-α at both protein and mRNA levels, and modulating 
apoptosis by inhibiting Bax/Caspase-3 while promoting Bcl-2 expression Escin's 
protection against ethanol-induced injury was further validated in cell prolif-
eration assays. Finally, Transcriptomics revealed 27 inflammation-related genes 
upregulated by ethanol, of which 9 genes including Birc3, Bcl3, SOCS1, SOCS3, 
CCL2, CX3CL1, Pim1, SGK1, and OSMR positively regulated the TNF-α/NF-κB 
signaling pathway. Western blot confirmed seven of these are modulated by 
Escin during its protective action.
Conclusions  The study found that Escin significantly alleviated the damage of 
Ethanol to gastric mucosal tissue. Network pharmacology predicted that Escin 
was closely related to inflammation-related pathways such as NF-κB in the ac-
tion of gastric ulcers. Escin significantly mitigated ethanol-induced damage by 
restoring MUC5AC, TFF2, Occludin, suppressing NF-κB activation, downregu-
lating IL-1β, IL-6, and TNF-α at both protein and mRNA levels, and modulating 
apoptosis by inhibiting Bax/Caspase-3 while promoting Bcl-2 expression Escin's 
protection against ethanol-induced injury was further validated in cell prolif-
eration assays. Finally, Transcriptomics revealed 27 inflammation-related genes 
upregulated by ethanol, of which 9 genes including Birc3, Bcl3, SOCS1, SOCS3, 
CCL2, CX3CL1, Pim1, SGK1, and OSMR positively regulated the TNF-α/NF-κB 

signaling pathway. Western blot confirmed seven of these are modulated by 
Escin during its protective action.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) for superficial non-ampullary 
duodenal epithelial tumors (SNADETs) has been reported to be effective, but 
the unique anatomical and physiological features of the duodenum are asso-
ciated with a higher incidence of severe complications compared with other 
sites. In addition, SNADETs requiring ESD are relatively rare, making it difficult, 
especially in regional hospitals, to accumulate sufficient cases and gain expe-
rience. To ensure safety while building experience with duodenal ESD, we in-
troduced duodenal laparoscopic and endoscopic cooperative surgery (D-LECS), 
in which ESD is followed by laparoscopic suturing of the mucosal defect. We 
then gradually shifted to standalone duodenal ESD after stepwise training, 
including endoscopic closure techniques in colorectal ESD. This study aimed 
to clarify the role of D-LECS in the introduction of duodenal ESD in a Japanese 
regional hospital.
Methods  We retrospectively reviewed 37 patients with 37 SNADETs treated 
by D-LECS between September 2016 and November 2024, and 6 patients with 
6 SNADETs treated by ESD alone from January 2025 onwards at our institution.
	 D-LECS cases were divided into an early phase (before national insurance 

reimbursement) with 12 lesions and a late phase (after reimbursement) 
with 25 lesions. Patient characteristics and treatment outcomes were 
compared between phases, including en bloc resection rate, R0 resection 
rate, dissection speed, intraoperative perforation, delayed bleeding, 
delayed perforation, and postoperative fever.

	 Treatment outcomes of standalone ESD cases were evaluated descrip-
tively.

Results  Patient characteristics, including age, sex, tumor size, tumor location, 
and malignancy rate, did not differ between the early and late D-LECS phases. 
En bloc resection was achieved in 100 % of lesions in both phases. R0 resection 
rates were 16.7 % in the early phase and 8.0 % in the late phase, with no signif-
icant difference. Intraoperative perforation occurred in 41.7 % and 12.0 % of 
cases, respectively, showing a non-significant trend toward reduction in the 
late phase (p = 0.083). Postoperative fever occurred in 16.7 % of early-phase 
cases and in none of the late-phase cases.
	 All 6 standalone ESD cases achieved R0 resection. One patient developed 

a perforation during clip closure of the mucosal defect; free air worsened 
on the following day, and surgical suturing of the defect was required. 
The remaining 5 patients experienced no major complications and were 
discharged on postoperative day 4.

Conclusions  In a Japanese regional hospital where case accumulation is chal-
lenging, stepwise skill acquisition through D-LECS for duodenal ESD, combined 
with training in endoscopic closure after colorectal ESD, appears useful for 
safely introducing standalone duodenal ESD. However, the risk of emergency 
surgery due to complications remains and requires careful attention. Close 
collaboration with surgeons is essential, and D-LECS may contribute to both 
technical training of endoscopists and improvement of treatment outcomes 
during the introductory phase of duodenal ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic intermuscular dissection (EID) is an emerging, organ-pre-
serving technique for rectal tumors; however, its clinical value necessitates 
further evidence. This study aimed to evaluate the efficacy and safety of EID for 
rectal tumors using multicenter data (▶Table 1).

▶Table 1	  Patients basline charceteristics and endoscopic findings

Outcomes Results

Number 33

Gender, male, n( %) 20(60.61)

Age, mean(SD), years 45.30 ± 13.00

Location, n( %) Upper 4(12.12)

Middle 2(6.06)

Low 27(81.82)

Diameter, mean(SD),(mm)

Subepithelial lesion 9.86 ± 3.86

Mucosal lesion 20-25

EUS, n( %) Submucosal 21(63.64)

Mucosal and submuscoal 9(27.37)

Muscularis propria 3(9.09)

Paris 
classifcation, 
n( %)

0-Is 17(51.52)

IIa 14(42.42)

Isp 1(3.03)

0-IIa + IIc 1(3.03)

Color, n( %) Yellow 26(78.79)

White 5(15.15)

Red 2(6.06)

Methods  This retrospective cohort study included patients who underwent 
EID for rectal tumors at two tertiary centers between January 2019 and January 
2025. Inclusion criteria were: (1) pathological confirmation of rectal tumor; (2) 
no distant metastasis on preoperative imaging (contrast-enhanced CT/MRI, 
endoscopic ultrasound, or 68Ga PET-CT); and (3) complete follow-up of ≥ 3 
months. The primary outcome was R0 resection rate. Secondary outcomes 
included en bloc resection rate, procedure time, complication rate, and post-
operative hospital stay.
Results  A total of 31 patients (mean age 45.3 ± 13.0 years; 58.1 % male) were 
analyzed. Most tumors (87.1 %) were located in the middle/lower rectum. Pre-

operative diagnoses were predominantly submucosal tumors (93.6 %). EID 
achieved 100 % technical success and en bloc resection rates. The median pro-
cedure time was 60 minutes (IQR 42.3–68.0). Final pathology identified neu-
roendocrine tumors (G1, 87.1 %), leiomyoma (3.2 %), stromal tumor (3.2 %), 
and pT1 adenocarcinoma (6.5 %). The mean tumor diameter was 9.00 ± 3.86 
mm. R0 resection was achieved in all cases (100 %), with no lymphovascular or 
perineural invasion. The complication rate was 9.7 % (3/31; fever: 2, pain: 1), 
all managed conservatively without re-intervention or surgery conversion. 
Median hospital stay was 5 days (IQR 5–6). Over a median follow-up of 22.5 
months (IQR 11–62), no recurrence or metastasis was observed.
Conclusions  EID is an effective and safe treatment for selected rectal tumors, 
offering high rates of R0 and en bloc resection with minimal complications. It 
represents a promising organ-preserving option for submucosal and early-stage 
rectal lesions. Larger prospective studies are warranted to confirm its long-term 
oncologic outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal excavation (ESE) for large subepithelial lesions 
(SELs) at the esophagogastric junction (EGJ) often faces challenges of large 
mucosal defects and difficult wound closure. This study aimed to preliminarily 
investigate the efficacy and safety of a modified technique—top linear inci-
sion-modified ESE (TLI-ESE)—for treating large SELs in this specific location.
Methods  This multicenter retrospective study enrolled 7 consecutive patients 
with EGJ-SELs who underwent TLI-ESE between May 2024 and August 2025 at 
three tertiary centers. Inclusion criteria were lesions originating from the mus-
cularis propria layer with a long diameter > 2 cm. Primary outcomes were tech-
nical success rate, en bloc resection rate, and R0 resection rate. Secondary 
outcomes included procedure time, complication rate, and follow-up results 
(▶Table 1).
Results  Seven patients (3 males, 4 females) with a mean age of 43.4 years were 
included. All lesions were successfully resected using TLI-ESE, achieving both 
a technical success rate and an en bloc resection rate of 100 %. The median 
procedure time was 65 minutes (range: 27-90 minutes). Postoperative pathol-
ogy confirmed all lesions as leiomyomas with negative horizontal and vertical 
margins, resulting in an R0 resection rate of 100 %. No intraoperative bleeding 
or perforation occurred. Postoperatively, there were no instances of delayed 
bleeding, perforation, infection, or pneumothorax. During a median follow-up 
of 3-24 months, all patients recovered well, and endoscopic review showed no 
local recurrence.
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▶Table 1	  Baseline Characteristics and Treatment Outcomes of Patients Undergoing TLI-ESE for EGJ-SELs

Case 
No

Geder Age 
(years)

Lesion 
Size 
(cm)

Procedure 
Time(min)

En 
Bloc 
Resec-
tion

RO 
Resec-
tion

Pathological 
Result

Follow-up 
(months)

Postoperative Complications Recur-
rence 
or 
Metas-
tasis

Bleeding Perfora-
tion

Infec-
tion

Pneumo-
thorax

1 M 53 8 60 yes yes Leiomyoma 3 no no no no no

2 M 54 2.4 70 yes yes Leiomyoma 5 no no no no no

3 F 24 2 90 yes yes Leiomyoma 12 no no no no no

4 F 36 3.5 60 yes yes Leiomyoma 24 no no no no no

5 F 33 3 27 yes yes Leiomyoma 4 no no no no no

6 M 33 3.2 70 yes yes Leiomyoma 4 no no no no no

7 F 70 2.8 66 yes yes Leiomyoma 3 no no no no no

Conclusions  This preliminary study suggests that TLI-ESE is a technically fea-
sible, safe, and effective treatment strategy for large SELs in the EGJ region, 
achieving high en bloc and R0 resection rates with a low complication profile. 
This technique offers a novel approach to addressing the challenge of post-re-
section wound closure for large lesions, although its long-term efficacy requires 
further validation through larger prospective studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Tumor documentation for example for the Bavarian cancer registry to 
date is still done by typists, manually filling the information from the medical 
report to the cancer registry form. In this work, we explored the potential of a 
large language model based system (LLM) for automated tumor documenta-
tion.
Methods  We developed an LLM based method, to read, output and fill in 10 
typical tumor documentation related items from medical reports. We an-
onymized and modified potential identifying information of 10 physician let-
ters. All patients had stage II or III colorectal cancer. We then measured the time 
it takes a typist to read and copy/paste the information from the medical report 
to the tumor documentation form. We compared and measured the time it 
takes for the LLM model alone. Finally, we measured the time it takes a typist 
to check for errors when the form was already prefilled by the LLM.
Results  The typists manual fill in time was 14:45 minutes, the LLMs time was 
0:45 minutes (-94.9 %). The typist error check time with LLM prefill was 06:28 
minutes (-56.2 %). The LLM correctly extracted 100/100 items.
Conclusions  State of the art large language models offer huge potential time 
saving benefits for automated tumor documentation. Larger studies are need-
ed for evaluation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction/Background  Achalasia is a primary oesophageal motility disor-
der characterised by impaired lower oesophageal sphincter (LES) relaxation 
and absent peristalsis. While high-resolution manometry (HRM) remains the 

diagnostic gold standard, the functional lumen imaging probe (EndoFLIP) has 
emerged as a valuable adjunct in the evaluation of LES distensibility, hence 
aiding diagnosis1. In addition, EndoFLIP can provide real-time, intraoperative 
feedback during peroral endoscopic myotomy (POEM) in assessing procedural 
adequacy [1]. We present a case of type I achalasia in which EndoFLIP was used 
both for diagnostic clarification and intra-procedural assessment of myotomy 
effectiveness during POEM.
Case Presentation  A 32-year-old male was referred to Gastroenterology from 
his primary care physician for progressive dysphagia to solids and liquids, re-
gurgitation and significant loss of weight over the past year (Eckardt score 6 
points). A computed tomography (CT) scan of the chest and abdomen were 
unremarkable. Oesophagogastroduodenoscopy (OGD) revealed a dilated oe-
sophagus with retained food residue up until the proximal oesophagus and a 
puckered gastro-oesophageal junction. A high-resolution manometry (HRM) 
was unsuccessful due to difficulty traversing the catheter beyond the LES. An 
EndoFLIP was then performed which found a low esophagogastric junction 
(EGJ) distensibility index (DI) of 1.7 mm²/mmHg at 60 mL fill volume and an 
absent contractile response during volumetric distension, confirming severe 
EGJ outflow obstruction and supporting a diagnosis of type I achalasia. He sub-
sequently underwent a POEM, during which an intra-procedure EndoFLIP was 
performed post-myotomy to assess adequacy prior to mucosal incision closure 
– this revealed a DI of 6.3 mm²/mmHg at 60 mL fill volume, indicating adequate 
disruption of the LES muscle fibres. The patient had significant improvement 
in symptoms and was discharged 2 days post-POEM.
Conclusion  This case report highlights the utility of EndoFLIP as a diagnostic 
tool in patients with underlying oesophageal motility disorders, especially in 
circumstances where HRM is challenging to perform. Furthermore, its use as 
an intra-procedure guide in providing objective, real-time physiological feed-
back in the setting of POEM has great potential in guiding and optimising ther-
apeutic outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The revised Atlanta Classification delineates the local complications of 
acute pancreatitis, categorizing them as acute (peri)pancreatic fluid collections 
(PFCs), acute necrotic collections, pancreatic pseudocysts, and walled-off pan-
creatic necrosis (WOPN). Various endoscopic interventions are employed for 
the management of WOPN, notably including direct transluminal endoscopic 
necrosectomy (DEN) following the placement of an endoscopic ultra-
sound-guided (EUS) lumen-apposing metal stent (LAMS). This study aims to 
assess the clinical outcomes and safety profile of DEN in patients diagnosed 
with pancreatic WOPN.
Methods  Between October 2021 and October 2025, we performed a total of 
3337 endoscopic procedures, including 1705 EUS examinations. During this 
period, a total of 75 WOPN cases were identified, comprising 40 LAMS inser-
tions, 11 conventional double pigtail plastic stent insertions, and 24 cases of 
spontaneous regression.This single-center retrospective analysis encompass-
es patients with pancreatic WOPN who underwent DEN at Semmelweis Uni-
versity between May 2022 and Oct 2025. The procedures were performed by 
three seasoned specialists in EUS. Comprehensive data on patient demograph-
ics, procedural specifics, and follow-up outcomes were collected, with adverse 
events classified according to the AGREE criteria.
Results  We successfully placed LAMS in 40 patients (65,0 % female, average 
age 55,9 years, SD 15,41). The primary indications for intervention included 
the dimensions of WOPN, exacerbation of gastric outlet obstruction, and signs 
of infection. The mean dimensions of WOPN were recorded as 104 mm in the 
anteroposterior direction (SD 54,0), 96,7 mm laterolateral (SD 46,6), and 104,9 
mm craniocaudal (SD 53,0), with a predominant occurrence in the head of the 
pancreas (60 %). Biliar reasons (42,3 %) and alcohol consumption (38,5 %) 
emerged as the leading etiological factors for WOPN in male patients and biliary 
causes were identified in 85,7 % of female patients. In total, we conducted 111 
DEN procedures across the 40 patients (26 males and 14 females). The average 
number of DEN sessions was three for both male and female groups (range: 
0-7). The technical success rate achieved was 100 %, accompanied by a clinical 
success rate of 97 %. Six of the 40 patients required intensive care. Four of these 
six patients needed surgical intervention due to complications from endoscop-
ic necrosectomy, including bleeding and perforation. Unfortunately, one pa-
tient succumbed to multiorgan failure. To enhance the resolution of infection 
between DEN sessions, we employed 7 Fr/250 cm nasocystic tubes for irrigation 
of the WOPN with a saline solution in 36 patients, with no adverse events re-
ported as a result of this intervention.
Conclusions  DEN can be performed safely in experienced medical centers and 
demonstrates a high success rate in the treatment of infected WOPN, effective-
ly alleviating symptoms and decreasing enzyme levels.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Caustic ingestion is an important global health problem that is largely under-
reported. In adults, it is typically associated with suicide attempts, with alcohol 
or recreational drug use, or in those with other mental health problems. The 
extent of injury following caustic ingestion depends on the type of product 
(alkali or acid), the amount ingested, and length of contact time. It is an emer-
gent condition that may lead to serious morbidity, with deleterious complica-
tions, and even death. This paper aims to give awareness on the possible com-
plications of such cases; and what may be done. This is to report on a singular 
case of a 32-year-old, Filipino, female, who intentionally ingested hydrochloric 
acid, approximately 50ml in volume. She was diagnosed with epilepsy at 12 
years old, maintained on Phenobarbital, and had associated developmental 
delay. She is mainly dependent on her mother and elder sister. An immediate 
endoscopy was done within 24 hours of ingestion, which showed circumferen-
tial erosions and ulcerations throughout the length of the esophagus, and 
necrotic and friable stomach mucosa (Zargar IIIB). She was maintained on noth-
ing-per-orem, given intravenous hydration, parenteral nutrition and proton 
pump inhibitor drip. A re-look endoscopy was done after 96 hours post-acid 
ingestion, which revealed a mid-esophageal stricture at 25cm from the incisors 
occupying about 10 % of the lumen; still with circumferential erosions and fri-
able mucosa throughout the length of the esophagus; the stomach had linear 
brownish black ulcers in the entire stomach; and the pylorus was distensible 
and intubated, revealing friable and erythematous mucosa involving the first 
and second portion of the duodenum (Zargar IIIA). In coordination with the 
General Surgery service, patient was observed for progressive feeding from 
liquids to soft diet, which was generally tolerated. Patient was discharged and 
advised for repeat endoscopy after 2 months post-injury when stricture forma-
tion commonly occurs. However, at 5 weeks post-ingestion, patient consulted 
at the out-patient department due to episodes of post-prandial vomiting fol-
lowing intake of food or liquids. Repeat endoscopy was then advised, which still 
revealed an esophageal stricture occupying 10 % of the lumen, esophagitis LA 
grade A, and now with a stenotic pylorus with a linear clean-based ulcer. Biop-
sy taken revealed mucin-secreting columnar epithelium with chronic active 
inflammation. The duodenum was no longer accessible. Patient then under-
went laparoscopic gastrojejunostomy under the General Surgery service, and 
re-started on progressive diet. With multidisciplinary coordination, patient was 
stabilized and discharged with ongoing monitoring and rehabilitation. Endos-
copy is a reliable technique for assessing the extent of caustic injury and the 
presence of complications, such as stricture formation and stenosis. These may 
occur earlier or even years thereafter, and timing is of the essence. Early, and 
individualized, surgical intervention may also result in excellent long-term out-
come for such instances [1–4].
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eP430  Performance of Colorectal Endoscopic 
Vacuum Therapy in Anastomotic Dehiscence Using 
the Tube-in-Tube Endoscopic Vacuum Therapy 
Method (CR TT-EVT)
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Aims  Anastomotic dehiscence remains one of the most severe and potential-
ly fatal complications following colorectal surgery. Despite technical advances 
and improved perioperative care, its incidence remains around 11 % and is as-
sociated with high morbidity (2-16 %) and mortality rates (20-35 %). [1]
In recent decades, endoscopic vacuum therapy (EVT) has become a minimally 
invasive and effective option for managing anastomotic fistulas and leaks, pre-
serving anastomosis and reducing the need for reoperations. [2]
The conventional EVT method, described in 2001, uses a sponge attached to 
a catheter inserted transanally and positioned intraluminally or intracavitary, 
connected to a continuous, controlled negative-pressure system. [3]
In 2019, the Tube-in-Tube Endoscopic Vacuum Therapy (CR TT-EVT) technique 
was introduced, allowing vacuum system placement without sponge, transan-
ally or throught transparietal access. Its structural features eliminate the need 
for frequent device exchanges and allow cavity irrigation, improving infectious 
control and wound healing. [4]
The aim was to evaluate technical success, clinical success, and adverse events 
associated with the CR TT-EVT method in the management of colorectal anas-
tomotic dehiscence.
Methods  This retrospective observational study was conducted at the São 
Paulo Cancer Institute and included patients with colorectal anastomotic de-
hiscence treated with CR TT-EVT between 2019 and 2024.
Results  Thirty patients with colorectal anastomotic dehiscence were treated 
using CR TT-EVT, 70 % were male and the mean age was 58 years. Twenty-six 
were operated for colorectal cancer, three for diverticulitis, and one for endo-
metriosis.Diagnosis was predominantly established by computed tomography 
(93 %), and the mean volume of associated collections was 203mL.
CR TT-EVT was used as primary therapy in 21 patients and as rescue therapy 
after failure of initial treatment in nine. Seventeen had a protective ostomy at 
the time of diagnosis. Treatment access was mainly throught transparietal (20 
patients), followed by transanal (nine) and intraluminal via colostomy (one).
The median interval between surgery and diagnosis of dehiscence was 8 days, 
and between diagnosis and CR TT-EVT initiation, 5 days. Technical and clinical 
success were 100 % and 87 %, respectively, with median time therapy of 21 days, 
and an average of three rectoscopies per patient. Eleven patients required ad-
ditional therapy, but none required reoperation. Thirteen patients underwent 
treatment without an ostomy.
The most frequent complication was device displacement when positioned 
transanally (27 %). Three patients developed anastomotic stenosis – two suc-
cessfully treated with endoscopic dilation. One patient developed complete 
anastomotic stenosis requiring permanent colostomy. One patient died during 
late therapy, without evidence of pelvic infection.
Conclusions  CR TT-EVT demonstrated high efficacy and safety in the manage-
ment of colorectal anastomotic dehiscence, with no need of surgery. Adverse 
events were infrequent, mainly limited to device displacement, and anasto-
motic stenosis, mostly endoscopically manageable. The relationship between 
time for defect to closing and the limited need for device exchanges, highlights 
the potential advantages of CR TT-EVT.

These findings support CR TT-EVT as an effective minimally invasive strategy, 
that optimizes the management of colorectal fistulas and anastomotic leaks, 
avoiding unnecessary surgical interventions.
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Aims  Ultrasonography(USG) guided tissue acquisition has been the modality 
of choice for diagnosis of focal liver lesions. EUS- TA has now become the main-
stay for tissue diagnosis of various intraabdominal mass lesions. EUS guided 
liver biopsy is also slowly gaining acceptance. But,the safety and efficacy of EUS 
TA for focal liver lesion is largely unknown. In this study we looked as safety and 
efficacy of this modality and also compared the diagnostic accuracy of EUS 
FNAC and EUS FNB.
Methods  In this prospective observational study, we included patients with 
focal liver lesions who underwent EUS – TA. Size of the lesion and number of 
passes taken were recorded. EUS guided FNAC followed by EUS guided FNB was 
done back -to- back during the same endoscopic session. The safety,sample 
adeqauacy,technical success and diagnostic yield of both FNA and FNB speci-
mens was calculated based on the final diagnosis and compared.
Results  Of the 40 patients included,42.5 % of patients were females with a 
mean age of 57.5 ± 12.84 years.9 adenocarcinoma (22.5 %),4 hepatocellular 
carcinoma(10 %)4 poorly differentiated carcinoma(10 %) 4 regenerating nod-
ule(10 %), 3 liver abscess(7.5 %),2 small cell carcinoma(5 %),3 squamous cell 
carcinoma(7.5 %),3 non hodgkins lymphoma(7.5 %),2 inflammatory granulo-
ma(5 %),2 high grade carcinoma(5 %),1 adenosquamous carcinoma(2.5 %),1 
cholangiocarcinoma(2.5 %),1 NET was diagnosed(2.5 %).3 samples in EUS-FNA 
group and 1 sample in EUS-FNB was reported inconclusive. It was possible to 
obtain tissue from lesions in all patients,technical success 100 %. Number of 
passes were significantly more in the EUS FNA group compared to EUS FNB. The 
diagnostic yield of EUS-FNB was 97.5 % as compared to 92.5 %. Although diag-
nostic yield of EUS-FNB was higher than that of EUS-FNB, the difference was not 
statistically significant.
Conclusions  EUS TA is safe and has a high diagnostic yield in focal liver lesions. 
In resource constraint settings, either EUS FNA or EUS FNB alone may be suffi-
cient for diagnosis, with EUS FNB being done judiciously when maintained 
tissue architecture is required.
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Aims  Endoscopic ultrasound (EUS)-guided biliary drainage is an alternative 
technique for biliary decompression when ERCP fails. This study aims to com-
pare the efficacy, safety, and clinical outcomes of EUS-guided biliary drainage 
versus ERCP in patients with distal malignant biliary obstructions (MBO).
Methods  A single-center retrospective study was conducted on patients un-
dergoing biliary drainage for MBO via EUS or ERCP between 2018 and 2024. 
Outcomes included technical success, clinical success (symptom resolution or 
bilirubin reduction ≥ 50 % at 14 days/ ≥ 75 % at 28 days), adverse events (AEs), 
reintervention rates, and long-term outcomes (survival, oncology treatment 
access). Continuous variables were compared using the Student’s t-test, while 
categorical variables were analyzed using the Chi-square or Fisher’s exact test. 
Survival rates were estimated using the Kaplan-Meier method. A p-value < 0.05 
was considered statistically significant.
Results  A total of 84 patients were enrolled in the study (31 EUS-group and 
53 ERCP-group), with a combined total of 93 procedures (34 EUS and 59 ERCP). 
Technical success was achieved in 100 % of EUS-BD and 94.9 % of ERCP cases 
(p = 0.181), with clinical success rates of 92.9 % and 94.1 %, respectively 
(p = 0.816). No significant differences were found in total hospital stay (7.3 vs 
6.6 days, p = 0.484) or post-procedural stay (4.6 vs 3.4 days, p = 0.094). Peri-pro-
cedural adverse events occurred in 11.8 % (EUS) vs 5.1 % (ERCP) (p = 0.207), 
while post-procedural complications were recorded in 5.9 % vs 11.9 % 
(p = 0.642). Regarding long-term outcomes, mortality during follow-up was 
significantly lower in the EUS group (64.5 % vs 73.6 %, p = 0.008), although mean 
survival time did not differ significantly (189 vs 285 days, p = 0.205). Access to 
chemotherapy was similar between groups (39.1 % vs 55.8 %, p = 0.196).
Conclusions  Both methods proved effective, with a slight but not statistically 
significant advantage for EUS-BD in technical success and for ERCP in clinical 
success. Both EUS-BD and ERCP are effective options for biliary drainage in 
patients with malignant biliary obstructions. The choice of procedure may de-
pend on the patient's clinical profile and the availability of experienced opera-
tors, considering individual characteristics and the specific risks associated with 
each technique.
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Aims  In patients with distal malignant biliary obstruction (MBO) and failed 
endoscopic retrograde cholangiopancreatography, the American Society for 
Gastrointestinal Endoscopy and European Society of Gastrointestinal Endosco-
py recommend endoscopic ultrasound-guided choledochoduodenostomy 
(EUS-CDS) EUS-guided hepaticogastrostomy. [1, 2] Retrospective studies re-
port technical and clinical success rates as high as 96 % for EUS-CDS by trans-
duodenal placement of a lumen-apposing metal stent (LAMS) into an extrahe-

patic bile duct. [3] Placement of double pigtail plastic stents (DPPS) has been 
described to reduce LAMS dysfunction. We conducted a meta-analysis of the 
efficacy and safety of EUS-CDS using a LAMS without or with DPPS to reduce 
stent dysfunction in the treatment of MBO.
Methods  An expert librarian conducted searches of Embase and the MEDLINE 
full file (via Ovid) to identify studies published in English between January 1, 
2011, and January 1, 2025. Clinical studies of EUS-CDS using the AXIOS LAMS 
(Boston Scientific Corporation, Marlborough, Massachusetts, USA) including 
more than 10 patients were eligible. Efficacy and safety outcomes were as-
sessed using a random-effects meta-analysis to estimate the proportion of 
patients with the outcome. Efficacy outcomes were technical success, clinical 
success, and reinterventions. The safety outcome was the proportion of pa-
tients with ≥ 1 serious adverse event (SAE).
Results  Eighteen eligible studies (96.7 % retrospective, 54.5 % male patients 
with mean or median age ≥ 68 years if reported) were conducted at 89 centers 
in 12 countries (US 1, APAC 3, Europe 8). Analyses included “cold” or “hot” 
(electrocautery-enhanced) LAMS without (15 studies, N = 905 patients) or with 
(4 studies, N = 141) concomitant placement of DPPS at the initial procedure. 
The estimated pooled proportions of patients with technical success and clin-
ical success of EUS-CDS using the LAMS were 97.4 % (95 % CI 95.1–99.0 %) and 
94.2 % (95 % CI 91.4 %–96.5 %), respectively. Reinterventions were performed 
in 11.3 % (95 % CI 7.0 %–16.4 %) of patients. The estimated pooled proportion 
of patients with ≥ 1 SAE during the study period was 12.6 % (95 % CI 
8.0 %–18.0 %). Estimates were similar for EUS-CDS using LAMS with DPPS, in-
cluding 96.4 % (95 % CI 88.0–99.9 %) clinical success, 98.6 % (95 % CI 
94.1 %–100 %) technical success, 13.7 % (8.0 %–20.5 %) reinterventions, 15.7 % 
(9.5 %–23.2 %) patients with ≥ 1 SAE.
Conclusions  EUS-CDS using a LAMS without or with DPPS had similarly high 
technical and clinical success and comparable safety to treat MBO in adults.
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Aims  The ESGE guideline, published in 2019, does not recommend performing 
the procedure directly on humans. It recommends performing procedures on 
at least 20 animal models before starting ESD procedures on humans, and 
performing en bloc resection without perforation in eight of the last ten pro-
cedures. Most animal models used today use pig organs due to their similarity 
to human organs. However, due to legal restrictions on pig production and 
slaughter in our country, access to pig models is difficult compared to other 
countries. Therefore, an animal model from the bovine esophagus, which is 
much more readily available in our country, was used as the first step of endo-
scopic submucosal dissection training. Twenty ESD procedures on the model 
were evaluated in terms of procedure time and muscle layer damage. Further-
more the first procedures performed by the endoscopist on humans were also 
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evaluated, considering that they could provide insight into the effects of these 
procedures on humans.
Methods  The bovine esophagus, which was first 6 hours post-slaughter, was 
cleaned with tap water and 10 % acetic acid (white vinegar) and placed in the 
prepared apparatus with a shoe box, 5-liter plastic bottle adjusted by cutting, 
10 mililiter injection syringe, and gloves. An endoscopist who has not per-
formed ESD before marked approximately 2-cm-diameter area with a Fujinon 
530W gastroscope using a flexknife. The marked area was lifted with methylene 
blue and saline solution. Submucosal dissection was performed using the flex-
knife using the ERBE 300 cautery device, using the cut mode: effect 2 and watt 
40, and the Swift coagulation mode: effect 4 and watt 40. In 20 procedures, 
the procedure time from the beginning of the marking to the completion of 
the dissection was assessed. After the procedure, the esophagus was dissected 
lengthwise to assess the presence of muscle damage at the procedure site. The 
presence of muscular damage in 20 ESD procedures performed on humans by 
the endoscopist were assessed retrospectively
Results  In the bovine esophageal ESD animal model, the first dissection lasted 
63 minutes, and two punctate superficial muscle damage was present. The 
mean time of the procedure was 30,15 ± 14.8 min. After 10 procedures, a dis-
section of the same size took 23 minutes, and no muscle damage was detected. 
No muscular damage was detected in the 15 procedures following the 6th 
procedure. By the 20th procedure, dissection time had decreased to 14 min-
utes. In all procedures, the planned dissection area was extracted en-bloc. In 
the first 20 ESD procedures performed on humans by the endoscopist, who 
had used the bovine model 20 times, no complications were noted in 18 pro-
cedures. The mean diameter of the lesions was 25,1 ± 12,6 mm and the time 
of the procedures (range 22-275 min) were variable according to the size, lo-
calization and fibrotic amount of tissue Muscular damage of 3 mm and 7 mm 
in diameter occurred in two patients. The damaged areas were closed with 
hemoclips.
Conclusions  In vitro and in vivo animal models constitute the first step in ESD 
training. The fact that the procedure time was reduced by two-thirds after 10 
procedures and nearly 50 minutes after 20 procedures in the study suggests 
that it may be particularly useful for developing muscle memory with the use 
of the endoscope for mucosal incision and submucosal dissection. The in-vitro 
nature of the model and the absence of bleeding risk clearly played a role in 
this. While the presence of only one endoscopist in the study suggests that this 
model is not sufficient to determine its usefulness, similar findings have been 
obtained in in vitro porcine models.
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Aims  Colorectal cancer (CRC) remains a major global health burden, and its 
rising incidence in younger adults underscores the limitations of age-based 
screening alone. Increasing evidence suggests that metabolic exposures, par-
ticularly diabetes and chronic hyperglycemia, may contribute to earlier and 
more aggressive colorectal neoplasia. This reinforces the need for metabolic 
risk–based stratification to identify high-risk individuals.This study aimed to 
assess the association between glycemic control and the presence of colorectal 
adenomas or cancers, and to develop a simple combined risk score [1].
Methods  We conducted a single-center retrospective study at Hôtel-Dieu de 
France in Beirut, including 462 patients who underwent colonoscopy between 
2020 and 2025 and had available HbA1c measurements. Demographic, cardi-
ovascular, and metabolic data (age, sex, BMI, hypertension, diabetes, dyslipi-

demia) were extracted from medical records. The closest HbA1c to colonosco-
py and the highest recorded HbA1c were collected. All lesions and cancers were 
confirmed histologically. Advanced neoplasia was defined as lesions ≥ 10 mm, 
villous histology, or high-grade dysplasia or invasive cancer.Statistical analysis 
included χ² testing, logistic regression (OR, 95 % CI), ROC curve analysis for 
HbA1c discrimination, and Youden-based optimal threshold selection. A mul-
tivariable risk score was built using the strongest predictors (age, sex, BMI, 
diabetes, HbA1cMax).
Results  Among the 462 patients, colorectal lesions were present in 80.7 %, 
and advanced neoplasia in 7.4 %. ROC analysis identified an optimal HbA1c 
cut-off of 5.9 % (AUC 0.62, p < 0.05).Advanced colorectal lesions were more 
frequent in patients with HbA1c ≥ 5.9 % for both the closest HbA1c (12.2 % vs 
5.7 %; OR 2.31, 95 % CI 1.13–4.71) and HbA1cMax (11.1 % vs 5.3 %; OR 2.22, 
95 % CI 1.10–4.48).The final score was:0.35 × (Age) + 0.071 × (Male 
sex) + 0.042 × (BMI ≥ 30) + 0.054 × (Diabetes) + 0.488 × (HbA1cMax)Model per-
formance was satisfactory (AUC 0.708, 95 % CI 0.629–0.786). Sensitivity was 
88.2 % and specificity was 47.2 %.A score ≥ 25 identified high-risk patients (OR 
6.70, 95 % CI 2.32–19.36, p < 0.001).
Conclusions  In this cohort, HbA1c ≥ 5.9 % was associated with approximately 
double the risk of advanced neoplasia or colorectal cancer. Simple metabolic 
markers, particularly HbA1c, may improve pre-colonoscopy risk stratification 
and guide personalized screening intervals. Prospective multicentric studies 
are needed to validate this metabolic-based risk score.
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Aims  After gastrectomy, endoscopic evaluation of superficial esophageal can-
cer can be challenging due to refluxed digestive fluids and changed background 
mucosa, making diagnosis of tumor margin difficult. To clarify factors associ-
ated with unclear tumor margin in endoscopic resection (ER) for superficial 
esophageal cancer after gastrectomy by classifying cases into clear (C) and 
unclear (U) groups.
Methods  A total of 130 patients who underwent ER for superficial esophage-
al cancer after gastrectomy were retrospectively analyzed. 73 patients were 
classified into the C group and 57 into the U group. The U group was defined 
by at least one of the following: requirement of repeat preoperative endosco-
py, horizontal margin classified as HMx or HM1 after ER, or piecemeal resection. 
Clinical variables were compared between groups.
Results  In univariate analysis, the U group showed a significantly lower one-
piece complete resection rate (82.5 %, p < 0.001). The background mucosa with 
multiple Lugol-voiding lesions (referred to as LVLs Grade C) (p = 0.010), type of 
gastrectomy (p = 0.033), and reconstruction method (p = 0.012) were identified 
as factors associated with unclear tumor margin. In multivariate analysis, LVLs 
Grade C (p = 0.026) was identified as an independent factor, and the frequency 
of unclear tumor margin was lower with gastro-gastro anastomosis compared 
with Billroth-I reconstruction (p≒ 0.005) as well as with pylorus-preserving 
gastrectomy (PPG) compared with distal gastrectomy (DG) (p ≒ 0.039).
Conclusions  In superficial esophageal cancer after gastrectomy, the changed 
background mucosa and gastrectomy procedure and the type of reconstruction 
may influence tumor margin diagnosis during endoscopic evaluation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To describe two rare cases of jejunal lymphangioma presenting as ob-
scure gastrointestinal (GI) bleeding and to highlight the diagnostic challenges 
of small bowel vascular–lymphatic lesions in patients with persistent anemia 
and negative conventional endoscopy.
Methods  We report two adult patients with recurrent melena and severe 
iron-deficiency anemia who underwent extensive evaluation for obscure GI 
bleeding. Both had nondiagnostic esophagogastroduodenoscopy and colonos-
copy. The first patient, a 45-year-old male Jehovah’s Witness, had a 2-year 
history of melena and was initially managed conservatively due to refusal of 
blood transfusion. Capsule endoscopy demonstrated an ill-defined bleeding 
lesion in the small bowel, prompting surgical exploration. The second patient, 
a 71-year-old female with transfusion-dependent anemia and recurrent mele-
na, underwent repeated endoscopic and radiologic investigations including CT 
angiography and mesenteric angiogram, which were non-diagnostic. Due to 
limited access to capsule endoscopy, she underwent exploratory laparotomy 
with intraoperative enteroscopy [1].
Results  Surgical exploration in both cases revealed actively bleeding jejunal 
masses. In the first patient, a 3 × 5 cm mass located approximately 120 cm from 
the ligament of Treitz was resected with primary anastomosis. In the second 
patient, an actively bleeding nodular jejunal lesion was similarly resected. His-
topathologic examination confirmed jejunal lymphangioma in both cases, with 
one specimen showing associated Brunner gland adenomatous changes. Com-
plete surgical excision resulted in resolution of overt bleeding and correction 
of anemia, with no recurrence on follow-up. These cases illustrate that jejunal 
lymphangioma is an exceptionally rare cause of obscure GI bleeding and can 
remain undetected despite exhaustive standard investigations.
Conclusions  Jejunal lymphangioma is an extremely rare but important cause 
of obscure gastrointestinal bleeding. In patients with persistent or transfu-
sion-dependent anemia and negative upper and lower endoscopy, rare small 
bowel lymphatic lesions should be considered. Diagnostic delays are common, 
particularly in resource-limited settings where capsule endoscopy and de-
vice-assisted enteroscopy may be unavailable. Surgical resection remains de-
finitive and curative. Increased awareness of this entity is critical to prevent 
misdiagnosis and reduce morbidity.
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Aims  Indeterminate biliary strictures pose a diagnostic challenge. The main 
reason for this has been the inability to obtain adequate tissue from the site of 
the biliary stricture. ERCP along with brush cytology has been the traditional 
method of obtaining cytology specimens, but has been found to have poor 
sensitivity. Cholangioscopy provides the ability to obtain biopsies under direct 

visualisation from these strictures. We aimed to compare the diagnostic utility 
of ERCP and brush cytology with cholangioscopy and biopsy. We also correlat-
ed visual findings on cholangioscopy with benign and malignant strictures
Methods  In this prospective observational study, we included patients with 
indeterminate biliary strictures who underwent ERCP from April 2020 to April 
2021.Indeterminate biliary stricture was defined as absence of diagnosis fol-
lowing cross sectional imaging and MRCP. Patients underwent back-to-back 
ERCP with brush cytology followed by cholangioscopy with biopsy during the 
same session. Data regarding biochemical, imaging, ERCP-BC and SOC guided 
biopsy were recorded. The appearance of the stricture on cholangioscopy was 
recorded. The final diagnosis of malignancy vs benign stricture was ascertained 
on positive pathology or on follow up for 3 months. The diagnostic accuracy of 
each modality was then calculated.
Results  A total of 25 patients with indeterminate biliary strictures were includ-
ed in the study, with a median age of 58.84 ± 15.69 years with 36 % being fe-
males. The sensitivity, specificity, positive predictive value,negative predictive 
value and accuracy of ERCP-BC and SOC guided biopsy was 55.6 %,100 %,100 %, 
80 %, 84 % (p-value = 0.002) and 77.8 %,100 %,100 % ,88.8 %, 92 % (p-val-
ue < 0.001) respectively.Nodularity,presence of mass like appearance and ir-
regular dilated vessels seen on cholangioscopy best predicted malignancy. 
Adverse events were similar in both groups
Conclusions  SOC guided biopsy had better sensitivity and diagnostic accura-
cy when compared to brush cytology in diagnosis of malignancy in indetermi-
nate hilar biliary strictures. SOC had a added advantage of direct visualisation 
of the stricture for features of malignancy
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Aims  Sigmoid volvulus (SV) is an abdominal emergency for which the optimal 
management strategy remains debated. Endoscopic detorsion (ED) offers an 
effective alternative to immediate surgery, allowing decompression and im-
proving operative conditions. This study aimed to assess the outcomes of ED, 
identify predictors of its success, and evaluate its impact on surgical strategy 
and postoperative results.
Methods  This retrospective study spanned 15 years (2005–2020) and includ-
ed patients presenting with uncomplicated SV who underwent an attempt of 
ED. Successful detorsion was followed by elective resection, whereas emergen-
cy surgery was performed in cases of ED failure or complicated recurrence. 
Clinical, radiological, and operative data were analyzed. Predictive factors for 
ED success were assessed using statistical analysis (SPSS, Chi-square test, 
p < 0,05).
Results  Thirty patients were included (mean age 64.3 ± 11 years), with a male 
predominance (70 %). All presented with signs of distal bowel obstruction, in-
cluding abdominal distension (100 %), diffuse abdominal pain (90 %), and ces-
sation of stool and gas passage (87 %). Diagnosis was confirmed by imaging in 
all cases.
ED successfully relieved obstruction in 75 % of patients (n = 23). The mean in-
terval before elective surgery was 22 days. Among these patients, 90 % under-
went scheduled sigmoidectomy with single-stage primary anastomosis, per-
formed under optimal conditions and associated with low morbidity and no 
mortality.
Conversely, 7 patients (25 %) required emergency surgery due to initial ED fail-
ure or complicated recurrence. Most underwent resection with stoma forma-
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tion (Bouilly-Volkmann in 88 %, Hartmann’s procedure in 12 %). This group 
showed higher postoperative morbidity (30 %) and included one death.
Predictive factors of ED success included consultation delay < 72 hours, endo-
scopic intervention < 77 hours, caecal diameter < 10 cm, typical radiographic 
appearance, and history of subocclusive episodes (p < 0.001). Conversely, prior 
abdominal surgery, caecal diameter > 10 cm, and delayed management ( > 77 
hours) were significantly associated with ED failure. Successful ED significantly 
increased the likelihood of single-stage surgery with primary anastomosis 
(p = 0.025).
Conclusions  Endoscopic detorsion represents a key step in the management 
of uncomplicated SV. It enhances operative conditions, reduces the need for 
emergency surgery, and facilitates elective resection with primary anastomo-
sis, ultimately improving prognosis. Early identification of patients at high risk 
of ED failure is essential to guide optimal therapeutic strategy and reduce mor-
bidity and mortality.
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Abstract Text
Endoscopic resection of upper gastrointestinal neuroendocrine tumours (NETs) 
remains challenging, particularly in the duodenum, where positive vertical 
margins are frequent with conventional snare resection. Ligation-assisted en-
doscopic mucosal resection (EMR-L) and underwater EMR (UEMR) have 
emerged as valuable techniques to improve R0 resection rates and to manage 
recurrent lesions [1–4].
Here we describe the first reported case of simultaneous use of EMR-L and 
UEMR for multiple gastric and duodenal NETs during the same endoscopic pro-
cedure.
A 60-year-old woman with dyspepsia and obesity was referred to our unit after 
endoscopic resection of a duodenal NET performed elsewhere with positive 
lateral margins. Repeat oesophagogastroduodenoscopy in our center revealed 
intense gastric body atrophy, three reddish sessile polyps (3–6 mm) in the 
gastric body, and two 6-mm sessile lesions in the posterior wall of the duodenal 
bulb (one corresponding to the previously resected recurrent lesion).
All three gastric NETs and the non-recurrent duodenal lesion were removed en 
bloc using EMR-L. The recurrent duodenal NET was resected using the UEMR 
after complete immersion of the duodenal bulb. Prophylactic clips were placed 
on all resection sites. No immediate or delayed adverse events occurred.
Histopathological examination confirmed well-differentiated G1 NETs in all five 
lesions, all with negative lateral and vertical margins (R0 resection).
The combined application of EMR-L and UEMR in the same session proved safe 
and effective for achieving complete resection of multiple upper NETs, includ-
ing a recurrent duodenal lesion. This is, to our knowledge, the first reported 
case employing both techniques simultaneously in a single procedure.
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Aims  Endoscopic full-thickness suturing has multiple therapeutic applications, 
including bariatric interventions and gastrointestinal (GI) wall defect closure. 
However, currently available suturing devices are often complex, difficult to 
use, or lack robust efficacy data. This study aimed to evaluate the feasibility and 
performance of a newly developed through-the-scope full-thickness suturing 
device compatible with a standard 3.2-mm working channel.
Methods  A total of six animal experiments were performed to assess the de-
vice’s utility for endoscopic sleeve gastroplasty (ESG). All procedures were 
conducted using a conventional endoscope equipped with the novel suturing 
system. Procedural success, technical performance, and post-procedural re-
covery were monitored. Two animals were maintained for 28 days for survival 
and histologic assessment.
Results  All six ESG procedures were successfully completed using the new 
device. Animals demonstrated favorable clinical recovery during the observa-
tion period. Histologic examination of the two long-term survival animals 
confirmed the formation of durable full-thickness sutures.
Conclusions  This novel through-the-scope suturing device enables effective 
full-thickness suture placement and supports successful performance of ESG 
in an animal model. These results suggest potential utility for bariatric and 
therapeutic endoscopic applications. Further evaluation in human clinical trials 
is warranted.
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Aims  Post-endoscopic retrograde cholangiopancreatography pancreatitis 
(PEP) remains the most common adverse event associated with ERCP and is 
particularly frequent in high-risk patients. Unintentional guidewire insertion 
into the pancreatic duct is recognized as a major procedure-related risk factor 
for PEP. Although prophylactic pancreatic stent (PPS) placement has been 
shown to reduce the incidence of PEP, identifying appropriate candidates before 
ERCP is often difficult, and unnecessary PPS insertion may introduce technical 
challenges or stent-related complications. Since January 2017, our institution 
has performed immediate insertion of a 4-Fr PPS in patients who experienced 
unintentional pancreatic duct guidewire insertion. The present study aimed to 
evaluate the effectiveness of this selective PPS strategy.
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Methods  This retrospective single-center cohort study included consecutive 
patients who underwent ERCP for biliary indications between January 2015 and 
December 2023. Eligible patients had intact papillae and experienced uninten-
tional pancreatic duct guidewire insertion during the procedure. Patients with 
surgically altered anatomy, acute pancreatitis, main pancreatic duct obstruc-
tion, or intraductal papillary mucinous neoplasm were excluded.
At our institution, immediate placement of a prophylactic pancreatic stent is 
actively attempted whenever possible in patients with unintentional pancre-
atic duct guidewire insertion.
Accordingly, patients were categorized into two groups based on whether a 
stent was actually placed. The PPS group consisted of patients in whom a 4-Fr, 
3-cm pigtail pancreatic stent (Advanix, Boston Scientific) was successfully in-
serted immediately after biliary cannulation, whereas the non-PPS group con-
sisted of patients in whom PPS placement was not performed despite uninten-
tional pancreatic duct guidewire insertion.
The primary endpoint was the incidence of post-ERCP pancreatitis (PEP). Sec-
ondary endpoints included PEP severity, serum amylase concentrations meas-
ured the day after ERCP, ERCP-related adverse events, and identification of 
independent risk factors for PEP using multivariate logistic regression analysis. 
PEP and its severity were defined according to established consensus criteria.
Results  Of the 2,930 ERCP procedures performed during the study period, 366 
patients met the eligibility criteria and were included in the final analysis (PPS 
group, n = 206; non-PPS group, n = 160). Although no major differences were 
observed in baseline characteristics, the frequencies of endoscopic sphincter-
otomy (EST), endoscopic biliary drainage (EBD), and biliary biopsy were higher 
in the PPS group. In contrast, there were no significant differences between the 
groups in the time required to achieve successful biliary cannulation or in the 
total procedure time.
Serum amylase levels measured on the day after ERCP were significantly lower 
in the PPS group. The incidence of post-ERCP pancreatitis was significantly 
lower in the PPS group than in the non-PPS group (14.8 % vs. 29.4 %, p < 0.001). 
The incidence of moderate or severe PEP was also significantly reduced in the 
PPS group (3.4 % vs. 10.6 %, p = 0.009).
Furthermore, univariate and multivariate logistic regression analyses demon-
strated that PPS insertion (p = 0.008) and a history of cholangitis (p = 0.008) 
were independent protective factors associated with a reduced risk of PEP.
Conclusions  Immediate insertion of a 4-Fr prophylactic pancreatic stent fol-
lowing unintentional pancreatic duct guidewire insertion significantly reduced 
both the incidence and severity of PEP. This selective strategy demonstrated a 
high technical success rate and was not associated with increased procedure 
time or additional adverse events. These findings indicate that selective prophy-
lactic pancreatic stenting may be a practical and effective approach to reducing 
the risk of PEP in patients who experience unintentional pancreatic duct guide-
wire insertion during ERCP.
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Aims  Artificial intelligence (AI) is increasingly used in upper gastrointestinal 
endoscopy (UGIE), particularly for early detection of esophageal and gastric 
neoplasia. However, its ability to integrate clinical reasoning and generate man-
agement recommendations has not been formally evaluated. Recent work 
suggests that next-generation AI should move beyond visual detection toward 
contextual interpretation supported by hybrid architectures combining com-
puter vision with large language models (LLMs) aligned with evidence-based 

guidelines.This study aimed to evaluate the capacity of ChatGPT and DeepSeek 
to interpret UGIE reports and issue follow-up or treatment recommendations 
before and after the structured integration of international guideline frame-
works [1].
Methods  A comparative analysis was conducted at Hôtel-Dieu de France in 
Beirut using ninety-five UGIE reports and corresponding pathology results. Both 
ChatGPT 5.0 and DeepSeek interpreted each report under two independent 
conditions: (1) without guidelines, and (2) after structured integration of AGA, 
ACG, ASGE, and ESGE recommendations. Interpretation accuracy and com-
pleteness were assessed using a binary scoring system (1 = correct, 0 = incor-
rect). Statistical analysis was performed in R using McNemar’s test with conti-
nuity correction, with significance set at p < 0.05.
Results  Before guideline integration, both models demonstrated identical 
accuracy (57.9 %), while completeness reached 41.1 % for ChatGPT and 46.3 % 
for DeepSeek (p < 0.05). Recurrent errors involved inappropriate surveillance 
recommendations, particularly for sporadic non-dysplastic fundic gland polyps 
and focal antral intestinal metaplasia, potentially exposing patients to unnec-
essary procedures.After guideline integration, performance improved signifi-
cantly for both models (p < 0.001): ChatGPT reached 97.9 % accuracy and 95.8 % 
completeness, while DeepSeek achieved 81.1 % accuracy and 72.6 % complete-
ness. ChatGPT remained significantly superior across all parameters (p < 0.001), 
and most initial systematic errors were corrected after guideline incorporation.
Conclusions  Without guideline guidance, AI models show major limitations 
and tend to over-recommend surveillance, failing to account for procedure-re-
lated risks. The initially similar performances of DeepSeek (free) and ChatGPT 
5.0 (paid) indicate that commercial access alone does not ensure reliability 
without validated guideline integration, illustrating the bias that may arise 
when patients interpret their own reports using unguided AI.Integrating evi-
dence-based recommendations dramatically improves accuracy and consist-
ency, with ChatGPT showing clear post-guidance superiority. This approach 
may support clinicians in standardizing decisions and enhancing safety and 
quality throughout the endoscopic care pathway.
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Aims  To explore the feasibility and outcomes of endoscopic intermuscular 
dissection (EID), a new endoscopic approach, we present a case series of EID in 
patients with suspected deep submucosal invasive T1 rectal cancers based on 
pre-interventional assessment. This series aims to describe the potential role 
of EID in risk-adapted treatment strategies for early rectal cancers.
Methods  EID was performed in sixteen patients at the endoscopy departments 
of the University Hospitals Augsburg and Bochum. Procedures were carried out 
using the Olympus CZ-1500 gastroscope and the Olympus EVIS X1 system. En 
bloc resection of the lesion was achieved in all cases. In six patients, the resec-
tion site was closed using the Olympus SutuArt hand-suturing device.
Results  Sixteen patients underwent EID. In all cases, the lesions were removed 
without significant complications. Histopathological examination confirmed 
low-grade adenocarcinomas with deep submucosal invasion, low tumor bud-
ding, and no lymphovascular invasion in six cases and low-grade adenocarci-
noma with superficial submucosal invasion, low tumor budding and no lym-
phovascular invasion in one case. In one case the adenocarcinoma was 
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previously treated with TNT. Histology showed a low grade T1 carcinoma with 
intermediate tumor budding and histological evidence of perineural invasion. 
In one case histology confirmed a T2 carcinoma with poor differentiation (G3).
The other cases showed tubular adenoma with high-grade dysplasia in three 
cases and low-grade dysplasia in another two cases. Furthermore, there was 
one neuroendocrine tumor and one vascular malformation removed with EID.
Fourteen of the sixteen resections achieved clear margins. In one patient with 
confirmed deep-submucosal invasive cancer (D-SMIC), an R1 resection had to 
be presumed at the deep margin due to a specimen tear. This patient subse-
quently underwent a surgical transanal full-thickness resection. Histopatho-
logical analysis of the surgical specimen revealed no residual tumor cells.
In the specimen of the rectal carcinoma previously treated with total neoadju-
vant therapy, histological examination identified infiltration of smooth muscle 
fibers. Consequently, an R1 resection had to be assumed.
Conclusions  This case series demonstrates that endoscopic intermuscular 
dissection is a promising approach for the management of rectal D-SMIC. The 
technique allowed for successful resection in all cases, with no significant com-
plications.
Recognizing the potential of EID as an alternative to radical surgery, we are 
actively engaged in collecting and structuring additional data to strengthen 
the evidence base for its use. Ongoing analysis will aim to assess its outcomes 
in larger patient cohorts and refine patient selection criteria to maximize safe-
ty and effectiveness.
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Aims  Pancreas divisum (PD) is one of the causes of recurrent acute pancreati-
tis (RAP). Its diagnosis may be missed that would result with chronic pancrea-
titis and even duktal adenocarcinoma in a rare case. Treatment aims to provide 
a sustained dilation of minor papillary orifice. We aimed to assees the eficacy 
of multiple plastic stenting of main pancreatic duct through minor papilla in 
PD cases.
Methods  We evaluated the data of 24 PD patients with RAP treated between 2011 
and 2023, with multiple plastic stenting with at least 24 months of follow up.
Results  There were 11 females and 13 males with median age of 44 
(Range:17-65). The patients underwent pancretic sphincterotomy with plastic 
stents 7-10 F. After 6 months we either incresed the size of the stent tor in-
creased the number of stents according to the size of the main pancreatic duct. 
We continued 6 monthly intervals until a satisfactory calibration is obtained. 
Median number of plastic stents were two (1-3). Median number of sessions 
was 4 (3-6). We did baloon dilation with 4-8 mm ballons for some patients as 
well. The maximal size of stents was two 10 F plus one 7 F. After retrieveal of 
the stents, while nor RAP happened in 19 patients, RAP happened with stricture 
of minor papillary orifice in 5 patients who required further endoscopic treat-
ment. All recurrences happened in the second year follow up: median 17 
months (range 15-23). No serious side-effect happened.
Conclusions  Management of pancreas divisum with multiple stenting is safe 
and has long-term benefit in 79.1 % (19/24) of patients. However in longer term 
follow up more recurrences may be expected. Recently we treated some pa-
tients with SEMS and data arising from small numbers are encouraging with 
less sessions (Unpublished observation).
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Aims  To evaluate the clinical effectiveness of prophylactic pancreatic duct 
stenting in reducing the incidence and severity of post-ERCP pancreatitis in 
patients undergoing high-risk endoscopic retrograde interventions.
Methods  From January 2020 to August 2023, a total of 1034 retrograde en-
doscopic interventions were performed at City Clinical Hospital No. 4 (Sochi). 
Prophylactic PD stenting was applied in 42 patients (4.1 %). Plastic 5Fr stents 
(3–5 cm) were used. Main indications included: repeated guidewire passage 
into the pancreatic duct ( > 2 times) and contrast reflux into the duct. The ma-
jority of patients had obstructive jaundice caused primarily by choledocholith-
iasis (64.3 %). All planned interventions were successfully completed [1–4].
Results  Among the 42 stented patients, PEP developed in 6 (14.3 %), including 
4 mild (9.5 %) and 2 severe cases (3.75 %); asymptomatic hyperamylasemia 
occurred in 3 patients (7.1 %) /Severe cases demonstrated transient marked 
hyperamylasemia ( > 1000 mg/L) and ultrasound-confirmed pancreatic chang-
es; all responded to conservative therapy. One death occurred due to unrelat-
ed advanced rectal cancer, without signs of pancreatitis. Pain relief and decrease 
of amylase levels were observed within 24–48 hours in most cases.
Conclusions  PEP prevention remains essential due to high morbidity and fre-
quent occurrence after technically challenging ERCPs.
	 Prophylactic PD stenting is effective in high-risk situations such as 

repeated pancreatic duct access or contrast reflux.
	 In our cohort, stenting contributed to limiting the severity of PEP, with 

rapid clinical recovery in most cases.
	 Combined with other preventive measures, prophylactic PD stenting remains 

the most reliable and evidence-based strategy for PEP prevention.
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▶Table 1	  Key baseline characteristics and multivariable predictors of endoscopic healing in IBD patients on non-biologic therapy

Variable Healed (n = 35) Non-healed (n = 71) AOR (95 % CI) P value

Age at diagnosis (years) 31 (17–59) 25 (13–56) 1.322 (1.005–1.739) 0.046*

Duration before diagnosis (months) 24 (0–300) 18 (0–144) 0.991 (0.963–1.021) 0.567

Montreal Classification (CD)

  B1 14(40) 16(22.5) 4.678 (0.176–124) 0.17

  B2 5(14.3) 30(42.3) 15(21.1)

  B3 7(20)

ESR (mm/hr) 30 (2–110) 48 (2–170) 0.946 (0.898–0.997) 0.040*

Values shown as median (range) or n ( %); CD: Crohn’s disease; AOR: Adjusted Odds Ratio;*P < 0.05

Aims  The aims of this cross-sectional study are to determine the rate and 
predictors of endoscopic mucosal healing among IBD patients on non-biolog-
ic therapy in a resource-limited setting. We hypothesize that specific clinical 
and treatment-related factors are associated with the likelihood of achieving 
endoscopic mucosal healing in patients with IBD, and that clinical remission 
correlates poorly with endoscopic mucosal healing [1–27].
Methods  A cross-sectional study was carried out at Tikur Anbesa Specialized 
Hospital in Addis Ababa, Ethiopia, from January 2023 to September 2023. The 
study included all consecutive IBD patients on treatment for at least 6 months 
who attended follow-up at the GI clinic during the study period, were willing 
to give consent, and agreed to undergo follow-up colonoscopy. Data was col-
lected using a structured, pre-tested questionnaire directly from patients and 
from electronic medical records. Endoscopic mucosal healing was evaluated 
with SES-CD for Crohn’s disease and the Mayo endoscopic sub-score for ulcer-
ative colitis (▶Table 1).
Results  Out of the 106 patients included in this study, 69 (65.1 %) were in 
clinical remission. Thirty-five IBD patients (33 %) achieved endoscopic mucosal 
healing. More patients with ulcerative colitis achieved endoscopic mucosal 
healing compared to those with Crohn’s disease (47 % vs. 29 %). Ten out of 32 
(31.25 %) CD patients with a history of bowel resection achieved endoscopic 
healing. Of the 69 patients in clinical remission, only 27 achieved endoscopic 
mucosal healing (39.1 %). Higher ESR values (P = 0.040, AOR 0.946 with 95 % CI 
0.898-0.997) and younger age at diagnosis (P = 0.046, AOR 1.322 with 95 % CI 
1.005-1.739) predicted the absence of endoscopic mucosal healing.
Conclusions  Clinical remission did not consistently indicate endoscopic mu-
cosal healing in this cohort: only 39 % of patients in clinical remission showed 
mucosal healing, whereas 21.6 % of those not in clinical remission achieved 
mucosal healing. These results reinforce the evidence that relying solely on 
clinical assessment to evaluate disease control among inflammatory bowel 
disease patients has limitations; therefore, including follow-up colonoscopy in 
routine care—even in resource-limited setting, will improve treatment decisions 
and may lead to better patient outcomes.
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Aims  The prescription of esophagogastroduodenoscopy (EGD) has been stead-
ily increasing over the years. However, some indications may be excessive, 
highlighting the need to rationalize its use. The EPAGE criteria, developed by a 
panel of European experts, provide a validated tool for assessing the appropri-
ateness of indications for upper gastrointestinal endoscopy.
The aim of this study was to evaluate these criteria in validating indications for 
upper gastrointestinal endoscopy and to examine the correlation between the 
appropriateness of the indication and endoscopic findings.
Methods  We conducted a retrospective descriptive study including all patients 
who underwent EGD in the digestive endoscopy unit of our Department : Hepa-
to-Gastroenterology and Proctology “Medicine B” at Ibn Sina Hospital, Rabat 
between January 2023 and October 2025.
The appropriateness of the EGD indication was assessed according to the EPAGE 
criteria and classified as necessary and appropriate, appropriate, uncertain, 
inappropriate, or not applicable, using the software available at http://www.
epage.ch.
EGDs with indications not covered by the EPAGE criteria were excluded from 
the analysis.
Results  A total of 410 upper gastrointestinal endoscopies were performed 
during the study period, of which 88 (21.4 %) were excluded. Overall, 352 pa-
tients were included, with a mean age of 48.6 years (16–92 years). There was 
a marked female predominance, with a F/M ratio of 1.6.

The most frequent indications for EGD were: persistent epigastric pain despite 
adequate medical therapy in 106 patients (32.9 %),upper gastrointestinal 
bleeding in 80 patients (24.8 %), iron-deficiency anemia in 52 patients (16.14 %).
According to the EPAGE criteria, the indication was classified as necessary and 
appropriate in 152 patients (47.2 %), appropriate in 73 patients (22.6 %), inap-
propriate in 33 patients (10.2 %), and uncertain in 64 patients (19.87 %). In 
21.46 % of cases, the EPAGE criteria were not applicable.
A significant endoscopic lesion was identified in 165 patients (73.3 %) when the 
indication was deemed necessary and appropriate/appropriate.
There was a statistically significant association between the appropriateness 
of the indication and the presence of significant endoscopic findings (p < 0.001).
When the indication was considered inappropriate/uncertain, a significant 
lesion was detected in 17.5 % of cases, including 9 cases of gastric or duodenal 
ulcers and 4 cases of neoplastic lesions.
Conclusions  In our study, 73 % of upper gastrointestinal endoscopies were 
judged to have an appropriate indication. However, 17.5 % of EGDs performed 
for inappropriate or uncertain indications revealed significant findings. These 
results underscore the need to update and refine the EPAGE criteria to better 
guide clinical decision-making.
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Aims  Liver biopsy guided by endoscopic ultrasound (EUS-LB) is an effective 
and safe technique for the study of liver diseases. However, there is limited 
scientific evidence regarding the technique (number of passes) and the differ-
ence in biopsy between the two lobes. Objective: To compare: 1) diagnostic 
yield, histological quality, and safety based on the number of passes, and 2) 
histological quality between the right liver lobe (RLL) and left liver lobe (LLL).
Methods  This is a retrospective, single-center study based on a prospective 
cohort of patients who underwent EUS-LB with a 19G-FNB needle between 
October 2020 and March 2025. For Objective 1, patients were divided into two 
groups: 3-4 passes (Group A) vs 2 passes (Group B). All patients were analyzed 
for the second objective [1–3].
Results  A total of 168 patients were included (113 in Group A and 55 in Group 
B), with a median age of 57 years (range 45.25–66), and 109 women (64.9 %). 
The overall diagnostic yield was 97.6 %, with a median number of portal tracts 
(NPT) of 16.5 (range 10–24) and a median specimen length (SL) of 10 mm 
(range 10–15). The overall adverse events rate was 6.5 %. No differences were 
observed in diagnostic yield or adverse events between Group A and B: (98.2 % 
vs. 96.4 %) and (6.2 % vs. 7.3 %), respectively. Regarding histological quality, no 
differences were found between the two groups in terms of total NPT, total SL, 
or NPT in the RLL/LLL. However, SL in the LLL was significantly shorter in Group 
B (median 10 (range 7.25–15) vs 7 (range 5–10) in group A; p = 0.014). No 
histological differences were found between the two lobes; NPT/SL in the RLL: 
7 (range 5–12)/10 (range 7–13) vs NPT/SL in the LLL: 8 (range 5–12)/10 (range 
7–12.5).
Conclusions  Performing 2 passes by EUS-LB would be enough to achieve a 
high diagnostic yield. In cases of difficulty and/or technical impossibility, punc-
turing a single lobe would not affect the histological quality of the sample.
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Aims  Digestive angiodysplasia is an acquired superficial vascular malformation 
developing in the mucosa or submucosa of the gastrointestinal tract. It may 
present with overt gastrointestinal bleeding or chronic anemia. An effective 
therapeutic intervention is required to improve symptoms and limit long-term 
complications. Argon plasma coagulation (APC) is considered the reference 
technique, providing a simple, rapid, precise, and reliable treatment option 
with minimal adverse effects and complications.The aim of this study was to 
evaluate the efficacy of APC in the management of digestive angiodysplastic 
lesions
Methods  We conducted a retrospective study including 29 patients with di-
gestive angiodysplasias treated with APC in the Department of Hepato-Gas-
troenterology and Proctology “Medicine B” at Ibn Sina Hospital, Rabat, between 
2020 and November 2025.
Results  A total of 29 cases were collected. All patients were admitted with 
either overt gastrointestinal bleeding or chronic anemia. A complete endoscop-
ic evaluation was performed for each patient to determine the source of bleed-
ing.Among the patients, 19 (65.5 %) were male and 10 (34.5 %) female, with an 
sex ratio F/M: 1.9. The mean age at diagnosis was 69 years (range 31–90).Most 
patients had at least one associated comorbidity, mainly cardiovascular disease 
in 14 cases (48.3 %) and end-stage chronic kidney disease requiring hemodial-
ysis in 2 cases (6.7 %). The most common clinical presentation was overt bleed-
ing in 26 patients (89.6 %): melena in 13 cases (44.8 %), hematemesis associat-
ed with melena in 5 cases (17.2 %), and rectorrhagia in 8 cases (27.5 %). Only 3 
cases (10.3 %) were diagnosed during evaluation for anemia.Lesions were lo-
cated in the stomach in 8 cases (27.5 %), small bowel in 4 cases (13.7 %), colon 
in 16 cases (55.2 %), and duodenum in 1 case (3.4 %).Treatment consisted of 
argon plasma coagulation in all cases (100 %). A favorable clinical and biological 
response after a single session was observed in 75.8 % of patients.Recurrence 
occurred in 7 patients (24.2 %), who required additional APC sessions (2 ses-
sions), without the need for surgery.
Conclusions  Digestive angiodysplasias are a condition with increasing inci-
dence and can be life-threatening due to gastrointestinal bleeding. Argon 
plasma coagulation is an effective treatment option, with a success rate of up 
to 95 % after one or two sessions.
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Aims  Esophageal stent placement is a widely used endoscopic option for the 
management of both malignant and benign esophageal diseases. We aimed 
to evaluate the efficacy and safety of esophageal stent placement at a tertiary 
referral center.
Methods  We retrospectively included all consecutive patients who underwent 
esophageal stenting between 05/2023 and 05/2025 at our hospital. Data on 
indications, stent type, use of fixation techniques, technical success, compli-
cations and outcomes were collected [1].
Results  Overall, 32 patients were included [women: 36 %, age: 64 (58–72) 
years]. The indication was malignancy in 20 (64 %) patients [esophageal cancer 
(EC): 14 (69 %), non-EC extrinsic malignant compression: 4 (19 %), EC anasto-
motic recurrence: 2 (12 %)], and benign in 12(36 %) [anastomotic leak: 4 (34 %), 
post-radiation stricture: 3 (22 %), postoperative anastomotic stricture: 1 (11 %), 
caustic injury: 1 (11 %), variceal bleeding: 1 (11 %), intubation-related esopha-
geal perforation: 1 (11 %)]. All patients received a self-expandable metal stent 
(partially or fully covered), placed endoscopically only, without any need for 
X-ray. Technical success with uneventful stent deployment was 100 %. Stent 
fixation (through-the-scope clips or StentFix OTSC) was used in 9 patients. Stent 
migration occurred in 3 patients, all without prior fixation, and was managed 
by restenting (n = 2) or with stent-in-stent placement (n = 1). Elective stent 
removal at 6–8 weeks was successfully performed in 8 patients with benign 
strictures or anastomotic leaks. During a mean follow-up of 110 ± 76 days, 18 
patients with malignant indications died,with a mean survival of approximate-
ly 3.5 months (106 ± 21 days) after stenting.
Conclusions  Esophageal stenting is a safe and effective therapeutic option for 
a broad spectrum of malignant and benign esophageal diseases. The use of 
fixation techniques appears to reduce the risk of stent migration and should be 
considered, especially in high-risk scenarios.
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Aims  Acute cholangitis is a common diagnostic and therapeutic emergency 
resulting from biliary tract infection, most often secondary to obstruction. The 
Tokyo Guidelines 2018 (TG18) were established to provide standardized rec-
ommendations for the diagnosis, treatment, and management of acute chol-
angitis. However, few studies have assessed the extent to which these guide-
lines are implemented in real-world clinical practice.The aim of this study was 
to conduct a retrospective evaluation of the management of acute cholangitis 
by comparing therapeutic approaches with the recommendations of the Tokyo 
Guidelines 2018.
Methods  This retrospective descriptive study was conducted in the Depart-
ment of Hepato-Gastroenterology and Proctology. The study included all pa-
tients diagnosed with acute cholangitis between 2021 and 2025. Diagnostic 
criteria were based on three components: signs of inflammation, cholestasis, 
and imaging findings .Collected data included demographic characteristics 
(age, sex), clinical presentation, laboratory results, and both medical and en-
doscopic therapeutic interventions.Compliance with the guidelines was as-
sessed based on diagnostic criteria, time to biliary drainage, antibiotic adapta-
tion, and the use of drainage techniques.

S601



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Results  A total of 160 cases of acute cholangitis were recorded. The mean age 
of the patients was 63 years (range: 17–88), with a predominance of males 
(M/F ratio 1.25).Diagnosis was established according to the Tokyo criteria: 
among the 160 patients, 142 (89 %) presented with systemic inflammatory 
signs, including fever and/or chills. All patients (100 %) had biological evidence 
of infection and cholestasis, with a mean CRP of 114.50 mg/L, a mean white 
blood cell count of 14,084/mm³, and a mean total bilirubin level of 101 mg/L.
Etiologies were distributed as follows: lithiasis in 98 patients (61.25 %), neo-
plastic obstruction in 55 patients (34.38 %), and other causes including ruptured 
hydatid cyst or ampullary tumors in 7 patients (4.38 %).Severity assessment 
showed that 38 patients (23.75 %) had grade I cholangitis, 72 patients (45 %) 
grade II, and 50 patients (31.25 %) grade III according to the Tokyo Guidelines 
classification.
Therapeutic management consisted of early biliary drainage and systemic an-
tibiotic therapy. Broad-spectrum intravenous antibiotics, including third-gen-
eration cephalosporins and metronidazole, were administered to 158 patients 
(98.75 %) upon admission. Antibiotic regimens were adjusted in 90 patients 
(56 %) based on blood or bile culture results.Endoscopic management was 
performed as the first-line treatment in 156 patients (97.5 %). Two patients 
(1.25 %) required surgical intervention, and none required radiologic drainage.
Regarding compliance with drainage timing: among the 50 grade III patients, 
27 (54 %) underwent biliary decompression within the recommended 24 hours. 
For grade II patients, 43 (60 %) received drainage within 72 hours, and 21 grade 
I patients (56 %) underwent drainage within the same timeframe.The rate of 
early complications following endoscopic intervention was 12.5 % (n = 20), in-
cluding recurrent infections and post-Endoscopic Retrograde Cholangiopan-
creatography pancreatitis. Complications correlated with the severity of chol-
angitis: patients with grade III disease exhibited the highest complication rate 
(20 %, n = 10), followed by grade II (11 %, n = 8), while grade I patients had a 
complication rate of 5.3 % (n = 2).
Conclusions  Acute cholangitis remains a severe condition requiring rapid 
management in accordance with the Tokyo Guidelines. Strict adherence to 
these recommendations is essential to optimize clinical outcomes, reduce com-
plications, and improve patient survival. Continuous updating of institutional 
protocols and strengthened monitoring of guideline compliance are necessary 
to ensure optimal management of acute cholangitis.
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Aims  Extra-anatomical biliary drainage is an effective alternative to relieve 
biliary obstruction in cases of failed ERCP. Two endoscopic access routes are 
currently used : hepatogastric drainage and choledochoduodenal drainage. 
The aim of our study is to evaluate the indications, techniques used, and out-
comes of extra-anatomical drainage in our center.
Methods  This is a retrospective, descriptive, monocentric study conducted in 
the Medicine B Department of the Ibn Sina University Hospital in Rabat, be-
tween January 2019 and November 2025. All patients presenting with malig-
nant biliary obstruction and who underwent extra-anatomical biliary drainage 
after failed ERCP were included.
The collected data included demographic, clinical, biological, radiological, and 
endoscopic parameters. Two techniques were used :

▪▪ Choledochoduodenal drainage (placement of a stent between the 
common bile duct and the duodenal bulb).

▪▪ Hepatogastric drainage (placement of a stent between a left intrahepatic 
bile duct and the stomach).Post-drainage follow-up included clinical and 
biological monitoring at day 0, day 2, day 7, and one month.Results  10 

patients were included. The median age was 53.6 ± 17 years, mostly 
between 45 and 75 years. The sex ratio M/F = 1. Half of the patients (5 
cases, 50 %) had no comorbidities. Type 2 diabetes was present in 3 
patients (30 %), arterial hypertension in 2 patients (20 %), and heart 
disease in 1 patient (10 %).The most frequent etiologies were pancreatic 
cancer in 7 patients (70 %), followed by hilar cholangiocarcinoma in 2 cases 
(10 %), and ampullary carcinoma in 1 case (10 %). The main cause of ERCP 
failure was tumoral infiltration of the papilla, found in more than half of 
the cases (n = 6, 60 %). Other causes included anatomical abnormalities of 
the papilla (n = 2, 20 %), duodenal stenosis (n = 1, 10 %), and failure of 
intrahepatic bile duct cannulation (n = 1, 10 %).The main indication for 
drainage was cholangitis, found in half of the patients, followed by 
drainage for chemotherapy preparation (2 patients, 20 %). The remaining 
patients (n = 3, 30 %) presented with cholestatic jaundice with severe 
pruritus or general deterioration.Two techniques were performed:

▪▪ Choledochoduodenal drainage in 6 patients (60 %), using a fully covered 
metal stent.

▪▪ Hepatogastric drainage in 4 patients (40 %), using a “dumbbell-type” stent 
in 2 cases (20 %) and a partially covered metal stent in the remaining 2 
cases (20 %).Initial evaluations showed a median total bilirubin level of 274 
mg/L (predominantly conjugated), an average CRP of 52 mg/L, and an 
average prothrombin rate of 57 %.Regarding technical performance, 
hepatogastric drainage achieved 100 % technical and clinical success. 
Choledochoduodenal drainage also had 100 % technical success, but one 
case of biliary leak causing peritonitis reduced its clinical success to 
83 %.Biological outcomes showed a clear and progressive improvement 
after the procedure :

▪▪ Bilirubin: 274 mg/L before drainage → 180 mg/L at 48 h → 121 mg/L at day 
7 → 50.5 mg/L at one month.

▪▪ CRP: 52 mg/L before drainage → 27 mg/L at day 7 → 11 mg/L at one 
month.

▪▪ Prothrombin rate: 57 % before drainage → 62 % at 48 h → 69 % at day 7 → 
88 % at one month.

Regarding follow-up, 4 patients (40 %) died in a context of terminal tumor pro-
gression, with a mean post-procedure survival of 6 months. Four patients (40 %) 
are still being followed in oncology palliative care, and 2 patients (20 %) were 
lost to follow-up after discharge.
Conclusions  Extra-anatomical biliary drainage is an effective alternative after 
failed ERCP, particularly in cases of altered anatomy or tumoral involvement. 
Hepatogastric and choledochoduodenal techniques showed excellent techni-
cal success rates and significant biological improvement. The choice of method 
depends on patient characteristics, the etiology of the obstruction, and the 
expertise of the center.
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Aims  In recent years, the indications for diagnostic colonoscopy have increased 
considerably; however, their prescription must be adjusted by considering the 
benefit–risk ratio. The EPAGE II criteria (European Panel on the Appropriateness 
of Gastrointestinal Endoscopy) provide an objective tool to assess the appro-
priateness of these indications.
The aim of our study was to evaluate the application of these criteria in clinical 
practice and to identify any potential correlation between the appropriateness 
of the indication and the endoscopic findings.
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Methods  This is a retrospective analytical study conducted over a 14 months, 
from September 2024 to November 2025, within the Department of Hepa-
to-Gastroenterology and Proctology “Medicine B”. It included all patients who 
underwent colonoscopy with or without intubation of the terminal ileum.
Patients with incomplete colonoscopy or indications not listed in the EPAGE II 
criteria were excluded.
Collected data included age, sex, medical history, indication, endoscopic find-
ings, and the EPAGE score obtained through the official software (available at 
http://www.epage.ch).
Statistical analysis was performed using Jamovi software, with a significance 
threshold of < 0.05. For a more relevant analysis, the categories “appropriate” 
and “appropriate and necessary” were combined.
Results  A total of 205 patients were included, all of whom underwent a com-
plete ileocolonoscopy. The cohort comprised 112 women (54.6 %) and 93 men 
(45.4 %), with a female-to-male ratio of 1.2. The mean age was 51 ± 16.5 years, 
with 114 patients (55.6 %) older than 50 years and 91 patients (44.3 %) aged 
50 years or younger.
More than half of the patients, 112 (54.6 %), had no medical history. 37 patients 
(18 %) had inflammatory bowel disease (including 23 Crohn’s disease [11.2 %] 
and 14 ulcerative colitis [6.8 %]), and 14 patients (6.8 %) had cardiac disease.
The most frequent indications for colonoscopy were chronic diarrhea in 41 
patients (20 %), rectal bleeding in 36 patients (17.6 %), constipation in 33 pa-
tients (16.1 %), therapeutic assessment in 25 patients (12.1 %), screening in 20 
patients (9.8 %), iron-deficiency anemia in 19 patients (9.3 %), and abdominal 
pain in 16 patients (7.8 %).
According to the EPAGE score, indications were classified as: appropriate and 
necessary in 90 cases (43.9 %), appropriate in 58 cases (28.2 %), uncertain in 40 
cases (19.5 %), and inappropriate in 17 cases (8.3 %).
Endoscopic lesions were detected in 90 patients (43.9 %), most commonly co-
lonic polyps (27 cases; 13.2 %), neoplastic processes (14 cases; 6.8 %), and 
endoscopic recurrence of IBD (10 cases; 4.9 %).
Univariate and multivariate analyses showed that constipation and chronic 
diarrhea were significantly associated with an appropriate EPAGE indication for 
colonoscopy, with p-values of 0.019 and < .001, respectively.
Age over 50 years was also significantly associated with an appropriate EPAGE 
II score compared with younger patients (95 [83.3 %] vs. 53 [58.2 %], p < .001).
Conclusions  Our study demonstrates that the EPAGE II score is a simple and 
effective tool for determining the appropriateness of colonoscopy indications. 
It not only allows for a better classification of patients based on their clinical 
indication but also contributes to improving the cost-effectiveness of endo-
scopic procedures.
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Abstract Text
An 87-year-old female with a 10-year history of type 2 diabetes presented with 
upper abdominal pain, yellow urine, and fever for 5 days. Physical examination 
showed upper abdominal tenderness without rebound tenderness or muscle 
guarding. Imaging revealed a liver abscess, distal common bile duct stone, 
gallbladder stones, and intrahepatic and extrahepatic bile duct dilatation with 
pneumobilia, suggesting a cholecystoenteric fistula. Ultrasound-guided per-
cutaneous drainage of the liver abscess was performed. Endoscopic examina-
tion confirmed a cholecystoduodenal fistula. ERCP revealed common bile duct 
stones, which were removed via ERC + EST + EPBD + stone retrieval + ENBD . Two 
days post-procedure, the patient experienced intermittent vomiting of bile-like 
fluid. Repeat abdominal CT suggested gallstone ileus due to gallstone migration 

into the small intestine. Surgical removal of the stones was performed due to 
poor response to conservative treatment. Given her advanced age and poor 
physical condition, no further treatment was pursued for the cholecystoduo-
denal fistula. The patient was monitored in the ICU postoperatively and later 
transferred to a general ward, eventually improving and being discharged.
Cholecystoduodenal fistula is an internal fistula between the gallbladder and 
duodenum. Gallstone ileus, a rare cause of mechanical intestinal obstruction 
(0.3–0.5 % of cases), occurs when gallstones block the intestine after passing 
through a cholecystoenteric fistula. It is more common in elderly females. Treat-
ment is primarily surgical, including enterotomy for stone removal or combined 
with cholecystectomy and fistula repair. However, there are few reported cas-
es of gallbladder internal fistula complicating with hepatic abscess. In this case, 
the patient’s type 2 diabetes likely facilitated retrograde bacterial infection, 
leading to hepatic abscess formation after the gallbladder internal fistula de-
veloped.This case report documents the complete clinical course of a patient 
who developed gallstone ileus caused by the spontaneous passage of stones 
through a cholecystoduodenal fistula during hospitalization [1–3].
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Aims  Esophagogastroduodenoscopy is crucial for early detection of upper 
gastrointestinal neoplasms (UGN) and preneoplastic lesions. With growing 
demand, training new endoscopists is essential. We aimed to evaluate the im-
pact of trainee involvement in gastroscopy on key quality indicators and the 
detection of upper gastrointestinal abnormalities, and to assess how endoscop-
ic training settings may influence diagnostic performance.
Methods  We retrospectively analyzed 6,540 gastroscopies performed be-
tween January 2019 and December 2021 at two academic centers (663 with 
trainee participation). Quality indicators included Endoscopist Biopsy Rate 
(EBR), Composite Detection Rate (CDR), and UGN. Group comparisons used 
Mann–Whitney, χ², or Fisher’s exact tests. Logistic regression identified factors 
associated with upper GI pathology and EBR, UGN, and CDR; variables with 
p < 0.1 entered multivariate models. Analyses used IBM SPSS Statistics.
Results  Overall, 57.89 % of procedures were outpatient, the median patient 
age was 61 years (IQR 23), and 54.86 % of patients were female. A high-defini-
tion (HD) endoscope was used in 62.92 % of all procedures. The presence of a 
trainee did not significantly affect UGN (OR = 1.24; 95 % CI: 0.90-1.72; 
p = 0.192), EBR (OR = 1.05; 95 % CI: 0.88-1.25; p = 0.614), or CDR (OR = 1.01; 
95 % CI: 0.85-1.21; p = 0.872). Similarly, no significant differences were ob-
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served in the detection rates of cancers (p = 0.53), dysplasia (p = 0.198), and 
gastric precancerous conditions (p = 0.234) between procedures with and 
without trainee involvement. In the multivariate analysis, the factors associat-
ed with higher odds of UGN included age (OR = 1.02; 95 % CI: 1.01-1.02; 
p < 0.001), use of an HD endoscope (OR = 1.62; 95 % CI: 1.09-2.55; p = 0.017), 
sedation (OR = 1.22; 95 % CI: 0.80-1.87; p < 0.001), alarm symptoms (OR = 3.66; 
95 % CI: 2.90-4.62; p < 0.001), and outpatient setting (OR = 1.57; 95 % CI: 1.41-
1.75; p < 0.001), while female sex was associated with a lower risk of UGN 
(OR = 0.70; 95 % CI: 0.57-0.87; p = 0.001). Regarding EBR, multivariate regres-
sion analysis demonstrated that age (OR = 1.00; 95 % CI: 1.00-1.01; p < 0.001), 
female sex (OR = 1.20; 95 % CI: 1.08-1.34; p < 0.001), use of an HD endoscope 
(OR = 2.86; 95 % CI: 2.28-3.58; p < 0.001), and outpatient setting (OR = 1.44; 
95 % CI: 1.28-1.61; p < 0.001) were associated with higher odds of EBR, while 
sedation was associated with lower (OR = 0.78; 95 % CI: 0.63-0.98; p = 0.033). 
For CDR, multivariate regression analysis indicated that age (OR = 1.02; 95 % 
CI: 1.01-1.02; p < 0.001), female sex (OR = 1.29; 95 % CI: 1.16-1.44; p < 0.001), 
use of an HD endoscope (OR = 1.57; 95 % CI: 1.23-2.00; p < 0.001), sedation 
(OR = 1.69; 95 % CI: 1.32-2.16; p < 0.001), and outpatient setting (OR = 1.44; 
95 % CI: 1.28-1.61; p < 0.001) were significantly associated with higher CDR, 
whereas the presence of alarm symptoms was significantly associated with 
lower CDR (OR = 0.74; 95 % CI: 0.63-0.87; p < 0.001).
Conclusions  These results indicate that trainee involvement does not com-
promise the quality of gastroscopy, supporting the safe integration of training 
into routine practice.
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Aims  Biliary cannulation is an important step in the management of biliary 
disorders. Despite being a widely performed procedure, cannulation failure 
remains a significant clinical challenge. Identifying predictive risk factors for 
failed biliary cannulation is therefore crucial for optimizing endoscopic strate-
gies, improving success rates, and minimizing procedure-related complications.
This study aims to evaluate the clinical, biological, anatomical, and technical 
determinants associated with biliary cannulation failure.
Methods  This retrospective, descriptive, single-center study was conducted 
in our department between November 2020 and November 2025. A total of 
74 patients were included, divided into two groups: 37 patients with failed 
biliary cannulation and 37 patients with successful cannulation.
Statistical analysis was performed using Jamovi. Univariate analysis was based 
on the χ² test, and multivariate analysis was conducted using a logistic regres-
sion model.
Results  A total of 74 patients were included. The mean age was 65.5 ± 12.7 
years (range: 27–85), with a slight female predominance (female-to-male ratio: 
1.3). The leading indication for ERCP was acute cholangitis (36 patients, 48.6 %), 
followed by cholestatic jaundice (23 patients, 31.1 %).
Univariate analysis identified several predictors of biliary cannulation failure, 
including: cholestatic jaundice as the primary indication for ERCP (p = 0.007); 
history of hepatobiliary surgery (p = 0.012); bilirubin ≥ 250 mg/L (p = 0.009); 
leukocytosis ≥ 15,000/mm³ (p = 0.006); moderate-to-severe cholangitis 
(p < 0.001); presence of a main bile duct stricture (p = 0.004); malignant etiol-
ogy of the stricture (p = 0.010); tumor type—particularly cholangiocarcinoma 
and pancreatic malignancies (p = 0.028); and papillary abnormalities, especial-
ly peri-diverticular papillae (p = 0.038).

In multivariate analysis, two factors remained independently associated with 
cannulation failure: history of hepatobiliary surgery (OR = 8.97; p = 0.033) and 
papillary abnormalities (OR = 31.68; p = 0.009).
Among the 37 patients with failed biliary cannulation, 28 (75.7 %) underwent 
second-line intraprocedural salvage techniques, primarily infundibulotomy (25 
patients, 67.6 %) and, less frequently, precut sphincterotomy (3 patients, 8.1 %). 
These rescue techniques were successful in 75 % of cases (21 patients).
Conclusions  Biliary cannulation failure is influenced by a combination of ana-
tomical, biological, and disease-related factors. Early identification of these risk 
factors may help tailor endoscopic strategies, improve cannulation success 
rates, and reduce procedure-related complications.
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Aims  Recurrence after piecemeal endoscopic mucosal resection (pEMR) of 
large colorectal lesions remains a significant clinical concern. Several lesion-re-
lated factors, including morphology, high-grade dysplasia (HGD), lesion size 
and use of snare-tip soft coagulation (STSC) have been proposed as potential 
predictors [1, 2].
Methods  We conducted a retrospective study including 84 consecutive pa-
tients undergoing piecemeal EMR for colorectal lesions ≥ 20 mm at an Italian 
non-tertiary centre. Demographic, endoscopic and histological variables were 
collected. Time-to-recurrence was assessed using Kaplan–Meier curves and 
the log-rank test. Independent predictors were evaluated using multivariate 
Cox regression (p < 0.05).
Results  Eighty-four lesions were analysed. Recurrence was significantly high-
er in lesions with HGD (p = 0.00091) and in those ≥ 25 mm (p = 0.022). No sig-
nificant differences were observed between lesions treated with STSC and those 
without STSC (p = 0.057), between granular and non-granular LSTs (p = 0.84), 
or between serrated and non-serrated lesions (p = 0.48). In multivariate Cox 
regression, HGD was the only independent predictor of recurrence (HR 3.5; 
95 % CI 1.19–10.5; p = 0.023). Lesion size ≥ 25 mm showed no statistically sig-
nificant association with recurrence (HR 3.5; 95 % CI 0.78–16.1; p = 0.102). STSC 
was also not independently associated with recurrence (HR 1.6; 95 % CI 0.39–
6.3; p = 0.522), a result likely reflecting its selective use in larger, higher-risk 
lesions.
Conclusions  High-grade dysplasia was the strongest predictor of recurrence. 
Lesion size and STSC were not independently associated with relapse. Interpre-
tation of the effect of STSC is limited by the small number of treated cases and 
their concentration in higher-risk lesions.
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Aims  Endoscopy has an essential role in the diagnosis, assessment of inflam-
matory activity, and follow-up of IBD. It allows direct visualization of mucosal 
lesions, which can range from simple erosions to deep ulcerations, inflamma-
tory pseudopolyps, or strictures.
In addition, histological examination, which complements endoscopy, is crucial 
for confirming the diagnosis and differentiating IBD from other inflammatory 
or neoplastic diseases of the colon.
The aim of this study is to analyze the endoscopic and histological aspects of 
colorectal lesions observed in patients with IBD.
Methods  This is a retrospective descriptive study conducted between January 
2023 and January 2025 in the Hepatology, Gastroenterology, and Proctology 
Department (Medicine B) at Ibn Sina Hospital – Ibn Sina University Hospital.
We included all patients aged over 16 years old who were being treated for 
chronic inflammatory bowel diseases, namely Crohn's disease and ulcerative 
colitis, and who had undergone ileocolonoscopy with staged colorectal biop-
sies.
Patients with incomplete data or normal colonoscopies were excluded from 
our study.
Results  We included 75 cases of IBD collected over a period of 2 years, includ-
ing 40 cases of Crohn's disease and 35 cases of ulcerative colitis.
Among patients with Crohn's disease, the average age was 38.5 years, ranging 
from 18 to 72 years, and the sex ratio (M/F) was 0.4.
Ulcerations were found in 40 % of cases (including aphthoid ulcerations in 53 % 
of cases, superficial linear ulcerations in 35 % of cases, and deep ulcerations in 
12 % of cases), pseudopolyps in 21 % of cases, a sessile polyp in 14 % of cases, a 
pedunculated polyp in 4 % of cases, stenosis in 16.5 % of patients, and colonic 
erythema in 4.5 % of cases.
Histological examination revealed: nonspecific interstitial colitis in 48.5 % of 
cases, subacute colitis in 35 % of cases, granuloma without caseous necrosis in 
5.5 % of cases, subacute proctitis in 5.5 %, and interstitial proctitis in 5.5 %.
Among patients with UC, the average age is 45 years and the sex ratio (M/F) is 
0.54.
Ulcerations were found in 20 % of cases, pseudopolyps in 42.5 % of cases, a 
sessile polyp in 20 % of cases, a pedunculated polyp in 5.5 % of cases, colic ery-
thema in 6 % of patients, and erosions in 6 % of cases. In addition, the vascular 
pattern disappeared in 16 cases, partially disappeared in 5 cases, and remained 
intact in 4 cases.
Histological examination revealed: nonspecific interstitial colitis in 57 % of cas-
es, subacute colitis in 20 % of cases, subacute proctitis in 23 % (of which 70 % 
was ulcerative proctitis and 30 % was non-ulcerative).
Conclusions  Ulcerations are the most common lesions in Crohn's disease, 
while pseudopolyps and polyps are more common in ulcerative colitis. Thus, 
there is a predominance of nonspecific interstitial colitis and subacute colitis 
in both diseases.
Our study highlights the distinct endoscopic and histological features of CD 
and UC, which are essential for the diagnosis and follow-up of patients.
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Aims  Digestive endoscopy (DE) is an essential diagnostic and therapeutic pro-
cedure.Patient satisfaction is an important measure of performance standards 
and a key indicator of the quality of DE. Measuring the satisfaction index is a 
crucial component for improving the quality of care and optimizing medical 
practices.
The objective of this study is to determine the level of patient satisfaction in 
our endoscopy unit and to identify the factors associated with this satisfaction.
Methods  This is a prospective, descriptive, and analytical study conducted 
over a period of 5 months from 01/10/2023 to 01/03/2024 within the Depart-
ment of Hepato-Gastroenterology and Proctology “Medicine B,” including 
patients who underwent DE.
Patient satisfaction was assessed using the Likert scale.
The studied parameters included sex, age, previous endoscopic examination, 
type of endoscopic procedure, and indication.
Data analysis was performed using Jamovi software version 2.2.5.
Results  A total of 220 patients were included in our study, including 113 men 
(51.4 %) and 107 women (48.6 %), with a male/female ratio of 1.05. The mean 
age was 48.4 ± 15.8 years.Regarding endoscopic procedures: an upper GI en-
doscopy (EGD) was performed in 147 patients (66.8 %), a total ileocolonoscopy 
in 113 patients (51.4 %), and a rectosigmoidoscopy in 6 patients (2.7 %).
A total of 164 patients (74.6 %) underwent a single examination, while 56 pa-
tients (25.5 %) underwent two simultaneous procedures.
These examinations were performed for the following indications: abdominal 
pain in 39 cases (17.7 %), IBD in 30 cases (13.6 %), bowel habit disorder in 24 
cases (10.9 %), portal hypertension in 22 cases (10 %), and gastrointestinal 
bleeding in 21 cases (9.5 %).
The distribution of satisfaction levels was as follows : very satisfied 55 (25 %), 
satisfied 53 (24.1 %), neither satisfied nor dissatisfied 73 (33.2 %), slightly sat-
isfied 26 (11.8 %), very dissatisfied 13 (5.9 %).
For statistical analysis, levels 1: very satisfied and 2: satisfied were combined.
Patient age and the presence of music in the room were the only factors asso-
ciated with high satisfaction on both univariate and multivariate analysis, with 
p-values of 0.005 and < .001 respectively.
Total ileocolonoscopy was also found to be a factor of patient dissatisfaction 
with a p-value of 0.019.
Conclusions  Satisfied patients are more likely to regularly adhere to screening 
and endoscopic surveillance programs.
In our study, age and the auditory environment appear to play a significant role 
as predictors of satisfaction.
Assessing satisfaction helps identify patient needs and guide necessary im-
provements to optimize their care.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Cholangitis is a potentially serious infection of the bile ducts, the treat-
ment of which relies on appropriate antibiotic therapy and rapid biliary decom-
pression, primarily achieved by endoscopic retrograde cholangiopancreatog-
raphy (ERCP). Among the possible complementary procedures during ERCP, 
bile aspiration for bacteriological analysis can be performed. However, this 
procedure remains underutilized and is not always systematically included in 
international guidelines due to a lack of robust data on its clinical impact. The 
objective of this study is to evaluate the clinical benefit of bile aspiration per-
formed during ERCP in the treatment of cholangitis.
Methods  This retrospective, descriptive, single-center study was conducted 
within the Hepatology and Gastroenterology Department "Medicine B" of the 
Ibn Sina University Hospital in Rabat, covering a period of 2 years and 10 
months, from January 2023 to October 2025. The medical records of patients 
treated by ERCP with biliary aspiration for acute cholangitis in the intervention-
al endoscopy unit were collected and analyzed. Demographic, clinical, para-
clinical, therapeutic, and outcome data were collected and analyzed.
Results  A total of 90 patients who underwent ERCP with biliary aspiration for 
cholangitis were included. The mean age was 52 years [22–82], with a slight 
female predominance (56.7 %). Twelve patients (13.3 %) had previously under-
gone ERCP, and 10 patients (11.11 %) had a biliary stent. The severity of chol-
angitis, assessed using the Tokyo score, was distributed as follows: grade I in 
20 cases (22.2 %), grade II in 53 cases (58.9 %), and grade III in 17 cases (18.9 %). 
The mean total bilirubin level was 172.1 mg/L before ERCP and decreased to 
95.4 mg/L 48 hours after the procedure. The indications for ERCP were distrib-
uted as follows: neoplastic causes in 42 cases (46.7 %), lithiasis in 37 cases 
(41.1 %), and other etiologies in 11 cases (12.2 %). Empirical antibiotic therapy 
was primarily based on a combination of third-generation cephalosporins and 
metronidazole, prescribed in 80 cases (88.8 %). Biliary aspiration revealed a 
positive culture in 53 cases (58.9 %) (▶Table 1), with Escherichia coli and Pseu-
domonas spp . as the predominant pathogens (▶Table 2), identified in 13 cas-
es (24.5 %) and 12 cases (22.6 %), respectively. Among the positive samples, 
the bacteria were susceptible to empirical antibiotic therapy in 30 cases 
(56.6 %). In cases of resistance, a change of antibiotic was necessary in 18 pa-
tients ( 33.9 %) , while 5 ( 9.4 %) progressed favorably without any change in 
treatment. The average length of hospital stay was 11.0 days. The 30-day re-
currence rate was 4.5 %, and the mortality rate was 4.5 %.

▶Table 1	  Biliary culture N = 90

Biliary culture N ( %)

Positive 53 (58.9 %)

Negative 30 (33.3 %)

Polymicrobial 7 (7.8 %)

▶Table 2	  Main pathogens N = 53

Main pathogens N ( %)

Escherichia coli 13  ( 24.5 % )

Pseudomonas spp 12  (22.6 %)

Enterococcus spp . 8  ( 15.1 %)

Enterobacter spp 6  ( 11.3 %)

Klebsiella Pneumoniae 7  ( 13.2 %)

Streptococcus spp . 2  ( 3.8 %)

Others 5  ( 9.4 %)

Conclusions  Biliary aspiration during ERCP is a valuable tool for identifying 
pathogens and tailoring antibiotic therapy, particularly in the context of in-
creasing antibiotic resistance. This study highlights its clinical value in optimiz-
ing microbiological management and improving therapeutic outcomes for 
patients with cholangitis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Monitoring the technical progress of endoscopy trainees is essential to 
ensure the quality of care in hepatology and gastroenterology. The cumulative 
sum learning curve (LC-CUSUM) method allows for dynamic assessment of skill 
acquisition. Launched in 2022, the SPARTApp application, promoted by the 
University of Montpellier and supported by the SFED, aims to improve the col-
lection of procedures, performance monitoring and access to educational tools 
(Figure A). This study evaluates its use, limitations, and the impact of LC-CUSUM 
on the perception and monitoring of interns' technical progress in endoscopy.
Methods  A national survey was conducted between March and June 2025 
among French interns registered on the SPART-App application. They were 
contacted by email via an emailing list extracted from the application's data-
base. The questionnaire focused on the use of SPART-App, its comprehensive-
ness, obstacles encountered, suggestions for improvement, and perceptions 
of the integrated LC-CUSUM progression curve. Participation was voluntary 
and anonymous.
Results  Of the 307 interns contacted, 102 responded in 20 university towns 
(Figure B). Almost all of them were familiar with the application (98 %) and 
92.2 % reported using it to record their endoscopic procedures. The complete-
ness of the data collection was rated as high to perfect by 43.6 % of users, and 
average to perfect by 63.8 % (Figure C). In centres where data collection was 
considered mandatory, these figures rose to 67.7 % and 83.9 % respectively 
(Figure C). The main obstacles reported were forgetting to enter data (67.7 %), 
lack of time (39.4 %), technical malfunctions (34.3 %) and the absence of insti-
tutional requirements (32.3 %). Among the 55 interns who suggested improve-
ments, the majority of suggestions concerned offline operation, the user inter-
face and educational enrichment. Finally, 63.7 % (65/102) used the LCCUSUM 
feature to track their technical progress, and 55.8 % (48/86) considered the 
curve to be consistent with their own perception of learning.
Conclusions  SPART-App is widely and satisfactorily adopted among French 
interns. However, data collection is still uneven due to various organisational, 
technical and practical obstacles. This survey suggests that the LCCUSUM as-
sessment is relevant for tracking technical progress in endoscopy, offering re-
al-time monitoring of skills.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  There are 10,000 undergraduate medical student places filled in the UK 
yearly (Bolton, 2024), the practical education of which is typically assigned to 
consultants, general practitioners and other physicians. This can be difficult, 
as these professions are often already under pressure from long patient lists, 
attending emergency situations, completing appropriate charting and other 
patient care responsibilities. This study explores facilitating undergrad learning 
with other high quality options, such as postgraduate nurses that have experi-
ence in the consultant’s department.
Methods  A convenience sample of 3rd year medical students was utilised to 
obtain feedback to an anonymised survey regarding knowledge attainment. 
These surveys follow 3rd year UK medical students’ attendance at 1 hour in-per-
son modules directed by a postgrad Endoscopy nurse. The topics of this mod-
ule were cirrhosis, oesophageal varices, and Variceal Band Ligation endoscop-
ic treatment and included up to 10 medical students each. These classes 
occurred for 28 weeks (September 2024 to May 2025) and included a hands on 
introduction to the gastroscope and the mechanics of variceal band ligation 
[1–3].
Results  Out of 240 potential students, 110 responded to the anonymised link 
that was provided via email upon their completion of the training. Of these, 6 
were removed for only responding to demographic questions, leaving 104 
students who completed the survey in its entirety (43 % response rate). 72 % of 
respondents chose ‘Strongly Agree’ and 26 % ‘Somewhat Agree’ (total: 98 %) 
that the lecture was useful; 69 % chose ‘strongly agree’ and 27 % ‘somewhat 
agree’ (total: 96 %) in response to the statement ‘I feel more confident that 
before the class in my knowledge on oesophageal varices’; and 78 % chose 
‘strongly agree’ and 21 % chose ‘somewhat agree’ with the statement ‘I feel 
more confident than before the class on the role of endoscopy in cirrhosis pa-
tients’.
Conclusions  The education of the next generation of medical professionals 
can be problematic for physicians who are already under strain. One of the tools 
that could be considered going forward to address these barriers, is the utili-
sation of RNs with postgraduate degrees as ad-hoc educators. This case study 
demonstrates that when done successfully, undergraduate medical students 
can access knowledge of diseases and procedures without requiring physicians 
to be further overburdened. Educating the next generation of medical provid-
ers can emerge from numerous sources and it may be time we look to those to 
ensure that there are enough physicians to meet the medical demand that the 
future requires.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic mucosal resection (EMR) is widely used for removing large 
colorectal polyps ( ≥ 20mm). The goal is complete resection with minimal ad-
verse events and a low adenoma recurrence rate (ARR). Optimal initial evalua-

tion of the polyps and subsequent resection by a therapeutic endoscopist is of 
crucial importance to achieve good outcomes.
The study aims to evaluate the accuracy of the initial evaluation of large polyps 
referred for EMR to a tertiary center. Subsequently, we analyzed EMR technical 
success, complications, recurrence rate, final histology, appropriate follow-up, 
and the need for surgery in patients referred for EMR of large colonic polyps.
Methods  This was a retrospective review of prospectively collected data of 
patients referred for EMR of colorectal polyps ≥ 20mm between 2017 and 2024. 
The procedures were performed by two therapeutic endoscopists.
Results  A total of 170 patients (median age 66; 52.3 % female) with 187 polyps 
(median size 30mm) were included. Among referred polyps, 89 (48 %) had 
accurate descriptions; 50 (27 %) underestimated size, 41 (22 %) overestimated 
size, 16 (8.6 %) misclassified Paris type, and the location description was not 
accurate in 9 (5 %). Initial manipulation of polyps at the first endoscopy was 
done in 58 % of polyps; this included biopsies of the polyp (6.4 %), tattooing 
nearby (8.4 %), lifting (7.5 %), and attempted resection in 15.7 %. Median time 
to first EMR was 30 days. Median polyp size was 30 mm (range 20-80 mm). 
After EMR, high-grade dysplasia (HGD) was reported in 28 polyps (15 %) and 
invasive carcinoma in 7 (3.7 %). EMR could not be completed in 2 cases (1.1 %) 
due to suspicion of submucosal invasion. Complications included mild in-
tra-procedural bleeding in 37 patients (20 %), post-polypectomy bleeding in 3 
(1.7 %), perforation in 1 (0.5 %), which was managed conservatively and one 
case of post-polypectomy syndrome. Average time to follow-up was 7 months. 
Residual adenomatous tissue was present in 33 cases (18 %), with HGD in 9 
(5 %). ARR increased according to polyp size (11.5 % for 20-29mm, 13.5 % for 
30-39mm, and 29.0 % for ≥ 40mm).
Conclusions  Initial polyp description was inaccurate in around 50 % of cases 
before referral for EMR, and around 58 % of polyps had some form of previous 
endoscopic manipulation as well. EMR is a safe and effective treatment for large 
colorectal polyps when performed by expert endoscopists. Subsequent fol-
low-up met recommended guidelines, and ARR correlated significantly with 
polyp size.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Anal stenosis is a frequent complication of Crohn’s disease and is asso-
ciated with a significant impairment in patients’ quality of life. Endoscopic, 
manual, or surgical anal dilatations are commonly employed as therapeutic 
interventions; however, their impact on quality of life remains insufficiently 
explored. The aim of this study was to assess the improvement in quality of life 
among patients with Crohn’s disease–related anal stenosis following dilatation, 
based on clinical symptomatology and Inflammatory Bowel Disease Question-
naire (IBDQ) score before and after the procedures.
Methods  We conducted a retrospective descriptive study between 2018 and 
2025 in the Department of Hepato-Gastroenterology and Proctology. All adult 
patients (aged > 16 years) with anal stenosis secondary to Crohn’s disease who 
underwent dilatation (manual, endoscopic, or surgical) were included. Patients 
who received other therapeutic modalities for stenosis or who had incomplete 
medical files were excluded.Quality of life was assessed using the IBDQ before 
and after the procedure. Clinical data were collected regarding stenosis pro-
gression, type of dilatation, average number of sessions, success and failure 
rates, and recurrence.
Results  Among the 33 patients with Crohn’s disease related anal stenosis, 15 
(45.45 %) underwent a dilatation procedure. The male-to-female ratio was 1.14 
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(8 men, 7 women), with a mean age of 47 years (range: 24–74). The mean in-
terval between Crohn’s disease diagnosis and the need for dilatation was 11 
years.Five patients (33.3 %) underwent endoscopic dilatation, ten (66.7 %) 
manual dilatation, and four (26.7 %) surgical intervention.
Before dilatation, clinical symptoms included: spontaneous proctalgia in 4 pa-
tients (12.1 %), defecation induced proctalgia in 7 patients (21.2 %), and fecal 
incontinence in 6 patients (18.2 %). One patient (3 %) was asymptomatic, while 
7 patients (21.2 %) reported a sensation of incomplete evacuation.
Among the 15 patients, 13 (86.67 %) expressed satisfaction and reported a 
significant improvement in quality of life after dilatation, along with reduction 
of symptoms.Analysis of IBDQ score showed an overall mean improvement of 
33 points following dilatation. A Student’s t-test confirmed that this difference 
was highly statistically significant (p < 0.001).When comparing dilatation tech-
niques, endoscopic dilatation resulted in a mean IBDQ increase of 47 points 
(p = 0.003), whereas manual dilatation showed a mean increase of 20 points, 
which did not reach statistical significance (p = 0.102).
Disease progression after dilatation was marked by recurrence of stenosis in 
13 patients (86.67 %), with a mean recurrence interval of 129 days. Recurrence 
was particularly frequent among those who underwent manual dilatation, ac-
counting for 80 % of cases.
Conclusions  According to our study, dilatation of anal stenosis in Crohn’s dis-
ease leads to a significant short-term improvement in patients’ quality of life. 
However, recurrence management remains challenging. Prospective multi-
center studies with long-term follow-up are needed to better elucidate the 
sustained effects of this procedure and refine therapeutic strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic pylorotomy (G-POEM) is a recent technique that has already 
proven its effectiveness in the management of gastroparesis refractory to med-
ical treatment. However, the procedure differs from one center to another, 
particularly with regard to whether a single, double or myectomy myotomy is 
performed. Furthermore, to date, no study has compared the different tech-
niques in terms of efficacy and, above all, recurrence. The aim of this multi-
center study is to compare these different methods in order to standardize the 
procedure in favor of the most effective one.
Methods  This is a retrospective multicenter study conducted in two expert 
centers in France, including patients treated with G-POEM for refractory gast-
roparesis between September 2015 and April 2025, with a comparison of three 
techniques: simple myotomy (SM), double myotomy (DM), or loop myectomy 
(LM).
The main objective was to evaluate clinical success according to the techniques 
used, defined by a one-point decrease in the Gastroparesis Cardinal Symptom 
Index (GCSI) score.
The primary objective was to evaluate clinical success according to the tech-
niques used, defined by a decrease in the GCSI (Gastroparesis Cardinal Symp-
tom Index) score of one point associated with a 50 % decrease in one of the 
three subscores at 6 months.
The secondary objectives included clinical success at 12 and 24 months, im-
provement in the severity stage of gastroparesis assessed by scintigraphy, and 
the rate of recurrence of gastroparesis.
Secondary objectives included clinical success at 12 and 24 months,
improvement in the severity of gastroparesis as assessed by gastric emptying 
scintigraphy, the rate of symptomatic recurrence, and adverse events in each 
group.

Results  A total of 122 patients were included, of whom 31 (25.4 %) were treat-
ed with simple myotomy (SM), 73 (59.8 %) with double myotomy (DM) and 18 
(14.8 %) with myectomy (MC).
The groups were comparable in terms of demographics, etiology and disease 
severity (preoperative GCSI). Clinical success at 6 months was not significantly 
different in the 3 groups, despite a trend in favor of myectomy: 46 % for SM, 
50 % for DM and 77 % for MC. However, the mean GCSI was significantly higher 
in the MS group (2.28 ± 1.14) compared to the other groups (1.79 ± 1.12 for 
MD and 1.46 ± 0.872; p < 0.026).
Importantly, the recurrence rate (not evaluated in the MC group) was signifi-
cantly higher in the MS group, where it was 71 % compared to 12 % in the MD 
group (p < 0.005).
The improvement in gastric emptying, of at least 1 grade of scintigraphic se-
verity, was similar in the 3 groups, ranging from 40 to 66 %. Finally, the compli-
cation rate was not different in the 3 groups, ranging from 0.5 to 5 %, mostly 
minor to moderate.
Conclusions  G-POEM remains an effective and safe technique for the man-
agement of refractory gastroparesis. No significant difference in clinical success 
was observed between the three myotomy approaches, but myectomy tends 
to offer better symptomatic results at 6 months. Double myotomy appears to 
significantly reduce the risk of recurrence compared to single myotomy, with-
out increasing the complication rate.
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Aims  EUS-HGS has become an established technique either as a primary or 
salvage treatment modality for MBO. However, it remains a technically chal-
lenging procedure associated with a high risk of procedure related morbidity 
and mortality in a frail patient population. Current guideline recommendations 
recommend a gradual approach to performing EUS-guided therapy, suggesting 
that an endoscopist undertaking this new technique should perform a mini-
mum of 25 procedures under expert supervision [1]. However, real life data 
about learning curves and upskilling in EUS-guided therapy are lacking. Fur-
thermore, there are significant limitations in access to expert supervision for 
such advanced techniques as EUS-HGS. We aimed to assess the clinical and 
technical outcomes of the initial series of EUS-HGS performed by an experi-
enced bilio-pancreatic endoscopist with limited access to expert supervision.
Methods  We performed a retrospective analysis of a prospectively updated 
endoscopy database at a tertiary referral center where this technique was re-
cently introduced. All consecutive patients who underwent EUS-HGS for ma-
lignant biliary obstruction either as a primary or as a rescue drainage procedure 
between June 2024 and November 2025 were included in the analysis. The 
primary outcome was technical success, defined as placement of a metal stent 
between the intrahepatic bile ducts and the stomach. Secondary outcomes 
included clinical success, defined as a decrease of > 25 % in bilirubin levels at 14 
days after the procedure and procedure-related adverse events (AEs). EUS-HGS 
was performed using an Olympus linear scope. Access to the intrahepatic bile 
ducts was obtained with a 19G FNA needle and a hydrophilic guidewire (0.025 
or 0.035i) was used for deep access after obtaining a cholangiogram. Tract 
dilation was performed with a 6Fr cystotome. Finally, an 8cm FC or PC SEMS 
(Boston Wallflex) was deployed into the stomach from the left intrahepatic 
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ducts to achieve adequate biliary drainage, which was confirmed through en-
doscopy and fluoroscopy.
Results  Seventeen patients (64.7 % male; median age 69 years) underwent 
EUS-HGS during the study period. Underlying malignancies included duodenal 
and pancreatic cancers (4 each), cholangiocarcinoma, gastric and colonic can-
cers (2 each) and other tumor types (3). Indications for EUS-HGS were duode-
nal obstruction in 9/17 (52.9 %), failed ERCP in 5/17 (29.4 %), and altered anat-
omy in 3/17 (17.6 %) cases. Technical failure occurred in 5/17 (29.4 %). The 
causes included an unfavourable puncture window in surgically altered anato-
my (1 patient), loss of echoendoscope position after adequate puncture in the 
bile ducts with subsequent loss of wire access (2 patients), inability to advance 
the guidewire despite adequate injection of ducts (2 patients). 4 out of these 
5 patients underwent alternative drainage: one via EUS-guided choledocho-
duodenostomy and three through external percutaneous biliary drainage. In 
one case, no further endoscopic drainage was feasible and the patient was 
referred for palliative end of life care. We recorded a total of 5 procedure-relat-
ed adverse events (2 early – 1 self-limited intraprocedural bleeding and 1 bili-
oma treated by percutaneous drainage and 3 late AEs – stent dysfunction with 
cholangitis).
Conclusions  Our findings suggest that EUS-HGS can be safely attempted as 
an alternative drainage procedure by experienced bilio-pancreatic endoscopists 
proficient in both EUS and ERCP, even if no expert supervision is available. Fur-
ther studies are required to better define the learning curves and milestones 
required for achieving efficient and safe independent practice of advanced EUS 
procedures, but autonomous upskilling seems to be feasible in certain scenar-
ios.
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Aims  Crohn’s disease is a chronic inflammatory bowel disorder characterized 
by an unpredictable clinical course. For many years, the therapeutic target was 
limited to achieving clinical remission associated with normalization of inflam-
matory biomarkers. To improve long-term outcomes, the STRIDE II recommen-
dations introduced endoscopic healing as a therapeutic target, defined by an 
SES-CD < 3 (Simple Endoscopic Score for Crohn's Disease) or a CDEIS < 3 (Crohn's 
Disease Endoscopic Index of Severity).
Today, the concept of complete endoscopic healing is emerging as a potential-
ly more relevant therapeutic goal.
The aim of the present study is to determine whether complete endoscopic 
healing is associated with improved long-term outcomes.
Methods  This observational, cross-sectional, retrospective, monocentric study 
was conducted in our department between 2021 and 2025. We included pa-
tients with Crohn’s disease who demonstrated endoscopic healing with a CDE-
IS ≤ 3 on their most recent assessment colonoscopy. Patients with a CDEIS ≥ 4, 
those lost to follow-up, or those without an evaluation colonoscopy were ex-
cluded.
Complete endoscopic healing was defined as a CDEIS score of 0, and partial 
endoscopic healing as a CDEIS score of 1–3. Relapse was defined as the occur-
rence of a clinical flare.

Statistical analysis was performed using the Jamovi software, and associations 
between variables were assessed using the χ² test.
Results  A total of 60 patients in endoscopic remission were included, equally 
divided into 30 with complete healing and 30 with partial healing. The mean 
age was 45.7 ± 13.5 years (range: 18–78), with a marked female predominance 
(female-to-male ratio: 2.75).
According to the Montreal classification, phenotype distribution was as follows: 
34 patients in A2 (56.7 %), 21 in A3 (35 %), and 5 in A1 (8.3 %). Disease location 
was predominantly L3 (43 patients, 71.7 %), followed by L2 (13 patients, 21.7 %) 
and L1 (4 patients, 6.7 %). The B2 phenotype was most frequent (25 patients, 
41.7 %), followed by B1 (20 patients, 33.3 %). Perianal disease was present in 
27 patients (45 %).
Regarding treatment, 41 patients were initially treated with immunosuppres-
sants (68.3 %), while 19 received biologics (31.7 %), including 18 on infliximab 
(30 %) and 1 on adalimumab (1.7 %).
The mean follow-up duration was 30.2 ± 10.4 months. Disease evolution was 
marked by relapse in 2 patients with CDEIS = 0 (6.7 %) versus 16 patients with 
CDEIS 1–3 (53.3 %) (p < 0.001).Therapeutic adjustment was required in 16 pa-
tients with CDEIS = 0 (53.3 %) and in 25 patients with CDEIS 1–3 (83.3 %) 
(p = 0.012).
A reassessment colonoscopy was performed in 13 patients (21.7 %): 6 with 
complete healing and 7 with partial healing. All patients with initial complete 
healing maintained a CDEIS = 0, whereas among those with partial healing, 4 
patients (57.1 %) had a follow-up CDEIS of 4, 2 patients (28.6 %) had a score of 
3, and 1 patient (14.3 %) had a score of 1 (p = 0.005).
Therapeutic strategy differed significantly between the two groups. De-esca-
lation therapy was undertaken in 13 patients with initial complete healing 
(81.3 %), whereas a step-up approach was applied in 15 patients with partial 
healing (60 %) and treatment optimization in 4 patients (16 %) (p < 0.001).
Hospitalization was required for none of the patients with complete healing 
(0 %), compared with 8 patients with partial healing (26.7 %) (p = 0.002).
Similarly, no surgical intervention was required for patients with complete 
healing (0 %), while 6 patients (20 %) with partial healing underwent surgery 
(p = 0.010).
Conclusions  Complete endoscopic healing was associated with more favora-
ble outcomes compared with partial healing. It correlated with a significantly 
reduced risk of relapse, hospitalization, and surgical complications, while also 
allowing for therapeutic de-escalation. These findings highlight the relevance 
of adopting a stricter definition of endoscopic healing, paving the way for a 
re-evaluation of current therapeutic targets.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aim.  identify and study endoscopic signs of dysplasia in sessile serrated lesions 
with dysplasia (SSLd).
Materials and methods.  A total of 199 patients were examined, in whom 260 
SSL were detected, polyps were removed, examined histologically, in 45 cases 
dysplasia was detected in 41 patients – 11/41 (26.8 %) men and 30/41 (72.2 %) 
women aged 25 to 75 years (mean age 54.2 ± 3.4). We used acetochromosco-
py with a 1.5 % acetic acid solution in all cases to enhance visualization and the 
presence of a positive and mixed acetowhite reaction in SSLd. Endoscopic and 
histological signs of SSLd were compared and summarized.
Results:  SSLd were located in the right part of the colon – 42/45 (93.3 %). The 
size of SSLd was 2-25 mm, of which the majority, 24/45 (53.4 %) – 10-19 mm; 
by color pale 12/45 (26.7 %), pale pink 15/45 (33.3 %), with a red tint 18/45 
(40.0 %). The surface is heterogeneous 22/45 (47.8 %), with the presence of a 
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nodular component or double elevation 12/45 (26.7 %), with serrated margin 
42/45 (93.9 %), in 5/45 (9.8 %) the edges are raised with a central depression. 
According to the Paris classification, all formations corresponded to type 0-IIa 
– 36/45 (80.0 %), less common were 0-Is 9/45 (20.0 %); According to the JNET 
classification: type 1 was 23/45 (51.1 %), with 2A and 2B equally distributed at 
12/45 (26.7 %). The pit pattern according to the Kudo type 2, was shown by 
18/45 (40.0 %), with a specific sign for SSLd according to Kimura 2-O – 13/45 
(28.9 %), III 13/45 (28.9 %), IV 1/45 (2.2 %); capillary pattern type 1 according 
to Y.Sano 23/45 (51.1 %), 2 – 21/45 (46.7 %), 3 – 1/45 (2.2 %). The formations 
were removed by cold snare resection 34/45 (75.6 %) and EMR 11/45 (24.4 %); 
34/45 (75.6 %) were removed en – bloc, 11/45 (24.4 %) in fragments, with the 
radicality of removal R0 32/45 (71.1 %), R1 1/45 (2.2 %) – with cold snare re-
moval, Rx 12/45 (26.7 %) – fragmentation of material during extraction.
Conclusions:  Verification of dysplasia in SSL during colonoscopy helps to de-
termine the optimal tactics for removing the lesion, thereby reducing the risk 
of developing CRC, and also to determine the timing of subsequent observa-
tion.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  A potential negative effect of glucagon-like peptide 1 (GPL-1) receptor 
agonists on bowel cleanliness in colonoscopy has been reported in literature. 
However, most of the evidence comes from retrospective studies.
The main aim of this study is to prospectively compare bowel preparation qual-
ity and overall tolerability of bowel preparation among diabetic patients treat-
ed with GLP-1 receptor agonists and not. Secondary outcomes included com-
parison of the number of polyps detected, cecal intubation rate, procedure 
duration and procedure-related complications among the two groups.
Methods  This prospective observational study has been conducted across 6 
Italian Gastroenterology and Digestive Endoscopy units, which consecutively 
enrolled diabetic patients undergoing colonoscopy for any indication, both 
those treated with GLP-1 receptor agonists and those not. All patients received 
a low-volume, split-dose bowel preparation regimen. The Boston Bowel Prepa-
ration Scale (BBPS) was used to assess bowel cleansing quality, and the validat-
ed Lawrence score was employed to evaluate preparation tolerability in the two 
groups. Preliminary results are presented.
Results  A total of 111 diabetic patients were enrolled, 36 (32.4 %) in the GLP-
1 group and 75 (67.6 %) in the non–GLP-1 group. Two groups were comparable 
for age (70.6 ± 8.5 vs 70.4 ± 6.7 years, p = 0.90), sex distribution (p = 0.94), 
smoking status (p = 0.12), and diabetes-related complications (p = 0.75), body 
mass index (BMI, 25.9 ± 3.7 kg/m² vs 27.0 ± 4.6 kg/m², p = 0.16), diabetes du-
ration (12.6 ± 7.9 vs 11.1 ± 6.9 years, p = 0.34).
No significant difference in bowel cleansing was found among the two groups 
(BBPS ≥ 6 in 83.3 % of the GLP-1 group and 76.0 % of the non–GLP-1 group, 
p = 0.53). Tolerability was also comparable between groups: 20 (26.7 %) pa-

tients in the non–GLP-1 group and 12 (33.3 %) in the GLP-1 group reported no 
difficulty; 34 (45.3 %) and 11 (30.5 %) reported mild difficulty; 19 (25.3 %) and 
13 (36.1 %) reported moderate difficulty; 2 (2.7 %) and 0 reported severe diffi-
culty, respectively (p = 0.30). Cecal intubation rates were likewise similar (GLP-
1: 88.9 % vs non–GLP-1: 86.7 %, p = 0.98). No significant difference in polyp per 
colonoscopy and colonoscopy duration were found. No colonoscopy-related 
complications occurred in either group.
Conclusions  This preliminary results did not reveal any significant difference 
in bowel cleansing quality and tolerability of preparation among diabetic pa-
tients taking GLP-1 receptors agonists or not as well as other key colonoscopy 
quality indicators.
Initial data in our cohort suggest a lower impact of GPL-1 receptor agonist on 
bowel preparation compared with what is currently reported in the literature 
and that diabetes itself is the main cause of inadeguate bowel preparation
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastroesophageal reflux disease (GERD) is frequently associated with 
obesity. The onset or worsening of GERD after sleeve gastrectomy (SG) remains 
a matter of debate in metabolic and bariatric surgery (MBS). Concomitant hiatal 
hernia repair (HHR) is increasingly performed, and SG combined with fundo-
plication has emerged as a potential bariatric option, although current evidence 
is conflicting and the learning curve can lead to a considerable rate of reinter-
ventions. Transoral Incisionless Fundoplication (TIF) is a minimally invasive 
endoscopic approach that reconstructs the gastroesophageal valve and pro-
vides a 270 ° fundoplication. To date, only one case report has described TIF 
performed simultaneously with SG without HHR, demonstrating the basic 
feasibility of this combined strategy [1–7].
AIMS. To evaluate the feasibility of concomitant TIF with laparoscopic HHR and 
SG (C-TIF + SG) and to assess the postoperative evolution of GERD symptoms 
in obese patients with confirmed preoperative GERD.
Methods  Four obese patients with typical GERD symptoms were prospectively 
enrolled. Symptom severity and frequency were assessed using the GERD-HRQL 
questionnaire. All patients underwent preoperative endoscopy, 24-hour pH-im-
pedance monitoring, and high-resolution manometry (HRM). GERD was diagnosed 
following the Lyon Classification 2.0 criteria. Under general anesthesia, five lapa-
roscopic trocars were placed, followed by posterior cruroplasty after dissection of 
the diaphragmatic crura and abdominalization of the distal esophagus. The Eso-
phyX device was then inserted transorally, retroflexed, and used to create a 270 ° 
gastroesophageal valve under laparoscopic control. The procedure was performed 
jointly by two experienced endoscopists. A standard laparoscopic sleeve gastrec-
tomy followed. Clinical follow-up was scheduled at 1, 3, 6, and 12 months.
Results  The mean preoperative BMI was 35.4 kg/m² (SD ± 3.99). All patients 
were taking daily standard-dose PPIs. The mean preoperative GERD-HRQL score 
was 40.5 (SD ± 11). Hiatal hernia was present in all patients (mean size 2.1 ± 0.6 
cm), along with Grade A esophagitis (Los Angeles Classification). pH-monitor-
ing confirmed pathological reflux, while HRM demonstrated hiatal hernia with 
an IRP < 15 mmHg.Mean follow-up was 10.5 months (range 8–13). Total body 
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weight loss at 6 months was 25.3 %. GERD symptoms significantly improved at 
last follow-up (p < 0.01), with a mean postoperative GERD-HRQL score of 2.25. 
All patients discontinued PPI therapy within one month. Follow-up endoscopy 
at 6 months showed no recurrence of hiatal hernia or esophagitis. No compli-
cations were observed.
Conclusions  In this preliminary experience, C-TIF with concomitant SG appears 
safe, technically feasible, and associated with favorable mid-term outcomes in 
terms of both weight loss and GERD symptom resolution. Larger studies with 
longer follow-up are needed to validate the combined approach for the simul-
taneous management of obesity and GERD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic papillectomy (EP) is an efficacious intervention for the man-
agement of papillary adenomas. It may also be considered for carcinoma with-
out S2 invasion and neuroendocrine tumors. However post-papillectomy 
bleeding (PPB) requiring reintervention is not rare. We aimed to study several 
parameters to predict post-papillectomy bleeding.
Methods  Over a fifteen year period, we performed EP for 132 patients. There 
were 68 males and 64 females. Median age was 46 (range: 32-76). For resection 
Endocut Q current (ERBE, VIO 300 S electrosurgical unit with APC; Germany) 
was used.

Results  Bleeding requiring re-intervention or blood transfusion happened in 
14 patients (10 %). In another 7, bleeding manifested with melena and drop in 
hemoglobin, expectant management was suffice (Total 15.9 %). Bleeding man-
ifested with a median time of 12 hours (1-42). Management by re-intervention 
included; clips, argon plasma coagulation (APC), ancaferd spray, and metallic 
stent inserion into common bile duct. None required surgery, death did not 
happen. We compared these 21 against 111 who did not bleed in reference to 
age, gender, coagulation parameters, use of anti-platelet or anti-coagulant 
agents (that were stopped before a certain time of the procedure), size and 
histology of the resected papilla, administration of APC after papillectomy and 
no significant difference was found. In five of 21 patients (23 %), bleeding hap-
pened after 24 hours and all had been discharged before bleeding manifested.
Conclusions  Bleeding after EP seems to be an unpredictable event. However 
keeping the patients in-hospital and withholding antiplatelet and anticoagulant 
agents for 48 hours after procedure, if possible, may be a safer.
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Aims  Treatment of gallstone disease involves cholecystectomy for cholelithi-
asis and ERCP for choledocholithiasis.However,cholecystectomy may be risky 
elderly patients and those with significant comorbidities.In surgically altered 
patients, ERCP can not be possible for choledocholithiasis,and in patients with 
preserved gastrointestinal anatomy,ERCP may also fail.The long-term outcomes 
of EUS-guided treatment performed between 2011 and 2022 in a group of such 
patients were evaluated.
Methods  The study included 23 patients.In the bile duct group, 16 patients 
consisted of 13 males and 3 females.In the gallbladder group,6 were female 
and 1 was male.The mean age was 62 ± 18.6 (range: 28–86) in the bile duct 
group and 73 ± 11.7(51–83) in the gallbladder group.In the bile duct group,one 
patient had a hepaticojejunostomy without tract surgery,12 had gastroenteros-
tomy (including one with Billroth II and nine with Roux-en-Y anastomosis), and 
one had a total gastrectomy with esophagojejunostomy.In two patients, the 
anatomy was physiological,but ERCP had failed.All patients in the gallbladder 
group had recurrent cholecystitis and had high surgical risk. Under EUS guid-
ance,13 patients underwent hepaticogastrostomy,one underwent hepatoe-
sophagostomy,two underwent choledochoduodenostomy,five underwent 
cholecystogastrostomy, and two underwent cholecystoduodenostomy.In the 
bile duct patients with normal anatomy,choledochoduodenostomy was pre-
ferred. After fistula formation,the stones were mostly treated with antegrade 
laser lithotripsy under cholangioscopic guidance.
Results  Technical success was achieved in all patients.However,seven of those 
with bile duct stones continued to experience episodes of cholangitis.In all of 
these patients,the diameter of the common bile duct or main hepatic duct was 
greater than 20 mm.In the other six patients, the duct diameter was 15 mm or 
less,and no further episodes of cholangitis occurred.In patients who underwent 
the procedure for gallbladder stones,clinical success was 100 %.
Conclusions  EUS-guided treatment is a safe and highly effective option for 
managing bile duct stones in which ERCP is not feasible and gallbladder stones 
in patients at high risk for cholecystectomy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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What are the profiles?
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Aims  Cholecystectomy is recommended in patients with gallstones after en-
doscopic extraction of bile duct stones to prevent cholecystitis or recurrent 
gallstones.
However, recurrence of common bile duct (CBD) stones is still observed in a 
considerable number of patients after cholecystectomy.
The standard treatment is endoscopic retrograde cholangiopancreatography 
(ERCP).
The aim of this study is to determine the profiles of these patients.
Methods  The endoscopic retrograde cholangiopancreatography (ERCP) da-
tabase of our hepatology-gastroenterology department was retrospectively 
reviewed between January 2020 and October 2025. All patients with a history 
of cholecystectomy and presenting with stones in the common bile duct were 
included in the study.
Results  Twenty-eight patients were included in the study. The mean age of 
our patients was 66 ± 14.1 years, with a female predominance of 78 % (n = 21) 
and a female-to-male ratio of 3.5.
The median interval between cholecystectomy and the occurrence of common 
bile duct stones was 10 years.
The medical histories of our patients were as follows: diabetes in 7 cases (25 %), 
oral contraceptive use in 9 cases (33 %), dyslipidemia in 9 cases (33 %), obesity 
in 8 cases (29 %), LPAC syndrome in 1 case (3 %), sickle cell disease in 1 case 
(3 %), and 3 patients (10 %) had no medical history.
The clinical presentation was dominated by biliary colic in 13 cases (48 %), acute 
cholangitis in 10 cases (37 %), acute pancreatitis in 3 cases (11 %), cholecystitis 
in 2 cases (7 %), and a sickle cell crisis in 1 case (3 %).
All patients underwent imaging, which showed dilation of the biliary ducts 
upstream of lithiasic obstruction.
The mean CBD diameter was 15 mm, ranging from 9 mm to 22 mm.
The number and size of stones within the CBD varied:

▪▪ Macro-stone in 10 cases (36 %) with a mean diameter of 14.4 mm.
▪▪ Two stones in 4 cases (14 %) with a mean diameter of 17 mm.
▪▪ Multiple stones (choledocholithiasis impaction) in 14 cases (50 %)

Conclusions  The recurrence of common bile duct stones is considered an un-
resolved problem after cholecystectomy. These patients present multiple risk 
factors, particularly metabolic syndrome, and a more frequent follow-up eval-
uation is suggested for the early detection of recurrent CBD stones.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Familial adenomatous polyposis (FAP) is a hereditary disorder that, in 
the absence of appropriate therapeutic management, invariably progresses to 
colorectal adenocarcinoma. It represents the most common form of colorectal 
polyposis and the second leading cause of hereditary colorectal cancer. after 
lynch syndrom The aim of this study was to identify prognostic factors associ-
ated with malignant degeneration.

Methods  We conducted a retrospective, descriptive study in the Departments 
of Gastroenterology and General Surgery at Mohamed Tahar Maamouri Uni-
versity Hospital. A total of 33 patients managed for FAP over a 16-year period 
(January 2005 to December 2024) were included.
Results  During the study period, 33 patients were included: 16 women and 
17 men, with a sex ratio of 1.06. The mean age was 48.2 years [18–78]. FAP was 
diagnosed after the age of 40 in 21 patients. Fifteen patients were smokers and 
four were chronic alcohol consumers. A family history of FAP or colorectal can-
cer in first-degree relatives was documented in 15 patients (45.5 %).At diagno-
sis, the number of polyps exceeded 100 in 4 patients (12 %).Colorectal cancer 
occurred in 15 patients. The mean age at cancer diagnosis was 59 years. Thir-
teen patients (86 %) underwent elective surgery, while two required emergen-
cy surgery for bowel obstruction.Seven patients underwent total proctocolec-
tomy with ileal pouch–anal anastomosis. Two underwent subtotal colectomy 
with ileocolic anastomosis, and six had total colectomy with ileorectal anasto-
mosis.
In univariate analysis, the risk of degeneration was associated with age > 40 
years at the time of FAP diagnosis (p = 0.02). A polyp count > 100 at diagnosis—
observed in 12 % of patients—was correlated with the subsequent development 
of colorectal adenocarcinoma (p = 0.042).Polyps measuring > 5 mm, with or 
without high-grade dysplasia on histology and present in 26 patients (78 %), 
also constituted a poor prognostic factor predictive of malignant transforma-
tion (p = 0.036).Among the 33 included patients, 23 were diagnosed through 
colonoscopy performed for gastrointestinal symptoms; this group showed a 
higher risk of developing colorectal cancer (p = 0.015).Finally, the presence of 
at least one extracolonic manifestation—documented in 16 patients—was as-
sociated with an increased risk of colorectal cancer (p = 0.025).
Conclusions  Our study demonstrated a positive correlation between age at 
FAP diagnosis, polyp size and number, and the risk of colorectal cancer. It also 
highlighted the increased risk of colorectal cancer in the presence of extraco-
lonic manifestations and emphasized the importance of diagnosing FAP at the 
presymptomatic stage to reduce the likelihood of malignant degeneration.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic cancer is the third leading cause of cancer related mortality, 
and early diagnosis remains essential to enable potentially curative resection. 
Although histopathology is the diagnostic standard, endoscopic ultra-
sound-guided fine-needle biopsy (EUS-FNB) has emerged as the preferred 
method for tissue acquisition. Our aim was to evaluate whether on-site assess-
ment techniques, specifically rapid on-site evaluation (ROSE) and macroscop-
ic on-site evaluation (MOSE), can enhance sample adequacy and reduce the 
need for repeat biopsy during EUS-guided tissue acquisition.
Methods  We performed a retrospective analysis of 95 consecutive patients 
undergoing EUS-guided tissue acquisition at the institute of Pancreatic Diseas-
es, Semmelweis University, between September and December 2024. Out-
comes assessed included technical success, the impact on ROSE and MOSE on 
tissue adequacy, re-biopsy rates, and procedure-related adverse events.
Results  Among 95 patients (55 % male, 45 % female), the technical success 
rate was 97.25 %. ROSE was performed in 69 cases, yielding 100 % diagnostic 
positivity with a mean of 2.15 needle passes. MOSE was used in 73 cases. Re-bi-
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opsy rates were 13.4 % for ROSE and 17.7 % when both techniques were applied. 
MOSE alone demonstrated a re-biopsy rate of 14.3 %. The overall adverse event 
was 2.78 %.
Conclusions  In our single-center experience, MOSE demonstrated perfor-
mance comparable to ROSE and appears to be a reliable option in settings where 
ROSE availability is limited.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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DOI  10.1055/s-0046-1821804
Aims  When conservative treatments fail, the treatment of gastroparesis relies 
on endoscopic strategies, but the predictors of success for these treatments 
remain poorly identified. Gastric ptosis is an anatomo-clinical entity whose links 
with gastroparesis remain poorly understood. The main objective of our study 
was to investigate the influence of gastric ptosis on the response to pyloric 
endoscopic treatments in patients with clinical gastroparesis.
Methods  In this retrospective, single-centre study, all patients who underwent 
endoscopic treatment and TOGD between September 2012 and January 2025 
were eligible. The primary objective was to evaluate the relationship between 
ptosis and treatment success (improvement in GCSI ≥ 1 after 3 months). Sec-
ondary objectives included identifying other factors predictive of treatment 
efficacy.
Results  Forty-four patients with a median age of 52 years (36.9-61.4) were 
included. Gastric ptosis was significantly associated with a lower success rate 
of endoscopic treatment (5.56 % vs. 48 %, p = 0.003). Among the other criteria 
analysed, longer symptom duration and the presence of oesophageal motor 
disorder were significant predictors of failure (p = 0.025 and p = 0.001, respec-
tively), while diabetic aetiology was associated with a higher success rate 
(p = 0.019).
Conclusions  Our study is the first to identify gastric ptosis as a predictive fac-
tor for failure of pyloric treatments for gastroparesis. The inclusion of an upper 
gastrointestinal endoscopy in the pre-treatment assessment could be particu-
larly relevant before proposing endoscopic pyloric treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 51-year-old male presented to the emergency department with acute back 
pain, suspicious for renal colic. An abdominal CT scan incidentally revealed a 
30 mm hypodense lesion in the pancreatic uncinate process with central calci-
fications. An endoscopic ultrasound (EUS) demonstrated a hypoechoic, heter-
ogeneous mass in the uncinate process, with irregular margins and a huge 
posterior acoustic shadowing. No signs of vascular or ductal involvement were 
noted. Therefore, EUS-guided fine needle biopsy (FNB) with a 22-G Franseen-tip 
needle was performed via transduodenal and transgastric approaches, obtain-
ing an adequate histological sample after macroscopic on-site examination 
(MOSE).Histological analysis revealed spindle cells positive for CD34, BCL2, 
STAT6, and CD99, and negative for CKIT, DOG1, desmin, actin, S100, and cy-
tokeratins, with Ki-67 index > 5 %, suggesting for solitary fibrous tumor (SFT) 

of the pancreas. Immunohistochemical confirmation was obtained at a tertiary 
referral pathology laboratory. A multidisciplinary tumor board advised con-
servative follow-up based on the benign histology and absence of local invasion.
Conclusion: Pancreatic SFTs are extremely rare, with only 34 cases reported to 
date [2]. They are more frequently located in the pancreatic head and are slight-
ly more common in females [2]. Most are discovered incidentally [2]. This case 
highlights the critical diagnostic value of EUS-FNB, which enabled accurate 
tissue acquisition for advanced immunohistochemical analysis, informing a 
nonsurgical, surveillance-based approach. Because of the non-specific clinical 
presentation and radiological features of pancreatic SFTs, diagnosis is particu-
larly challenging using preoperative imaging and laboratory tests alone [1, 2]. 
Therefore, histopathological and immunohistochemical evaluation is essential 
for definitive diagnosis [1].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Wang WW, Zhou SP, Wu X, Wang LL, Ruan Y, Lu J, Li HL, Ni XL, Qiu LL, 
Zhou XH. Imaging, pathology, and diagnosis of solitary fibrous tumor of the 
pancreas: A case report and review of literature. World Journal of Clinical Cas-
es 2024; 12 (5): 995–1003
[2]  Ronchi A et al. Solitary fibrous tumors: an update on diagnosis and man-
agement. Pathol Oncol Res 2020; 26 (2): 597–605

eP479  Development of standards for an endohepa-
tology fellowship training program: Survey of 
international experts using a modified RAND/UCLA 
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Aims  Over the past decade, advances in therapeutic EUS have expanded the 
interface between hepatology and endoscopy, giving rise to the emerging field 
of endohepatology. Despite increasing clinical adoption and evidence support-
ing these procedures, no standardized training framework currently exists. This 
project seeks to inform the development of consensus-driven standards for an 
Endohepatology Fellowship by identifying the essential hepatology and endo-
scopic competencies required for safe and effective practice.
Methods  We conducted a cross-sectional electronic survey of international 
experts in hepatology, advanced endoscopy, and endohepatology to assess 
essential standards for endohepatology fellowship development. A steering 
committee of recognized leaders designed the survey, drawing on published 
literature, existing training curricula, and expert experience to generate state-
ments across key training domains. Participants were asked to rate a total of 
74 statements on the following topics: 1) basic framework for a proposed en-
dohepatology fellowship program; 2) candidate selection; 3) training environ-
ment; 4) supervisor qualification; 5) clinical exposure; 6) endoscopic exposure; 
7) interventional radiology exposure; 8) evaluation of training; 9) support from 
learned societies; and 10) maintenance of competence after training. State-
ments were rated on a 9-point Likert scale (1 = strongly disagree, 9 = strongly 
agree) with the possibility to add free-text comments. Consensus was defined 
using a modified RAND/UCLA approach. Agreement or disagreement was de-
termined based on median panel scores (7-9 = agreement; 1-3 = disagreement), 
and statistical disagreement was assessed using the IPRAS method (▶Fig. 1– 3).
Results  Forty-four (83 %) out of 53 invited experts completed the survey (21 
(48 %) advanced endoscopists; 18 (41 %) hepatologists; 5 (11 %) endohepatol-
ogists). Duration of independent practice was < 5 years in 9 (20 %), 5-10 years 

S613



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

in 13 (30), and > 15 years in 22 (50 %). Location of practice was USA in 22 (50 %), 
Canada in 11 (25 %), Europe in 7 (16 %; Belgium, Italy, Spain, UK), KSA in 1 (2 %), 
and 3 did not say. In total, all panelists reached a consensus on 55 (74 %) state-
ments. An additional 8 (11 %) statements reached consensus in only a subgroup 
of participants. All statements reaching consensus are highlighted in Figure 1 
and 2. These statements belong to all topics covered. More than half of survey 
responders thought that the minimum number of cases needed to evaluate 
competency were at least 25 cases for EUS-liver palpation, 50 cases for 
EUS-guided non-liver biopsy, 25 cases for EUS-guided liver biopsy, 25 cases for 
EUS-portal pressure gradient measurement, 25 cases for EUS-shear wave elas-
tography, 25 cases for variceal gluing, and 10 cases for variceal gluing and 
coiling.
Conclusions  Our survey identifies multiple statements and establishes key 
standards that should be used to develop an endohepatology fellowship train-
ing program. Further work is needed to refine these standards.
Conflicts of Interest  Amine Benmassaoud is a speaker for CookYen-I Chen is 
a consultant for Boston Scientific, has received research funding from Boston 
Scientific and is the co-founder of Chess Medical Inc.
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Aim.  to identify and study endoscopic various diagnostic criterias of sessile 
serrated lesions (SSLs) without displasia.
Materials.  We included 158 patients 44 (27.8 %) men and 114 (72.2 %) wom-
en aged 17 to 81 (mean age 52.1 ± 3.4), in whom 215 SSLs were detected. All 
lesions were endoscopically removed and pathological examination.
Results.  The SSLs were located in the right colon – 177/215 (82.3 %), in the 
left colon – 38/215 (17.7 %). The size was 2-25 mm, the majority (165/215 
(76.7 %)) were 6-15 mm; the color of the SSLs was white – 107/215 (49.7 %) or 
similar to the surrounding mucosa – 104/215 (48.4 %), rarely red – 4/215 
(1.9 %). The surface was most often smooth – 103/215 (47.8 %), less often 
cloud-like 58/215 (27.0 %); the borders of the SSLs were distributed equally – 
serrated 202/215 (93.9 %); more often there were irregular shaped SSLs – 
139/215 (64.8 %), to a lesser extent oval (61/215 (28.3 %) and round shape 
15/215 (6.9 %); a «mucinous cap» on the surface was in 190/215 (88.4 %), which 
was washed off well in 134/215 (62.3 %), and in 25/215 (11.6 %) cases it was 
absent. According to the Paris classification SSLs were the type 0-IIa – 192/215 
(89.3 %), less common were type 0-Is 20/215 (9.5 %), type 0-Is + IIc 3/215 
(1.2 %), type 0-IIb 1/215 (0.4 %), type 0-IIa + IIc 3/215 (1.2 %); according to the 
NICE and JNET classifications in all cases SSLs were type 1 – 215/215 (100 %). 
According to the Kudo classification was type II – 158/215 (73.6 %), with spe-
cific sign according to Kimura type II-O – 48/215 (22.0 %), in rare cases accord-
ing to Kimura type IIL 9/215 (4.4 %) were presented; capillary pattern in all 
215/215 (100 %) cases is not dilated, regular, type 1 according to Y. Sano.
Conclusion.  Sessile serrated lesions (SSLs) without displasia can be varied, not 
only with the usual and well-known features. The use of an extended set of 
endoscopic criterias contribute accurate verification of SSL during colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Surgery is frequently performed in patients with Crohn's disease (CD), 
with a risk of short bowel syndrome. The aim of our study is to evaluate the 
correlation between the Rutgeerts score and clinical and endoscopic recurrence 
during the first year following intestinal resection surgery in patients with CD.
Methods  We conducted a retrospective analytical and descriptive study with-
in the Hepatology, Gastroenterology, and Proctology Department of Medicine 
B, which collected data on all patients with Crohn's disease who underwent 
ileocecal or right ileocolonic resection between January 2019 and November 
2025. Patients who did not undergo postoperative colonoscopy were excluded. 
Postoperative endoscopic recurrence was defined as a Rutgeerts score ≥ i2.
Results  A total of 92 patients were included. The mean age was 41.3 years 
(20–70 years). There was a female predominance, with a female-to-male ratio 
of 1.19 (50 women and 42 men). The mean interval between the diagnosis of 
Crohn’s disease and surgery was 2.6 years.Crohn’s disease was ileocecal in 50 % 
of cases (n = 59), ileocolic in 44.5 % (n = 41), isolated ileal in 4.3 % (n = 4), and 
extensive in 1 % of patients. The disease phenotype was stenosing in 64.1 % 
(n = 59), fistulizing in 18.4 % (n = 17), combined stenosing and fistulizing in 
14.1 % (n = 13), and inflammatory in 2 patients.
Thirty-three patients (35.8 %) had ano-perineal manifestations, including com-
plex fistulas in 29 patients (31.5 %), anal ulcerations in 2 patients (2.1 %), anal 
stenosis in 1 patient (1 %), and an anal fissure in 1 patient (1 %).The surgical 
indications were ileal or ileocecal stenosis in 73.9 % of cases (n = 59), internal 
or external fistulas in 20.6 % (n = 19), and deep abscesses in 2 patients.
Postoperative colonoscopy was performed after a mean interval of 9.2 months 
(6–11 months) following surgery. Endoscopic recurrence (Rutgeerts score ≥ i2) 
was observed in 59.7 % of patients (n = 55), including Rutgeerts i2 in 20 patients 
(21.7 %), i3 in 9 patients (9.7 %), and i4 in 26 patients (28.2 %). Clinical recur-
rence occurred in 53.2 % of patients (n = 49).
On univariate logistic regression analysis, statistically significant predictors of 
clinical recurrence were a Rutgeerts score ≥ i2 (p < 0.001) and the presence of 
LAP (p = 0.042). On multivariate analysis, only a Rutgeerts score ≥ i2 remained 
statistically significant (p < 0.001)
Conclusions  Endoscopic recurrence (ER) of Crohn’s disease, assessed using 
the Rutgeerts score, is strongly correlated with the risk of clinical recurrence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colonoscopy is the gold standard for colorectal cancer screening, but its 
effectiveness depends on factors like bowel preparation, technique, and strategies 
to improve detection. Enhancing visualization is key to reducing missed lesions. 
Texture and Color Enhancement Imaging (TXI) augments texture, brightness, and 
color which could potentially help identify adenomatous lesions. This meta-anal-
ysis evaluates the effectiveness of TXI on adenoma detection rate (ADR) and ade-
nomas per colonoscopy (APC) compared to white light imaging (WLI).
Methods  A comprehensive literature search for randomized controlled trials 
(RCTs) comparing TXI to WLI in patients undergoing colonoscopy was done in 
PubMed, EMBASE, and Cochrane CENTRAL. Statistical analysis was conducted 
with RevMan using a random-effects model to compute the risk ratio and mean 
difference [1–3].
Results  This meta-analysis included 3 RCTs. The TXI group comprised 989 
patients while the WLI group had 978 patients. Analysis of the outcomes of 
interest showed a trend favoring TXI vs. WLI, with increased ADR (Risk Ratio: 
1.22, 95 % CI: 0.98-1.52) and increased APC (Mean Difference: 0.34, 95 % CI: 
-0.13-0.81) with no statistical significance. However, there was significant het-
erogeneity for both outcomes.
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Conclusions  This meta-analysis of RCTs suggests that TXI, compared to WLI, 
can improve ADR and APC. The heterogeneity may possibly be explained in the 
use of older generations of colonoscopes in the WLI arm in the RCTs of Antonel-
li and Young. In the RCT of Toyoshima, the same latest generation scope was 
used in both arms. Thus, we recommend that subsequent studies use the same 
latest generation scope for both arms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In cirrhosis, several prognostic scores have been developed to predict 
overall survival. The MELD (Model for End-Stage Liver Disease), MELD-Na and 
MELD3.0 scores have been proposed as a criteria for allocating organs.
The aim of our study was to explore MELD 3.0 score for predicting survival in 
decompensated Tunisian cirrhotic patients.
Methods  We conducted an observational, retrospective study involving all 
patients with decompensated cirrhosis managed in Gastroenterology depart-
ment of Taher Maamouri hospital during the period from January 2010 to De-
cember 2021. Mortality was assessed using the Kaplan Meier model. The per-
formance of the scores was assessed using the AUROC (Area under the 
Receiver Operating Characteristic curve).
Results  One hundred and fifty-two patients were included with an average 
age of 62 years. The main causes of chronic liver disease were hepatitis C virus 
(HCV) infection (30.9 %) and hepatitis B virus (HBV) infection (32.2 %). The mean 
value of the MELD, MELD-Na and MELD3.0 scores was 17.78, 17.74 and 19.4, 
respectively. The mean follow-up time was 17.1 months. The overall mortality 
at 3-month, 6-month and 1-year was 18.4 %, 24.3 % and 35.5 % respectively.
In the prediction of 3-month mortality, the AUROCs of the MELD, MELD-Na and 
MELD3.0 scores were 0.786; 0.841 and 0.850 respectively. The cut-off value of 
the MELD3.0 score was 24 (sensitivity 68 %, specificity 88 %). A statistically sig-
nificant correlation was noted between the MELD3.0 score ≥ 24 and 3-month 
mortality (p = 0.04).
Conclusions  Overall, MELD3.0 shows promising value with the highest AUROC 
in all assessed scoring systems. MELD 3.0 has the best performance for predict-
ing mortality at various time points. Multicenter and long-term studies with 
larger samples would be helpful for the scoring systems to predict the mortal-
ity more precisely in decompensated liver cirrhosis patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Aims:Rectal Neuroendocrine Tumors (R-NETs) carry a risk of lymph node 
metastasis even when smaller than 10 mm, and detecting small R-NETs endo-
scopically is clinically important. R-NETs are generally recognized as yellowish 
submucosal tumors; however, the reason why they appear yellow has not been 
elucidated. In this study, we analyzed R-NETs at our institution to evaluate the 
diagnostic utility of color characteristics.
Methods  Methods:From April 2021 to September 2025, we identified le-
sions ≤ 5 mm that had not undergone pre-treatment biopsy and were observed 
using the Olympus X-1 system (CF-XZ1200). From stored endoscopic images, 
we extracted tumor and surrounding mucosal areas and measured color values 
(RGB) at nine points each to obtain mean color values.Analysis 1: We evaluat-
ed diagnostic capability based on color differences between tumor and sur-
rounding mucosa. RGB values were converted to the CIE-Lab color space, and 
color differences (ΔE) were calculated.Analysis 2: We assessed diagnostic 
utility incorporating pathological findings, specifically the depth of tumor ex-
tension from the submucosa into the mucosa.
Results  Results:A total of 32 patients with 35 lesions were included (16 males, 
19 females; mean age 56.3 ± 13.1 years). The mean tumor size was 3.5 ± 0.9 
mm.Analysis 1: Five endoscopists evaluated whether the color of each tumor 
could be visually distinguished from the surrounding mucosa. In 16 lesions 
(46 %), differentiation was not possible (non-CD group), whereas in 19 lesions 
(54 %), it was possible (CD group). Although tumor size did not differ between 
groups, ΔE values showed a significant difference(P < 0.01).Analysis 2: Patho-
logical invasion depth was classified as follows: no invasion into mucosa (MI-1): 
8 lesions (23 %), < 1/3 mucosal invasion (MI-2): 9 lesions (26 %), ≥ 1/3 mucosal 
invasion (MI-3): 18 lesions (51 %). While tumor size did not differ among MI 
categories, ΔE was significantly higher in MI-1 vs MI-3(P < 0.01).A nominal logis-
tic regression analysis using color difference as the dependent variable revealed 
that MI classification was significantly associated with endoscopic color recog-
nition (p < 0.01).
Conclusions  Conclusions:In small R-NETs, the yellowish appearance is not 
attributable to tumor size but instead to the reverse invasion of tumor cells 
from the submucosa into the mucosa.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Fiducial markers are radiopaque implants, typically composed of gold, 
that aid in the precise and reproducible targeting of tumors. These markers 
serve as reference points during CT-based planning, including four-dimension-
al assessment, enabling real-time correction for tumor motion. Initially, fiducial 
markers were placed intraoperatively or percutaneously under ultrasound (US) 
or CT guidance. However, endoscopic ultrasound (EUS) offers superior visual-
ization of deep structures in the mediastinum and abdomen while providing a 
less invasive alternative to surgical placement. EUS-guided fiducial placement 
has been successfully used for tumors in nearly all gastrointestinal malignancies 
such as pancreatic, hepatic, esophageal, gastric, and colorectal cancers. Mod-
ern fiducials can fit into 22-gauge fine-needle aspiration (FNA) needles and 
come preloaded in needle carrier devices for easier deployment. Despite in-
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creasing evidence supporting the efficacy of EUS-guided fiducial marker place-
ment in gastrointestinal malignancies, there remains a lack of systematic eval-
uation in large, prospective, randomized trials. Data regarding its feasibility and 
safety in patients with gastrointestinal cancers undergoing radiation therapy 
are particularly scarce. Therefore, this study aimed to assess the success rate 
of EUS-guided fiducial marker placement in these indications within a tertiary 
hospital setting.
Methods  This retrospective, single-center study was conducted at our tertiary 
hospital and included patients diagnosed with esophageal, rectal, or pancre-
atic tumors who required fiducial marker placement for image-guided radiation 
therapy. The study period extended from January 2016 to October 2025. Pa-
tients underwent EUS-guided fiducial marker placement using a preloaded 
22-gauge EchoTip Ultra Fiducial Needle (Cook Medical, Limerick, Ireland). The 
primary outcome was the technical success of the procedure, defined as the 
accurate deployment of fiducial markers at both the proximal and distal margins 
of the tumor under EUS guidance. Additionally, the occurrence of procedure-re-
lated adverse events was assessed. All procedures were performed by experi-
enced endosonographers using standard EUS techniques. Patients were close-
ly monitored post-procedure for potential complications and CT scan and chest 
xray were used to confirm marker positioning both immediately after place-
ment and at the completion of radiotherapy [1–5].
Results  During the study period, a total of 19 patients underwent EUS-guided 
fiducial marker placement in our endoscopic unit. The mean age was 65.2 ± 9.8 
years, and 52 % of the patients were male. Of the participants, two had rectal 
adenocarcinoma, two had esophageal malignancies, and 15 were diagnosed 
with pancreatic adenocarcinoma. The overall technical success rate of fiducial 
marker placement was 94.7 %, with successful deployment achieved in 18 pa-
tients. In one case, the presence of an extensive collateral venous network 
(cavernoma) prevented the safe placement of fiducial markers. On average, 
2.6 ± 1.2 fiducial markers were placed per patient. The mean tumor size was 
23 ± 7 mm. No procedure-related complications were observed. At the com-
pletion of radiation therapy, imaging confirmed the presence of markers in all 
patients.
Conclusions  Our nine-year experience with EUS-guided fiducial marker place-
ment for esophageal, pancreatic, and rectal tumors demonstrates that the 
procedure is both safe and highly effective, with no reported complications. 
Fiducial markers remained intact and visible throughout the course of radiation 
therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the efficacy and safety of self-assembling peptide hydrogel (SAP) 
in endoscopic submucosal dissection (ESD), specifically assessing their impact on de-
layed bleeding, perforation risk, resection quality, procedure time, and wound healing, 
through a comprehensive meta-analysis and trial sequential analysis.
Methods  I conducted a comprehensive search of PubMed, Scopus, Web of 
Science, Embase, and Cochrane from their inception to November 2025, 
focusing on randomized controlled trials (RCTs) evaluating the efficacy and 
safety of self-assembling peptide hydrogel (SAP) in endoscopic submucosal 
dissection (ESD). Meta-analyses were performed using a random-effects mod-
el. Odds ratios (ORs), hazard ratios (HRs), and mean differences (MDs) were 
calculated with 95 % confidence intervals (CIs).
Results  Across six studies, SAP showed no significant reduction in delayed 
bleeding compared with no SAP (RR 0.87; p = 0.47). However, a significant 
effect modification by study design (p = 0.017) was detected: retrospective 
studies demonstrated a lower bleeding risk with SAP (RR 0.61; p = 0.04), while 
RCTs showed no benefit (RR 1.53; p = 0.15). Subgroup analyses by prophylac-
tic use, lesion location, and sensitivity testing revealed no change to the over-
all non-significant result, and TSA confirmed insufficient evidence.
Similarly, perforation risk did not differ between SAP and controls (RR 0.74; 
p = 0.16), with subgroup analyses and TSA indicating inconclusive evidence. 
SAP had no impact on resection outcomes (En bloc: RR 1.00; R0: RR 1.01; 
both p > 0.70) or procedure time (p > 0.30). Wound healing rates were also 
comparable (p > 0.25), though limited data prevented definitive conclusions.
Conclusions  SAP does not significantly reduce delayed bleeding or perforation 
following ESD and has no impact on resection quality, procedure time, or 
wound healing. Although retrospective data suggests a possible reduction in 
bleeding, RCTs do not support this effect, and TSA confirms that current evi-
dence remains insufficient. Larger high-quality randomized trials are needed 
to clarify the clinical value of SAP in ESD.
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Aims  X-TACK is a through-the-scope system for tissue approximation in endo-
scopic procedures. The aim of this study is to describe the efficacy and safety 
of this device for EMR defects of colorectal lesions.
Methods  Retrospective study involving all the patients who underwent EMR 
for colorectal lesions and the use of x-tack as a suturing device in our center. 
The primary outcome was technical success. The secondary outcomes were 
adverse events rates and the rate of using double closure technique.
Results  13 patients were included, 77 % male and 23 % female, with a mean 
age of 62 years. The main location where the x-tack was used was the ascend-
ing colon, and the mean size of the defect was 40 mm. Regarding to the time 
spent applying the x-tack, it was 26 minutes. Technical success rate was 100 % 
and there were no adverse events. In 77 % of the patients, a double closure 
technique was needed.
Conclusions  X-tack system is an effective and safe option for tissue approxi-
mation of resection defects. However, it has a steep learning curve and in most 
cases a double closure technique is needed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Familial adenomatous polyposis (FAP) may be associated to several oth-
er pathologies involving multiple organs and can significantly influence the 
disease prognosis. The objective of this study was to determine the frequency 
of extracolonic manifestations in patients with FAP.
Methods  This retrospective, descriptive study was conducted in the Depart-
ments of Gastroenterology and General Surgery at Mohamed Tahar Maamouri 
University Hospital, including 33 patients managed for FAP over a 16-year pe-
riod (January 2005 to December 2024).
Results  During the study period, 33 patients were included. The mean age was 
48.2 years [18–78].A first-degree family history of FAP was present in 45.5 % of 
patients. Regarding the circumstances of diagnosis, screening colonoscopy led 
to the diagnosis in 9 patients (28 %).Fifty-five percent of patients presented 
with colorectal symptoms, including rectal bleeding (13 patients), abdominal 
pain (11 patients), diarrhea (5 patients), and alternating diarrhea and consti-
pation (3 patients). In three cases, colonoscopy was performed to investigate 
anemia. One case was diagnosed after examination of the operative specimen 
from an emergency surgery for a perforated right-colon cancer presenting with 
peritonitis.
Regarding the assessment of extracolonic manifestations:Upper gastrointes-
tinal endoscopy was performed in 93.3 % of patients and revealed, in 9 % of 
them, the presence of fundic gland polyps and subcentimetric tubular adeno-
mas of the antrum.
Duodenoscopy was performed in 32 patients and revealed duodenal polyps in 
5 cases. In three cases, two polyps smaller than 5 mm were observed, corre-
sponding to low-grade tubular adenomas on histology, with a Spigelman 
score ≤ 4.A sessile 8-mm polyp without dysplasia was found in one patient.The 
fifth case involved a 20-mm pedunculated polyp with low-grade dysplasia and 
a Spigelman score of 7 (stage III). Resection was performed surgically via trans-
verse duodenotomy during the same operative session as the total proctocolec-
tomy. Histological examination revealed a tubular adenoma with low-grade 
intraepithelial neoplasia.
Concerning abdominal imaging, abdominal ultrasound was performed in 18 
patients and CT scan in 23 patients. A single case of intra-abdominal desmoid 
tumor was identified. Abdominal imaging was unremarkable in 96.96 % of cas-
es. No pancreatic, gallbladder, or biliary tract tumors were noted.
Ophthalmologic examination including fundoscopy was performed in 31 pa-
tients and revealed congenital hypertrophy of the retinal pigment epithelium 
(CHRPE) in 4 patients, bilateral in two cases and unilateral in the remaining two.
Thyroid ultrasound, performed in 91 % of patients, revealed abnormalities in 7 
patients (24 %):– A right-lobe nodule suggestive of papillary thyroid carcinoma, 
confirmed histologically.– Three nodules in another patient, classified as EU-TI-
RADS 4, with indeterminate cytologic atypia (Bethesda class III), managed with 
total thyroidectomy.– Other abnormalities consisted of nodules classified as 
TIRADS 2 and 3, requiring follow-up.
Long-bone radiography was performed in 76 % of patients and showed an os-
teoma of the left ischiopubic ramus in one case. Skull radiography, performed 
in 15 patients, revealed osteomas in six cases (40 %): cranial osteomas in three 
patients, two frontal sinus osteomas in one patient, and one orbital rim osteo-
ma in another.
Dermatologic examination was performed in 30 patients and demonstrated 
sebaceous cysts on the back in two patients (6 %).
In the absence of neurologic symptoms suggestive of brain tumors, no cerebral 
CT scan was performed.
Conclusions  FAP is a rare and complex disorder. Diagnosis relies on family 
history assessment, colonoscopy, and confirmation by molecular testing. Sev-

eral extracolonic manifestations may be associated with FAP. Gastroduodenal 
lesions and desmoid tumors should be investigated as a priority, as they signif-
icantly impact prognosis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP489  Comparative Evaluation of Swin Transformer 
V2 for MES Classification, Segment Localization, and 
Inflamed Area-annotation in Ulcerative Colitis
Authors  Zhao X1, Feng W1, Sun J1, 2

Institutes  1  Wuxi People's Hospital, Wu Xi Shi, China; 2  Corresponding 
author, Wuxi, China
DOI  10.1055/s-0046-1821816
Aims  Multimodal large language models (MLLMs) demonstrate potential in 
assessing the mayo endoscopic score (MES) for ulcerative colitis (UC). Howev-
er, they primarily focus on single tasks and lack the capability for integrated 
analysis. To address these limitations, we developed a multitask system based 
on the Swin Transformer V2 architecture, which offers improved accuracy in 
MRS grading, segment-located capabilities, and inflamed intestinal mucosa 
area annotation features.
Methods  MES classification and colonic segment localization models were 
trained using the LIMUC datasets (11276 images) and Real-Colon datasets (622 
images) respectively, with ten-fold cross-validation based on patient ID. An 
external validation set (402 images) from wuxi people’s hospital was inde-
pendently annotated by three experienced experts. The MES scores with a 
unanimous consensus were included as the reference standard (283 images). 
Trained with AdamW, cosine annealing learning rate, and standard data aug-
mentation, the image net-pretrained Swin Transformer V2 used weighted 
cross-entropy for MES, and cross-entropy for segment localization. In addition, 
four contemporary MLLMs (GPT-4o, Gemini-2.5 Pro, Grok-4, Qwen-VL-Max), 
which demonstrated potential, were incorporated for comparative analysis. 
Inflamed intestinal mucosa area-annotated ability was shown as a real-time 
Open CV-based prototype enabled frame-by-frame colonoscopy video predic-
tion, and was evaluated via occlusion-based annotation diagram by the result 
of three experienced experts on external dataset.
Results  The Swin Transformer V2 model achieved better performance on pub-
lic datasets (accuracy = 0.767; F1 = 0.692), and the best accuracy in four con-
temporary MLLMs was 0.443 for GPT-4o. The Swin Transformer V2 model also 
retained good performance on external dataset (accuracy = 0.654; F1 = 0.604), 
and the best accuracy in four contemporary MLLMs was 0.594 for GPT-4o. For 
segment localization on external dataset, the Swin Transformer V2 model ob-
tained an accuracy of 0.526 and an F1 score of 0.508, which was better than 
the best contemporary MLLMs GPT-4o (accuracy = 0.220; F1 = 0.264). It shown 
obvious consistency between model annotated inflamed intestinal mucosa 
area and experts-annotated area.
Conclusions  The Swin Transformer V2-based multitask system outperformed 
general-purpose MLMMs in MES classification, segment localization, and in-
flamed intestinal mucosa area-annotation. This transparent model demon-
strates strong potential to enhance UC endoscopic assessment and support 
clinicians across experience levels.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background & Aims  Traditional serrated adenomas (TSAs) are a distinct sub-
type of gastrointestinal polyps with serrated glandular architecture and com-
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plex histologic features, predominantly reported in the distal colorectum. TSAs 
of the duodenum, and particularly the ampulla of Vater, are extremely rare, 
with fewer than ~40 cases documented. While colorectal TSAs are common, 
upper gastrointestinal TSAs account for < 1 % of small bowel polyps. Despite 
their scarcity, ampullary TSAs carry significant malignant potential, with up to 
28.6 % associated with invasive carcinoma. Histologically, they show serrated 
architecture and ectopic crypt foci, sometimes with elongated nuclei and eo-
sinophilic cytoplasm. Due to limited cases, evidence on optimal management 
and outcomes is scarce. We report a periampullary TSA with high-grade dys-
plasia successfully treated with endoscopic papillectomy.
Methods  A 64-year-old woman with obesity and gastroesophageal reflux dis-
ease underwent upper endoscopy in an external center, revealing a 2-cm am-
pullary lesion; biopsies showed adenoma with low-grade dysplasia (LGD). 
Contrast-enhanced CT confirmed a 2-cm periampullary lesion with mild billiary 
dilatation, without biliary duct involvement or deep invasion. We repeated 
endoscopy, revealing an enlarged papilla of Vater, polypoid with a villous sur-
face, suggestive of papillary adenoma. Given the lesion was well-circum-
scribed,without invasive signs, and showed no alarming characteristics, en bloc 
endoscopic papillectomy was performed with prophylactic biliary and pancre-
atic stenting. Histopathology and immunohistochemistry were performed on 
the resected specimen. Follow-up endoscopies were scheduled at 1, 3, and 12 
months.
Results  The procedure was completed without complications, and the patient 
was discharged after 48 hours. Histopathology confirmed a traditional serrat-
ed adenoma with high-grade dysplasia and clear margins. Follow-up endosco-
pies demonstrated complete mucosal healing and no recurrence at 1 year.
Conclusion  Ampullary TSAs are exceptionally rare lesions with significant ma-
lignant potential. This case demonstrates that endoscopic papillectomy is a 
safe and effective organ-preserving treatment for well-circumscribed lesions 
without ductal or deep invasion. High-grade dysplasia underscores the impor-
tance of structured long-term endoscopic surveillance. Reporting such cases 
enhances understanding of periampullary TSAs and supports evidence-based 
endoscopic management in carefully selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Crohn’s disease is characterized by deep, transmural inflammation, mak-
ing structural healing an essential therapeutic objective. According to STRIDE-
II treatment targets for Crohn’s disease, achieving objective measures of im-
provement—including endoscopic response as a key indicator of transmural 
healing—is essential for long-term disease control. Risankizumab (RISA), an 
interleukin-23 p19 inhibitor, demonstrated significant endoscopic benefits in 
clinical trials; however, its real-world performance regarding endoscopic im-
provement requires further evaluation. The aim of this study is to systemati-
cally assess real-world endoscopic outcomes associated with RISA therapy in 
patients with moderately to severely active Crohn’s disease.
Methods  A systematic review and meta-analysis of real-world studies report-
ing endoscopic outcomes following RISA treatment was performed. Pooled 
rates of endoscopic response and endoscopic remission were calculated using 
a random-effects model with 95 % confidence intervals.
Results  Across included real-world studies, the pooled endoscopic response 
rate was 69 % at 24 weeks and 58 % at 52 weeks. Endoscopic remission at 52 
weeks was achieved in 52 % of patients.

Conclusions  Real-world evidence demonstrates that RISA produces substan-
tial and durable endoscopic improvement, supporting its role as a long-term 
therapeutic option that contributes meaningfully to the pursuit of transmural 
healing in Crohn’s disease.
Conflicts of Interest  Speaker fees Abbvie, Johnson&Johnson, Ewopharma, Eli 
Lilly
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Aims  To evaluate, using the "GastroPanel", the frequency of detection of H. 
pylori infection and associated gastricdiseases among doctors and medical staff 
of the National Medical Research Radiological Centre of the Ministryof Health 
of the Russian Federation, Moscow.
Methods  Employees of three branches of the National Medical Research Ra-
diological Centre (n = 434, average age – 48.5 ± 0.6 years) were examined using 
laboratory tests "GastroPanel" (Biohit Oyj, Finland). The test results make it 
possible to identify infection of the stomach with H. pylori, hypo- and hyper-
acid conditions, as well as atrophic gastritis of the antrum and body of the 
stomach, as its precancerous conditions. Upper endoscopy for suspected 
atrophic gastritis was performed with an Olympus GIF-HQ190 video endoscope 
(Japan) in a narrow-band imaging with close focus (NBI Dual Focus).
an) in a narrow-spectrum mode with close focus (NBI Dual Focus)
Results  The absence of pathological signs detected by "GastroPanel" was es-
tablished in 23.3 % of cases; hyperacid state – in 18.4 %, and hypoacid state – in 
5.2 %. These disorders are classified as functional. Consequently, the condition-
al norm as a whole was identified in 46.9 % of observations. An increased level 
of antibodies to H. pylori was found in 43.3 % of those examined. Atrophic 
gastritis in the body of the stomach according to the results of the GastroPan-
el was detected in 4.8 % of cases (median age – 59 years), and in the antrum (or 
increased secretion of hydrochloric acid) – also in 4.8 % of cases (median age 
– 52 years). Within two months after laboratory diagnostics, upper endoscopy 
was performed by 10 out of 15 patients examined at the P.А. Hertsen Moscow 
Oncology Research Institute – branch of the National Medical Research Radio-
logical Centre of the Ministryof Health of the Russian Federation, in whom, 
based on the results of the "GastroPanel", the presence of atrophic gastritis in 
the antrum (or increased secretion of hydrochloric acid) is suspected. In 6 out 
of 10 cases, atrophic gastritis of the antrum was confirmed (in 2 of them, the 
atrophy extended to the body of the stomach and was assessed as severe). Of 
the 11 people with the GastroPanel conclusion "Atrophic gastritis of the body 
of the stomach", an endoscopic examination was carried out in 7 people, and 
in all these cases the diagnosis was confirmed, and in 2 of them the conclusion 
was made of severe atrophic pangastritis.
Conclusions  "GastroPanel" confirmed its high significance in identifying H. 
pylori infection and precancerous atrophic changes in the gastric mucosa. Con-
sidering the occupational risks of infection among medical workers, we con-
sider it advisable to conduct such screening without selecting an asymptomat-
ic population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Choledocholithiasis is the most common indication for endoscopic ret-
rograde cholangiopancreatography (ERCP), particularly in older adults, who 
often present with multiple comorbidities and may carry a higher risk for pro-
cedural complications. As the aging population grows, clinicians frequently 
face the question of whether ERCP remains equally effective and safe in elder-
ly patients compared with younger individuals. The purpose of the present 
study was to evaluate outcomes of ERCP in these age groups, focusing on ther-
apeutic success, technical difficulty, and the incidence of intra- and postoper-
ative events. By comparing patients aged < 75 years with those ≥ 75 years, the 
study sought to provide updated real-world data from a high-volume Greek 
university hospital.
Methods  This case–control study was conducted at the University General 
Hospital of Ioannina and included ERCP procedures performed between Sep-
tember 2023 and September 2025. A total of 804 patients were analyzed. Based 
on international age-stratification definitions from the World Health Organiza-
tion (WHO), participants were divided into two predefined groups: patients < 75 
years (n = 431) and patients ≥ 75 years (n = 373). For each patient, demograph-
ic information, clinical presentation, endoscopic interventions performed 
during ERCP, and recorded complications were obtained retrospectively from 
institutional records. Particular attention was given to stone removal success, 
cannulation difficulty, duration of the procedure, and the frequency of adverse 
events. A predefined subgroup analysis was used to examine outcomes specif-
ically in elderly individuals with significant comorbidities, allowing a more de-
tailed assessment of risk and therapeutic benefit in frail patients.
Results  When comparing patients ≥ 75 years with those < 75 years, a statisti-
cally significant difference was found regarding the rate of complete and partial 
stone extraction (x2 = 9.503, p = 0.002). This suggests that although ERCP re-
mains effective in both cohorts, stone removal success patterns differ slightly 
across age groups.The degree of cannulation difficulty, however, did not differ 
significantly between the two groups (x2 = 1.777, p = 0.411). Older patients did 
not require more attempts or advanced techniques for ductal access. Similarly, 
procedure duration for ERCP was comparable between younger and older in-
dividuals (b = –0.045, p = 0.912), indicating that advanced age alone did not 
prolong endoscopic manipulation or therapeutic steps. Regarding safety, el-
derly patients were not more likely to experience intraoperative or postopera-
tive complications compared with younger patients (x2 = 0.080, p = 0.777). The 
verall rate of adverse events—including pancreatitis, bleeding, cholangitis, or 
cardiopulmonary issues—remained consistent across age categories.In the 
predefined subgroup of older adults with multiple comorbidities, ERCP ontin-
ued to demonstrate high therapeutic efficacy. The procedure was also shown 
to have an acceptable safety profile even in this more fragile subpopulation, 
supporting its use as a frontline intervention when indicated.
Conclusions  The findings of this study indicate that ERCP can be performed 
with a high degree of effectiveness in elderly patients aged ≥ 75 years, including 
those with complex medical histories. Although clinicians often hesitate to 
refer older adults for invasive procedures, the present data show that both 
technical success and complication rates are comparable to those observed in 
younger patients.ERCP should be considered a viable and generally safe option 
for elderly patients with choledocholithiasis, provided that potential intraop-
erative and postoperative risks are considered during clinical decision-making.
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Aims  The ingestion or inhalation of foreign bodies is a common emergency in 
gastroenterology. They represent a major clinical challenge. Although often 

benign, they can lead to serious complications if not removed quickly and ap-
propriately. Endoscopy, as a non-invasive and relatively safe method, has be-
come the preferred tool for removing these foreign bodies. However, managing 
these situations requires a good understanding of the characteristics of the 
objects, the associated risks, and the extraction techniques available.
The purpose of this article is to outline the various types of foreign bodies en-
countered in endoscopy, the potential complications, and the current methods 
used for their extraction.
Methods  This is a retrospective descriptive study conducted at the Hepatol-
ogy-Gastroenterology Department “Medicine B” over a period of 36 months 
(January 2022 to January 2025). All patients who were hospitalized for voluntary 
or involuntary ingestion of foreign bodies are included. The data collected in-
cluded age, gender, medical history, type of foreign body, its location, and the 
method used to extract it.
Results  During the study period, 25 patients presented to our emergency 
department with foreign bodies. The median age was 47 years (range 20-74). 
The sex ratio was 1.27 (11 women to 14 men). The medical histories noted were 
hypertension in 3 patients (12 %), chronic smoking in 4 patients (16 %), diabe-
tes in 2 patients (8 %), and a history of caustic ingestion in only 1 patient (4 %).
The average time taken to treat patients was 6 hours.
Endoscopy revealed 15 food impactions (60 %) (pieces of meat/chicken with or 
without bones or cartilage/fish bones), 3 metal keys (12 %), four sharp objects 
(16 %) (pieces of glass, needles), one nail clipper (4 %), one lighter (4 %), and 
one plastic denture (4 %). As for the location of these various foreign bodies, 
10 (40 %) were between 18 and 25 cm AD, 2 (8 %) were more than 30 cm AD, 
7 (28 %) were in the stomach (at the cardia, greater curvature, or fundus), and 
6 (24 %) were not found during FOGD.
The different extraction methods used were: 6 (24 %) pushback to the stomach, 
4 (16 %) extraction with a polyp snare, 5 (20 %) extraction with foreign body 
forceps, 2 (8 %) extraction with a basket snare, and 2 (8 %) extraction with rat 
tooth forceps.
Among the population studied, two cases of failure were reported: the first was 
treated at a later stage after injection of 60 mg of IV corticosteroids; the second 
required surgical intervention.
Conclusions  Endoscopic removal of foreign bodies is a common but delicate 
procedure. Successful removal depends on the location, nature, and size of the 
object, as well as the speed of treatment. Possible complications highlight the 
importance of rapid and appropriate management to minimize risks.
Endoscopy remains an essential tool in the management of foreign bodies, 
allowing for rapid and effective intervention while minimizing the risks inherent 
in complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Visual estimation of polyp size is imprecise yet still predominantly de-
termines surveillance intervals, resection techniques, and risk stratification. 
We therefore aimed to quantify its systematic bias against objective measure-
ment standards.
Methods  This prospective cohort study (NCT06822816) at the Montreal Uni-
versity Hospital Center included 574 polyps from 289 consecutive patients (mean 
age 66.3 years, 47.1 % female). Thirteen endoscopists performed visual size 
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estimations of polyps. Each polyp was also measured using one or more objec-
tive methods, and a single objective size was retained as the reference standard 
according to the order: (1) on-site microscopy (DinoLite models AF4515ZTL 
and AM8917MZTL) of fresh polypectomy specimens before formalin fixation 
(169 polyps, 29.4 %), (2) virtual scale endoscopy (VSE, Scale-Eye, Fujifilm, Tokyo, 
Japan) (351 polyps, 61.1 %), or virtual tape measurement (AccuMeasure, VTM 
Technologies, Haifa, Israel) (54 polyps, 9.4 %). The primary outcome was meas-
urement bias, defined as the mean difference between visual and objective 
measurements. Secondary outcomes included the impact of morphology, le-
sion size, and histology.
Results  Visual estimation demonstrated a significant systematic overestima-
tion with a mean bias of 0.36 mm (95 % CI: 0.20–0.52, P < 0.001). Bias varied 
by reference method: 0.82 mm versus on-site microscopy (95 % CI: 0.33–1.31, 
P = 0.003), 0.10 mm versus virtual scale endoscopy (95 % CI: 0.01–0.19, 
P = 0.115), and 0.60 mm versus virtual tape measurement (95 % CI: 0.08–1.12, 
P = 0.074). Overestimation was most pronounced for diminutive polyps (0.37 
mm, P < 0.001), for polypoid morphology (0.41 mm, P < 0.001), and for neo-
plastic histology (0.47 mm, P = 0.002).
Conclusions  Visual estimation systematically overestimates colorectal polyp 
size. Although overestimation appears modest when all objective methods are 
pooled, it may be attenuated by combining methods of varying accuracy. In-
deed, when compared specifically with the most accurate method—on-site 
microscopy—the systematic visual overestimation is larger. This bias also varied 
by morphology, among other lesion characteristics, and was more pronounced 
for polypoid lesions. This consistent bias may influence clinical decisions, in-
cluding risk stratification, surveillance intervals, and appropriate resection 
techniques, particularly for polyps near critical size thresholds. Routine imple-
mentation of objective measurement tools should be considered.
Conflicts of Interest  Daniel von Renteln received speaker honoraria or con-
sultant fees from ERBE Elektromedizin GmbH, Boston Scientific Inc., and Pen-
dopharm. He also received research grants from Fujifilm, ERBE Elektromedizin 
GmbH, Pendopharm, Ventage, and Pentax. All other authors report no conflicts 
of interest.
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Aims  The purpose of this study was to review the indications, technical success, 
complications, and overall outcomes of ERCP procedures performed at our 
center.
Methods  A total of 864 patients were initially considered for inclusion, of 
whom 58 were excluded because ERCP could not be completed (technical in-
ability, patient instability, or early termination). Ultimately, 806 patients who 
underwent ERCP between January 2024 and September 2025 were included 
in the analysis.
Results  The age range of the 806 patients was 18–100 years, with a mean age 
of 71.26 years. Among women, the mean age was 71.42 years (range 18–97), 
while among men it was 71.99 years (range 20–100). The cohort consisted of 
390 women (48.4 %) and 416 men (51.6 %).
ERCP indications included: confirmed or suspected common bile duct stones 
(CBDS), biliary strictures, sepsis/cholangitis, pancreatic mass with jaundice, 
scheduled follow-up after previous ERCP, cholangiocarcinoma, acute pancre-
atitis, suspected postoperative bile leak, stent dysfunction, liver mass with 
jaundice, ampullary mass with jaundice, sclerosing cholangitis, and papillary 
narrowing suggestive of sphincteritis. Cannulation of the common bile duct 
(CBD) was successful in 799 patients (99.13 %), while pancreatic duct cannula-
tion was achieved in 127 patients (15.75 %). Both ducts were cannulated in 122 

patients (15.13 %); two patients could not be cannulated. Among the 127 pan-
creatic duct cannulations, 88 (69.29 %) were successful on the first attempt, 27 
(21.26 %) on the second attempt, and 12 (9.45 %) required more than three 
attempts. Regarding cannulation techniques, 714 patients (88.8 %) underwent 
wire-guided cannulation, 26 (3.2 %) underwent pre-cut access, and 64 (8 %) 
underwent transpancreatic sphincterotomy. Prior sphincterotomy was present 
in 246 patients (30.6 %), while conventional sphincterotomy was performed in 
468 (58.2 %), transpancreatic sphincterotomy in 64 (8 %), and pre-cut in 26 
(3.2 %).Among the 799 patients with successful biliary cannulation, 508 
(63.18 %) had CBD stones, 52 (6.46 %) had biliary sludge, 232 (28.85 %) had 
ductal dilation, 210 (26.11 %) had strictures, 11 (1.37 %) showed bile leakage, 
and 7 (8.70 %) had purulent bile. In 36 cases (4.47 %), no CBD pathology was 
detected. Additional findings included one patient with sphincter of Oddi dys-
function (ODS), one with stent migration, one with a cholecystoenteric fistula. 
Benign strictures were identified as follows: 15 (7.14 %) in the common hepat-
ic duct, 37 (17.61 %) in the CBD, 12 (5.71 %) at the ampulla, 4 (1.9 %) at the 
hepatic hilum, and one in the left hepatic duct. Malignant strictures included: 
19 (9.04 %) in the common hepatic duct, 39 (18.57 %) in the CBD, 7 (3.33 %) at 
the ampulla, 11 (5.2 %) at the hilum, two in the left hepatic duct, and one in the 
right hepatic duct. Ductal dilation was documented in 80 patients (34.48 %) in 
the common hepatic duct, 186 (80.17 %) in the CBD, 54 (23.27 %) at the hilum, 
52 (22.4 %) in the left hepatic duct, 49 (21.12 %) in the right duct, and 2 at the 
ampulla. Patients with CBD stones underwent stone extraction and/or place-
ment of a plastic biliary stent. Stents were also placed in patients with pancre-
atic head tumors, CBD tumors, bile leaks, and CBD strictures. Endoscopic bi-
opsy was performed in all patients with suspected ampullary tumors. Procedure 
duration ranged from 15 to 48 minutes. The overall complication rate was 7.9 %. 
After ERCP, 14 patients (1.7 %) developed severe cholangitis and 19 (2.4 %) 
developed severe acute pancreatitis. Bleeding requiring endoscopic therapy 
occurred in 6 patients (0.7 %), while 7 patients (0.8 %) had minor bleeding (he-
moglobin drop < 3 g/dL without transfusion). Moderate bleeding requiring 
transfusion ( ≤ 4 units) occurred in 3 patients (0.3 %). Perforation occurred in 2 
patients (0.9 %).
Conclusions  ERCP is a complex endoscopic intervention requiring specialized 
expertise and equipment. Optimizing patient selection and identifying risk 
factors are essential for minimizing complications. Unnecessary diagnostic 
ERCP should be avoided, especially in patients with low likelihood of biliary 
stones or strictures, normal bilirubin, or absence of clinical signs of biliary dis-
ease. The use of non-invasive imaging modalities whenever possible can sig-
nificantly reduce ERCP-related adverse events.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Acute pancreatitis is an inflammatory condition with multiple causes, 
which can be classified as biliary, metabolic, toxic, infectious, or traumatic. Its 
diagnosis is based on a combination of clinical, biological, and imaging data, 
aimed at determining its etiology and guiding treatment. In this context, en-
doscopic ultrasound offers superior resolution compared to other imaging 
techniques and allows for detailed exploration of pancreatic and biliary struc-
tures.
The aim of this study is to highlight the role and contributions of endoscopic 
ultrasound in the diagnosis of acute pancreatitis.
Methods  This is a retrospective descriptive study conducted in the endoscopy 
unit of the Hepatology and Gastroenterology Department over a period of 43 

S620



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

months (January 2022 to August 2025). It includes all patients who were hos-
pitalized for AP and underwent EUS.
The data collected include age, gender, medical history, stage of pancreatitis 
on CT scan, and etiologies revealed by EUS
The data collected included age, sex, medical history, stage of pancreatitis on 
CT scan, and etiologies revealed by EUS.
Results  During the study period, 124 patients were hospitalized in our depart-
ment for
acute pancreatitis. In 24 patients (19 %), the initial etiological assessment did 
not reveal any obvious cause.
The average age of this population was 49.4 years (19-73). The sex ratio was 
1.3 (13 women to 10 men). The medical history noted was diabetes in 5 patients 
(4 %), cholecystectomy in 2 patients (1.7 %), and Caroli's disease in one patient 
(0.8 %).
Four patients (3.2 %) had recurrent pancreatitis. The stage of AP was stage A in 
3 cases (13.04 %), stage B in 7 cases (30.43 %), stage C in 5 cases (21.7 %), and 
stage E in 8 cases (34.8 %).
Echoendoscopy revealed a lithiasic origin in 16 cases (12.9 %), autoimmune 
pancreatitis in 3 cases (2.4 %), and a mass in the head of the pancreas in 3 pa-
tients (2.4 %), with histology confirming pancreatic adenocarcinoma in one 
patient and autoimmune pancreatitis in its pseudotumoral form in the other 
patient, pancreas divisum in one patient (0.8 %), and TIPMP in one patient 
(0.8 %). In 4
patients (3.22 %), echoendoscopy revealed no abnormalities.
Among the four patients who presented with recurrent pancreatitis, endoscop-
ic ultrasound revealed a heterogeneous appearance with diffuse calcifications 
in two of them, thus revealing
chronic calcifying pancreatitis.
Conclusions  In light of our study, echoendoscopy has established itself as an 
essential diagnostic modality in the evaluation of acute pancreatitis, particu-
larly for identifying underlying causes such as microlithiasis or unrecognized 
biliary abnormalities, diagnosing chronic pancreatitis and autoimmune AP, 
determining the benign or malignant nature of pancreatic masses through 
histology, and detecting pancreatic malformations.
benign or malignant nature of pancreatic masses, and to detect pancreatic 
malformations.
Its high resolution and ability to combine morphological exploration and inter-
ventional procedures make it a tool of choice in an integrated diagnostic and 
therapeutic approach. However, its use must be carefully considered and re-
served for appropriate indications, as part of an optimized multidisciplinary 
management approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Lymphocytic esophagitis (LyE) is the finding of a dense lymphocytic in-
filtrate in the esophageal epithelium, along with spongiosis, in the absence of 
granulocytes or other causes of esophageal inflammation such as eosinophilic 
esophagitis or gastroesophageal reflux disease (GERD). It is a novel disease, first 

described in 2006, that can cause dysphagia and other esophageal dysfunction 
symptoms. However, its clinical manifestations, endoscopic appearance and 
risk factors are still in debate, with some authors considering it as a phenotype 
of esophageal inflammation rather than an independent disease. While Crohn’s 
Disease is a known risk factor in children, risk factors in adults, as well as the 
disease, are yet to be determined [1–3].
Methods  We collectively analysed esophageal biopsy reports and endoscopy 
reports from two referral centers in Spain from 2000 to 2025. Reports compat-
ible with lymphocytic esophagitis or esophageal intraepithelial lymphocytosis 
were carefully analyzed with the patient’s clinical history to determine a prop-
er diagnosis of lymphocytic esophagitis. Patients with more than 20 lympho-
cytes per high power field (LxHPF) in esophageal biopsies were considered as 
potential patients with LyE. Afterwards, if more than 15 eosinophils per high 
power field (EoxHPF) or other entities such as candidiasic esophagitis were 
found, such patients were excluded. As such, only patients with more than 20 
LxHPF, less than 15 EoxHPF and no evidence of other esophageal disease were 
considered as patients with LyE and their clinical records were studied. Regard-
ing endoscopic appearance, we considered an EREFS-like system, describing 
findings similar to eosinophilic esophagitis, although there was no score calcu-
lated on these patients.
Treatment response was considered when, after an onset of treatment, less 
than 20 LxHPF were found. If no LxHPF were found, it was considered as a 
complete response.
Results  A total of 7 patients were included from both centers. Women were 
more frequent than men on a 2.5 ratio with a mean age of 62.43 years. 85 % of 
patients had dysphagia as a symptom, with 28.5 % of them presenting with 
food bolus impaction. Chest pain was also reported on 28.5 % of patients. Re-
garding comorbidities, none of them were recurring in our patients. Only one 
of them presented autoimmune comorbidities with a case of sclerosing lupus 
erythematosus (SLE).
Regarding endoscopic appearance, edema (57.14 %) and rings (57.14 %) were 
the most common findings. We have to point out the appearance of pane-
sophagic rings throughout the whole esophagus in these patients, which leads 
to a macroscopic appearance of trachealization (Figure 1). In our patients, 
panesophagic affection was more common, reported in 71.43 % of cases.
Regarding treatment and response, proton pump inhibitors (PPIs) were the first 
treatment on all patients, although dosage and PPI of choice differ. Oral budes-
onide was used in 1 patient but candidiasic esophagitis developed as an adverse 
effect. While response was found in 2 patients, in 3 patients it was not studied 
with further endoscopic studies, pointing out a need for standardised protocols 
in such patients. All these results are summarized in Table 1.
Conclusions  Lymphocytic esophagitis appears to be more frequent in women 
older than 60 years old. While no comorbidities are associated with this disease, 
the presence of dysphagia and the endoscopic findings of panesophagic rings 
should make us consider this disease. While PPIs are an effective treatment, 
dosage and treatment of choice are still not standardized, as well as follow-up 
via biopsy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Reddy CA, McGowan E, Yadlapati R, Peterson K. AGA Clinical Practice Up-
date on Esophageal Dysfunction Due to Disordered Immunity and Infection: 
Expert Review. Clin Gastroenterol Hepatol 2024; 22 (12): 2378–2387 PMID: 
39436337
[2]  El Halabi M, Saoud C, Nasser SM. Lymphocytic Esophagitis: A Histologic 
Pattern of Various Underlying Disorders. J Clin Gastroenterol 2025; 59 (7): 
626–628 PMID: 39729980
[3]  Visaggi P, Savarino E, Del Corso G et al. Clinical Characteristics, Endo-
scopic Findings, and Treatment Outcomes in Lymphocytic Esophagitis Com-
pared With Eosinophilic Esophagitis. Am J Gastroenterol 2025; 120 (2): 469–
472 PMID: 39162734

S621



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

eP499  Assessment of the Accuracy of Colonic Polyp 
Classification Scores by Endoscopy (PARIS, NICE, 
CONNECT) and Their Correlations With Histopatho-
logical Findings
Authors  Oubella H1, Mechhor S1, Cherkaoui Malki M1, Mghyly F1, 
Cherkaoui Malki O1, Benzzoubeir N1, El Bacha H2, Errabih I2

Institutes  1  CHU Ibn Sina, Rabat, Morocco; 2  Université Mohammed V de 
Rabat (Présidence Site Irfane), Rabat, Morocco
DOI  10.1055/s-0046-1821826
Aims  Colonic polyps are common lesions of the lower digestive tract and often 
represent precursors of colorectal adenocarcinomas. Their accurate detection 
and characterization are essential for appropriate management and for opti-
mizing screening and prevention strategies.
Endoscopic classification systems such as the Paris, NICE (Narrow-band Imaging 
International Colorectal Endoscopic), and CONNECT (Classification for Optical 
Diagnosis of Colorectal Neoplasia) classifications were developed to standard-
ize the description of polyps and predict their histological nature.
This study aims to assess the accuracy of these classifications in characterizing 
colonic polyps and to evaluate their correlations with histopathological results 
in order to determine their reliability and clinical relevance.
Methods  This is a retrospective descriptive study conducted between 2018 
and 2025 within our department. All adult patients (aged over 18 years) who 
underwent complete ileocolonoscopy with polypectomy and for whom the 
Paris, NICE, and CONNECT classifications were used to describe the polyps were 
included. Histopathological data corresponding to each resected polyp were 
collected.
Results  A total of 134 polypectomies were recorded, including 129 polyps 
classified according to the Paris classification, 4 according to the CONNECT 
classification, and 1 according to the NICE classification. The mean age of pa-
tients was 61.7 years [26–85], with a clear male predominance (sex ratio 1.9).
Polyps were discovered during endoscopy performed because of rectal bleed-
ing (40 %) or a history of polypectomy (19 %). The remaining polyps were inci-
dentally found during colonoscopy performed for chronic abdominal pain 
(9.5 %), chronic constipation (8 %), follow-up of inflammatory bowel disease 
(7.5 %), chronic diarrhea (6.5 %), investigation of anemia (4.5 %), personal his-
tory of surgically treated familial adenomatous polyposis (2 %), family history 
of FAP (1 %), family history of colorectal cancer (1 %), and radiation proctitis 
(1 %). Most resected polyps were located in the colon (83 %), predominantly in 
the left colon (68 %), and 17 % were found in the ileocecal region.
Regarding the Paris classification, 95 % of polyps were classified as 0-Is and 5 % 
as 0-Ip. This classification is based solely on macroscopic features and does not 
directly predict the histological nature of the lesions. Histopathological anal-
ysis revealed that 56 % were tubular adenomas with low-grade dysplasia, 17 % 
sessile serrated adenomas with low-grade dysplasia, 10 % tubulovillous adeno-
mas with low-grade dysplasia, 9 % inflammatory pseudopolyps, 5 % hyperplas-
tic polyps, 1 % glandulocystic polyps, 1 % intramucosal adenocarcinoma arising 
in a tubular adenoma with high-grade dysplasia, and 1 % fibroblastic polyps 
(Vanek’s tumor). For the CONNECT classification, four polyps were identified: 
Two CONNECT IIA polyps corresponded to Paris 0-Is polyps: one was a tubular 
adenoma with low-grade dysplasia and the other an inflammatory pseudopol-
yp on histology. One CONNECT IIA polyp corresponded to a Paris 0-Ip polyp, 
histologically confirmed as a tubular adenoma with low-grade dysplasia. One 
CONNECT IH polyp corresponded to a Paris 0-Ip polyp, confirmed as an inflam-
matory pseudopolyp. For the NICE classification, a single polyp was identified: 
A NICE 1 polyp corresponded to a Paris 0-Is polyp, confirmed histologically as 
a hyperplastic polyp.
Conclusions  This study shows that the Paris classification, being solely mac-
roscopic, is the most frequently used system in our setting for describing co-
lonic polyps. However, it does not allow prediction of the histological nature 
of lesions, unlike the NICE and CONNECT classifications, which show generally 
good correlation with histology. Nevertheless, the limited use of the NICE and 

CONNECT classifications in our study restricts the interpretation of these find-
ings. More systematic use of these scoring systems could improve diagnostic 
accuracy and the effectiveness of screening strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP500  Endoscopic Management Of Gastric Variceal 
Bleeding With Cyanoacrylate Glue: Single-Center 
Outcomes
Authors  Thanos C1, Georgakopoulou N1, Ntailianas D1, Piskopou D1, 
Georgiou E1, Triantafyllou M1, Tsitsigiannis K1, Kalakos N1, Argyropoulos T1, 
Varmpompitis I1, Michalopoulos G1, Mpraimakis A1, Kotzagiannidou E1, 
Striki A1, Karoumpalis I1

Institute  1  General Hospital of Athens "G. Gennimatas", Athina, Greece
DOI  10.1055/s-0046-1821827
Aims  Bleeding from gastric varices is a life-threatening complication of portal 
hypertension, carrying high morbidity and mortality. Endoscopic injection of 
cyanoacrylate glue is a first-line therapy for isolated gastric varices (IGV1) and 
gastroesophageal varices (GOV), achieving immediate hemostasis in over 90 % 
of cases in prior studies. We report our 8-year experience from a tertiary hos-
pital in Athens, evaluating the efficacy, safety, and survival outcomes of this 
treatment.
Methods  We retrospectively analyzed all patients treated with N-butyl cy-
anoacrylate (Glubran) injection for acute IGV1 or GOV bleeding from 2014 to 
2022 in our endoscopy unit. Twenty-six patients (n = 26) were identified (77 % 
male; median age 57 years, range 14–86). Underlying etiologies of portal hy-
pertension included cirrhosis (alcoholic or viral), portal vein thrombosis, mye-
loproliferative disorders, and others. Data on hemostasis success, complica-
tions, and survival to hospital discharge were collected. Hemostasis success 
was defined as control of bleeding without need for additional rescue therapy. 
Safety assessment focused on procedure-related adverse events. Survival was 
evaluated as survival to discharge and early outcomes [1–5].
Results  A total of 26 endoscopic glue injection sessions were performed for 
active gastric variceal hemorrhage (85 % IGV1, 15 % GOV). Acute bleeding con-
trol was achieved in 24 patients (92.3 %). Two patients (7.7 %) had refractory 
hemorrhage despite glue injection, requiring emergency intubation and inten-
sive care. No patient required a second endoscopic session, and no procedur-
erelated complications (such as glue embolization or distant thrombosis) were 
observed. Twenty-one patients (80.8 % of the cohort) survived the acute epi-
sode and were discharged alive, yielding an in-hospital mortality of 0 % among 
cases with known outcomes. Three patients (11.5 %) had indeterminate imme-
diate outcomes due to transfer or loss to follow-up, but none of these had 
documented failure of hemostasis at the time of endoscopy. No early rebleed-
ing was noted in the successfully treated patients during their hospital stay. 
Over the 8-year period, the annual case load ranged from 1 to 6 cases, with a 
noticeable dip in 2020–2021 (COVID19 pandemic years). There was no clear 
temporal trend in treatment success or complication rates – outcomes re-
mained consistently high across the study period regardless of year. Notably, 
the efficacy of glue injection was comparable in both isolated gastric varices 
and gastroesophageal varices. Overall, our series demonstrated a high hemo-
stasis success rate and favorable short-term survival in this high-risk patient 
population
Conclusions  Endoscopic cyanoacrylate injection proved to be a highly effective 
and safe intervention for bleeding IGV1 and GOV varices in our single-center 
experience. The therapy achieved prompt hemostasis in the vast majority of 
cases and resulted in excellent survival to discharge, with minimal procedure-re-
lated adverse events. These findings support cyanoacrylate glue injection as 
an indispensable first-line treatment for gastric variceal hemorrhage, offering 
life-saving hemorrhage control and encouraging outcomes even in a Western 
tertiary care setting. Our real-world results align with previously reported suc-
cess rates and underscore the critical role of endoscopic intervention in im-
proving survival for gastric variceal bleeding
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Problem to solve  The growing volume of high-resolution medical images 
demands efficient compression for storage and transmission. While JPEG is 
widely used, its lossy nature can introduce artifacts that compromise diagnos-
tic integrity and hinder the performance of AI-driven analysis. This study eval-
uates VC-6, a novel,AI-friendly codec, as a superior alternative to JPEG for mod-
ern medical imaging workflows.
Innovation  We performed a quantitative comparison of VC-6 and JPEG image 
compression. Our source material was an endoscopy video encoded as a ProRes 
file. For VC-6, TIFF frames were extracted and then encoded into the VC-6 for-
mat. For JPEG, the ProRes file was converted to MPEG4, and JPEG frames were 
extracted at a quality level consistent with our standard workflow. We then 
conducted a full-reference quality assessment using the decoded VC-6 image 
as the reference and the JPEG image as the distorted input. The key metrics 
evaluated were Video Multimethod Assessment Fusion (VMAF), Contrast Aware 
Multiscale Banding Index (CAMBI), Peak Signal-to-Noise Ratio (PSNR), and 
Structural Similarity Index Measure (SSIM).
Results  The results demonstrated a significant quality degradation in the JPEG 
images when compared to the VC-6 reference. The mean VMAF score of 82.63 
for the JPEG images indicates a noticeable loss of perceptual quality compared 
to the VC-6 source. The mean CAMBI score of 0.009 for the JPEGs suggests 
minimal banding artifacts, but still measurable differences from the VC-6 ref-
erence. The mean PSNR of 33.97 dB and mean SSIM of 0.9068 for the JPEGs 
further quantify the distortion introduced by JPEG compression. In terms of file 
size, VC-6 files were found to be ~315 % larger than JPEGs. However, both offer 
substantial compression compared to uncompressed TIFFs, with VC-6 being 
82.2 % smaller and JPEG being 95.7 % smaller.
Conclusions  While VC-6 files are slightly larger than their JPEG counterparts, 
this increased file size is directly correlated with superior image quality and fi-
delity. More importantly, its inherent AI-friendly design, with its multi-resolu-
tion representation, makes it an ideal format for next-generation endoscopy 
AI video and image applications. By enabling more efficient and accurate data 
access for machine learning models, VC-6 has the potential to accelerate the 
development and adoption of AI-powered tools, where image fidelity and AI 
utility outweigh the increased storage footprint.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Inflammatory bowel disease (IBD) frequently requires repeated endo-
scopic assessments to evaluate mucosal inflammation and guide treatment 
decisions. However, endoscopy is invasive, expensive, and not always readily 
available. The neutrophil-to-lymphocyte ratio (NLR) and platelet-to-lympho-
cyte ratio (PLR) have emerged as potential blood-derived inflammatory mark-
ers, but their relationship with objective measures of disease activity remains 
uncertain. We aimed to evaluate the association of NLR and PLR with endoscop-
ic activity in patients with IBD [1].
Methods  This retrospective study reviewed medical records of patients fol-
lowed in our department from January 2020 to October 2025. Demographic 
data, endoscopic findings, and histology results were collected. Patients with 
confirmed IBD were included if they underwent endoscopy in our unit and blood 
count parameters (neutrophils, lymphocytes, platelets) available within two 
weeks of the procedure. Endoscopic activity was classified using the Mayo en-
doscopic score for ulcerative colitis (UC) and the Simple Endoscopic Score for 
Crohn’s Disease (CD) and histological activity as present or absent. Compari-
sons between activity groups, correlation analyses, logistic regression, and 
ROC curve evaluation were performed to assess the association and predictive 
value of NLR and PLR for endoscopic and histologic disease activity. All analyses 
were conducted in RStudio.
Results  A total of 104 patients met the inclusion criteria (mean age 47.6 years; 
66 males; 38 females), including 42 with CD and 62 with UC. PLR demonstrat-
ed a statistically significant association with endoscopic disease activity 
(β₀ = –1.2774, β₁ = 0.0063). ROC analysis showed an AUC of 0.608, with an 
optimal threshold of 145.09 corresponding to a sensitivity of 64.44 % and a 
specificity of 59.32 %. PLR did not correlate with histological inflammation 
(p = 0.18).
NLR was significantly associated with histologic inflammation in a probit re-
gression model (β₀ = –0.02707, β₁ = 0.23253, p = 0.041), with an AUC of 0.629 
and an optimal cut-off of 2.7 (sensitivity 52 %, specificity 80 %). However, NLR 
did not correlate significantly with endoscopic disease activity (p = 0.10).
Deep remission (combined endoscopic and histologic remission) was not sig-
nificantly associated with PLR (p = 0.467) or NLR (p = 0.149). No significant as-
sociations were found between PLR (p = 0.892) or NLR (p = 0.947) and residual 
histologic inflammation among patients in endoscopic remission.
Conclusions  PLR demonstrated a significant association with endoscopic dis-
ease activity, suggesting potential utility as a simple, accessible biomarker to 
support non-invasive assessment in IBD. In contrast, NLR was associated only 
with histologic inflammation and did not correlate with endoscopic findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP503  The Current State of Endoscopic Submucosal 
Dissection in the UK: A Nationwide Cross-Sectional 
Survey
Authors  Alyacoubi S1, Hong SP1, Patel N1, Haji A2, Runciman M1, Darzi A1, 
Mylonas G1, Peters CJ1

Institutes  1  Imperial College London, London, United Kingdom; 2  King's 
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DOI  10.1055/s-0046-1821830
Aims  The study aimed to characterise the current landscape of independent 
practice of Endoscopic Submucosal Dissection (ESD) in the UK. It assessed 
workforce characteristics, training experience, case volumes, service provision, 
technical approaches, and perceived barriers to training and service delivery. 
It also examined endoscopists’ views on the potential role of robotics in ESD.
Methods  A nationwide, cross-sectional, anonymised online survey was con-
ducted between 1 May and 30 June 2025 among UK endoscopists independent-
ly performing upper and/or lower gastrointestinal (GI) ESD. The 43-item ques-
tionnaire was piloted by two expert ESD endoscopists. It was hosted on 
Qualtrics and disseminated through major professional societies, a curated 
database, and social media. Responses were analysed descriptively using Qual-
trics and SPSS.
Results  Twenty-eight responses were analysed. Most respondents were gas-
troenterologists (79 %), with the remainder being upper or lower GI surgeons; 
82 % were male. Responses were received from across the UK, with the largest 
proportions from Greater London (39 %) and the South East (18 %). Most units 
were perceived as low-volume for Upper GI ESD, whereas the majority report-
ed high-volume lower GI activity. Across all ESD sites, only a minority achieved 
the ESGE-recommended threshold of ≥ 25 procedures annually, with high-vol-
ume practice largely confined to rectal ESD. Overall, 68 % had completed an 
advanced fellowship (commonly in the UK or Japan), and 82 % had attended 
accredited ESD courses, often on multiple occasions. Respondents reported 
varied experiences across different ESD modalities during their training, includ-
ing ex vivo, in vivo and human cases. Narrow Band Imaging (93 %) and white 
light endoscopy (86 %) were the most common delineation methods; col-
loid-based solutions (75 %), epinephrine (82 %), and blue dye (100 %) were 
widely used for submucosal injection. Most respondents routinely used tun-
nelling (93 %) and traction-assisted techniques (82 %). General anaesthesia was 
preferred for upper GI ESD (82 %), and conscious sedation for lower GI ESD 
(46 %). Most procedures were scheduled within 1–3 months, with longer delays 
uncommon; 85 % of respondents maintained a prospective ESD database. Re-
ported barriers to training included heavy workload (37 %), low caseload (26 %), 
and limited institutional support (19 %). Nearly all respondents (93 %) believed 
robotics has a future role in ESD. Nearly as many expressed interest in adopting 
them (89 %)
Conclusions  Independent ESD practice in the UK is delivered by a small work-
force, with heterogeneous training backgrounds and case volumes often below 
recommended thresholds. National strategies for structured training, central-
isation, and evaluation of new technologies are needed to support safe and 
sustainable expansion of ESD.
Conflicts of Interest  CJP declares paid consultancy for TTP on the topics of 
advanced endoscopy
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Abstract Text
Endoscopic ultrasound-guided gastroenterostomy (EUS-GE) represents an 
effective minimally invasive alternative for gastric outlet obstruction (GOO). 
Ascites has traditionally been considered a contraindication due to the risk of 
LAMS misdeployment. We report a 79-year-old man with recurrent GOO after 
pancreaticoduodenectomy for pancreatic adenocarcinoma. CT revealed gas-
trojejunal anastomotic stenosis with mild ascites. During EUS-GE, a large, un-
expected, perigastric ascites impaired visualization of the target loop. To avoid 
aborting the procedure, ascites were aspirated transgastrically using a 19-gauge 
needle in the same session. This restored a clear acoustic window and allowed 
safe LAMS deployment. This case supports the feasibility and safety of 
same-session EUS-guided ascites aspiration to enable EUS-GE and avoid pro-
cedural delays or repeat sedation.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/58dac5f9-2f14-4258-8835-a2205fdf96e7/Uploads/19978_
video_ESGE.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP505  Rectal suturing in the lower gastrointestinal 
tract
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Aims  This study aimed to assess the clinical success rate of endoscopic hand 
suturing (EHS), defined as complete closure of the mucosal defect. While cur-
rent literature supports the feasibility of closing post-ESD defects in the upper 
gastrointestinal tract, data regarding its application in the colorectum remain 
scarce. This case series assessed the outcomes of EHS for rectal mucosal defects 
following ESD and for the closure of fistulous tracts. Secondary objectives in-
cluded documenting intraprocedural and delayed adverse events and total 
procedure time [1–3].
Methods  This prospective, single-centre case series was conducted between 
November 2023 and October 2025 and included 12 patients meeting the fol-
lowing criteria: presence of a mucosal defect after rectal ESD requiring EHS, or 
an indication for endoscopic closure of a fistulous orifice. Data were reported 
descriptively using continuous quantitative variables without inferential statis-
tical analysis.
Results  The cohort comprised 66.6 % male and 33.3 % female patients, with a 
median age of 65.3 years (range 44–86). One patient was classified as ASA I, 
eight as ASA II, and three as ASA III. One patient on acetylsalicylic acid continued 
therapy without interruption, while another receiving a direct oral anticoagu-
lant discontinued treatment three days prior to the procedure.
A total of 10 rectal lesions were treated, and two fistulous tracts were closed. 
According to the Paris classification, lesions included three 0-IIa, two 0-Is, four 
0-IIa + IIc, and one 0-IIa + Is. Histology revealed eight lesions with low-grade 
dysplasia and one neuroendocrine tumour. Absorbable 3-0 barbed sutures 
mounted on 17-mm needles were used in all procedures without overtube 
assistance.
The overall complete closure rate was 83 % (10/12). En bloc resection was 
achieved in 90 % of ESDs, and both unsuccessful closures occurred after ESD. 
Fistula closure demonstrated a 100 % immediate success rate; however, one 
case subsequently reopened, resulting in a final 50 % success rate. A combined 
EHS-clip strategy was required in 66.6 % of procedures. Intraprocedural adverse 
events included one perforation and one episode of bleeding not controlled 
with haemostatic forceps. Only one delayed bleed occurred, corresponding to 
the case in which suturing could not be successfully completed.
The median procedural time was 120 minutes (range 48–189), with a mean of 
130 minutes.
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Conclusions  This study suggests that EHS is both effective and safe for colorec-
tal defect closure, achieving an 83 % success rate. Published evidence supports 
its potential to reduce post-ESD bleeding in high-risk patients. In this series, 
the only perforation occurred in the sole fragmented ESD. Fistula closure 
achieved a 100 % initial response, suggesting its potential application for other 
indications. Nevertheless, procedure duration remains a limiting factor, influ-
enced by operator expertise, defect size, anatomical location, and technical 
complexity. The single-centre design and small sample size constitute the main 
limitations, underscoring the need for further research and larger multicentre 
studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Chronic inflammatory bowel diseases (IBD) are associated with an in-
creased risk of gastrointestinal cancers, influenced by various individual factors 
and the duration of disease progression. The aim of this study was to assess 
neoplastic transformation in patients with IBD based on the experience of our 
center.
Methods  We conducted a retrospective single-center study spanning 2017 to 
2024. Data were collected from patient medical records
Results  We report a series of 11 patients who developed tumors in the context 
of IBD: 10 with Crohn’s disease and 1 with ulcerative colitis (sex ratio 1.2). 
Neoplasia was the presenting feature in five cases. In the remaining cases, the 
mean duration of IBD prior to diagnosis was 9.16 years (range 1–16). Five pa-
tients had been treated with corticosteroids. Only one was on salicylates, while 
the others had not received any maintenance therapy. The tumors were diag-
nosed under various circumstances: screening colonoscopy (1 patient), symp-
tomatic presentation (e.g., weight loss, bowel habit disturbances) in 6 patients, 
or tumor-related complications such as superinfection or acute intestinal ob-
struction (4 patients). The mean age at tumor diagnosis was 60 years (range 
36–88). Among the identified tumors, two patients had MALT lymphoma—one 
located in the colon and the other in the cecum. One of these cases showed 
isolated colonic involvement, while the other revealed additional lesions in the 
tonsils, nasopharynx, duodenum, and ileum. Treatment involved a combination 
of surgical resection and chemotherapy (Chlorambucil-Rituximab). Nine pa-
tients were diagnosed with infiltrating adenocarcinoma: 4 in the small intestine, 
1 in the cecum, 1 in the colon, and 3 in the rectum. One case presented with 
metastases. Additionally, one patient with rectal adenocarcinoma was found 
to have a neuroendocrine tumor (NET) in the colon, diagnosed through step-
wise colonic biopsies. All patients underwent surgical resection and chemo-
therapy: 5 ileocolic resections, 1 subtotal colectomy, 1 anterior resection, and 
2 abdominoperineal amputations with total proctocolectomy and permanent 

ileostomy. Two patients also received radiotherapy. After a mean follow-up of 
205 months (range 2–1496), 4 patients were in remission without recurrence—
one of whom developed nodular regenerative hyperplasia as a chemotherapy 
complication. Two patients were still receiving adjuvant treatment, and 5 were 
lost to follow-up.
Conclusions  Neoplasms linked to chronic inflammation in IBD are not uncom-
mon and may be the initial presentation, as seen in nearly half of our cases—
highlighting frequent underdiagnosis. This series also includes two rare cases 
of colonic MALT lymphoma, an association rarely reported. In patients with 
chronic ileal involvement, treatment strategies should consider early surgical 
options before initiating immunosuppressants. Additionally, the detection of 
a neuroendocrine tumor in a non-affected segment underlines the importance 
of systematic stepwise biopsies. These findings call for heightened clinical vig-
ilance and further investigation into emerging and underrecognized tumor 
types in IBD.
Conflicts of Interest  I have nothing to declare
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Aims  Barrett’s esophagus (BE), or endobrachyesophagus, is a precancerous 
condition characterized by intestinal metaplasia of the esophageal epithelium. 
This pathology results primarily from chronic gastroesophageal reflux disease 
(GERD) and is associated with an increased risk of esophageal adenocarcinoma. 
The objective of this study is to describe the epidemiological profile of BE and 
to identify the main risk factors in the Moroccan population. It aims to deter-
mine the prevalence of BE among Moroccan patients who underwent esoph-
agogastroduodenoscopy (EGD), to identify the risk factors associated with this 
condition, and to analyze the clinical and endoscopic characteristics of patients 
diagnosed with BE.
Methods  This is a retrospective descriptive study conducted on a population 
of patients who underwent EGD in Morocco between 2020 and 2025. Inclusion 
criteria involved patients with an endoscopic and/or histological diagnosis of 
BE, while exclusion criteria comprised patients with incomplete records or con-
firmed malignant pathology. The parameters studied included age, sex, med-
ical history, clinical symptoms, endoscopic findings, and management.
Results  153 patients were included. The results show that the mean age of 
patients with BE is 55 years, with a male predominance. Sixty percent of pa-
tients with BE are over 50 years old. Among the identified risk factors, hiatal 
hernia was present in the majority of BE patients (65 %), heartburn in 38 % of 
cases, and regurgitation in 42 %. Several comorbidities were also reported, 
including hypertension (23 %), diabetes (17 %), and chronic kidney disease 
(15 %). Dietary habits—particularly the consumption of tea, coffee, and spic-
es—are common in the Moroccan population and also appear to play a role in 
the development of BE. The diagnosis of BE was established according to the 
Prague classification, with a predominance of short-segment forms: C1M1 
(20 %), C2M1 (15 %), and C1M2 (8 %). Biopsies were performed following the 
Seattle protocol to confirm the histological diagnosis.
Conclusions  This study highlights the importance of screening for BE in at-risk 
patients, particularly those with a hiatal hernia and chronic gastroesophageal 
reflux. Implementing a national surveillance strategy could improve the man-
agement of this condition and prevent complications related to esophageal 
adenocarcinoma.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Digestive strictures are a major cause of morbidity in Crohn’s disease 
(CD), yet their endoscopic assessment and contribution to treatment allocation 
remain underreported.
Our aim was to characterize the endoscopic features of CD-related strictures 
and evaluate how endoscopy influences subsequent medical or surgical man-
agement.
Methods  We performed a 10-year retrospective study of adult CD patients 
with clinically and radiologically confirmed digestive strictures. Endoscopic 
parameters included location, traversability, ulceration, and histology. Post-en-
doscopic therapeutic decisions and outcomes after medical therapy were an-
alysed.
Results  Eighty-eight patients were included, with an average age of 39 
years ± 12 and a sex ratio M/F = 1.3. The stricture was the initial presentation of 
CD in 36 % of cases and was symptomatic in 88 %. Endoscopy was performed in 
90 % and confirmed the diagnosis in 78 %. The ileocecal valve was the most 
frequent location (38 %), followed by anastomotic (20 %), colonic (10 %), ileal 
(6 %), and duodenal (4 %) locations. Upper gastrointestinal strictures (3 %) were 
identified exclusively by gastroscopy. Strictures were non-traversable in 92 % 
and ulcerated in 68 %. Biopsies were performed in all cases, with malignancy 
excluded in all. Among patients responding to medical therapy (39 %), follow-up 
endoscopy demonstrated complete resolution of the stricture in all evaluated 
responders. In contrast, persistent stenosis was observed in 32 % of non-re-
sponders (n = 34), leading to surgical referral in more than half (n = 18).
Conclusions  Endoscopy plays a decisive role in the diagnostic confirmation 
and morphological characterization of CD-related strictures. It directly influ-
ences therapeutic pathways by identifying inflammatory strictures responsive 
to medical therapy and persistent stenoses requiring surgery. These findings 
highlight the central role of endoscopic evaluation in the multidisciplinary 
management of stricturing CD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Hydatid hepatic cysts may fistulize into the biliary tree, leading to ob-
structive jaundice, cholangitis, and septic complications. ERCP plays a major 
therapeutic role in endemic regions, yet high-quality real-life data remain lim-
ited. This study aimed to evaluate endoscopic findings, therapeutic maneuvers, 
and outcomes in patients with hydatid cysts fistulized into the bile ducts.
Methods  This retrospective, descriptive and analytical study included all pa-
tients with hydatid hepatic cysts complicated by biliary fistula who underwent 
ERCP in a tertiary center. Clinical, radiological, endoscopic and biological data 
were extracted from standardized records. Technical success was defined as 
complete ductal clearance, and clinical success as full symptomatic and inflam-
matory resolution. Exploratory analytical comparisons were performed be-

tween preoperative vs postoperative ERCP and between patients with vs with-
out acute cholangitis. Categorical variables were compared using Chi-square 
or Fisher’s exact test.
Results  Eighteen patients were included, the mean age was 51.1 ± 15.4 years. 
All patients were presented with hydatid cysts fistulized into the biliary tree. 
Acute cholangitis was the presenting circumstance in 4 patients (22.2 %), in-
cluding one case of septic shock (5.6 %), whereas the remaining patients pre-
sented with obstructive jaundice, biliary colic, abdominal pain or postoperative 
bile leaks. Intraductal hydatid membranes or daughter vesicles were found in 
8 patients (44.4 %), and purulent bile in 9 (50.0 %). ERCP was performed in a 
preoperative setting in 8 cases (44.4 %) and in a postoperative context in 5 
cases (27.8 %). Endoscopic sphincterotomy was carried out in 9 patients 
(50.0 %), while balloon extraction was required in 17 cases (94.4 %), and Dormia 
basket extraction in 1 case (5.6 %). Plastic biliary stents were placed in 3 patients 
(16.7 %), typically in the presence of large fistulas or incomplete clearance of 
biliary duct. Technical success was achieved in all patients (100 %), and clinical 
success in 17 patients (94.4 %), with only one documented recurrence of hy-
datidobiliary obstruction after an initial favorable response.
In comparative analyses, intraductal hydatid membranes were significantly 
more frequent during preoperative ERCPs than during postoperative proce-
dures (87.5 % vs 20.0 %, p = 0.032). The presence of pus showed a non-signifi-
cant tendency to be higher in postoperative ERCPs (100 % vs 50.0 %, p = 0.105). 
Biliary stenting rates did not differ significantly between preoperative and 
postoperative groups (37.5 % vs 0 %, p = 0.231). Moreover, acute cholangitis 
was neither associated with the timing of ERCP nor with the need for stent 
placement (0 % vs 18.8 %, p > 0.05).
Conclusions  In this real-life cohort, all hydatid cysts were complicated by bil-
iary fistulization, confirming the major burden of hydatid biliary disease in our 
setting. ERCP proved highly effective, with universal technical success and 
near-complete clinical resolution, and the hydatid materials extraction (main-
ly with ballon) was the cornerstone of therapy. The strong association between 
intraductal hydatid material, cholangitis and preoperative presentations high-
lights the need for early endoscopic management in hydatid biliary complica-
tions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Helicobacter pylori (HP) infection is common worldwide, but its influence 
on portal hypertension–related gastroduodenal lesions in cirrhotic patients 
remains uncertain. Upper gastrointestinal endoscopy (EGD) is essential for 
assessing mucosal injury and bleeding risk in this population.
Our aim was to determine the prevalence of HP infection in cirrhotic patients 
and evaluate its impact on the type and severity of endoscopic gastroduodenal 
lesions.
Methods  We conducted a retrospective study including all cirrhotic patients 
who underwent EGD with systematic gastric biopsies between January 2017 
and August 2023. Patients were classified into two groups: HP-negative (GA) 
and HP-positive (GB). Endoscopic findings—including esophageal varices, gas-
tric varices, portal hypertensive gastropathy (PHG), and congestive, erosive, or 
ulcerative gastroduodenal lesions—were compared between groups.
Results  A total of 127 patients were included (mean age 61 years, sex ratio 
1.49). HP infection was detected in 54 % of patients. The most frequent endo-
scopic findings were esophageal varices (100 %), gastric varices (14 %), PHG 
(32 %), congestive gastropathy (51 %), ulcerated lesions (39 %), nodular lesions 
(13 %), and gastroduodenal ulcer (25 %).Comparison between the two groups 
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showed no significant difference in the prevalence or severity of endoscopic 
lesions, including PHG (31 % vs 33.3 %; p = 0.783), ulcerated lesions (34.5 % vs 
42 %; p = 0.384), and gastroduodenal ulcer (29.3 % vs 21.7 %; p = 0.328). HP 
status was not associated with the grade or type of portal hypertension–relat-
ed lesions.
Conclusions  HP infection is frequent among cirrhotic patients but does not 
appear to influence the type or severity of gastroduodenal or portal hyperten-
sion–related endoscopic lesions. However, given its high prevalence and po-
tential role in mucosal fragility, systematic HP screening and eradication may 
still offer clinical benefit and should be considered as part of comprehensive 
cirrhosis management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic obturation using cyanoacrylate glue injection is currently 
the reference treatment for active gastrointestinal bleeding due to ruptured 
gastric varices, as well as for secondary prophylaxis.
The aim of this study was to describe the epidemiological profile and clinical 
outcomes of patients who underwent biological glue injection for gastric 
varices.
Methods  This was a single-center, retrospective, descriptive study conducted 
over 4 years and 10 months, from March 2020 to January 2025, within the 
endoscopy unit of our department.
All patients who underwent esophagogastroduodenoscopy (EGD) with biolog-
ical glue injection were included.
Results  During the study period, 27 patients underwent endoscopic glue ther-
apy. The mean age was 48 years (range 23–68). The sex ratio was 1.25 (15 
women and 12 men).
All patients had clinically significant portal hypertension and presented with 
hemorrhagic decompensation: melena in 12 patients (44.4 %), isolated he-
matemesis in 5 patients (18.5 %), and hematemesis associated with melena in 
10 patients (37 %).
Portal hypertension was of cirrhotic origin in 14 patients (51.8 %), secondary 
to Budd–Chiari syndrome in 2 women (7.4 %), to portal vein thrombosis in 5 
patients (18.5 %), and remained under investigation in 6 patients (22.2 %).
Gastric varices were classified as GOV2 in 14 patients (51.8 %), GOV1 in 7 pa-
tients (25.92 %), and IGV1 in 6 patients (22.2 %). Gastric varices were associat-
ed with esophageal varices in 21 patients (77.7 %).
The mean number of glue injection sessions was 1.9 per patient (range 1–3). 
Minor immediate bleeding occurred in 3 patients and was rapidly controlled 
with additional glue injection. Immediate therapeutic efficacy was achieved in 
100 % of cases.
During follow-up, rebleeding occurred in only 3 patients (11.11 %), all success-
fully managed with a second glue injection session. Subcardial ulcerations at 
the previous injection site were observed in 2 patients (7.4 %) during follow-up.
Conclusions  Biological glue injection is an effective technique for the treat-
ment of gastrointestinal bleeding due to ruptured gastric varices, as well as for 
secondary prophylaxis. The recurrence rate remains low, confirming the value 
of this approach in the management of gastric variceal bleeding.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Hemorrhage from esophageal varices represents a major complication 
of portal hypertension and is commonly observed in patients with cirrhosis. 
This condition is associated with significant mortality, mainly due to the risk of 
recurrent bleeding, which may lead to severe complications and a poor prog-
nosis if left untreated. The objective of this study is to analyze the factors con-
tributing to recurrence of hemorrhage from esophageal varices, with the aim 
of identifying clinical and therapeutic elements that can improve prevention 
strategies and optimize patient management.
Methods  This is a retrospective, descriptive, single-center study conducted 
over a period of 5 years (2020–2025), consecutively including patients hospi-
talized for recurrent upper gastrointestinal bleeding due to rupture of esoph-
ageal varices (EV), confirmed by esophagogastroduodenoscopy performed in 
the HepatoGastroenterology and Proctology Department “Medicine B” of Ibn 
Sina Hospital, Rabat. Demographic, clinical, endoscopic, and therapeutic data, 
as well as risk factors associated with recurrence of bleeding, were collected 
from patients’ medical records.
Results  A total of 24 patients were included. The mean age was 49 ± 13 years, 
ranging from 26 to 80 years. A male predominance was observed, with 14 men 
(58.33 %) versus 10 women (41.66 %), resulting in a male-to-female ratio of 
1.4. The majority of patients (45 %) had hepatic cirrhosis (n = 11), with an inde-
terminate etiology (64 %), followed by hepatitis C (18 %), alcohol-related cir-
rhosis (9 %), and portal hypertension-related (9 %). Patients classified as Child 
A and Child B each represented 44.4 % of cases, while Child C accounted for 
11.1 %. The mode of gastrointestinal bleeding presentation was hematemesis 
in 41 %, melena in 41 %, and both in 16 % of patients. Esophageal varices were 
graded as grade III in 62.5 %, grade II in 29.16 %, and grade I in 8.33 %, with red 
signs observed in the majority of cases (79 %). 13 patients (54 %) received be-
ta-blocker therapy after the initial hemorrhagic episode, and 12 patients (50 %) 
underwent endoscopic variceal ligation to prevent recurrence. The time to 
recurrence of bleeding was measured in months, with a median of 4 months 
[range: 1–6.5].
Conclusions  Recurrence of hemorrhage from esophageal varices is multifac-
torial, involving hemodynamic, clinical, and therapeutic factors. Optimal man-
agement requires strict control of portal hypertension, effective secondary 
prophylaxis (endoscopic ligation and beta-blockers), and close endoscopic 
follow-up to reduce recurrence risk and improve patient survival.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate real-world outcomes and key quality indicators of cyanoacr-
ylate injection for gastric varices in a tertiary hepatology–endoscopy unit, and 
to benchmark performance against international standards for portal hyper-
tensive bleeding
Methods  We conducted a prospective single-centre audit of consecutive pa-
tients undergoing cyanoacrylate glue injection for gastric varices between April 
2025 and August 2025. Data collected using a standardised proforma included 
demographics, Child–Pugh class, indication, varix type, operator level, glue 
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volume, adjunctive pharmacotherapy (antibiotics, vasoactive drugs, carvedilol), 
technical success, intraprocedural complications, early ( ≤ 5 days) and 6-week 
rebleeding, 6-week mortality, and follow-up endoscopy findings. Results are 
descriptive
Results  Seventeen patients (median age 61 years; IQR 57–67; 13/17 male) 
were included. Most had decompensated cirrhosis: Child–Pugh A/B/C in 29 %, 
53 % and 18 % respectively. Indications were prophylactic treatment in 13/17 
(76 %) and active bleeding in 4/17 (24 %). Varix types included GOV2 (47 %), 
IGV1 (29 %), GOV1 (18 %) and IGV2 (6 %). Management reflected real-world 
practice patterns in our unit, including selected use of cyanoacrylate for high-
risk GOV1 lesions when band ligation was not feasible.
Median glue volume was 2 mL (IQR 1–3). Procedures were performed by con-
sultants in 82 % and by Senior registrars in 18 %. Carvedilol was used in 65 % and 
antibiotics in 69 % of cases. Vasoactive drugs were appropriately administered 
only in patients with active bleeding. Immediate technical success was achieved 
in 15/17 (88 %). Intraprocedural complications occurred in 4/17 (24 %): bleed-
ing in 3 patients, controlled endoscopically, and mild pain in 1; no embolic 
events were observed.
Early ( ≤ 5 days) rebleeding occurred in 19 % (3/16) with available data, and 
6-week rebleeding in 17 % (2/12). Six-week mortality was 19 % (3/16), all in 
Child–Pugh C patients. Follow-up endoscopy was planned in 71 % and complet-
ed in 3 to date, all showing residual varices requiring further therapy. Key qual-
ity indicators (technical success, safety, rebleeding) align with expected rang-
es for a predominantly Child–Pugh B/C population.
Conclusions  Cyanoacrylate injection for gastric varices demonstrated high 
technical success and an acceptable safety profile in this real-world cohort, with 
no embolic complications. Rebleeding and mortality reflected underlying dis-
ease severity. These findings highlight opportunities to strengthen adjunctive 
therapy consistency and structured follow-up endoscopy. Ongoing audit cycles 
will support benchmarking against ESGE and Baveno VII quality standards.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Primary small bowel adenocarcinoma (SBA) is a rare entity, 
representing a diagnostic challenge due to its vague clinical presentation. While 
Lynch syndrome (hereditary nonpolyposis colorectal cancer) is a known risk 
factor, SBA is infrequently the first manifestation of the syndrome. We present 
a case where endoscopic investigation of anemia led to the diagnosis of both 
SBA and Lynch syndrome [1–3].
Case Description:  A 50-year-old woman with no significant personal or fam-
ily history was evaluated for chronic abdominal pain and anemia. Standard 
bidirectional endoscopy (gastroscopy and colonoscopy) was normal, and a 
thoracoabdominal computed tomography (CT) scan showed no relevant  
findings.
Suspecting small bowel pathology, a Video Capsule Endoscopy (VCE) was per-
formed. It revealed a mid-jejunal exophytic lesion occupying two-thirds of the 
lumen circumference, with a neoplastic, partially obstructive, and ulcerated 
appearance. To obtain histological confirmation, a device-assisted enterosco-
py was performed. The procedure identified the lesion extending approximate-
ly 4–5 cm; it was friable to the touch with indurated areas. Biopsies were taken.
Histopathological analysis confirmed a primary small bowel adenocarcinoma. 
Crucially, immunohistochemistry demonstrated a loss of expression of DNA 
mismatch repair (MMR) proteins, specifically MLH1, MSH2, and MSH6. This 

distinct immunophenotype is highly consistent with microsatellite instability 
and Lynch syndrome, prompting genetic counseling and family screening.
Conclusion:  This case underscores the essential role of VCE and enteroscopy 
in patients with explained symptoms and negative standard workup. Further-
more, it highlights the importance of testing for MMR protein deficiency in all 
small bowel adenocarcinomas, as this rare malignancy can serve as the sentinel 
event for hereditary syndromes, even in patients without a suggestive family 
history.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Peptic esophagitis, the most common complication of gastroesophage-
al reflux disease (GERD), involves inflammatory lesions of the esophageal layers. 
It can cause debilitating symptoms and, in the long term, severe complications 
such as strictures or increased risk of esophageal cancer. The aim of this study 
was to evaluate the current epidemiology and risk factors of peptic esophagitis.
Methods  This is a retrospective, descriptive, single-center study conducted 
over 5 years (2020–2025), including all cases of peptic esophagitis confirmed 
by upper gastrointestinal endoscopy at the HepatoGastroenterology and Proc-
tology Department “Medicine B” of Ibn Sina Hospital, Rabat. Demographic, 
clinical, endoscopic data, and risk factors were collected from medical records.
Results  Among 1,654 patients undergoing upper gastrointestinal endoscopy, 
23 cases of peptic esophagitis were identified, yielding a prevalence of 1.39 %. 
The mean age was 46 years, ranging from 23 to 71 years. A male predominance 
was observed, with 15 men (65 %) and 8 women (35 %), resulting in a male-to-
female ratio of 1.86. Most patients resided in urban areas (86.95 %), compared 
to 13.04 % in rural areas. Identified risk factors included hiatal hernia in 4 pa-
tients (17.3 %), chronic smoking in 2 patients (8.6 %), and a history of alcohol 
consumption in 2 patients (8.6 %). The mean BMI was 19.2 kg/m². H. pylori 
infection was present in 39.13 % of cases. High-risk medications included 
NSAIDs in 48.82 % of patients, bisphosphonates in 4.38 %, and certain sedatives 
in 4.38 %. Clinically, gastroesophageal reflux was the main symptom in 82.6 % 
of cases, dysphagia in 56.56 %, and digestive bleeding in 30.43 %. Endoscopi-
cally, according to the Los Angeles classification, 5 cases (21.73 %) were grade 
A, 5 cases (21.73 %) grade B, 4 cases (17.39 %) grade C, and 9 cases (39.13 %) 
presented with severe peptic stricture (grade B).
Conclusions  Peptic esophagitis in this urban cohort predominantly affects 
middle-aged men. Key risk factors include smoking, H. pylori infection, and 
certain medications. Early detection and appropriate treatment are essential 
to prevent severe complications such as strictures. These findings highlight the 
need for increased awareness and careful monitoring of at-risk patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Serous cystadenomas of the pancreas (SCP) are rare benign tumors, usually 
asymptomatic and diagnosed incidentally. Segmental portal hypertension 
(SPH) caused by vascular compression from an SCP is exceptional. We report a 
case in which endoscopy played a pivotal role in confirming SPH and guiding 
management.
An 85-year-old woman with a history of hypertension and type 2 diabetes pre-
sented with a gradually enlarging abdominal mass in the left flank and epigas-
trium. Laboratory tests were unremarkable. Abdominal CT revealed a 24 × 13 
cm multiloculated mass originating from the pancreas, compressing the splen-
ic vein, inferior mesenteric vein, and partially the portal vein, suggesting SPH.
Upper GI endoscopy was performed to assess for portal hypertension and 
showed grade I esophageal varices and isolated gastric varices (IGV1), confirm-
ing SPH. Percutaneous biopsy of the mass demonstrated a multiloculated 
cystic lesion consistent with a benign serous cystadenoma without malignant 
features. The case was discussed in a multidisciplinary tumor board. Owing to 
the giant size of the lesion, vascular involvement, and the patient’s operative 
risk, surgical resection was not recommended. A conservative management 
strategy was adopted. Primary prophylaxis for gastroesophageal varices was 
initiated with non-selective beta-blockers. Clinical, endoscopic, and radiolog-
ic surveillance was planned.
This case highlights a rare complication of serous pancreatic cystadenomas: 
segmental portal hypertension secondary to major vascular compression. En-
doscopy played a key role in diagnosing SPH, stratifying bleeding risk, and 
guiding therapeutic decisions. Awareness of this unusual presentation is es-
sential to ensure appropriate multidisciplinary management of large benign 
pancreatic tumors.
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Introduction:  The "single stripe sign" (a continuous longitudinal ulceration) is 
widely recognized as a highly specific marker for mild ischemic colitis, particu-
larly when observed in the left colon (descending and sigmoid segments). 
However, when this morphology appears outside this typical topographic dis-
tribution, alternative diagnoses must be considered. We present a case of se-
vere Crohn's disease (CD) masquerading as ischemia through a right-sided 
"stripe sign."
Case Description:  A 35-year-old male was admitted with fever, polyarthralgia, 
oral aphthae, and erythema nodosum. Laboratory workup showed anemia, 
elevated acute phase reactants, and high fecal calprotectin. The patient report-
ed a history of recurrent bloody diarrhea [1, 2].
Colonoscopy revealed a dual morphological pattern. The sigmoid colon showed 
a large, deep, excavated ulcer occupying 75 % of the circumference with a fi-
brin-covered base, causing stenosis. Surprisingly, the right colon displayed long, 
linear ulcerations ( > 3 cm) surrounded by normal mucosa. While this longitu-
dinal appearance strongly resembled the "single stripe sign" of ischemia, its 

location in the ascending colon and the patient's young age made vascular 
etiology highly unlikely.
Biopsies from both the right-sided "stripes" and the sigmoid ulcer confirmed 
chronic active inflammation compatible with Crohn's disease, ruling out is-
chemia, CMV, or tuberculosis.
Conclusion:  This case highlights a critical diagnostic caveat: while the "single 
stripe sign" in the left colon is a reliable indicator of ischemia, its specificity 
drops precipitously when found in the right colon. In such atypical locations, 
especially in young patients with extraintestinal symptoms, this longitudinal 
ulceration represents the "railroad track" pattern of Crohn's disease. Endosco-
pists must integrate lesion morphology with anatomical location to avoid mis-
diagnosing CD as ischemia.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Shivashankar R, Lichtenstein GR. Mimics of Inflammatory Bowel Disease. 
Inflamm Bowel Dis 2018; 24 (11): 2315–2321
[2]  Kucharzik T et al. ECCO-ESGAR-ESP-IBUS Guideline on Diagnostics and 
Monitoring of Patients with Inflammatory Bowel Disease: Part 1. J Crohns Co-
litis 2025; 19 (7):jjaf106

eP518  Prevalence of Colorectal Polyps in Lower 
Gastrointestinal Bleeding
Authors  El Anouni I1, Cherkaoui Malki M1, Mechhor S1, Mghyly F1, 
Cherkaoui Malki O1, Benzzoubeir N1, Errabih I2, El Bacha H2

Institutes  1  CHU Ibn Sina, Rabat, Morocco; 2  Université Mohammed V de 
Rabat (Présidence Site Irfane), Rabat, Morocco
DOI  10.1055/s-0046-1821845
Aims  Lower gastrointestinal bleeding (LGIB), defined as bleeding originating 
distal to the ligament of Treitz, is a common reason for consultation in gastro-
enterology, often related to colorectal lesions. Colorectal polyps, implicated 
in 6–12 % of LGIB cases, include adenomatous polyps with malignant potential 
and non-adenomatous polyps. According to the literature, 25–40 % of adeno-
matous polyps progress to colorectal adenocarcinoma within approximately 
ten years, highlighting the importance of screening and early management.
The aim of our study was to determine the prevalence of colorectal polyps in 
the context of LGIB, to describe the epidemiological and clinical characteristics 
of affected patients, and to analyze the endoscopic and histological features 
of these lesions along with their therapeutic management.
Methods  This was a retrospective, descriptive study conducted over a 3-year 
period, from January 1, 2022 to October 31, 2025, within our department. The 
study included all patients who underwent colonoscopy for evaluation of LGIB 
with endoscopic confirmation of colorectal polyps. Data were collected from 
colonoscopy report registries. Descriptive analysis was performed using a 
standardized data collection sheet ensuring patient anonymity.
Results  During the study period, 160 colonoscopies were performed for LGIB, 
identifying 54 cases of colorectal polyps, yielding a prevalence of 33.7 %.The 
male-to-female ratio was 1.6 (33 men, 21 women). The mean age was 51.7 
years (range: 23–78), with 72 % of patients aged ≥ 45 years (39 patients). One 
patient (2 %) had a family history of familial adenomatous polyposis (FAP), and 
20 patients (37 %) were chronic smokers.
Clinically, 34 patients (63 %) presented with isolated rectorrhagia, while 20 
(37 %) had associated symptoms, including anemia (9 cases), constipation (4), 
proctalgia (3), weight loss (2), diarrhea (1), and abdominal pain (1).
Endoscopically, polyps were mainly located in the left and right colon (n = 20; 
37 %), followed by the rectum (n = 6; 11.1 %). Extensive colonic involvement 
was observed in 2 patients (3.7 %).Thirty patients (55.6 %) had sessile polyps 
and 14 (25.9 %) had pedunculated polyps. Eight patients (14.8 %) had both 
sessile and pedunculated polyps, 2 (3.7 %) had pedunculated and flat polyps, 
and 1 patient (1.9 %) had sessile and flat polyps.A single polyp was found in 28 
patients (51.9 %), and 2 cases (3.7 %) of colorectal polyposis were reported.
Regarding size, 33 patients (61.1 %) had polyps measuring 3–10 mm, 9 (16.7 %) 
had polyps 1–2 mm, and variable sizes were observed in 8 patients (14.8 %).
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Most patients underwent polypectomy (n = 53; 98 %), including cold-snare 
resection in 12 patients (22.2 %) and mucosectomy in 2 patients (3.7 %).Sev-
enteen patients (31.5 %) had associated endoscopic findings, such as a tumor-
al process (6 cases), internal hemorrhoids (4), uncomplicated diverticulosis (3), 
angiodysplasia (2), mild proctitis (1), and colonic melanosis (1).
Histopathological analysis identified 45 adenomatous polyps (83.3 %), includ-
ing 28 (51.9 %) tubular, 11 (20.4 %) serrated, and 6 (11.1 %) tubulovillous. One 
hyperplastic polyp (1.9 %) and 3 cases (5.6 %) of in situ adenocarcinoma were 
also noted.
Conclusions  Colorectal polyps are a frequent cause of lower gastrointestinal 
bleeding, accounting for 37.8 % of cases in our study, and carry a significant risk 
of malignant transformation. Our findings underscore the importance of sys-
tematic screening and early management to prevent progression to adenocar-
cinoma.
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Aims  Endoscopy is a visual exploration technique that allows for the diagnosis, 
treatment, and monitoring of a wide range of gastrointestinal conditions. The 
quality of endoscopic procedures is essential to ensure patient safety, comfort, 
and diagnostic accuracy. However, despite strict protocols, variations in exam-
ination quality may still occur.
The aim of our study was to analyze quality criteria in digestive endoscopy based 
on retrospective data and to identify areas for improvement in clinical practice.
Methods  This is a retrospective, descriptive study conducted over one year, 
from January 2024 to January 2025, within the endoscopy unit of our depart-
ment. All patients who underwent an esophagogastroduodenoscopy (EGD) or 
a total ileocolonoscopy during this period were included. We collected epide-
miological data, indications for endoscopy, as well as information on tolerance, 
quality of visualization, completeness of the procedure, and complications. For 
EGD, procedural completeness was defined as visualization of the second por-
tion of the duodenum (D2). For colonoscopy, completeness was defined as 
intubation of the cecal pole. Quality of preparation was assessed through the 
visualization of the gastric mucosa for EGD and using the Boston Bowel Prepa-
ration Scale for total ileocolonoscopy.
Results  A total of 330 endoscopic procedures were performed during the study 
period, including 199 esophagogastroduodenoscopies (EGD) and 131 total 
ileocolonoscopies. Among the patients undergoing EGD, women were slight-
ly predominant (56.3 %), with a mean age of 47.9 years. The most common 
indication was anemia (10.05 %), followed by upper and lower gastrointestinal 
bleeding, epigastric pain, vomiting, and dysphagia. Nearly all patients (95 %) 
benefited from a pre-anesthesia consultation, while 5 % underwent the exam-
ination without sedation. Overall tolerance was good in 96 % of cases, with only 
3.5 % showing intolerance related mainly to desaturation or difficulties with the 
unsedated procedure. Visualization of the gastric mucosa was satisfactory in 
93.5 % of EGD examinations, while limitations were mostly due to non-aspira-
ble food debris, esophageal strictures, or significant gastric stasis. The proce-
dure was complete—with successful progression to the second portion of the 
duodenum—in 91.5 % of patients. Incomplete examinations (8.5 %) were main-
ly due to solid food residue, non-passable esophageal stenosis, gastric stasis, 
or early termination caused by intolerance. No major complications occurred, 
aside from a few cases of desaturation and intolerance to unsedated endosco-
py. Among the 131 ileocolonoscopies, there was a female predominance with 
73 women (55.7 %) and 58 men (44.3 %) (sex ratio 1.25). The mean age was 
47.6 years (16–86). The main indications were rectal bleeding in 26 cases 

(19.84 %), IBD-related evaluation colonoscopies in 25 cases (19.08 %), bowel 
habit disorders in 22 cases (16.79 %), and chronic abdominal pain in 16 cases 
(12.21 %). Most procedures were performed under anesthesia (126 patients, 
96.2 %), while 5 (3.8 %) were unsedated. Tolerance was good in 129 patients 
(98.5 %), whereas 2 unsedated patients (1.5 %) did not tolerate the procedure. 
Bowel preparation quality (Boston Scale) showed: 9 patients (6.9 %) with a score 
of 0 requiring rescheduling; 9 (6.9 %) with a score of 4; 35 (26.7 %) with 5; 32 
(24.4 %) with 6; 21 (16 %) with 7; 21 (16 %) with 8; and 4 (3.1 %) with a score of 
9. Cecal intubation was achieved in 87 cases (66.41 %), including 74 with ter-
minal ileum (TI) intubation and 13 without. Completion was not possible in 44 
cases (33.58 %): 29 due to poor preparation, 14 due to stenosis, and 1 due to 
high perforation risk. No complications were reported.
Conclusions  Endoscopy is an essential technique for the diagnosis and man-
agement of many gastrointestinal diseases, but ensuring high-quality exami-
nations remains a major challenge to guarantee patient safety and continuous-
ly improve medical practice. Our study showed that the majority of 
endoscopic procedures achieved good quality in terms of diagnostic precision 
and safety. However, improvements are still needed, particularly regarding 
unsedated procedures and patient education on optimal preparation, to ensure 
the best possible outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Esophageal variceal rupture is a major complication of portal hyperten-
sion in cirrhotic patients, leading to a high risk of upper gastrointestinal bleed-
ing. Although endoscopic variceal ligation (EVL) is a cornerstone of both pri-
mary and secondary prophylaxis, rebleeding remains frequent. This study aims 
to determine the average time required for variceal eradication and to identify 
predictors of hemorrhagic recurrence to improve the management of cirrhot-
ic patients treated with EVL.
Methods  This was a retrospective, descriptive, and analytical study conducted 
over a five-year period, from January 1st, 2019 to 31 October, 2025, within our 
department. The study included all patients followed for cirrhosis who under-
went an upper GI endoscopy (EGD) with esophageal variceal ligation. Patients 
were divided into two groups: Group I: 40 cirrhotic patients in whom variceal 
eradication was achieved within ≤ 3 months and Group II: 28 cirrhotic patients 
in whom eradication was achieved after > 3 months. Data were collected from 
patient medical records and endoscopy reports. Descriptive data analysis was 
performed using a standardized data collection form, while statistical analysis 
was carried out using JAMOVI software.
Results  During the study period, 172 patients underwent EGD with EVL. 
Among them, 68 (39.5 %) were cirrhotic. Cirrhosis was of indeterminate etiol-
ogy in 21 patients (30.9 %). Post-viral hepatitis B cirrhosis was found in 9 pa-
tients (13.2 %) and post-viral hepatitis C cirrhosis in 8 patients (11.8 %).
Group I  The male-to-female ratio was 1.2 (22 men, 18 women). The mean age 
was 50.4 years (range 19–74).EVL was performed as primary prophylaxis in 23 
patients (57.5 %) and as secondary prophylaxis in 17 patients (42.5 %). Be-
ta-blockers were used for primary prophylaxis in 21 patients (52.5 %) and for 
secondary prophylaxis in 19 patients (47.5 %). According to the Child-Pugh 
classification, 17 (42.5 %) were Child A, 14 (35 %) Child B, and 9 (22.5 %) Child 
C. Endoscopically, 26 patients (65 %) had grade III varices and 14 (35 %) had 
grade II varices. Most patients presented red signs (72.5 %; n = 29) and more 
than three variceal columns (80 %; n = 32).The mean number of bands applied 
per session was 4 (1–7). The mean number of sessions required for variceal 
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eradication was 6 (2–7). The mean interval between the first and last ligation 
sessions was 56 days (14–84).Hemorrhagic recurrence occurred in 5 patients 
(12.5 %). Eradication within ≤ 3 months was associated with EVL performed as 
primary prophylaxis (p = 0.003) and with the use of beta-blockers in primary 
prophylaxis (p = 0.0004).
Group II  The male-to-female ratio was 1.5 (17 men, 11 women). The mean 
age was 50.7 years (range 25–74).EVL was performed as primary prophylaxis 
in 6 patients (21.4 %) and as secondary prophylaxis in 22 patients (55 %). Be-
ta-blockers were used for primary prophylaxis in 5 patients (17.9 %) and for 
secondary prophylaxis in 23 patients (82.1 %). According to the Child-Pugh 
score, 10 (35.5 %) patients were Child A, 11 (39.3 %) Child B, and 7 (25 %) Child 
C. Endoscopically, 22 patients (55 %) had grade III varices and 6 (21.4 %) grade 
II varices. Red signs were present in 75 % (n = 21), and more than three variceal 
columns in 96.4 % (n = 27).The mean number of bands applied per session was 
5 (2–7). The mean number of sessions required for eradication was 8 (3–9). The 
mean time between the first and last sessions was 154 days (112–336). Hem-
orrhagic recurrence occurred in 9 patients (32.1 %). Eradication beyond 3 
months was associated with secondary prophylaxis (p = 0.003), the use of be-
ta-blockers in secondary prophylaxis (p = 0.0004), and hemorrhagic recurrence 
(p = 0.049).
Conclusions  Endoscopic variceal ligation (EVL) is a key treatment for cirrhotic 
patients at risk of variceal bleeding. Our study shows that anticoagulant use is a 
significant predictor of hemorrhagic recurrence and that early EVL combined with 
beta-blockers may improve effectiveness and shorten variceal eradication time.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Small bowel neuroendocrine tumors (NETs) are the most com-
mon malignancy of the small intestine but often face diagnostic delays due to 
their subtle presentation. While they originate from the submucosa, advanced 
lesions can develop specific mucosal alterations. We present a case that illus-
trates the classic "yellowish and ulcerated" morphology, a key endoscopic sign 
that should trigger immediate suspicion of a NET during ileoscopy [1–3].
Case Description:  A 72-year-old male was referred for evaluation of chronic 
intermittent diarrhea, right lower quadrant pain, and significant weight loss 
(10 kg). Biochemical workup revealed elevated serum chromogranin A and 
urinary catecholamines, raising suspicion for a neuroendocrine etiology.
High-definition ileocolonoscopy was performed. The colon was endoscopical-
ly normal. However, deep intubation of the terminal ileum (5 cm proximal to 
the valve) revealed a solitary, 3-cm exophytic lesion. Morphologically, the mass 
was striking: it presented a distinct yellowish submucosal hue that differenti-
ated it from typical adenomas. Furthermore, the lesion exhibited a central 
surface ulceration with irregular edges and friability upon contact.
Biopsies taken from the ulcerated margin confirmed a well-differentiated, low-
grade neuroendocrine tumor. The patient underwent oncological resection, 
confirming the diagnosis.
Conclusion:  This case underscores the importance of recognizing specific 
visual patterns during ileoscopy. The combination of a yellowish coloration 
(reflecting the lipid-rich neuroendocrine tissue) and spontaneous surface ul-
ceration constitutes a highly suggestive phenotype for ileal NETs. Endoscopists 
observing a "yellowish ulcerated nodule" in the distal ileum should prioritize 
this diagnosis over Crohn’s disease or simple inflammatory polyps to expedite 
appropriate surgical management.
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Aims  Familial adenomatous polyposis (FAP) is a rare hereditary condition 
marked by thedevelopment of numerous adenomatous polyps in the colon and 
rectum, significantly elevating therisk of colorectal cancer.
This retrospective study aimed to delineate the epidemiological, clinical, and 
therapeuticcharacteristics of a cohort of patients followed-up at our institution.
Methods  We reviewed the medical records of the patients diagnosed with 
FAPbetween 2012 and 2025. Data on family history, presenting symptoms, 
findings from colonoscopy,and therapeutic interventions were analyzed.
Results  Thirty patients were enrolled. The mean age at diagnosis was 49.5 
years (range: 17–78), witha male-to-female ratio of 1.14. A family history of 
FAP was present in 40 % of cases. Diagnosis wasmade via family screening in 
26.7 %, incidentally in 16.7 %, and in 56.6 % due to digestive symptoms.The 
attenuated FAP phenotype was predominant, affecting 76.6 % of patients. Pol-
yps were mainlyfound in the rectum and descending colon (66.7 %). Nine pa-
tients (30 %) had prophylactic colectomy.Surgery was performed in 70 % of the 
cases after diagnosis of cancerous polyposis. Adenocarcinomawas located in 
the rectum in 20 % of patients and treated by coloproctectomy and ileoanala-
nastomosis. In 80 % of the cases it was located in the colon: 13 patients (61.9 %) 
underwent a totalcolectomy with ileorectal anastomosis, while 2 (9.5 %) un-
derwent a coloproctectomy with ileoanalanastomosis. The 5-year recurrence 
rate was 19 %, predominantly involving the rectum. Extra-colonicmanifesta-
tions were frequent, with 33.3 % of patients presenting with gastric polyps 
(mostlyhyperplastic), 26.7 % with duodenal polyps, 43.3 % with thyroid nodules, 
10 % with retinitispigmentosa, and one patient with desmoid tumors.
Conclusions  This study highlights the critical need for early diagnosis and 
regular surveillance in FAPpatients. The attenuated phenotype was prevalent, 
and extra-colonic manifestations were common.Prophylactic colectomy re-
mains the gold standard for colorectal cancer prevention in these patients.
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eP523  Inflammatory pseudopolyp secondary to 
chronic diverticulitis: an unusual finding
Authors  Sánchez Roncero FJ1, Bógalo Romero C2, Madrigal Bayonas L3, 
Calatayud Vidal G4, Romero Martínez M5, Gómez Gómez A1

Institutes  1  Hospital Clínico Universitario Virgen de la Arrixaca, El Palmar, 
Spain; 2  Hospital Clínico Universitario Virgen de la Arrixaca, Murcia, Spain; 
3  Rafael Méndez University General Hospital, Lorca, Spain; 4  Rafael 
Méndez Hospital, Lorca, Spain; 5  Virgen of Arrixaca University Clinical 
Hospital, El Palmar, Spain
DOI  10.1055/s-0046-1821850

S631



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Abstract Text
Inflammatory pseudopolyps are benign, reactive lesions usually arising in 
chronic inflammatory bowel disease, formed by regenerating mucosa surround-
ed by ulcerated areas. Their occurrence following acute diverticulitis is exceed-
ingly rare, as diverticular inflammation typically resolves without producing 
localized polypoid regenerative changes [1].
We present the case of a 46-year-old male evaluated in the endoscopy unit for 
follow-up after an episode of acute diverticulitis occurring four months before 
colonoscopy.
Colonoscopy revealed colonic diverticulosis from the sigmoid colon to the he-
patic flexure. A 5-cm sigmoid segment showed luminal narrowing and edema-
tous mucosa, with difficulty advancing the endoscope. Immediately proximal 
to this segment, an arboriform polypoid lesion measuring approximately 8 mm 
was identified. The surface showed no features of dysplasia but demonstrated 
increased vascular pattern. Close inspection of the polyp base revealed glan-
dular elongation. Given the unusual appearance, biopsies were obtained for 
further evaluation.
Histopathology reported vascular dilation and stroma with abundant collagen-
ous tissue, without adenomatous changes, consistent with an inflammatory 
lesion. At follow-up, the patient reported persistent but gradually improving 
abdominal pain since the diverticulitis episode. A second-look colonoscopy was 
therefore scheduled.
On repeat colonoscopy performed three months later, the previously described 
sigmoid segment persisted, but the polyp had completely disappeared, leaving 
a diverticulum containing granulation tissue.
This case represents an uncommon inflammatory pseudopolyp arising after 
acute diverticulitis, with complete endoscopic resolution on short-term fol-
low-up, highlighting the rarity and transient nature of such reactive postdiver-
ticulitis lesions.
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Introduction:  In patients with acute severe ulcerative colitis (ASUC) undergo-
ing rescue therapy with cyclosporine and steroids, new-onset odynophagia is 
an ominous sign. Differentiating between drug-induced injury, Candida, CMV, 
and Herpes Simplex Virus (HSV) is critical but endoscopically challenging. We 
present a case illustrating the distinct "coalescing geographic" pattern of severe 
HSV esophagitis and the importance of targeted biopsy sampling [1–3].
Case Description:  A 43-year-old female with extensive ulcerative colitis was 
admitted for a severe corticosteroid-refractory flare. Rescue therapy with in-
travenous cyclosporine was initiated. During hospitalization, she developed 
acute, intense odynophagia.
Urgent gastroscopy revealed a striking pathology in the mid-esophagus (31–37 
cm from incisors). Unlike the discrete plaques of Candida or the deep, punched-
out ulcers typically seen in CMV, the mucosa exhibited multiple flat, geograph-
ic ulcerations. These lesions were non-fibrinous with an erythematous base and 
showed a clear tendency to coalesce, resulting in circumferential involvement 
of the esophageal lumen. The distinct lack of raised plaques or pill fragments 
shifted the suspicion toward a viral etiology.

Crucially, biopsies were targeted at the raised margins of the ulcers rather than 
the necrotic center. Histopathology revealed multinucleated giant cells with 
nuclear molding and "ground-glass" chromatin (Cowdry type A bodies). Immu-
nohistochemistry confirmed Herpes Simplex Virus Type 1 (HSV-1). Treatment 
with acyclovir resulted in rapid symptom resolution.
Conclusion:  This case highlights two essential learning points for the endos-
copist managing immunosuppressed IBD patients. First, the endoscopic phe-
notype of HSV esophagitis evolves from vesicles to diffuse, coalescing geo-
graphic ulcers with friable borders, mimicking caustic or pill-induced injury. 
Second, diagnostic yield depends on technique: unlike CMV (which resides in 
the ulcer base), HSV infects the squamous epithelium at the ulcer margins. 
Recognizing this pattern ensures correct biopsy targeting and avoids diagnos-
tic delay in the critical setting of ASUC.
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Aims  Surgery remains frequent in patients with Crohn’s disease (CD), with a 
potential cumulative risk of short bowel syndrome. The aim of our study was 
to evaluate the correlation between the Rutgeerts endoscopic score and clin-
ico-endoscopic recurrence during the first year following intestinal resection 
in patients with CD.
Methods  We conducted a retrospective analytical and descriptive study with-
in the Department of Hepato-Gastroenterology and Proctology, including all 
patients with CD who underwent ileocecal or right ileocolic resection between 
2019 and 2024. Patients without postoperative colonoscopy were excluded. 
Postoperative endoscopic recurrence was defined as a Rutgeerts score ≥ i2.
Results  A total of 92 patients were included. The mean age was 41.3 years 
(20–72 years), with a slight female predominance (F/M sex ratio = 1.19; 50 
women and 42 men). The mean interval between CD diagnosis and surgery 
was 2.6 years. Six patients (6.5 %) were smokers.
Disease location was ileocecal in 50 % of patients (n = 59), ileocolic in 44.5 % 
(n = 41), ileal in 4.3 % (n = 4), and extensive in 1 %. The phenotype was strictur-
ing in 64.1 % (n = 59), penetrating in 18.4 % (n = 17), mixed stricturing/pene-
trating in 14.1 % (n = 13), and inflammatory in 2 cases.
Thirty-three patients (35.8 %) had perianal Crohn’s disease, including: complex 
fistulas: 29 patients (31.5 %) anal ulcerations: 2 patients (2.1 %) anal stenosis: 
1 patient (1 %) anal fissure: 1 patient (1 %)
Indications for surgery were ileal or ileocecal stricture in 73.9 % of patients 
(n = 59), internal or external fistulas in 20.6 % (n = 19), and deep abscess in 2 
patients.
Postoperative colonoscopy was performed after a mean of 9.2 months (6–11 
months). Endoscopic recurrence (Rutgeerts ≥ i2) was observed in 59.7 % of 
patients (n = 55), distributed as follows: Rutgeerts i2: 20 patients (21.7 %) Rut-
geerts i3: 9 patients (9.7 %)• Rutgeerts i4: 26 patients (28.2 %)
Clinical recurrence occurred in 53.2 % of patients (n = 49).
In univariate logistic regression analysis, statistically significant predictors of 
clinical recurrence were:Rutgeerts score ≥ i2 (p < 0.001) presence of perianal 
disease (p = 0.042)
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In multivariate analysis, only a Rutgeerts score ≥ i2 remained significantly as-
sociated with clinical recurrence (p < 0.001).
Conclusions  Endoscopic recurrence of Crohn’s disease assessed by the Rut-
geerts score is strongly correlated with the risk of clinical recurrence. These 
findings highlight the predictive value of the Rutgeerts score in postoperative 
monitoring and support early therapeutic optimization in high-risk patients.
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Introduction:  Cytomegalovirus (CMV) gastropathy is a serious complication 
in solid organ transplant recipients. Endoscopically, these ulcers often present 
as large, deep, and friable lesions with diffuse oozing bleeding. Standard he-
mostatic techniques (clips, thermal coagulation) carry a high risk of tissue 
tearing or perforation in this setting. We present a case demonstrating the 
utility of hemostatic powder as a safe and effective primary therapy for high-risk 
CMV ulcers.
Case Description: A heart transplant recipient (1 year post-transplant) with a 
history of prior rectal CMV infection presented with melena and hemodynam-
ic instability. Emergent gastroscopy revealed multiple ulcerations in the gastric 
body posterior wall.
The dominant lesion was a giant ( > 3 cm) ulcer with a characteristic "geograph-
ic" morphology, deep fibrin base, and irregular borders. An adherent clot was 
present, and upon washing, active diffuse oozing ("sheet-like") bleeding was 
observed from the ulcer edges. Given the extreme friability of the tissue and 
the extensive surface area of the bleeding, mechanical clipping was deemed 
technically unsafe, and thermal therapy posed a perforation risk. Consequent-
ly, hemostatic powder was applied as the primary modality, achieving imme-
diate hemostasis without tissue contact [1–3].
Biopsies taken from the ulcer margins were positive for CMV on immunohisto-
chemistry. The patient was treated with intravenous ganciclovir. A follow-up 
gastroscopy showed complete re-epithelialization of the ulcer, replaced by a 
flat, hyperplastic nodular scar, confirming therapeutic success.
Conclusion:  This case highlights two critical points for the endoscopist. First, 
the "geographic" ulcer pattern in an immunocompromised patient is pathog-
nomonic for CMV and mandates biopsy for immunohistochemistry, even in the 
setting of acute bleeding. Second, hemostatic powder represents an ideal 
therapeutic tool for these specific lesions, offering effective control of diffuse 
bleeding in friable, high-risk tissue where conventional mechanical or thermal 
methods may be hazardous.
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Aims  Bariatric surgery is the most effective treatment to achieve weight loss 
and to improve metabolic outcomes. In this context, Roux-en-Y gastric bypass 
(RYGB), is one of the main surgical procedures for obesity. Although it is effec-
tive, it is burdened by early and late complications such as gastro-jejunal (GJ) 
anastomotic stricture. In this context, endoscopic balloon dilation is an effective 
non-operative approach. Aim of our meta-analysis is to evaluate clinical success 
and safety of endoscopic balloon dilation.
Methods  This MA was conducted in accordance with the Cochrane Handbook 
for Systematic Reviews of Interventions and in accordance with the Preferred 
Reporting Items for Systematic Review and Meta-Analyses (PRISMA) statement. 
A systematic literature search of MEDLINE, SCOPUS and EMBASE databases was 
performed. For clinical success, the DerSimonian and Laird random-effects 
model estimated the untransformed proportions. This approach provides a 
point estimate from the analysis along with 95 % Confidence Interval (95 % C.I.) 
from the rate proportion of the estimate. For all other analyses, a p value less 
than .05 was considered statistically significant.We included 26 studies.
Results  In 26 studies, the overall clinical success rate was 98.3 % (95 % CI: 
97.08-99.61 %) with no significant difference between patients undergoing 
open and laparoscopic surgery. The presence of anastomotic ulcers was signif-
icantly associated with reduced clinical success, with a negative correlation 
(estimate = 0.0021, p < 0.0001), suggesting that the presence of anastomotic 
ulcers negatively impacts the clinical success. Among the 24 studies, the im-
provement rate after a single session was 54.13 % (95 % CI: 44.09–64.17 %). A 
significant inverse correlation between the presence of anastomotic ulcers and 
symptom improvement after one dilation session, confirming that ulcer on 
anastomotic stricture may require more than one dilation session (p = 0.007). 
Overall the pooled rate of adverse (EAs) was 0.72 % (95 %. CI: 0.12-1.33 % 
I² = 0 %). Most of EAs are bleeding, perforation or mucosal tears managed con-
servatively with no needed of surgery. No significant difference on safety was 
observed between patients undergone laparotomy (p = 0.53) compared to 
those undergone laparoscopic surgery (p = 0.40). Furthermore, no association 
with stapler type (p = 0.34), time to diagnosis/treatment (p = 0.71) and pres-
ence of anastomotic ulcer (p = 0.49)was observed.
Conclusions  Endoscopic balloon dilation is a highly effective and safe treat-
ment for GJ anastomotic strictures following Roux-en-Y gastric bypass. Altough 
patients with ulcer-associated strictures may need multiple dilation sessions, 
the overall clinical success remain excellent.
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Aims  Rectal bleeding is a common reason for consultation, with etiologies 
ranging from benign anorectal and colorectal conditions to more severe dis-
eases, including neoplastic processes, whose prevalence varies with age.The 
aim of this study was to assess the diagnostic value of colonoscopy in cases of 
rectal bleeding according to patient age.
Methods  A retrospective descriptive and analytical study was conducted from 
January 2022 to December 2024, including 225 patients who underwent co-
lonoscopy for rectal bleeding. Patients were divided into two groups: Group 1 
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(patients under 50 years) and Group 2 (patients over 50 years). Epidemiologi-
cal, clinical, and endoscopic data were compared between the two groups.
Patients diagnosed with inflammatory bowel disease (IBD) were excluded. 
Statistical analysis was performed using Jamovi software version 2.3.28.
Results Results:  The mean age of patients was 54 ± 13 years, with a female 
predominance: 120 women (53.3 %) and 105 men (46.6 %), corresponding to 
a male-to-female ratio of 0.9.Among the 225 patients presenting with rectal 
bleeding, 35.6 % were under 50 years of age and 64.4 % were over 50. Rectal 
bleeding was isolated in 50.5 % of cases, associated with constipation in 20.3 % 
(G1: 15 % vs G2: 13 %; p = 0.213), with diarrhea in 17.3 % (G1: 13 % vs G2: 9.9 %; 
p = 0.184), and with iron-deficiency anemia in 8 % (G1: 6.8 % vs G2: 6.7 %; 
p = 0.645).Colonoscopy findings were normal in 57 % of cases and pathological 
in 43 % (G1: 30.6 % vs G2: 69.3 %; p = 0.001).The most frequently observed 
pathologies were: colorectal polyps in 46.6 % of cases (G1: 30.7 % vs G2: 52.1 %; 
p = 0.041) , rectitis/colitis in 23.2 % (G1: 46.6 % vs G2: 10.9 %; p < 0.002) , 
colorectal tumors or suspicious processes in 14 % (G1: 6.7 % vs G2: 19.7 %; 
p = 0.02) colonic diverticulosis in 11 % (G1: 6.3 % vs G2: 12.8 %; p = 0.122) , co-
lonic angiodysplasia in 8 % (G1: 5.2 % vs G2: 13.5 %; p = 0.409) , solitary rectal 
ulcer in 1.3 % (G1: 0.8 % vs G2: 0.4 %; p = 0.816). Univariate and multivariate 
analyses revealed that factors associated with pathological colonoscopy find-
ings in rectal bleeding were age over 50 years (p = 0.03) and the presence of 
associated constipation (p = 0.011).
Conclusions  Colonoscopy remains a key diagnostic tool in the evaluation of 
rectal bleeding. In our study, age over 50 years was associated with patholog-
ical findings, most commonly polyps and colorectal lesions, whereas rectitis or 
rectocolitis was the most frequent diagnosis in patients under 50 years.
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Aims  Advanced colorectal polyps (ACPs) are the immediate precursors of 
colorectal cancer. Although less common in individuals under 50, the occur-
rence of ACPs in this age group is an emerging concern due to the risk of ma-
lignant progression to colorectal cancer, highlighting the need to investigate 
associated risk factors in younger adults.
This study aims to investigate the frequency and associated factors for the 
development of ACPs in patients under 50 years.
Methods  We conducted a descriptive, retrospective study of 302 consecutive 
patients aged under 50 who underwent total colonoscopy between April 2023 
and October 2024. Data were extracted from electronic medical records, in-
cluding demographics, lifestyle factors (BMI, smoking, alcohol), family history, 
and comorbidities. Endoscopic characterization of polyps were classified ac-
cording to the NICE and CONNECT criteria. ACPs were defined as adenomas ≥ 10 
mm, those with villous histology, or high-grade dysplasia.
Results  The study included 302 patients, with a male-to-female ratio of 1.51. 
The mean age was 41.13 years (range: 16–50 years). A family history of colorec-
tal cancer was present in 10.9 %. Overall, colonic polyps were found in 32.4 % 
of the cohort, while ACPs based on polyp size and histopathological examina-
tion were detected in 4.6 % (n = 14). Statistical analysis identified age (p = 0.002), 
family history of polyps (p = 0.026) and macroangiopathic diabetes complica-
tions (p = 0.05) as significant associated factors. Polyp-related characteristics 
were also strongly associated with ACPs, including polyp multiplicity (p < 0.001), 
polyp location (p < 0.001), and both the NICE (p < 0.001) and CONNECT classi-
fications (p = 0.04). In addition, ACPs were significantly associated with resec-
tion-related complications (p < 0.001) and with polyp recurrence (p < 0.001).

Conclusions  These findings suggest that although ACPs are relatively uncom-
mon in young adults, several demographic, clinical, and polyp-specific charac-
teristics can help identify individuals at higher risk. Identification of these fac-
tors may allow early detection and better prevention strategies in younger 
individuals.
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Aims  To compare technical success, clinical success, bilirubin response, safety, 
and survival between EUS-BD and PTBD after failed ERCP in patients with ma-
lignant biliary obstruction treated at a Brazilian tertiary referral center.
Methods  Retrospective cohort study including 67 consecutive oncology pa-
tients (34 EUS-BD, 33 PTBD) managed between 2013 and 2023 after unsuc-
cessful ERCP. All EUS-BD procedures were performed with lumen-apposing 
metal stents (LAMS) or self-expandable metal stents via hepaticogastrostomy 
or choledochoduodenostomy routes. Demographic, laboratory, procedural 
and follow-up data were collected. Categorical variables were compared using 
χ² or Fisher’s exact test; continuous variables using Student’s t-test or Mann–
Whitney U test. Survival was evaluated by Kaplan–Meier curves and log-rank 
test. A p-value < 0.05 was considered significant [1–3].
Results  Baseline characteristics were comparable except for oncological stage: 
stage IV disease was significantly more frequent in the EUS-BD group 
(p = 0.004). Technical success was 100 % in both arms. Clinical success (resolu-
tion of jaundice or > 50 % bilirubin reduction within 30 days) was similar (EUS-BD 
70.6 % vs PTBD 78.8 %; p = 0.576). Pre-procedure total and direct bilirubin lev-
els were higher in the PTBD group (p = 0.019 and p = 0.011, respectively), yet 
both techniques achieved significant bilirubin decline.
Peri-interventional adverse events occurred in 8.8 % (EUS-BD) versus 3.0 % 
(PTBD) (p = 0.614); most were mild and managed conservatively. In-hospital 
late adverse events (AE) were 29.4 % versus 33.3 % (p = 0.796) and post-dis-
charge AE 29.4 % versus 18.2 % (p = 0.147), with no significant differences. 
Severity of AE according to ASGE lexicon was also comparable. Notably, despite 
more advanced oncological stage at baseline, the EUS-BD cohort exhibited 
significantly better in-hospital survival (log-rank p < 0.05); overall survival did 
not differ between groups.
Conclusions  In this 10-year Latin-American oncology cohort with failed ERCP, 
EUS-BD provided technical and clinical success rates equivalent to PTBD, with 
comparable safety profiles despite treating patients with more advanced dis-
ease. EUS-BD was associated with improved in-hospital survival and avoided 
external catheters, enhancing patient comfort and quality of remaining life. 
Selection bias (physician preference) cannot be excluded. Nevertheless, our 
findings support EUS-BD as the preferred rescue strategy after failed ERCP in 
malignant biliary obstruction and underline the need for institutional protocols 
favouring endoscopic ultrasound-guided approaches over percutaneous 
routes.
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Introduction  Malignant melanoma is one of the most aggressive cancers. It 
primarily affects the skin and has a strong metastatic potential, involving mul-
tiple organs and systems such as the gastrointestinal tract. Within the digestive 
system, the small intestine is the most common metastatic site, followed by 
the stomach, although overall incidence remains low [1–4].
Case Report  A 68-year-old male, active smoker, with a history of nodular mel-
anoma on the back (Breslow index 3.7 mm and Clark level III), resected with 
clear margins and no evidence of malignancy in three right axillary sentinel 
lymph nodes. He later developed pulmonary metastases that were treated with 
anti-PD1 therapy, achieving complete radiological response. A follow-up ab-
dominal CT scan revealed an apparent polypoid mural thickening with lobulat-
ed contours in the gastric antrum, measuring approximately 5 cm in its longest 
axis. Upper endoscopy with biopsy was performed, and histology confirmed 
metastatic melanoma. A subsequent endoscopic reassessment demonstrated 
a pedunculated lesion, which was completely resected and removed endoscop-
ically (in fragments).
Discussion  The gastrointestinal tract is among the most frequent sites of mel-
anoma metastasis. The most affected organs are the small intestine (51–71 %), 
followed by the stomach (27 %), colon (22 %), and esophagus (5 %). Clinical 
symptoms of gastric melanoma are nonspecific and, in many cases—like our 
patient—may be absent. Most common presenting features include abdominal 
pain, gastrointestinal bleeding, nausea, vomiting, anemia, and weight loss. In 
this case, routine imaging surveillance allowed early detection and treatment 
of the lesion. It is estimated that up to 60 % of patients who die from melanoma 
have gastrointestinal metastases; however, only about 4.4 % are diagnosed 
before death due to the frequent absence of symptoms.
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Aims  Total neoadjuvant therapy (TNT) has emerged as the standard approach 
for locally advanced rectal cancer (LARC), aiming to improve tumor downstag-
ing and organ preservation. Post-TNT evaluation is crucial to identify patients 
eligible for a non-operative “watch and wait” strategy. This study aimed to 
analyze the clinical, endoscopic, and radiologic response assessment of patients 
with LARC who underwent TNT.
Methods  This retrospective observational study included patients who re-
ceived TNT between July 2023 and June 2025 at the Gastroenterology Depart-
ment of Theageneio Anticancer Hospital. Demographic, clinical, endoscopic, 
and imaging data were collected. Endoscopic response was categorized as 
complete, near complete or incomplete based on mucosal appearance (flat 
white scar, telangiectasia, mucosal nodularity, persistent erythema or residu-
al ulceration). MRI response was assessed in parallel, and management out-
comes (surgical vs. non-surgical) were recorded. Follow-up included endoscop-
ic and imaging surveillance every 3-6 months. Statistically comparisons were 
performed using Fisher’s exact, Student’s t-, or Mann–Whitney U tests, as 
appropriate.
Results  Twenty patients were included, mean age of 68.65 ± 8.05 years, and 
11 (55 %) were male. Presenting symptoms were rectal bleeding (55 %), pseu-
do-diarrhea (15 %), perianal pain (10 %), constipation (10 %), anemia (10 %) and 
tenesmus (5 %). Baseline MRI staging: stage IIIB in 60 %, stage IIA in 15 %, and 
stage IIIC in 25 %. After TNT, complete endoscopic response was observed in 
5/20 patients (25 %), characterized by a flat white scar (4/5) or telangiectasia 
(1/5). Near complete response was noted in 1/20(5 %) with mild erythema and 
small mucosal nodules, while 14/20 (70 %) showed no endoscopic response. 
MRI assessment demonstrated complete response in complete endoscopic 
responders, yielding a 100 % concordance rate between MRI and endoscopy, 
these five patients were managed non-operatively under a watch-and-wait 
protocol, with a median follow-up of 21 months (range 10–27). Rectal bleeding 
was significantly more frequent in the conservative group (5/5,100 %, p = 0.038) 
than in the surgical group (6/15, 40 %). All other variables did not differ between 
groups. During follow-up, one patient developed local recurrence and under-
went surgical resection. Fourteen patients (75 %) proceeded to surgery, with 
one specimen showing no residual dysplasia. whereas one patient refused sur-
gery for personal reasons. At last follow-up, all patients were alive.
Conclusions  Endoscopy is a valuable tool for assessing treatment response in 
patients with LARC undergoing TNT. Integrating systematic endoscopic eval-
uation into TNT response protocols may improve patient selection for organ 
preservation and reduce unnecessary surgery, as a substantial proportion of 
patients (25 % in our cohort) achieve complete clinical response and can safely 
avoid operative management through structured endoscopic and radiologic 
surveillance. Familiarity of endoscopists with post-TNT findings is essential for 
accurate evaluation, multidisciplinary decision-making, and implementation 
of “watch and wait” strategies.
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Aims  Despite technically successful ERCP, a subset of patients re-presents with 
stone-related events requiring repeat interventions. Current ESGE guidance 
acknowledges recurrence but offers no practical strategy to identify high-risk 
individuals. This study aimed to determine real-life predictors of post-clearance 
events and develop a simple, immediately applicable risk model.
Methods  Consecutive patients with confirmed choledocholithiasis undergoing 
therapeutic ERCP were retrospectively analyzed. Only procedures with strict 
verification of complete clearance (stone extraction and clean cholangiogram) 
were included. Stone-related reintervention was defined as any repeat ERCP 
for residual or recurrent stones. Clinical, radiologic, and endoscopic variables 
were assessed. A concise 3-item risk score was constructed based on the strong-
est predictors.
Results  Among 494 patients with complete duct clearance, 33 (6.7 %) required 
stone-related reintervention. Stone burden was the dominant determinant: 
empierrement ( ≥ 3 stones) increased risk nearly fourfold (12.4 % vs 3.7 %; OR 
3.7). Papillary anatomical difficulty (bombante, deformed, or peri-diverticular 
papilla) showed a synergistic impact. In contrast, stone size ≥ 15 mm, CBD di-
lation ≥ 12 mm, and prior cholecystectomy were not independent predictors. 
The resulting 3-item Stone-Risk Score (empierrement + papillary difficulty + pre-
ERCP drainage) stratified risk from 2.1 % (score 0) to 14.8 % (score ≥ 2), with 
meaningful discrimination (AUC ≈ 0.72).
Conclusions  Post-clearance stone events are predictable rather than random. 
Stone burden and papillary complexity—rather than stone size or duct dilation—
drive recurrence risk. This pragmatic model provides immediate clinical value 
and can refine post-ERCP follow-up strategies. These findings highlight a gap 
in current ESGE recommendations and justify targeted surveillance for high-risk 
profiles.
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Aims  Therapeutic endoscopy has evolved significantly, with increasingly com-
plex procedures carrying higher complication risks. While severe adverse events 
profoundly impact patients (first victims), their psychological effect on endos-
copists (second victims) remains understudied in our setting. This research 
assessed the prevalence of post-traumatic stress symptoms (PTSS) and associ-
ated risk factors among advanced endoscopists in Spain.
Methods  A nationwide cross-sectional study was conducted among Spanish 
Society of Digestive Endoscopy (SEED) members. Using the validated PCL-5 
questionnaire (DSM-5 criteria), we evaluated PTSS prevalence and severity. 

Data from 85 complete responses (out of 100 collected; 15 excluded for incom-
pleteness) were analyzed using SPSS 31.
Results  Participants' mean age was 46.34 years (SD 9.96), with 55.29 % male 
representation. PTSD prevalence was 12.94 % (n = 11), while 31.76 % (n = 27) 
reported significant symptoms without meeting full diagnostic criteria. Among 
symptomatic participants, symptom severity distribution was: mild (18.17 %; 
n = 21), moderate (12.94 %; n = 11), and severe (8.23 %; n = 7). Univariate anal-
ysis identified performing ≥ 12 procedures per endoscopy list as a potential risk 
factor (p = 0.04), though this association did not persist in multivariate analysis. 
No significant associations were found with age, sex, or years of experience.
Conclusions  A non-negligible prevalence of PTSD was identified among ad-
vanced endoscopists in our setting. These findings highlight the need to rec-
ognise the endoscopist as a potential second victim and to promote institu-
tional strategies for psychological support and prevention. In a field where 
technical precision is essential, our results emphasise that the emotional well-
being of the endoscopist is also a critical component of patient safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP535  Predictors of Technical Failure During ERCP 
for Malignant Biliary Strictures
Authors  Dendane Y1, Azarkan A1, Elmqaddem O2, Koulali H3, Kharrasse G4, 
Zazour A5, Ismaili Z6

Institutes  1  Department of Hepato-Gastroenterology, Mohammed VI 
University Hospital, Oujda, Morocco, Oujda, Morocco; 2  Department of 
Hepato-Gastroenterology, Mohammed VI University Hospital, Oujda, Oujda, 
Morocco; 3  Mohammed VI University Hospital, Hepato Gastro Enterology 
Unit, Oujda, Morocco, Oujda, Morocco; 4  Mohammed VI University Hôpital, 
Hepato Gastro Enterology Unit, Oujda, Morocco, Oujda, Morocco; 
5  Mohammed VI University Hospital Center, Digestive Disease Research 
Laboratory, Oujda, Morocco; 6  Oujda, Morocco
DOI  10.1055/s-0046-1821862
Aims  Technical failure in ERCP for malignant biliary strictures remains a major 
determinant of patient outcome and procedural quality. This study aimed to 
identify robust, real-life predictors of technical failure using universally availa-
ble anatomical and procedural variables, with the goal of guiding strategy in 
high-risk malignant obstruction.
Methods  All index ERCPs performed for malignant biliary obstruction (2017–
2023) were retrospectively reviewed. Technical failure was defined as the ina-
bility to achieve selective biliary cannulation or complete intended drainage. 
Candidate predictors included stricture level, intrahepatic duct dilation, com-
pleteness of cholangiogram, baseline bilirubin, and papillary anatomy. Inde-
pendent predictors were identified using multivariable logistic regression.
Results  Among 510 patients (mean age 66 ± 13 years; 51 % male), technical 
success was achieved in 94.8 %. Failures occurred predominantly in proximal or 
extensive hilar strictures. Incomplete cholangiogram was the strongest predic-
tor of technical failure (adjusted OR ≈ 7.5), followed by absence of intrahepat-
ic duct dilation (adjusted OR ≈ 5.8). Markedly elevated baseline bilirubin ( > 300 
µmol/L) was also associated with higher failure rates. Papillary distortion 
showed a weaker but consistent association.
Conclusions  Technical failure during malignant ERCP follows a reproducible 
anatomical pattern rather than procedural variability. Three high-risk features—
incomplete cholangiogram, non-dilated ducts, and severe cholestasis—char-
acterize nearly all failures and should prompt upfront adaptation of drainage 
strategy. Anticipating rather than managing failure aligns directly with ESGE 
quality principles and enhances the safety and effectiveness of malignant biliary 
drainage in routine practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

S636



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

eP536  Comparative Efficacy and Safety of Remima-
zolam Versus Propofol for Sedation in Gastrointesti-
nal Endoscopy: A Systematic Review and Meta-Anal-
ysis of 37 Randomized Controlled Trials
Authors  Hammad N1, Ahmed LY2, Ziad WE3, Aya MR4, Ahmed FY5, Amr RS6, 
Karim AK7, Basma MEK8, Mohamed NH9, Belal H10, Awad AA10

Institutes  1  Faculty of Medicine, University of Port Said, Port Said, Egypt; 
2  Faculty of Medicine, Al-Azhar University Damietta, Damietta, Egypt; 
3  Faculty of Medicine, Kafr El-Shaikh, Egypt; 4  Faculty of Medicine – 
Menofia University, Menoufia, Egypt; 5  Faculty of medicine, Damietta, 
Egypt; 6  Faculty of Medicine, Kafr Elsheikh Egypt; 7  Faculty Of Medicine 
– Tanta University, Tanta, Egypt; 8  Faculty of Medicine – Mansoura 
University, MANS, Egypt; 9  Misr University for Science & Technology, Giza, 
Egypt; 10  Faculty of Medicine Al-Azhar University, CAIRO, Egypt
DOI  10.1055/s-0046-1821863
Aims  The aim of this study was to systematically compare the efficacy and 
safety of remimazolam versus propofol for sedation in gastrointestinal endo-
scopic procedures by synthesizing evidence from randomized controlled trials. 
Specifically, the study sought to evaluate differences in induction and recovery 
profiles, procedural performance, patient and endoscopist satisfaction, and 
the incidence of adverse cardiopulmonary events.
Methods  A comprehensive search of PubMed, Web of Science, Scopus, 
Cochrane, and Embase was conducted from inception to January 2025. Rand-
omized controlled trials comparing remimazolam and propofol in adult patients 
undergoing endoscopy were included. Primary outcomes included induction 
time, total sedation time, sedation success, procedure time, recovery param-
eters, and satisfaction. Safety outcomes included hypotension, bradycardia, 
hypoxemia, respiratory depression, postoperative nausea/vomiting, injection 
pain, and body movement. Random-effects models, subgroup analyses, sen-
sitivity analyses, and meta-regression were performed.
Results  From 2,304 records, 37 randomized controlled trials involving 8,533 
patients met inclusion criteria. All studies were conducted in China or South 
Korea between 2020–2024. Risk of bias assessment showed 35 studies at low 
risk, one with some concerns, and one at high risk.
Induction time showed no overall difference between remimazolam and propo-
fol (MD 0.13 s; 95 % CI − 0.05 to 0.31), though subgroup analysis showed sig-
nificantly longer induction with remimazolam when MOAA/S = 1. Remimazolam 
was associated with shorter total sedation time (MD − 1.84 min; 95 % CI − 3.07 
to − 0.61). Sedation success, procedure time, time to discharge, time to recov-
ery, awake time, and endoscopist satisfaction showed no significant differenc-
es between drugs. Patient satisfaction slightly favored remimazolam (RR 1.06; 
95 % CI 1.00–1.11).
Safety outcomes consistently favored remimazolam, with significantly lower 
risks of hypotension (RR 0.42), bradycardia (RR 0.42), respiratory depression 
(RR 0.37), hypoxemia (RR 0.42), and injection pain (RR 0.11). No significant 
differences were found for postoperative nausea/vomiting or body movement. 
Subgroup analyses across gastroscopy, colonoscopy, and ERCP highlighted 
procedure-specific differences, with remimazolam demonstrating longer in-
duction time in gastroscopy and colonoscopy, but comparable performance in 
ERCP. Meta-regression showed age significantly modified induction time 
(P = 0.0239) but did not influence other outcomes.
Conclusions  Remimazolam provides a markedly safer sedation profile than 
propofol for GI endoscopy, with significantly reduced cardiopulmonary adverse 
events and comparable efficacy across most clinical endpoints. Although in-
duction may be slower, especially in certain procedures, remimazolam’s over-
all performance supports its integration into routine endoscopic sedation 
practice. Larger multicenter trials with standardized MOAA/S criteria and more 
diverse populations are needed to refine clinical recommendations.
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Aims  Complications after ERCP for malignant biliary obstruction remain an 
important determinant of safety and procedural quality. This study assessed 
the incidence, spectrum, and predictors of post-ERCP adverse events using 
universally available clinical and procedural variables.
Methods  All ERCPs for malignant biliary strictures (2017–2023) were retro-
spectively reviewed. Adverse events were defined according to ESGE criteria 
(pancreatitis, bleeding, perforation, cholangitis). Candidate predictors includ-
ed sphincterotomy, papillary morphology, intrahepatic duct dilatation, com-
pleteness of cholangiogram, and procedural success. Associations were eval-
uated using univariate and multivariable logistic regression.
Results  Among 510 patients (mean age 66 ± 13 years; 51 % male), overall com-
plication rate was 9.8 %. Pancreatitis was most frequent (5.6 %), followed by 
bleeding (2.5 %), cholangitis (1.3 %), and perforation (0.4 %). Minimal function-
al sphincterotomy showed a higher pancreatitis rate numerically (7.4 % vs 4.1 %) 
but without statistical significance. Abnormal papillary anatomy doubled over-
all complication risk (10.8 % vs 4.2 %, p = 0.02). Absence of intrahepatic duct 
dilatation and incomplete cholangiogram were also associated with increased 
complications (14.3 % vs 7.5 %, p = 0.03). On multivariable analysis, non-dilated 
ducts (adjusted OR 2.9, 95 % CI 1.1–7.6) remained the only independent pre-
dictor. No procedure-related mortality occurred.
Conclusions  Post-ERCP complications in malignant strictures follow repro-
ducible patterns rather than patient fragility. Papillary anatomy, ductal archi-
tecture, and opacification strategy—not the underlying malignancy—drive risk. 
Identifying non-dilated ducts and avoiding excessive contrast injection are key 
to improving safety. Tailored technique and anticipatory strategy align direct-
ly with ESGE quality principles and enhance the safety of malignant biliary 
drainage in routine practice.
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eP538  Stenosing Esophageal Involvement in 
Acquired Epidermolysis Bullosa
Authors  mahiou S1, Mitiche A2, Mahiou I3, Mahiou H4, Saoula H5

Institutes  1  CHU Lamine Debaghine, Bab El Oued, Algeria; 2  Chu lamine 
debaghine, bab el oued, algeria, algiers, Algeria; 3  Chu mustapha bacha, 
algiers, Algeria; 4  Chu lamine debaghine, bab el oued, algiers, Algeria; 
5  Chu lamine debaghine bab el oued, Algiers, Algeria
DOI  10.1055/s-0046-1821865

S637



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

Introduction  Acquired epidermolysis bullosa (AEB) is a rare autoimmune sub-
epidermal blistering disorder mediated by autoantibodies against type VII 
collagen. Mucosal lesions are frequent, but esophageal involvement remains 
exceptional. When present, it may cause progressive dysphagia linked to cica-
tricial strictures, with major nutritional impact and impaired quality of life.
Case Report  A 50-year-old man presented with bullous and post-bullous le-
sions on friction areas, associated with atrophic scarring and milia. Oral and 
nasal mucosal erosions were noted, with an 8-kg weight loss. Histopathology 
showed a subepidermal blister; direct immunofluorescence revealed linear IgG/
C3 at the dermo-epidermal junction. ELISA demonstrated markedly elevated 
anti–type VII collagen antibodies and marginal anti-envoplakin positivity.Cor-
ticosteroids (0.5 mg/kg/day) were ineffective. Dapsone (100 mg/day) produced 
partial cutaneous improvement only. Endoscopy revealed a 7-cm circumferen-
tial mid-esophageal ulceration. Cyclosporine (3 mg/kg/day) induced transient 
improvement followed by progressive dysphagia.Repeat endoscopy showed 
an ulcerated cervical stricture with extensive mucosal detachment. Balloon 
dilation combined with high-dose corticosteroids and IVIG restored swallowing, 
improved weight, and prevented recurrence despite persistent mucosal fragil-
ity. Rituximab was subsequently initiated [1–3].
Discussion  Esophageal involvement in AEB, although rare, represents a severe 
mucosal manifestation. Blistering, ulceration, and fibrotic strictures may occur, 
and endoscopy—while essential—is technically hazardous due to high mucosal 
fragility. Conventional therapies frequently fail to control severe mucosal dis-
ease. Endoscopic dilation is often required but carries procedural risks.Recent 
literature supports IVIG and rituximab as effective options in severe, refractory 
AEB, including stenosing esophageal forms, with favorable tolerance profiles.
Conclusion  Esophageal AEB necessitates individualized, multidisciplinary 
management. Biologic therapies offer promising perspectives for refractory 
and stenosing mucosal disease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Endovascular angiography (EA) and transcatheter arterial em-
bolization (TAE) are diagnostic and therapeutic procedures indicated in the 
management of selected gastrointestinal bleedings, particularly in hemody-
namically unstable patients or when endoscopy is ineffective or unable to lo-
calize the bleeding source. Although it is a minimally invasive and generally safe 
technique, it is not exempt from complications, including intestinal ischemia.
Case Report  A 78-year-old man with a history of ischemic heart disease was 
admitted to the hospital due to episodes of hematochezia without initial ana-
lytical impact. An abdominal CT scan revealed only diverticulosis. During hos-
pitalization, rectal bleeding recurred with hemodynamic instability and anemia, 
requiring transfusion of up to eight red blood cell units. Upper endoscopy 

showed no abnormalities, and colonoscopy revealed abundant fresh blood 
without an identifiable source. CT angiography demonstrated an arterial bleed-
ing focus in the hepatic flexure. Arteriography with embolization of three ar-
terial branches from the ascending branch of the right colic artery was per-
formed, achieving a significant reduction in blood flow. After 48 hours, new 
bleeding and anemia occurred. Repeat colonoscopy identified a pale mucosa 
with a fibrin-covered ulcer located at the hepatic flexure, likely secondary to 
post-embolization ischemia. The patient improved with conservative manage-
ment, achieving clinical and analytical stability, with no further bleeding epi-
sodes [1–3].
Discussion  Transcatheter arterial embolization is an effective and minimally 
invasive therapy for lower gastrointestinal bleeding, especially when endoscop-
ic management fails. Although modern super-selective techniques have re-
duced complications, intestinal ischemia remains the main risk. A decrease in 
local blood flow may lead to mucosal damage, manifesting as ulcers or, rarely, 
necrosis or perforation. The hepatic flexure is particularly vulnerable due to its 
watershed vascular supply, which explains the ischemic ulcer observed in this 
patient. Early endoscopic reassessment is essential when rebleeding occurs, 
allowing prompt diagnosis and conservative management in most cases. This 
case highlights the importance of clinical vigilance after embolization to ensure 
timely recognition of ischemic injury and prevent severe outcomes.
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Aims  In settings where metallic stents are rarely available, plastic stents remain 
widely used for malignant biliary obstruction. This study evaluated real-life 
technical and clinical outcomes of plastic stent drainage in a Moroccan tertiary 
center and assessed predictors of early reintervention.
Methods  All index ERCPs with plastic stent placement for malignant biliary 
strictures (2017–2023) were retrospectively reviewed. Technical success was 
defined as successful cannulation and stent deployment across the stricture 
with adequate drainage. Clinical success at one month required symptomatic 
improvement and ≥ 50 % bilirubin reduction when available. Data included de-
mographics, stricture level, papillary anatomy, and prior drainage. Outcomes 
were technical/clinical success, early ERCP-related adverse events, and need 
for repeat ERCP due to stent dysfunction. Logistic regression explored predic-
tors of reintervention.

S638



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Results  A total of 510 patients were analyzed (mean age 66 ± 13 years; 51 % 
male). Technical success reached 99 %, with effective drainage in nearly all cas-
es. Clinical success at one month was 80 %, consistent with ESGE benchmarks. 
Early adverse events occurred in 8 %, mainly mild pancreatitis (5 %) and limited 
post-sphincterotomy bleeding (2 %); perforations were rare ( < 1 %). Repeat 
ERCP was required in 11 %, predominantly due to stent occlusion or migration. 
No independent predictors of early reintervention were identified
Conclusions  In the absence of metallic stents, plastic stents achieve excellent 
technical success, reliable early clinical improvement, and an acceptable safe-
ty profile in malignant biliary obstruction. These real-life results highlight that 
high-quality biliary drainage can be delivered in resource-limited centers while 
aligning with ESGE quality indicators. Plastic stents remain a pragmatic, cost-ef-
fective solution when SEMS availability is restricted.
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Introduction:  Whipple’s disease is a rare, chronic multisystemic infection 
caused by Tropheryma whipplei, a Gram-positive bacillus. Its low prevalence and 
non-specific presentation lead to diagnostic delay, although early treatment is 
essential as the disease can be fatal.
Case Report:  A 40-year-old man with no relevant medical history was admit-
ted to the rheumatology department for axial and peripheral arthralgias of 
3-year duration. He developed acute-onset diarrhea lasting less than one week, 
without pathological products. He reported constitutional symptoms, includ-
ing 5-kg weight loss over the previous year, asthenia, fever, and cervical lym-
phadenopathy. Laboratory tests indicated malabsorption with iron-deficiency 
anemia, hypoproteinemia, and low vitamin D, along with elevated acute-phase 
reactants. Upper and lower endoscopy revealed only mild, non-specific erythe-
ma in the duodenum and distal ileum. Capsule endoscopy (CE) demonstrated 
marked villous atrophy, multiple ulcerations, and whitish infiltrates—more 
prominent in the proximal small bowel—suggestive of lymphangiectasia. Ter-
minal ileum biopsies showed periodic acid–Schiff (PAS)-positive foamy mac-
rophages. Based on CE findings and histology, treatment with intravenous 
ceftriaxone 2 g daily for 14 days was initiated. Extraintestinal involvement was 
excluded by transthoracic echocardiography and cerebrospinal fluid polymer-
ase chain reaction (PCR). Stool PCR for T. whipplei was positive. The patient then 
received oral trimethoprim–sulfamethoxazole 800/160 mg every 12 hours for 
one year, with significant clinical improvement.
Discussion:  Whipple’s disease is caused by T. whipplei, a ubiquitous actinomycete 
with an incidence of 1–3 cases per 1,000,000, occurring mainly in predisposed 
individuals. Its clinical course is typically long-standing and non-specific, mimicking 
several rheumatologic conditions. The onset of gastrointestinal symptoms increas-
es diagnostic specificity. Neurological involvement is associated with poorer prog-
nosis. Diagnosis relies on identifying PAS-positive foamy macrophages in affected 
tissue or detecting the microorganism by PCR in stool, urine, or cerebrospinal 
fluid. The intestinal mucosa may appear normal on endoscopy in up to 30 % of 
cases, and PCR can yield false positives. Immunohistochemistry is not universally 
available. In this case, CE was decisive in guiding the diagnosis by identifying char-
acteristic patterns—villous atrophy, edema, lymphangiectasia, and denuded mu-
cosa with petechiae—previously reported in other cases. CE also avoided the need 
for deep enteroscopy. Antibiotic therapy leads to clinical improvement within 
weeks, but long-term follow-up is required to prevent relapse. CE may represent 
a valuable non-invasive tool for disease monitoring. Given the limited literature, 
additional CE-based case reports may improve recognition of this rare entity.
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Aims  Malignant Hilar Biliary Obstruction (MHBO) is caused by a variety of ma-
lignancies and patients often present with jaundice, necessitating biliary drain-
age. Endoscopic retrograde cholangiopancreatography (ERCP) is typically 
performed however this can be technically challenging in MHBO. We aim to 
present the characteristics and outcomes of patients who underwent ERCP for 
MHBO at Leeds Teaching Hospital Trust, a tertiary institution.
Methods  Patients were identified from a prospectively maintained database 
of patients who underwent ERCP between November 2014 and December 
2023. All those diagnosed with MHBO during this period were included. Ret-
rospective analysis of electronic patient records was performed.
Results  228 patients underwent ERCP for MHBO. 51.8 % (n = 118) were male 
and 48.2 % (n = 110) were female. The mean age was 68 years old (SD ± 13.2), 
and the median follow-up period was 89.5 days (IQR 38.5-248.75). The com-
monest aetiology was cholangiocarcinoma in 58.0 % of patients (n = 130), fol-
lowed by colorectal metastasis in 12.1 % (n = 27), gallbladder cancer in 8.0 % 
(n = 18) and hepatocellular carcinoma in 4.9 % (n = 11).
Technical success of ERCP, defined as successful placement of stents into the 
intended ducts, was achieved in 82.1 % of patients (n = 184); 68.5 % (n = 126) 
of which had metal stents and 28.8 % (n = 53) had plastic stents inserted. 5 
patients had both plastic and metal stents inserted. Of the 40 patients who did 
not achieve technical success, 23 underwent further biliary intervention with-
in 30 days (17 percutaneous transhepatic cholangiograms (PTC) and 6 repeat 
ERCP).
Clinical success, defined as reduction of pre-procedural bilirubin to ≤ 50 % with-
in 30 days, was achieved in 57.5 % of patients (n = 107); 68.2 % (n = 73) of which 
had metal stents and 28.0 % (n = 30) had plastic stents inserted. 4 patients had 
both plastic and metal stents inserted. Of the 79 who did not achieve clinical 
success, 30 patients underwent further biliary re-intervention within 30 days 
(16 repeat ERCP and 14 PTC).
The post-procedural adverse event rate was 35.6 % (n = 79). Cholangitis oc-
curred in 23.2 % (n = 51), pancreatitis in 10.5 % (n = 23), perforation in 0.9 % 
(n = 2) and liver abscess in 0.45 % (n = 1). 31 patients had multiple adverse 
events. The 30-day mortality rate was 16.1 % (n = 36); 21 patients died due to 
disease progression and 10 due to post-operative complications, of which chol-
angitis (n = 6) was most frequent.
Of the 94 patients who were deemed technically surgically operable at time of 
index ERCP, 29.8 % (n = 28) went on to have surgical intervention, with 19.2 % 
(n = 18) having successful curative resection. Surgical resection did not occur 
in 80.8 % of patients due to inoperable disease identified during work up 
(n = 34), poor surgical fitness (n = 19), disease progression (n = 10), periopera-
tive finding of metastatic disease (n = 9), patient declined (n = 1) and failed 
portal vein embolization (n = 1). The median time from index ERCP to surgical 
resection was 76 days (IQR 42-137).
Conclusions  Cholangiocarcinoma represented the majority of patients with 
MHBO requiring ERCP. Post ERCP adverse events occurred in just over a third 
of patients, although 30-day mortality was largely due to disease progression, 
indicating a need for better patient selection for a high-risk intervention. Only 
a small proportion of patients progressed to surgical resection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In many low- and middle-resource settings, unsedated colonoscopy re-
mains widely practiced due to limited access to anesthetic support, cost con-
straints, and overloaded endoscopy units. Although safe and feasible, the 
procedure is often perceived as uncomfortable and anxiety-provoking, which 
may reduce patient adherence to surveillance programs. Virtual reality (VR) 
has emerged as a simple, low-cost, and scalable non-pharmacological tool that 
may enhance patient experience during endoscopic procedures. The aim of 
our study is to assess whether VR distraction can improve comfort, reduce pain 
and anxiety, and increase patient satisfaction during unsedated colonoscopy.
Methods  Adult patients undergoing elective unsedated colonoscopy at our 
department , were invited to participate. Participants were randomized either 
to receive VR immersion during the procedure or to standard care. A low-cost 
VR headset displaying 20-minute immersive tropical landscape sequences with 
low-volume audio was used. Exclusion criteria included cognitive impairment, 
visual/hearing deficits, balance disorders, epilepsy, or limited language abili-
ties.Outcomes were evaluated at four time points using validated tools: Anxi-
ety: State-Trait Anxiety Inventory (STAI), pre/post – Pain: Numeric Rating Scale 
(NRS) – Comfort: Gloucester 5-point scale- Satisfaction: Net Promoter Score 
(NPS) and willingness-to-return Procedural metrics included cecal intubation 
rate, cecal intubation time, and total procedure duration.
Results  Of 40 invited patients, 32 consented; 24 were analyzed (VR: n = 12; 
control: n = 12). Baseline characteristics were similar between groups.
Technical success: 100 % cecal intubation in both groups.
Cecal intubation time: shorter in the VR group (median 12 min vs 15 min), al-
though not statistically significant.
Pain: lower expression in VR patients, without significant difference.
Comfort: higher in the VR group, with 64 % reporting good comfort vs 42 % in 
controls.
Anxiety: significantly reduced after the procedure in VR patients compared 
with controls.
Satisfaction: higher with VR (NPS 85.7 % vs 50 %).No VR-related adverse events 
occurred, and all VR participants completed the procedure wearing the head-
set and rated the experience as positive.
Conclusions  In a real-world setting where unsedated colonoscopy remains 
common due to resource limitations, VR proves to be a safe, inexpensive, and 
highly acceptable tool to improve patient comfort and reduce anxiety. While 
this pilot experience does not compromise procedural performance, it offers 
an innovative, scalable strategy to enhance patient experience and could sup-
port broader adoption of unsedated colonoscopy in similar healthcare systems. 
Larger studies are warranted to confirm these findings.
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Aims  Minimally invasive endoscopic techniques have been proposed in recent 
years for non-medical symptom control in patients with gastroesophageal re-

flux disease (GERD). Anti-reflux mucosal resection (ARMS) and ablation (ARMA) 
involve resection or ablation of the mucosa at the cardia to induce scar retrac-
tion at the esophagogastric junction (EGJ), with the aim of tightening the flap 
valve. Various technical variations have been described to optimize the tech-
nique. To date, their efficacy has been demonstrated in numerous reports and 
a few meta-analyses.
Methods  Between March 2023 and November 2025, patients on long-term 
proton pump inhibitor (PPI) therapy for diagnosed GERD were enrolled at our 
institution. The technique consists in ablation of the cardiac mucosa for 3 cm 
on the gastric side and along the Z-line, sparing 25 % of the mucosa at the 
greater curvature. We chose to include the Z-line in the ablation area (ARMA-Z), 
hypothesizing that this approach may reduce acid sensitivity by improving 
mucosal integrity and restoring the impaired esophageal barrier function in 
GERD. Ablation was performed in the retroflex position using an Argon Plasma 
Coagulation probe (Forced APC, effect 2, 40W). A submucosal bleb was first 
created by injecting saline mixed with methylene blue along the EGJ. Clinical 
and endoscopic data were collected at baseline and at follow-up (3, 6, and 12 
months). The primary outcome was subjective symptom improvement; sec-
ondary outcomes included changes in flap valve grade and and rates of PPI 
discontinuation.
Results  A total of 15 patients underwent ARMA-Z (8 women, mean age 57 ± 4.4 
years). All had a long history of typical symptoms and 7 also reported pharyn-
go-laringeal symptoms. All showed positive 24-hour pH-impedance monitor-
ing with significant symptom correlation. High-resolution manometry ruled 
out major motility disorders. All patients had experienced satisfactory symptom 
control on standard-dose PPIs but relapsed rapidly after withdrawal (PPI-de-
pendent). One patient experienced medication-related side effects. Technical 
success was achieved in 100 % of cases, with no immediate adverse events. 
Follow-up data are available for 12 patients. All patients reported symptomat-
ic improvement at 3 months and all subsequent follow-ups, with 58 % achieving 
complete remission. At 6 months, 8 patients (67 %) discontinued PPI therapy 
and 1 (8 %) reduced the dose; the remaining 25 % continued on standard dose. 
Among patients who discontinued PPI, 75 % remained off medication at 12 
months follow-up, while 25 % required short courses of therapy for occasional 
symptoms. Upper endoscopy confirmed improvement in flap valve morphol-
ogy, with all patients achieving Hill grade 1. No transient stenosis or significant 
dysphagia was observed.
Conclusions  Our preliminary findings demonstrate promising results in GERD 
symptom control through mechanical strengthening of the flap valve and de-
sensitization of the Z-line. Compared with similar techniques, ARMA-Z appears 
to have a safer profile, is easier to perform, and is cost-effective. If longer fol-
low-up and objective testing in larger cohort studies confirm these results, 
ARMA-Z could become a game changer for GERD patients with persistent trou-
blesome symptoms requirinbg long-term medical therapy or those experienc-
ing adverse drug reactions.
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Aims  Biliary anastomotic strictures (BAS) are the most common biliary com-
plication following orthotopic liver transplantation (OLT) with duct-to-duct 
anastomosis, occurring in up to 25 % of cases [1]. Endoscopic plastic multistent-
ing (EPM), with [2] or without [3] previous stent exchange, is the first-line treat-
ment for post-OLT BAS [4].While most patients respond favorably, a significant 
proportion fail EPM and require percutaneous transhepatic biliary drainage 
(PTBD) or surgical revision [5]. This study aims to determine the incidence of 
BAS in a high-volume transplant center, the effectiveness and safety of EPM 
without stent exchange and of PTBD in ERCP-failure patients.
Methods  This retrospective single-center cohort study included all adult pa-
tients who developed BAS after OLT and completed a 6-months biochemical 
and radiological follow-up after completion of the EPM or PTBD treatment 
protocol.Clinical, biochemical, radiological, and procedural data were system-
atically collected.The EPM group included patients who completed ERCP treat-
ment protocol as previously described by Tarantino et al., i.e. ERCP scheduled 
every 3 months, up to 1 year, with endoscopic dilation plus sequential plastic 
stents across the narrowing without removing the previous stents. The PTBD 
group included any ERCP failure patients receiving a 2-step PTBD with metal 
stenting to be removed 4-6 later via ERCP.The primary endpoint was the clinical 
success defined by biochemical and radiological resolution at six months fol-
low-up. EPM or PTBD with a clear radiological success in patients with biochem-
ical alterations secondary to chronic rejection or hepatocarcinoma recurrence 
were classified clinically successful on a case-by-case basis with a multidiscipli-
nary judgment.
Results  Between January 2017 and April 2024, 43 BAS were identified among 
348 OLT, corresponding to an overall incidence of 12.4 %.
Among these, 33 entered the EPM group and 10 the PTBD group.Baseline char-
acteristics were comparable in the EPM and the PTBD group: median age at 
first ERCP 58.9 years (52.6–63.6) vs 59.1 years (57.2–62.8), male sex 79 % vs 
60 %, Kehr T-tube placement 48 % vs 30 %, respectively.
Pre-procedural imaging identified a clear BAS in 73 % of cases within the EPM 
group and in all PTBD cases (p = 0.089); consistently, upstream biliary dilatation 
was slightly more frequent in the PTBD cohort (100 % vs 67 %, p = 0.043). Biliary 
stones or sludge were found in 15 % vs 10 % (p = 1.00). Median follow-up fol-
lowing EPM and PTBD was 21.6 and 34.6 months (p = 0.24).
In the EPM group, the biochemical, radiological and clinical success at 6-months 
follow-up was achieved in 93.5 %, 96.0 %, and 90.9 % respectively. Only one late 
BAS recurrence (3.0 %) occurred 4.2 months after a successful EPM and was 
conservatively treated with additional ERCP plus balloon dilation. Adverse 
events included stent migration in 8 patients (24 %), cholangitis in 9 (27 %), 
fever in 10 (30 %), and transient abdominal pain in 7 (21 %).
In the PTBD group, biochemical, radiological and clinical success at 6-month 
follow-up were achieved in 20.0 %, 30.0 % and 30.0 % of patients, respectively, 
all markedly inferior to the ERCP group (p < 0.01). BAS recurrence occurred in 
2/10 PTBD patients (20.0 %) compared with 1/33 in the ERCP cohort (3.0 %). In 
the PTBD group, 3 patients (30 %) ultimately required re-transplant and 2 (20 %) 
underwent hepaticojejunostomy because of persistent or recurrent biliary 
complications.
Conclusions  In this eight-year experience, the incidence of BAS after OLT was 
12.4 %, consistent with international benchmarks. EPM has excellent effective-
ness and long-term outcomes, with > 90 % clinical success and sporadic late 
recurrence. PTBD was a rescue treatment to prevent surgical anastomotic re-
vision or re-transplant successful only in a proportion of patients with failed 
EPM, reflecting the higher intrinsic complexity of ERCP-refractory post-OLT 
BAS. These findings confirm the strategy of sequential EPM without stent ex-
change as a robust first-line therapy and highlight the importance of early 

identification of ERCP-failure to optimize therapeutic sequencing in post-OLT 
biliary complications.
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Background:A 40-year-old woman with a 15-year history of extrahepatic por-
tal vein obstruction (EHPVO) presented with jaundice and pancreatic-type of 
pain. Magnetic Resonance Cholangiopancreatography(MRCP) revealed portal 
cavernoma, lienorenal collaterals, and multiple small choledocholithiasis. Mild 
acute pancreatitis was also noted [1–3].
Objectives:

▪▪ To highlight the challenges and caution needed while attempting ERCP in 
patients with portal cavernoma cholangiopathy (PCC)

▪▪ To evaluate the utility of peri-procedural somatostatin infusion in 
preventing haemobilia

▪▪ To assess the role of fully covered self-expanding metal stents (FCSEMS) in 
managing biliary stricture with concurrent choledocholithiasis

Methods and Treatment:  Endoscopic Ultrasound revealed multiple vascular 
channels obscuring the lower CBD. Endoscopic Retrograde Cholangiopancre-
atography(ERCP) done which showed filling defects and distal CBD narrowing. 
After small sphincterotomy no obvious bleed seen. Hence, decision taken to 
do balloon dilatation of papilla, however massive haemobilia occurred, neces-
sitating urgent plastic stent placement. This stent became clogged within three 
days due to haemobilia. A repeat ERCP was planned with prophylactic somato-
statin infusion. The stent was removed, and a 10 × 60 mm FCSEMS was placed 
under somatostatin cover and no repeat episode of haemobilia happened.
Outcome:  Six weeks later, the FCSEMS was removed uneventfully under cov-
er of somatostatin infusion. No residual stones or bleeding were observed. The 
patient remained asymptomatic at four weeks follow-up.
Discussion:  PCC poses unique therapeutic challenges due to vascular altera-
tions around the bile duct. ERCP can be hazardous, with haemobilia being a 
major complication. Peri-procedural somatostatin may reduce bleeding risk. 
FCSEMS offers stricture dilatation, salvage bleeding, and facilitates spontane-
ous passage of stones.
Conclusion:  In patients with PCC, ERCP should be approached with caution 
and planning. Somatostatin infusion and FCSEMS can enhance safety and effi-
cacy in complex biliary interventions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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imaging and their implication in improving colonic 
adenoma detection
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Aims  Detection and removal of colonic adenomas is a cornerstone in the pre-
vention of colorectal carcinoma. However, a significant portion of adenomas 
remain undetected during index colonoscopy, that could lead to interval car-
cinoma. Many factors play a role, including patient characteristics, bowel prepa-
ration, investigator experience, and the technical features of the colonoscopy 
device. This study aimed to evaluate whether a new introduced advanced en-
doscopic system featuring ultra–high-resolution imaging fulfils the required 
adenoma detection rate in a real-world setting at a tertiary care hospital in 
Germany.
Methods  Fifty consecutive patients undergoing screening colonoscopy be-
tween May 2025 and October 2025 were examined using the new AOHUA 
AQ-300 4K UHD Endoscopy System. All examinations were performed with 
high-definition white-light endoscopy followed by virtual chromoendoscopy. 
The system was launched in 2022 as one of the first 4K ultra-high-definition 
imaging system with a 4K display and 4K processor. There are four virtual chro-
moendoscopy modes, enabled by a 5-LED light source, which significantly 
improves image brightness. In our study we used only one of the integrated 
CBI modes.
The patient population was highly heterogeneous, aiming to reproduce a re-
al-world scenario of colorectal carcinoma screening. The reasons for hospi-
tal-based screening included incomplete colonoscopy in an ambulatory setting 
or comorbidities with a high risk of periprocedural complications. The study 
population included 20 female and 30 male patients, with a mean age of 65 
years. Bowel preparation was performed using a standard polyethylene glycol 
(PEG) formula, and the quality of bowel preparation was documented using 
standardised scale. Terminal ileum could not be reached in only one of the 
fifty patients. All colonoscopies were performed by the same experienced in-
vestigator.
Results  Out of the 50 patients we screened, adenomas were detected in 20, 
corresponding to an adenoma detection rate (ADR) of 40 % in our study popu-
lation. In all patients with detected lesions, we used CBI to predict if a lesion is 
dysplastic or not. We detected altogether 56 lesions. Each lesion was endo-
scopically removed and histologically examined. Of the 44 lesions predicted as 
dysplastic, dysplasia was confirmed in 28. Of the 12 lesions predicted as 
non-dysplastic, 8 lesions were histologically confirmed as non-dysplastic. The 
virtual chromoendoscopy mode CBI demonstrated a sensitivity of 87 % and the 
negative predictive value (NPV) in our cohort was 66 %.
Conclusions  With these results, the ADR in our study was higher than the 
average reported in Germany, suggesting a potential improvement in patient 
outcomes. The diagnostic performance of the evaluated CBI mode in predict-
ing dysplasia was moderate.

The primary focus of this first study using the new AOHUA AQ-300 4K UHD 
Endoscopy System was the adenoma detection rate (ADR), as current Europe-
an guidelines recommend only the routine use of high-definition white-light 
endoscopy systems in this population. Whether the additional application of 
chromoendoscopy, and moreover the use of all four available chromoendos-
copy modes, could further enhance diagnostic accuracy warrants investigation 
in future studies with a larger cohort.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Eosinophilic oesophagitis (EoE) is a chronic immune-mediated oesoph-
ageal disease requiring long-term anti-inflammatory therapy [1]. Budesonide 
orodispersible tablets (BOT) are licensed for induction and maintenance treat-
ment [2], although real-world induction outcomes are more variable. The pop-
ulation-based DanEoE cohort reported 48 % histological, 57 % clinical and 39 % 
combined remission after induction [3], illustrating the challenge of achieving 
stable disease control outside trial conditions. In the UK, maintenance prescrib-
ing policies vary geographically, leading many patients to choose a once-daily 
1 mg regimen after induction to avoid treatment breaks. However, evidence 
for the effectiveness of this regimen is limited.
This study aims to evaluate the real-world effectiveness of once-daily orodis-
persible budesonide 1 mg as maintenance therapy in adult EoE patients.
Methods  We conducted a single-centre prospective observational cohort 
study, over 25 months (Oct 2023–Nov 2025), of adults with confirmed EoE who 
achieved histological remission < 15 eosinophils / high powered field (phpf) 
following induction BOT, and chose to take 1 mg once-daily maintenance. Dis-
ease activity was assessed using endoscopy and/or capsule sponge test (Endo-
sign) with EREFS scoring, histology (peak eosinophil count phpf). Symptoms 
were documented using the Dysphagia Symptom Questionnaire (DSQ) and 
direct symptom enquiry. Primary endpoints were histological and clinico-his-
tological remission. Secondary endpoints included DSQ outcomes and pheno-
type-based comparisons.
Results  30 patients commenced once-daily 1 mg maintenance therapy (me-
dian age 46 years, IQR 32–58; 57 % male). The median duration of maintenance 
treatment before reassessment was 17.9 weeks (IQR 12.3–35.6).
Of these, 29/30 (96.7 %) patients underwent gastroscopy, and 20/30 (66.7 %) 
had same-day capsule sponge sampling; 1/30 (3.3 %) had capsule sponge only. 
Using the highest peak eosinophil count across gastroscopy and capsule 
sponge, 25/30 (83.3 %) were in histological remission and 5/30 (16.7 %) had 
active inflammation. Clinical remission occurred in 26/30 (86.7 %) patients. 
Clinical remission occurred in 26/30 (86.7 %). DSQ scores were available for 
23/30 (76.7 %), of whom 14/23 (60.9 %) had a DSQ score of 0. Clinico-histolog-
ical remission occurred in 23/30 (76.7 %).
Among the 29 gastroscopy patients, 16/29 (55.2 %) had fibrostenotic disease 
and 12/29 (41.4 %) had inflammatory-only disease. Histological remission oc-
curred in 13/16 (81.3 %) fibrostenotic patients vs 11/12 (91.7 %) inflammatory 
patients (Fisher p = 0.61). Clinical remission occurred in 13/16 (81.3 %) vs 11/12 
(91.7 %) (p = 0.61). Clinico-histological remission occurred in 11/16 (68.8 %) vs 
10/12 (83.3 %) (p = 0.66). Median treatment duration did not differ significant-
ly between phenotypes (p = 0.35).
Conclusions  In this real-world cohort once-daily 1mg BOT maintained remis-
sion with similar or better efficacy to reported series using twice daily dosing. 
These findings support dose de-escalation after induction therapy to a once 
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daily 1mg regime which may be easier to implement. They also demonstrate 
the previously reported use of capsule sponge sampling in monitoring EoE. 
Larger studies with extended follow-up are needed to confirm these findings 
but this study supports current pragmatic clinical practice. Additionally, once 
daily treatment may also improve compliance and be more financially accept-
able.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Cholangioscopy is an important tool, adjunctive to endoscopic retro-
grade cholangiopancreatography (ERCP),for cases that cannot otherwise be 
adequately evaluated or treated. Both single-operator peroral cholangioscopy 
(SOC) and percutaneous transhepatic cholangioscopy are available in our 
center. Our aim is to describe our experience with cholangioscopy, including 
safety and efficacy across various indications
Methods  We retrospectively collected data from patients who underwent 
cholangioscopy from 2023 to 2025 and recorded demographics, medical his-
tory, ERCP–cholangioscopy procedure details (description–video–images), 
and complications such as cholangitis, pancreatitis, perforation, or bleeding 
that prolonged hospitalization for > 2 days.
Results  A total of 24 patients were included. Their mean age was 66.2 ± 11.6 
years, and 10/24 (42 %) were women. Fifteen patients (62.5 %) had undergone 
a prior ERCP. Difficult choledocholithiasis was the indication in 6 procedures 
(20.8 %); in 5/6, ERCP had previously failed to clear the common bile duct (CBD), 
which had a diameter > 20 mm. In cholangioscopy procedures for choledocho-
lithiasis, electrohydraulic lithotripsy was performed, and in 3 of these cases 
multiple balloon trawls and basket stone retrievals were also carried out. In the 
remaining 18/24 cases, the indication was indeterminate biliary strictures. 
Three cases were approached percutaneously via a transhepatic route due to 
altered anatomy, and three involved anastomotic strictures in liver-transplant 
recipients. Sphincteroplasty was required in 7/24 patients (29 %), and biliary 
stents were placed in 20/24 (83 %). Complications occurred in 9/24 (37.5 %) 
patients, while the median length of hospitalization after cholangioscopy was 
2 (IQR 3) days. Age, sex, sphincteroplasty, stent placement, prior ERCP, or the 
indication for cholangioscopy were not significantly associated with the devel-
opment of complications (P > 0.620).
Conclusions  Cholangioscopy is an effective procedure with acceptable safety, 
which can assist in the diagnostic evaluation and management of challenging 
biliary cases in clinical practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The aim of this study was to describe the clinical and evolutionary fea-
tures of patients presenting with biliary involvement of hydatid cysts.
Methods  We conducted a retrospective descriptive study in the Hepato-Gas-
troenterology and endoscopy department , from January 2019 to July 2025. 
Were incuded all patients admitted for biliary dilatation secondary to hepatic 
cystic echinococcosis and managed by endoscopic drainage.
Results  Eleven patients were hospitalized for hydatid cysts complicated by 
biliary fistulization. The mean age was 44.6 years (range: 22–79), with a marked 
female predominance (female-to-male ratio: 4.5).Clinically, 7 patients (64 %) 
presented with acute cholangitis, 2 cases were incidentally discovered, and 2 
patients reported right upper quadrant pain.
Hydatid serology was positive in 7 patients (64 %). Leukocytosis was observed 
in 9 patients (82 %), associated with elevated CRP levels in 10 patients (90 %).
Cyst localization was as follows: the left hepatic lobe in 6 patients (54 %), the 
right lobe in 2 patients (18 %), and bilobar involvement in 3 patients (28 %).Two 
patients (19 %) had cysts larger than 10 cm, six (54 %) had cysts between 5 and 
10 cm, and three (27 %) had cysts smaller than 5 cm.WHO-IWGE staging was: 
CE2 in 5 patients (45 %), CE1 in 1 patient (9 %), CE4 in 1 patient (9 %), and CE5 
in 1 patient (9 %). All patients (100 %) presented with biliary dilatation and un-
derwent endoscopic sphincterotomy with successful extraction of hydatid 
material. No post-procedural complications were noted, and no morbi-mor-
tality was noted.
Conclusions  Biliary fistulization represents the most common complication 
of hepatic hydatid disease. Endoscopic treatment is effective and safe. In our 
series, left-lobe localization and cyst diameter greater than 5 cm were the most 
frequent characteristics of those patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colonoscopy is the gold standard for colorectal cancer screening, yet up 
to one-third of adenomas may remain undetected due to limited mucosal vis-
ibility, particularly in hidden areas such as the sigmoid colon and caecum. En-
docuff Vision (EC), an add-on device with flexible projections designed to flat-
ten colonic folds, has emerged as a promising tool to improve mucosal exposure 
and optimize detection rates. The aim of this study is to evaluate whether the 
use of Endocuff Vision enhances polyp and adenoma detection compared with 
standard colonoscopy.
Methods  A prospective randomized study was conducted in the our Depart-
ment of CHU Mohammed. Twenty-five patients undergoing colorectal adeno-
ma screening were enrolled. All underwent standard colonoscopy with or 
without EC assistance. Outcomes included polyp detection rate (PDR), adeno-
ma detection rate (ADR), number of polyps per patient, segmental lesion dis-
tribution, and safety. Statistical analysis was performed to compare both 
groups.
Results  The EC group demonstrated a 63 % higher number of polyps detected 
per patient compared with standard colonoscopy [2.00 (IQR 1.00–4.00) vs 1.00 
(IQR 1.00–2.25), p < 0.0001]. PDR improved by 14 % with EC assistance (56 % 
vs 42 %, p = 0.001).Significant superiority was observed for polyps < 1 cm in the 
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sigmoid colon (p = 0.001) and caecum (p = 0.002).ADR increased by 86 % in the 
EC group (p = 0.002).No major complications occurred in either group.
Conclusions  Endocuff Vision significantly improves both polyp and adenoma 
detection, particularly in anatomically challenging segments. The device is safe, 
feasible, and easy to integrate into routine practice. Its adoption may enhance 
the effectiveness of colorectal cancer screening programs by reducing missed 
lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To determine the incidence and characterise contributory risk factors 
for post-ERCP pancreatitis (PEP) in patients undergoing metallic biliary stent 
placement at a UK tertiary hepatopancreatobiliary centre [1, 2].
Methods  A retrospective review was undertaken of 217 adult patients under-
going ERCP with biliary stent placement between January 2023 and April 2025. 
Stents comprised fully covered self-expandable metallic stents (FcSEMS) and 
uncovered SEMS (UnSEMS). Patients were observed for 20 days following ERCP. 
Post-ERCP pancreatitis (PEP) was defined in accordance with the revised Atlan-
ta criteria and ESGE guidelines.
Results  Post-ERCP pancreatitis (PEP) occurred in 7.83 % (17/217) of patients. 
The cohort demonstrated a male predominance, with mean age 78.7 years. 
Prophylaxis with NSAIDs or GTN was administered in all cases. Distribution was 
comparable between fully covered SEMS (8/17) and uncovered SEMS (9/17).
Indications were dominated by complex proximal malignant strictures 76.5 % 
(13/17), with distal strictures 17.6 % (3/17) and Mirizzi syndrome 5.9 %. Proce-
dural complexity was notable: prolonged duration > 15 minutes in 76.5 %, dif-
ficult cannulation in 35.3 % , pancreatic duct cannulation with contrast injection 
in 41.2 % , and trainee involvement in 52.9 % of the cases.
Mortality within three months of PEP was 0.51 % (1/197).
Conclusions  Post-ERCP pancreatitis (PEP) was observed in 7.83 % of patients 
undergoing metallic biliary stent placement. A distinct male predominance 
was noted. Risk was heightened by metallic stents, pancreatic duct manipula-
tion, and procedural complexity. Prophylaxis was near-universal, yet procedur-
al factors remained decisive. Prolonged duration, PD cannulation, and trainee 
involvement were prominent contributors. These findings underscore the need 
for gender-aware risk stratification, meticulous procedural planning, and for 
complex ERCP procedures to be performed by expert endoscopists. Such meas-
ures may reduce PEP incidence and optimise patient outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 69-year-old man, six years post–orthotopic liver transplantation for alcohol-
ic cirrhosis, presented with abnormal liver-function tests. 3D-MRCP showed a 
14-mm dilation of the common hepatic duct and marked caliber mismatch at 
the biliary anastomosis. ERCP failed to achieve guidewire passage despite stand-
ard techniques and cholangioscopy revealed minimal bile flow without a visible 
orifice. Bite-on-bite attempts were unsuccessful. A 0.3-mm polypectomy snare 
was modified by removing its protective sheath to create a cutting tool com-
patible with the cholangioscope. During a second ERCP, a small endocut incision 
enabled proximal duct cannulation, balloon dilation (6 mm), and placement of 
a fully covered metal stent. Four-month follow-up ERCP showed normal intra-
hepatic ducts and a significantly improved anastomotic caliber.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/6945b829-3647-4e54-94fa-2ae0b68250f7/Uploads/19978_Anas-
tomotic_stricturoplasty %20with %20cholangioscopy-guided %20tome %20
in %20....avi
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Abstract Text
Capsule endoscopy (CE) is a highly effective and safe technique for small-bow-
el evaluation, though capsule retention occurs in fewer than 2 % of cases and 
may uncover significant pathology. We report a 56-year-old woman with iron-de-
ficiency anemia and positive fecal occult blood whose CE revealed a friable, stenos-
ing proximal jejunal lesion that blocked capsule progression. Retention was con-
firmed radiographically, and the capsule was successfully retrieved 
endoscopically. Biopsies identified a moderately differentiated jejunal adenocar-
cinoma, subsequently treated with curative surgery and adjuvant chemotherapy. 
This case illustrates how capsule retention, despite being rare, can represent the 
first diagnostic clue to small-bowel malignancy and highlights the need for pre-pro-
cedure assessment for potential strictures to ensure safe CE use [1, 2].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/2d3f6b59-469e-4da5-898c-b4ab4808b797/Uploads/19978_
Capsule_ESGE %202026.mp4
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Aims  Current ESGE guidelines recommend endoscopic ultrasound (EUS) or 
MRCP before ERCP to confirm choledocholithiasis, minimizing unnecessary 
therapeutic procedures1. Additionally, the ASGE recommends evaluating pa-
tients by assessing the risk of choledocholithiasis before any therapeutic inter-
vention2,3. Patients with intermediate and high risk were evaluated. We evalu-
ated the diagnostic impact of EUS performed before ERCP in such cases, 
focusing on small-stone and sludge detection and on avoidance of negative 
ERCPs [1–3].
Methods  We retrospectively analyzed 524 patients with EUS examination in 
which 24 patients with pancreatico-biliary emergencies (acute biliary pancre-
atitis, acute cholangitis, or cholestatic jaundice) and inconclusive imaging (only 
normal / dilated common bile duct or intrahepatic bile ducts described on US, 
CT, or MR/MRCP) admitted over 36 months. All underwent EUS before ERCP 
according to local emergency-unit protocol. EUS findings, ERCP results, thera-
peutic yield, and complications were compared with historical controls man-
aged by ERCP-first strategy.
Results  Among 24 patients (mean age 65 ± 15 years; 29.2 % female), EUS iden-
tified bile-duct stones or sludge in 66.70 % of cases despite inconclusive 
cross-sectional imaging. ERCP confirmed stones in 93.75 % of EUS-positive 
cases. In 45.80 % of patients with negative EUS, ERCP was avoided, thus reduc-
ing overall ERCP rate.
Conclusions  EUS before ERCP significantly improves diagnostic accuracy and 
prevents unnecessary invasive procedures in pancreatico-biliary emergencies 
with inconclusive imaging. Adoption of an “EUS-first” strategy, even in re-
source-limited emergency hospitals, aligns with ESGE guidelines and enhanc-
es patient safety, procedural efficiency, and cost-effectiveness.
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Abstract Text
Anastomotic dehiscences after colorectal resections are serious complications 
following oncologic surgery and may require an individualized management. 
Colorectal Tube-in-tube Endoscopic Vacuum Therapy (CR TT-EVT) has emerged 
as a promising minimally invasive alternative for the treatment of these com-
plications [1, 2].
We report the case of a 72-year-old man who underwent a rectosigmoidecto-
my with extended left colectomy and primary mechanical colorectal anasto-
mosis, without derivative stoma, for colon cancer treatment (pT4a pN2b M0, 
stage III). Because of a slow post-operative recovery, a rectoscopy was per-
formed on the 21th day, revealing an anastomotic dehiscence, with cavity 
formation which allowed finding the lower mesenteric artery clip visualization. 
Intracavitary, transanal, CR TT-EVT was initiated. By the 13th day of treatment, 
a marked reduction in the dehiscence was observed, with only a small residual 
fistulous tract opening remaining. Given the confirmed closure of the cavity on 
CT imaging and the patient’s clinical improvement, therapy was interrupted 
and patient discharged. Adjuvant chemotherapy was initiated. Following his 
first chemotherapy cycle, 37-days after discharge, the patient was readmitted 
with fistula recurrence and fever. A new course of CR TT-EVT was then initiated 
and, once again, a remaining small fistulous opening was found on the 19th day, 
when a full thickness clip (Padlock) was deployed to achieve complete closure 
and complete recovery.EVT is an effective minimally invasive strategy for man-
aging anastomotic fistulas, even in cases of recurrence. Debate remains on 
when to interrupt it. However, pursuing complete closure should be the goal, 
mainly in the scenario of no diverting stoma. Whether achieved by continued 
vacuum therapy or with complementary techniques such as clipping.
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Problem to solve  Cervical vertebral and prevertebral pathologies – including 
retropharyngeal/prevertebral abscesses, spondylodiscitis and vertebral body 
lesions – are difficult to sample due to their deep location and proximity to 
vital neurovascular structures. Blood cultures are frequently negative, with a 
sensitivity ≤ 50 % in deep neck or vertebral infections, making microbiological 
diagnosis uncertain and leading to frequent use of empirical antibiotics. 
CT-guided biopsy in the cervical region is technically challenging, offers limit-
ed real-time feedback, and carries procedural risks due to tight anatomical 
confines. Surgical biopsy is invasive and associated with higher morbidity. A 
safe, minimally invasive, real-time method for sampling cervical vertebral and 
prevertebral lesions—especially at high cervical levels (C2)—represents a major 
unmet clinical need.
Innovation  We applied an innovative trans-pharyngeal and transesophageal 
EUS-guided sampling technique for cervical vertebral and prevertebral pathol-
ogies. Using a linear echoendoscope (FUJIFILM EG-580UT with ARIETTA system) 
introduced into the oropharynx and then the proximal esophagus under gen-
eral anesthesia, the cervical vertebral column (C2–C7) was visualized in real 
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time. Between March 2024 and July 2025, patients with suspected cervical 
vertebral or prevertebral pathologies difficult for interventional radiology sam-
pling underwent EUS-guided sampling under general anesthesia with endotra-
cheal intubation. In the left lateral position, a linear echoendoscope (FUJIFILM 
EG-580UT with ARIETTA 750) was introduced into the oropharynx and proximal 
esophagus, and lesions were aspirated or biopsied using 19G or 22G needles. 
Fluoroscopy was used in selected cases to confirm the location of the vertebral 
body. Samples were sent for bacterial culture (in aerobic blood culture bottles 
to maximize yield), cytology, histopathology, and GeneXpert MTB/RIF when 
tuberculosis was suspected. This technique extends the application of EUS—
traditionally limited to thoracic and mediastinal structures—into the cervical 
spine, offering a minimally invasive diagnostic pathway for lesions previously 
inaccessible or unsafe to sample using radiology or surgery.
Results  Nine patients underwent EUS-guided sampling (median age 60 years; 
range 37–77; 6 males, 3 females). All presented with neck pain; one had dysphagia 
and another stridor. Sampling was successfully achieved from C2 through C7, in-
cluding the first documented EUS-guided sampling of a C2 vertebral body lesion. 
The following were the diagnostic yield. A) Tuberculosis (n = 4): Caseating granu-
lomas or MTB positivity on GeneXpert for TB or AFB staining. All patients respond-
ed to ATT alone with full clinical recovery. B) Pyogenic infections (n = 3): Organisms 
included Acinetobacter baumannii, Enterobacter cloacae, and Klebsiella pneumoniae 
with Granulicatella adiacens. Two patients required surgical drainage; one was man-
aged medically. C) Others (n = 2): One culture-negative lesion with acute suppura-
tive inflammation improved with prolonged antibiotics and drainage. Another 
non-diagnostic sample (only squamous cells) resolved with short oral antibiotics 
– likely self-resolving pathology. EUS confirmed TB in four and ruled it out in others. 
EUS-guided cultures enabled tailored antibiotic therapy. At least one patient avoid-
ed unnecessary surgery due to microbiological diagnosis via EUS. All patients im-
proved clinically (follow-up range: 1.5–18 months). No procedural complications 
or adverse events occurred.
Conclusions  Transesophageal EUS-guided sampling is a safe, feasible, and 
clinically transformative technique for diagnosing cervical vertebral and pre-
vertebral lesions. It significantly expands the diagnostic reach of EUS into the 
cervical spine—previously accessible only via invasive CT-guided or surgical 
methods—while providing high diagnostic yield with excellent safety. By ena-
bling accurate pathogen identification, EUS supports evidence-based treatment 
decisions and can help avoid unnecessary surgery. This is the largest reported 
series of EUS-guided cervical vertebral sampling to date and includes the first 
documented C2 vertebral body case. Further multicenter studies are needed 
to validate and standardize this novel approach.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/2e9eb070-246e-4766-8626-1e793eb47b59/ Up -
loads/19990_Abstract_video %20Dr %20Srikanth %20Gopi %201080p.mp4
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Aims  Endoscopic ultrasound (EUS) is an imaging technique that combines 
endoscopy and high-frequency ultrasound, allowing precise evaluation of the 
digestive wall and adjacent structures.Digestive tumors pose a major diagnos-
tic challenge due to their location and histological variability. EUS has become 
an essential tool for assessing parietal and submucosal tumors of the gastroin-
testinal tract, as well as for guiding biopsies for diagnostic purposes.
Methods  This is a descriptive retrospective study conducted in our department 
over a 4-year period, from October 2021 to August 2025.It included all patients 

with a clinically or radiologically suspected digestive tumor who underwent 
endoscopic ultrasound in our institution.Clinical, radiological, EUS, and histo-
logical data were collected and analyzed [1–6].
Results  In this study, 57 patients with a clinically or radiologically suspected di-
gestive tumor were included, all of whom underwent endoscopic ultrasound in 
our department. The mean age was 63.78 years (range: 31–87 years), with a male 
predominance: 30 men (52.63 %) and 27 women (47.36 %), M/F ratio 1,1.
Regarding the indication for EUS, 50 patients (87.71 %) underwent the proce-
dure for histological confirmation via fine-needle aspiration, while 7 patients 
(12.25 %) underwent EUS for tumor staging.
The most frequent tumor locations were the pancreas, with 50 cases (87.71 %), 
distributed as follows: 70 % in the pancreatic head, 14 % in the head and isthmus, 
4 % in the pancreatic tail, and 12 % in the uncinate process. Other locations in-
cluded the rectum (2 cases, 3.5 %), the stomach (4 cases, 7 %), and the ampul-
la of Vater (1 case, 1.75 %).
The average tumor size was 30.5 mm × 30.1 mm. concerning echogenicity, 
tumors were heterogeneous in 36 cases (63.15 %), hypoechoic in 16 cases 
(28.07 %), and hyperechoic in 2 cases (3.5 %).
EUS demonstrated locoregional invasion in 29 cases (50.87 %) and identified 
lymph node metastases in three patients that had not been detected on CT. 
Fine-needle aspiration was carried out in 50 patients (87.71 %).
Adenocarcinoma was the most common histological type, found in 44 patients 
(88 %). A gastrointestinal stromal tumor (GIST) was identified in 1 patient (2 %). 
Two cytological samples (4 %) revealed no tumor cells within the sample limits, 
while three cytological samples (6 %) were inconclusive.
Conclusions  Endoscopic ultrasound is an essential tool for diagnosing and 
monitoring tumor pathology. It allows precise exploration of internal organs, 
particularly for digestive cancers, by locating tumors and assessing their extent. 
It also facilitates targeted biopsies and helps determine appropriate treatment. 
Thus, EUS plays a key role in tumor management, providing accuracy and ther-
apeutic guidance.
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Problem to Solve  Broncho-digestive fistulas are rare but serious post-surgical 
complications, and their management is particularly challenging in long or 
oblique tracts where the fistulous channel does not align parallel to luminal 
surfaces. Conventional endoscopic options—including clipping, stenting, or 
sealant injection—often fail because of fibrosis, poor tissue apposition, and high 
mechanical tension.We report the case of an 80-year-old woman with a com-
plex surgical history, presenting with chronic cough and weight loss. After a 
Nissen fundoplication complicated by pleural empyema, vagotomy, and severe 
gastroparesis, she underwent multiple pyloric dilations for gastric outlet ob-
struction. 10 years later, a first gastro-bronchial fistula developed, likely sec-
ondary to chronic stasis, and several endoscopic treatments (fibrin glue, coag-
ulation, bulking agents, and a bronchial plug) achieved only transient benefit. 
A subtotal gastrectomy with gastrojejunal reconstruction eventually progressed 
to total gastrectomy with left lung resection and Roux-en-Y esophagojejunal 
reconstruction 12 years after that. 4 years later, she developed a new jeju-
no-bronchial fistula between the alimentary limb and the left bronchial tree. 
Multiple endoscopic approaches the years afterwards—including TTS clips,  
APC, OTSC for candy-cane syndrome, ESD-flap with OTSC, vacuum-assisted 
stenting, and endoscopic suturing—resulted only in temporary improvement. 
Given the chronicity, fibrosis, and oblique trajectory of the tract, conventional 
endoscopic repair was considered unlikely to succeed, and no standardized 
strategy for definitive closure currently exists. Recently, systematic cough and 
inability to tolerate oral food recurred with exacerbation compromising qual-
ity of life and prognosis, letting to propose a novel modality of fistula closure 
to the patient.
Innovation  A combined digestive–bronchial endoscopic approach was devel-
oped for definitive closure of this complex jejuno-bronchial fistula.
The procedure was performed under general anesthesia and fluoroscopic con-
trol. Simultaneous access through the jejunal and bronchial routes enabled full 
visualization using contrast opacification, of the fistulous path. Because the 
rigid bronchoscope could not reach the fistulous origin, a guidewire was ad-
vanced from the jejunal side into the left main bronchus and retrieved bron-
choscopically.
Using a rendez-vous technique (bronchoscopic-jejunoscopic), after gentle 
abrasion of the fistula tract, an 8 Fr bronchial introducer was advanced through 
the fistula, and a self-expanding nitinol occlusion device (12 × 9 mm) was de-
ployed, with the distal disc expanded into the jejunal lumen and the proximal 
portion anchored along the long, oblique tract.
A 50:50 mixture of cyanoacrylate glue (Glubran) and Lipiodol was then inject-
ed under fluoroscopic control into the expanded device, achieving homogene-
ous opacification and complete occlusion without extravasation.
Results  The procedure was completed safely without complications. Immedi-
ate fluoroscopic and endoscopic assessment confirmed stable device position-
ing and complete tract sealing. A nasojejunal feeding tube was placed, and the 
patient resumed oral intake after 24 hours.At follow-up, she reported marked 
improvement of cough, with no symptoms during solid intake and only mild, 
qualitatively different cough with liquids. Early satiety persisted, but her nutri-
tional status improved, and the nasojejunal tube was maintained per nutrition-
al recommendations.
Conclusions  This dual-access endoscopic strategy demonstrates that self-ex-
panding nitinol occlusion devices can be adapted to long, fibrotic, non-parallel 
fistulous tracts traditionally considered unsuitable for endoscopic repair.Although 
desscribed for tracheo-esophageal short fistula closure with parallel expanded 
discs, the use of self-expandable nitinol occlusion devices in long fistula tracts has 
not been reported.The combination of mechanical occlusion and cyanoacrylate 
sealing provides a reliable, minimally invasive solution for refractory broncho-di-
gestive fistulas.This approach underscores the importance of multidisciplinary 
collaboration among interventional endoscopy, interventional radiology, and 
pulmonology in managing complex post-surgical fistulas.
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Aims  Ampullary masses constitute a rare but important pathology of the bil-
iopancreatic junction. They include benign or malignant lesions that may man-
ifest as cholestatic jaundice, sometimes associated with pancreatic pain. This 
work aimed to describe the epidemiological, clinical, radiological, and histo-
logical characteristics of ampullary masses.
Methods  Patients and Methods
This was a retrospective descriptive study including all patient hospitalized for 
suspicion or confirmation of an ampullary mass in the Medicine C Department 
of CHU Avicenne between 2020 and 2025. Data were collected from medical 
records, imaging examinations (ultrasound, CT scan, MRCP, endoscopic ultra-
sound), and histological results.
Results  We recorded 40 cases of ampullary masses. The mean age of the pa-
tients was 64 years, with extremes ranging from 38 to 91 years. A female pre-
dominance was noted (55 %, n = 22) with a male-to-female sex ratio of 0.81. 
The main clinical presentation was cholestatic jaundice observed in 87.5 % of 
cases (n = 35), followed by pancreatic pain in 12.5 % of cases (n = 5). Imaging 
showed double-duct sign in 82.5 % of cases (n = 33), with a tissue process at the 
biliopancreatic junction measuring on average 17 mm (10–30 mm), responsi-
ble for an average dilation of the common bile duct to 15 mm (6–30 mm) and 
of the Wirsung duct to 6 mm (3–11 mm).
Histologically, 65 % of the lesions corresponded to ampullary adenocarcinoma 
(n = 26), 10 % to high-grade dysplasia (n = 4), 5 % to a neuroendocrine tumor 
(n = 2), 5 % to benign lesions (n = 2), and 15 % of biopsies (n = 6) were negative 
or non-contributive.
EUSstaging showed a predominance of stage T2 (45 %, n = 18) followed by T3 
(30 %, n = 12), T1 (20 %, n = 8), and T4 (5 %, n = 2). Lymph node involvement was 
observed in 30 % of cases (n = 12) and metastases in 5 % (n = 2).
Regarding treatment, endoscopic ampullectomy was performed in 20 % of 
patients (n = 8) and cephalic duodenopancreatectomy in 25 % (n = 10). The 
remaining 55 % (n = 22), who did not undergo any curative procedure, were 
managed palliatively, mainly with biliary drainage and stent placement.
The evolution was favorable in 60 % of cases (n = 24), with 20 % deaths (n = 8) 
and 20 % lost to follow-up (n = 8).
Conclusions  ampullary masses represent a significant cause of cholestatic 
jaundice in elderly patients, with a female predominance and a clear predom-
inance of malignant forms dominated by adenocarcinoma. Modern imaging 
techniques, particularly endoscopic ultrasound and MRCP, help refine the di-
agnosis and guide management. Treatment is based on surgery or endoscop-
ic ampullectomy depending on the stage and histological nature. Despite di-
agnostic advances, the prognosis remains poor in infiltrative forms, 
highlighting the importance of early diagnosis and close follow-up.
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Choledochoduodenal fistulas (CDFs) – between the common bile duct and the 
duodenum – represent the rarest type of abnormal enterobiliary communica-
tions. The most common type is the cholecystoduodenal fistula (70 % of all EFs) 
followed by cholecystogastric fistula (0-13.3 %), cholecystocolic fistula (0-
10.9 %) and cholecystoileal (0-2.5 %) [1]. Possible etiologies may include 
cholelithiasis, peptic ulcer disease and trauma. Diagnosis is typically made on 
endoscopic retrograde cholangiopancreatography (ERCP) [2]. We present a 
case of a 73-year-old female with choledocholithiasis.
Case Presentation  A 73-year-old female with a medical history of arterial hy-
pertension and smoking, presented to our department with mild abdominal 
pain and jaundice. Clinical examination revealed mild epigastric tenderness and 
scleral jaundice; otherwise, the examination was unremarkable. Her labs on 
presentation were notable for a high level of C-reactive protein (CRP). Her liver 
function panel was abnormal with a total bilirubin of 2.6 mg/dl, direct bilirubin 
1.4 mg/dl, AST 138 U/L and ALT 144 U/L, alkaline phosphatase 446 U/L and 
γ-GT 640 U/L. INR and albumin were normal. A magnetic retrograde cholangi-
opancreatography (MRCP) had been conducted a few months prior to the vis-
it, had demonstrated multiple gallstones within the intra- and extrahepatic 
biliary tree, accompanied by common bile duct dilatation. No biliary strictures 
were identified. The patient subsequently underwent endoscopic intervention. 
ERCP revealed the presence of a choledochoduodenal fistula containing a huge 
impacted stone (diameter greater than 45mm) within the fistula tract. A wide 
sphincterotomy and sphincteroplasty were performed and biliary double pig-
tail stent was placed, uneventfully, achieving satisfactory drainage. The patient 
was discharged the next day, while on antibiotic therapy, after demonstrable 
improvement in laboratory values and remained asymptomatic with spyglass 
cholangioscopy lithotripsy pending.
Discussion  Choledochoduodenal fistulas are extremely rear, pose a diagnostic 
challenge and are found mainly incidentally during endoscopy, which remains 
fundamental for their identification and direct visualization. Therapeutic deci-
sion making is contingent upon the underlying etiology, the presence of con-
comitant complications and overall symptom burden [3]. Our patient suppos-
edly developed the fistula as a result of longstanding choledocholithiasis. In 
this case, it appears that cannulation of the common bile duct with subsequent 
stent placement contributed to effective biliary decompression, improvement 
of patients’ symptoms and lowering the risk of recurrent biliary events. Man-
agement strategies of CDFs are not standardized, depend on etiology and 
symptom severity, with endoscopic intervention being effective in many cases. 
Larger fistulas may require surgical management, especially when other treat-
ment strategies fail. Each case should be individualized based on the underlying 
etiology and the patients’ clinical profile.
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AimsClostridioides difficile infection (CDI) is associated with substantial morbid-
ity and mortality. Patients at greatest risk are typically older, hospitalized and/
or with multiple comorbidities. Fecal microbiota transplantation (FMT), a meth-
od aimed to restore the composition and diversity of gut’s microbiota, has been 
recently approved for treating refractory CDI or recurrent CDI (rCDI), after a 
second recurrence that did not respond to conventional antibiotics. Current 
evidence suggests that FMT is a safe therapeutic method with few adverse 
effects, although, protocol optimization and long-term outcomes have not 
been completely elucidated [1, 2].
Methods  We conducted a retrospective longitudinal analysis of all patients 
who underwent FMT in our department between 2017 and 2025. A rigorous 
selection of potential unrelated/cohabiting donors was carried out. All proce-
dures were performed under aseptic conditions, ensuring that no more than 6 
hours elapsed between the collection of fresh donor stools and the FMT exe-
cution. Demographic data, comorbidities, prior treatments, clinical outcomes 
(efficacy and safety), and follow-up data were collected.
Results  Ten patients underwent FMT during the study period. The indication 
was rCDI for all cases. All procedures were performed via colonoscopy, with 
instillation of donor fecal solution into the ileum and cecum. The median age 
was 72.8 ± 12.1 years-old ; 70 % (n = 7) of patients were men . The mean Charl-
son Comorbidity Index was 6.4 ± 2.8. Type 2 diabetes was the most common 
comorbidity, followed by ulcerative colitis. Patients had experienced an average 
of 3.6 ± 1.0 prior CDI episodes before FMT. The mean interval between the first 
CDI episode and FMT was 15.6 ± 19.1 months with a range from 3 to 50 months. 
Three patients were receiving immunosuppressive therapy. All patients had 
been previously treated with antibiotics, the most frequent being vancomycin, 
followed by fidaxomicin and metronidazole. All patients responded to one-sin-
gle FMT with an overall success rate of 100 % and no CDI recurrence. Median 
follow-up was 6(1-24) months. Five patients died during follow-up, three of 
them within 6 months of the procedure (due to pulmonary infection, suspect-
ed disseminated metastatic disease and non-Hodgkin B-cell lymphoma). No 
adverse events were registered. No deaths were attributed to CDI or the FMT.
Conclusions  FMT proved to be effective and safe even in high-risk patients, 
including those who were chronically immunosuppressed, had inflammatory 
bowel disease and multiple and significant comorbidities. In case of refractory/
recurrent CDI, repeat FMT via another route and/or another fecal donor may 
be considered. Mortality during follow-up was related to underlying comorbid 
conditions rather than FMT. Larger studies are need to further assess the out-
comes and consider the use of frozen stool capsules from universal stool donor 
banks.
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Aims  This study evaluated EUS diagnostic yield in patients presenting with 
weight loss.
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Methods  Among 74 EUS procedures performed between 2023–2024, patients 
with weight loss were identified (n = 28). Clinical presentation, EUS morpholo-
gy, and final diagnoses were analyzed.
Results  Of 28 patients with weight loss, 10 (35.7 %) were diagnosed with a 
significant underlying lesion. Diagnoses included:

▪▪ 7 pancreatic adenocarcinomas
▪▪ 1 neuroendocrine tumor
▪▪ 1 pancreatic tuberculosis
▪▪ 1 TIPMP

The remaining 18 patients (64.3 %) had no structural lesion on EUS.
Weight loss combined with jaundice showed the strongest association with 
malignancy.
Weight loss with fever predicted benign/infectious disease (TB case).
Cystic lesions (TIPMP and serous cystadenomas) did not present with isolated 
weight loss.
Conclusions  In patients referred for EUS due to weight loss, approximately 
one-third had a clinically relevant diagnosis, predominantly pancreatic malig-
nancy. Weight loss alone was not sufficiently specific, but its association with 
jaundice greatly increased the likelihood of malignancy. EUS remains an essen-
tial tool in the evaluation of unexplained weight loss.
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Aims  To determine the minimal number of EUS-guided needle passes that 
maintains high diagnostic adequacy in solid pancreatic masses when rapid on-
site evaluation (ROSE) is not available, and to compare the marginal diagnostic 
yield and safety of FNA versus FNB.
Methods  In a single-centre retrospective cohort of pancreatic EUS-FNA/FNB 
procedures, cases were grouped according to the number of needle passes. For 
each stratum, diagnostic adequacy (conclusive vs non-conclusive) was calcu-
lated separately for FNA and FNB. For FNA, complication rates were compared 
between procedures with ≤ 2 versus ≥ 3 passes (Fisher’s exact test). ROSE was 
not used in any procedure.
Results  For FNA, adequacy rates were 69.0 % (20/29) with 1 pass, 73.4 % 
(80/109) with 2 passes, 73.9 % (34/46) with 3 passes and 100 % (2/2, small n) 
with 4 passes, showing only a limited marginal gain beyond 2–3 passes. For 
FNB, adequacy was 81.8 % (18/22) with 1 pass and 83.3 % (10/12) with 2 pass-
es, with an early plateau from 1–2 passes. Only one complication (a pseudoan-
eurysm) was observed in the FNA group, with no clear association with the 
number of passes; no complications occurred in the FNB group.
Conclusions  In the absence of ROSE, FNB achieves a high diagnostic yield with 
only 1–2 passes. For FNA, 2–3 passes appear sufficient, and the benefit of ad-

ditional passes beyond this threshold seems minimal, with no signal of in-
creased complications in this cohort.
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Aims  To compare the diagnostic performance (adequacy), number of needle 
passes and safety of endoscopic ultrasound-guided fine-needle aspiration (EUS-
FNA) versus fine-needle biopsy (EUS-FNB) for solid pancreatic masses, and to 
identify predictors of non-diagnostic sampling.
Methods  Single-centre retrospective study including all pancreatic EUS-FNA/
FNB procedures from a local database (FNA n = 187, FNB n = 34).The primary 
endpoint was diagnostic adequacy (conclusive vs non-conclusive). Secondary 
endpoints were number of passes and adverse events within 7 days. Proportions 
were compared using χ²/Fisher’s exact tests and non-parametric variables us-
ing the Mann–Whitney test. A multivariable logistic regression model (out-
come: non-conclusive result) included sampling technique (FNB vs FNA), lesion 
size ( > 3 cm), location (head vs body/tail), puncture route (trans-duodenal vs 
trans-gastric) and number of passes. Because a reference standard (surgery/
biopsy/follow-up) was not available, diagnostic performance was assessed 
through adequacy rather than sensitivity/specificity.
Results  Adequacy was 73.3 % (137/187) for FNA vs 82.4 % (28/34) for FNB 
(p = 0.365; OR 1.70, 95 % CI 0.66–4.36).Median passes (IQR) were 2 (2–3) for 
FNA vs 1 (1–2) for FNB (p < 10−⁸).Adverse events were rare: one pseudoaneu-
rysm in the FNA group (0.5 %, 1/187) and none in the FNB group (0/34; p = 1.00).
Adequacy did not differ by size ( > 3 cm 75.3 % vs < 3 cm 73.6 %; p = 0.95) or 
access route. In FNA, adequacy was 69.9 % for head vs 78.4 % for body/tail le-
sions; a similar, non-significant trend was seen with FNB. In multivariable anal-
ysis, no factor was significantly associated with failure, although head location 
showed a trend towards higher non-conclusive rates (OR 2.61, 95 % CI 0.96–
7.07). FNB achieved high adequacy with 1–2 passes, whereas FNA plateaued 
around 2–3 passes.
Conclusions  In this cohort, EUS-FNB required significantly fewer needle pass-
es than EUS-FNA without an excess of complications and showed a numerical-
ly higher, though not statistically significant, adequacy. Lesion size and punc-
ture route did not impact adequacy, while head lesions tended to be more 
frequently non-diagnostic. Robust sensitivity/specificity estimates will require 
linkage to a reference standard.
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▶Table 1	 

Characteristic Novice group (n = 7) Expert group (n = 4) Total sample (n = 11)

Professional role

Pediatrician 7 0 7

Senior endoscopist 0 4 4

Prior endoscopic experience

Proficient in UGI 4 4 8

Proficient in LGI 3 4 7

Prior ERCP experience none 2 2

Prior EUS experience none Only observational -

Problem to solve  Low procedural volumes and a shortage of expert trainers 
limit clinical access to paediatric interventional Endoscopic Ultrasound (EUS), 
creating a paradox where minimally invasive alternatives are precluded to the 
population with the greatest need. Given the significant ethical and hygienic 
limitations of animal-based "hybrid" simulators, there is an unmet need for a 
fully synthetic, realistic, and sustainable training tool to democratize access to 
advanced EUS skills without biohazard constraints.
Innovation  We developed PROMETEUS (Polymeric, Realistic, Open, Modular, 
and Enhanced Trainer for EUS), a high-fidelity simulator designed to overcome 
the constraints of existing synthetic models regarding biomimetic accuracy. 
Unlike hybrid models requiring animal organs, PROMETEUS is fully synthetic, 
featuring:
	 "Glass-Box" Design:  A transparent housing allowing direct visualization 

of needle trajectory, enhancing procedural awareness compared to blind 
in-vivo training.

	 Modular & Electrifiable:  Compatible with electrosurgical units for real-
istic procedures with standard devices and equipment.

	 AI-Ready Architecture:  Designed to facilitate future asynchronous 
learning through computer vision integration.

Results 1.To validate its educational efficacy, we conducted a prospective 
non-inferiority study comparing PROMETEUS with established benchmarks 
published for the "Magic Box" hybrid simulator. Procedural proficiency was 
quantified using a validated 4-point Global Rating Scale (GRS) focusing on en-
doscope manipulation, electrocautery, and stent placement (▶Table 1).
Our validation study enrolled 11 participant: 7 Novices (young pediatricians) and 
4 Experts (senior pediatric endoscopists) both groups naïve to therapeutic EUS.
Consistently with the "magic box" study, all participants successfully complet-
ed EUS-guided lumen – apposing metal stent (LAMS) placement. The simulator 
demonstrated an excellent construct validity, effectively discriminating be-
tween expertise levels. Experts achieved scores consistent with proficiency 
benchmarks (Mean: 3.50), whereas novices scored significantly lower (Mean: 
2.17), confirming the realism of the task difficulty (Mann–Whitney U test). 
Statistical analysis (Mann–Whitney U test) revealed significant differences spe-
cifically for scope positioning (p = 0.019) and stent deployment (p = 0.019), 
confirming the non-inferiority of PROMETEUS to the hybrid model in terms of 
realism and skill differentiation.
Conclusions  PROMETEUS is a valid, sustainable, and ethical educational re-
source. By eliminating the hygienic and ethical barriers of animal tissue while 
maintaining high construct validity, it bridges the gap between limited pedi-
atric procedural exposure and the demand for competency-based training. It 
offers an accessible platform for novices to achieve baseline proficiency and 
experts to refine techniques before patient contact. Future developments will 
focus on deploying the AI-driven feedback system to further facilitate an asyn-
chronous learning modality.
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Aims  Non-variceal gastrointestinal hemorrhage (NVGIH) remains a common 
and potentially life-threatening emergency associated with substantial mor-
bidity and mortality. Endoscopic intervention is the cornerstone of manage-
ment, with conventional modalities—including pharmacological, thermal and/
or mechanical approaches such as through-the-scope (TTS) clips or band liga-
tion—achieving high rates of initial hemostasis. However, rebleeding can occurs 
in up to 26 % of patients with high-risk stigmata. The atraumatic over-the-scope 
clip (aOTSC) system represents a newer endoscopic device capable of full-thick-
ness tissue approximation and durable mechanical compression. Growing 
evidence suggests that aOTSC provides superior hemostatic efficacy as both 
rescue or primary therapy in selected high-risk patients, with lower rebleeding 
and mortality rates [1, 2].
Methods  Prospective study of total of patients treated with 11/6 aOTSC (Oves-
co Endoscopy AG, Germany) as a primary or rescue therapy for gastrointestinal 
bleeding at a tertiary health care center in Portugal, since device acquisition 
(2023). Efficacy and safety rates were evaluated.
Results  Seven cases of gastrointestinal bleeding were managed with aOTSC 
(57.1 % (n = 4) male sex and mean age of 82.0 ± 7.7 years-old). Mean Charlson 
Comorbidity Index was 5.6 ± 2.2. About eighty-eight percent (n = 6) of patients 
presented with upper gastrointestinal bleeding. Only two patients (28.6 %) 
were on antithrombotic medication. On admission, the mean hemoglobin was 
5.9 ± 1.3g/dL, systolic blood pressure 106.7 ± 40.5mmHg, and heart rate 
86.2 ± 11.5bpm. Endoscopy revealed two Dieulafoy lesions (one gastric, one 
duodenal), four gastric ulcers (Forrest Ib and IIa), and one sigmoid diverticular 
bleeding. Five (71.4 %) patients initially received conventional hemostatic ther-
apy—on average 2.0 ± 0.8 attempts—including argon plasma coagulation, ep-
inephrine injection, and TTS clips. The mean Rockall score after the first endos-
copy was 7.1 ± 2.2, indicating high rebleeding risk. Mean calibre of bleeding 
vessel was 3.0 ± 0.7mm in diameter. Two (28.6 %) patients were readmitted for 
rebleeding before aOTSC placement. First-line use of aOTSC reduced the num-
ber of hospitalization days (9.00 ± 1.00 vs 11.00 ± 3.74days; p = 0.558), as well 
as the number of procedures required (0 vs 2.0 ± 0.84procedures; p = 0.047). 
Immediate hemostasis was achieved in all cases. No rebleeding for a medium 
follow-up of 6.6 ± 6.5months. No complications or mortality were observed.
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Conclusions  aOTSC proved to be effective and safe as hemostatic endoscop-
ic therapy for both primary and rescue gastrointestinal bleeding due to the high 
transmural grip force without tissue trauma, particularly to the blood vessel 
walls. All patients presented with high-risk features, such as high post-endo-
scopic Rockall score and bleeding vessel > 2mm in diameter. This highlights the 
further need to establish standardized criteria and clinical scoring systems for 
the early or first-line aOTSC use.
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Aims  68 year old female who presented to our hospital with nausea ,vomiting 
and weight loss.Her medical history included high BMI and stage 3 ovarian 
cancer with peritoneal metastases.
Methods  CT scan of abdmen and pelvis revealed gastric outlet obstruction sec-
ondary to metatstatic cancer . Patient was referred to our endoscopy unit for 
EUS-guided gastro-enterostomy after discussion in multidiciplinary team [1–3].
Results  Procedure was performed under consitious sedation. A loop of small 
bowel was identified on EUS close to the distal body of stomach. Direct EUS-GJ 
technique without fluroscopy was used where a 19-G needle was used to punc-
ture the target lumen . After distension of lumen with 600 ml of saline, 
20x10mm LAMS stent was placed. Greenish colour discharge was noticed into 
the stomach.CT scan after the procedure confirmed entry into wrong lumen 
-inadvertent gastrocolostomy. Complication was discussed in MDT and inter-
national expert opinion was taken as this was likely first case of type-4 compli-
cation. LAMS was removed 3 weeks after the procedure to ensure fistula was 
epithelised , tattoo was placed for marking the fistula and NG tube was placed 
.While patient remained on parenteral nutrition, one week later , fistula was 
closed with OVESCO Clip. NJ tube was placed to distend the small bowel with 
saline and indigocarmine . Fluroscopy confirmed NJ guided distension. 20X10 
mm Axios stent was placed to connect the right lumen with the stomach , co-
firmed with blue dye flow into the stomach and small bowel mucosal images 
on endoscopic view. Patient was started on oral feed and PN was gradually 
tapered off.
Conclusions  EUS-GE is a high risk procedure and accidental placement of LAMS 
into colon is uncommon complication. Our case highlights the importance of 
sharing knowledge,complication and involvement of multidiciplinary team to 
manage rare complications.
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Aims  Endoscopic ultrasound–guided choledochoduodenostomy (EUS-CDS) 
using a lumen-apposing metal stent (LAMS) has emerged as an alternative 
method for biliary drainage when endoscopic retrograde cholangiopancrea-
tography (ERCP) fails, particularly in the management of malignant obstructive 
jaundice. Given the growing applicability of this procedure, especially in palli-
ative settings, recognizing factors that influence procedural success is crucial. 
The aim of our study is to identify predictors of failure in EUS-CDS with LAMS 
in malignant biliary obstruction.
Methods  We conducted a retrospective single-center cohort study including 
patients with malignant obstructive jaundice who underwent EUS-CDS with 
LAMS, between 2018 and 2025. The following data were collected: patient and 
procedure details, adverse events, technical (correct placement of the LAMS) 
and clinical success ( ≥ 50 % reduction in baseline bilirubin levels within four 
weeks). Univariable analysis was performed to identify predictors associated 
with technical failure. Statistical analysis included both parametric and non-par-
ametric tests, chi-square and binomial logistic regression. A p-value < 0.05 was 
considered statistically significant.
Results  A total of 31 patients were included (median age 71 [36–91] years, 48.5 % 
female). Pancreatic cancer was the most common etiology of malignant biliary 
obstruction (MBO) (n = 24, 77.4 %). Technical success was 87.1 %, with a clinical 
success rate of 96.3 % among these patients. In our analysis, extrahepatic bile duct 
diameter of ≤ 15mm was not associated with increase odds of technical failure, 
although lower diameters were more common in this group (16 [9–24] vs 14 
[12–17] mm, p = 0.49). Non-pancreatic MBO (cholangiocarcinoma, ampullary 
cancer and metastasis) exhibited higher rates of technical failure (p = 0.03). Tech-
nical failure was significantly associated with elevated C-reactive protein (CRP) 
levels (3.9 [1.1–10.3] vs 12.2 [1.1–15.0] mg/dL; p = 0.02; OR = 1.49 [1.10–2.09]) 
and with severe hypoalbuminemia ( < 2.5 mg/dL) (7 (25.9 %) vs 4 (100 %); p = 0.01; 
OR = 1.57 [1.11–2.46]). Median survival was 118 [7–1432] days.
Conclusions  The etiology of MBO and the interaction between pro-inflamma-
tory evolving tumor microenvironment and nutritional deterioration, reflected 
by elevated CRP and severe hypoalbuminemia, may contribute to technical 
failure of EUS-CDS. These findings highlight the need for careful pre-procedur-
al assessment.
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Aims  Digestive angiodysplasias are acquired vascular malformations respon-
sible for chronic or acute gastrointestinal bleeding, mainly affecting elderly and 
polymorbid patients. Diagnosis relies primarily on endoscopy, and argon plas-
ma coagulation (APC) is the standard therapeutic approach. However, the re-
currence risk remains high and depends on several clinical and lesion-related 
factors. The aim of this study was to identify the therapeutic and clinical out-
come determinants of digestive angiodysplasias, to assess the efficacy of en-
doscopic APC, and to analyze factors associated with recurrence.
Methods  We conducted a retrospective, descriptive, and analytical study at a 
university hospital, including 79 patients treated with APC for endoscopically 
confirmed digestive angiodysplasias between January 2022 and June 2025. 
Clinical and endoscopic data were reviewed, and treatment details, immediate 
efficacy, clinical improvement, and recurrence were recorded. Statistical anal-
yses were performed to identify factors associated with therapeutic response 
and recurrence.
Results  The median age was 75 years, with a male predominance (59.5 %). The 
most common comorbidities were hypertension (68.4 %), diabetes (34.2 %), 
coronary artery disease (27.8 %), and renal insufficiency (20.3 %). Anemia was 
the most frequent presenting symptom (67.1 %), followed by rectal bleeding 
(46.8 %). Lesions were predominantly located in the cecum. All patients under-
went APC treatment, mostly in a single session. Immediate efficacy was 
achieved in most cases, and a significant clinical improvement was observed in 
59.5 % of patients. However, bleeding recurrence occurred in nearly half of 
cases, with a mean delay of 5.5 months. A better prognosis was observed in 
patients with localized involvement and a limited number of lesions, whereas 
multi-segmental disease, multiple lesions, and duodenal or jejunal localizations 
were significantly linked to higher recurrence rates.
Conclusions  In our series, argon plasma coagulation was effective as a first-line 
treatment for digestive angiodysplasias, providing significant clinical improve-
ment in most patients. Despite this, recurrence of bleeding remained relative-
ly common, particularly in patients with multiple lesions or duodenojejunal 
involvement. Patients with localized and limited lesions experienced a better 
prognosis, highlighting the importance of careful endoscopic evaluation and 
close follow-up, especially for those at higher risk of recurrence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic dilatation is a reference, first-line, simple, and effective tech-
nique used in the management of symptomatic digestive strictures. The ob-
jective of our study was to identify the indications for these dilatations and to 
evaluate their outcomes.
Methods  This was a retrospective, descriptive, monocentric study conducted over 
a 6-year period (January 2019 to November 2025) in the endoscopy unit of the 
Department of Hepato-Gastroenterology and Proctology. It included patients who 
underwent endoscopic dilatation for digestive strictures. Dilatations performed 
using metallic or plastic stents were excluded. The collected variables included 
demographic data, the location and type of stricture, the type of dilatation, the 
mean number of dilatation sessions, and the success and failure rates.
Results  A total of 72–74 patients underwent 132–139 endoscopic dilatations. 
The mean age was 43.8 years, ranging from 17 to 84. A male predominance was 
observed with 41 men (55.4 %) and 33 women (44.6 %), corresponding to a male-
to-female ratio of 1.24.Stricture locations were esophageal in 35 cases (50 %), 
gastric in 1 case (1.35 %), pyloro-bulbar in 17 cases (22.9 %), small bowel in 4 cases 
(5.4 %), colonic in 6 cases (8.1 %), rectal in 2 cases (2.7 %), and anal in 2 cases (2.7 %). 
In addition, 5 patients (6.8 %) presented with an ileocolic anastomotic stricture, 
and 2 patients (2.7 %) had an ileorectal anastomotic stricture.

Indications for dilatation included peptic strictures in 25 cases (35.1 %), stric-
tures related to inflammatory bowel disease in 17 cases (22.9 %), achalasia in 
10 cases (13.5 %), tumoral strictures in 5 cases (6.8 %), Plummer–Vinson syn-
drome in 4 cases (5.4 %), and post-radiation strictures in 3 cases (4.1 %).Four 
postoperative strictures (5.4 %) were also dilated, including three esophageal 
strictures (4.1 %) and one gastric stricture (1.35 %) after sleeve gastrectomy. 
Additional indications included caustic esophageal strictures in two patients 
(2.7 %), a post-band-ligation esophageal stricture in one patient (1.3 %), an 
infectious colonic stricture due to intestinal tuberculosis in one patient (1.3 %), 
and a stricture over an esophageal stent.
The types of dilatation performed were hydrostatic balloon dilatation (TTS) in 
56 patients (75.7 %), pneumatic dilatation in 9 patients (12.1 %), and Savary 
bougie dilatation in 9 patients (12.1 %). The mean number of dilatation sessions 
was 2.3 (range: 1–8).Clinical evolution showed a success rate of 95.9 % (71 
patients). Three cases (4.1 %) of failure were reported due to refractory stric-
tures after multiple sessions. Four strictures (5.4 %) were recurrent. Three en-
doscopic dilatations (4.1 %) were complicated by perforation, which was treat-
ed with clipping.
Conclusions  Endoscopic management of digestive strictures remains the ref-
erence therapeutic approach. The choice of technique depends on the etiolo-
gy and location of the stricture. Nevertheless, some strictures may recur or 
become refractory, which may require surgical intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The quality of colonoscopy reports is essential for the follow-up and 
management of patients with inflammatory bowel disease (IBD), influencing 
diagnosis, disease activity assessment, dysplasia surveillance, and overall pa-
tient care. This study aimed to evaluate the compliance of colonoscopy reports 
from our center with ESGE 2022 standards and to identify areas for improve-
ment, with the perspective of extending the audit over a two-year period.
Methods  A preliminary prospective analysis was conducted on 50 colonosco-
py reports from patients followed for IBD, including 13 ulcerative colitis and 37 
Crohn’s disease patients, of whom 7 had undergone previous surgery. ESGE 
indicators assessed included the precise indication for colonoscopy, quality of 
bowel preparation, Boston bowel preparation score, endoscopic activity score, 
performance of biopsies, terminal ileum intubation (TI), photodocumentation, 
and use of chromoendoscopy. Patients who had undergone surgery were ex-
cluded from items that were not applicable. Photodocumentation was not 
available in our center, and chromoendoscopy, although available, was not 
routinely used; these indicators were therefore considered non-assessable. For 
each ESGE indicator, the observed proportion was compared to the recom-
mended threshold using a proportion z-test. This preliminary analysis will be 
extended over a two-year period to allow a more representative assessment of 
reporting practices and identify potential areas for quality improvement.
Results  Among the 50 reports analyzed, the precise indication for colonosco-
py was clearly documented in 72 % of cases (vs 95 % ESGE, p = 0.0003). The 
quality of bowel preparation was reported in 100 % of evaluable reports; how-
ever, the Boston score was reported in only 49 % (vs 90 %, p < 0.0001) and the 
endoscopic activity score in 16 % (vs 90 %, p < 0.0001).
Biopsies were performed in 84 % of reports (vs 80 %, p = 0.44), and terminal il-
eum intubation was documented in 66 % of cases after excluding non-applica-
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ble items (vs 80 %, p = 0.12). In post-surgical Crohn’s patients, the Rutgeerts 
score was documented in only 43 % of cases.
Conclusions  This preliminary analysis shows that documentation in colonos-
copy reports varies according to ESGE indicators. The precise indication for 
colonoscopy, Boston score, and endoscopic activity score were underreported, 
whereas biopsy performance and terminal ileum intubation were closer to ESGE 
standards. Extending the audit over a two-year period will provide a more com-
prehensive evaluation of compliance, help identify areas for improvement, and 
contribute to harmonizing colonoscopy reporting practices in our center.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP573  Concordance Between Pancreatic MRI and 
Endoscopic Ultrasound in the Evaluation of In-
tra-Ductal Papillary Mucinous Neoplasms (IPMN)
Authors  Benhamdane A1, Hdiye S2, Mrabti S3, Addajou T3, Amine M3, 
ait iken F3, Elkoti I3, Fedoua R1, Seddik H3

Institutes  1  Mohamed V Military training hospital, Rabat, Morocco; 
2  Mohamed V Military Hospital , Rabat, Morocco; 3  Mohammed V Military 
Training hospital, Rabat, Morocco
DOI  10.1055/s-0046-1821900
Aims  Assessing the risk of malignant transformation of intraductal papillary 
mucinous neoplasms (IPMN) is crucial for determining the optimal therapeutic 
approach, whether conservative or surgical. Early diagnosis and surveillance of 
features suggestive of malignancy rely mainly on imaging, particularly endo-
scopic ultrasound (EUS) and pancreatic magnetic resonance imaging (MRI).
The aim of this study was to evaluate the concordance between pancreatic MRI 
and EUS in detecting Worrisome Features and High-Risk Stigmata in patients with 
IPMN.
Methods  This study reports results from a prospective, single-center, descrip-
tive and analytical cohort conducted over a 36-month period starting in May 
2024.Adult patients ( ≥ 18 years) who underwent both pancreatic MRI and EUS 
and who presented imaging features consistent with IPMN were included.
Exclusion criteria were: contraindications to either EUS or MRI, or pancreatic 
lesions not compatible with IPMN.
Radiological Worrisome Features were defined as the presence of at least one 
of the following: main pancreatic duct (MPD) diameter between 5–9 mm, MPD 
caliber change with parenchymal atrophy, lymphadenopathy, non-enhancing 
mural nodule, focal wall thickening.
High-Risk Stigmata were defined as: MPD diameter > 10 mm, presence of an 
enhancing solid component.
Statistical analysis was performed using JAMOVI software.
Results  A total of 17 patients were included: 58.8 % male and 41.2 % female, with 
a mean age of 70.8 ± 7.96 years.Among them, 52.9 % were diabetic and 23.5 % had 
undergone cholecystectomy. None had a history of acute pancreatitis.
Indications for performing MRI and EUS were: cholestatic jaundice (58.8 %), 
abdominal pain (23.5 %), and incidental discovery (17.6 %).
Lesion location: 35.3 % in the pancreatic head on MRI versus 29.4 % on EUS, 23.5 % 
in the tail on MRI versus 11.8 % on EUS, 11.8 % in the body on MRI versus 5.9 % on 
EUS.Multifocal lesions were found in 2 patients on MRI and in 7 patients on EUS.
When Worrisome Features were absent on MRI, they were also absent on EUS 
in only 77.8 % of cases, with no statistically significant difference (p = 0.057).
When High-Risk Stigmata were absent on MRI, they were present on EUS in 
27.3 % of cases, with a statistically significant difference (p = 0.009).
Conclusions  Based on these results, EUS appears to be more sensitive than 
pancreatic MRI for detecting High-Risk Stigmata in IPMN.However, diagnostic 
performance depends greatly on operator expertise, which supports the com-
plementary use of both modalities—at least during the initial evaluation of IPMN 
and during follow-up, especially when Worrisome Features are present on either 
imaging technique.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal polyps are frequent lesions detected during colonoscopy, and 
their identification and management can be challenging. Training in polypec-
tomy should be an integral part of the gastroenterology residency curriculum 
to ensure optimal patient care.
This study aimed to assess, through an anonymous survey, the training needs 
of endoscopists regarding polypectomy to identify the obstacles encountered 
and to propose adapted educational programs
Methods  This was a cross-sectional, prospective, descriptive, and analytical 
study conducted using an online questionnaire distributed to several gastro-
enterologists. Training needs were assessed using the FGP (Frequency, Gravity, 
Problems) grid for seven items. Each item was evaluated according to its fre-
quency (0, 1, 2), its severity (0, 1, 2), and the difficulties related to knowledge, 
technical skills, and professional attitudes (0, 2, 4). Statistical analysis was 
performed using Jamovi software (Version 2.4).
Results  Fifty-three responses from 12 countries were analyzed. A total of 
60.4 % of participants were women, with a female-to-male ratio of 1.5. Partic-
ipants aged 30–40 years accounted for 39.6 % of the sample, while those aged 
20–30 years comprised 28.3 %. Residents represented 34 % of respondents, and 
19 % were physicians.
More than 60 % of participants had been practicing hepatogastroenterology 
for over 5 years, yet only 37.7 % had received polypectomy training during 
residency. Six out of ten participants had been trained in polyp characterization 
and the use of polypectomy devices. Several teaching modalities were report-
ed for these two items, with a predominant role of workshops held during 
national and international congresses (45.3 % and 41.5 %, respectively) and 
self-learning (69.8 % and 45.3 %).
More than half of the participants considered the training they received to be 
insufficient (64.2 %), expressing a preference for hands-on training on models 
(62.3 %) and on patients (71.7 %).
According to the FGP grid, the main difficulties concerned technical skills (mean 
score of 13.9 per participant for the seven items), followed by theoretical 
knowledge (12.6).
87 % of participants reported theoretical difficulties in polyp characterization, 
81 % in managing post-resection complications, and 75 % in performing pol-
ypectomy.
Regarding technical skills, 94 % of participants reported difficulties in polyp 
characterization and 91 % in resection and complication management.
Among the variables studied — including status, initial training, training mo-
dalities (hands-on, webinar, certification), and years of endoscopic practice — 
none were significantly associated with the reported difficulties. In contrast, 
the frequency of performing polypectomies was the only factor associated with 
a reduction in difficulties (OR = 0.79; 95 % CI: 0.52–0.96; p = 0.0249).
Conclusions  Endoscopic polypectomy is a common procedure in digestive 
endoscopy, but it requires specific expertise. This multicentre survey identified 
several training needs, particularly in the areas of polyp characterisation, re-
section techniques, and managing complications.
More than half of the participants considered their training to be insufficient, 
highlighting the need for strengthened continuing education and structured 
hands-on training programs to optimize polyp management and enhance en-
doscopists’ skills.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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leaks and perforations: real-world outcomes from a 
single tertiary gastroenterology center
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Aims  Anastomotic leaks and iatrogenic perforations of the upper gastrointes-
tinal tract remain challenging complications associated with significant mor-
bidity and mortality. Current endoscopic management relies mainly on fully 
covered self-expanding metal stents (SEMS) or endoscopic vacuum therapy 
(EVT). Although effective, SEMS are limited by high migration rate and lack of 
active drainage, whereas EVT with a polyurethane sponge may delay oral nu-
trition. The VACStent, a recent device that combines a fully covered SMES with 
a polyurethane sponge-cylinder connected to a vacuum pump, was developed 
to overcome these limitations. This system enables continuous drainage of 
purulent material and granulation tissue formation, while reducing the risk of 
migration and preserving lumen patency. Real-world data regarding its perfor-
mance remains limited. This study aimed to assess the clinical efficacy and 
safety of VACStent therapy in the management of upper gastrointestinal de-
fects.
Methods  We conducted a retrospective study including all consecutive pa-
tients with upper gastrointestinal defects treated with the VACStent between 
July 2024 and October 2025 at the Digestive Endoscopy Unit of Hospital de 
Santa Luzia, Viana do Castelo, Portugal. Demographic characteristics, type of 
defect, procedural details, treatment duration, need for adjunctive therapies 
and adverse effects were collected using a database based on electronic med-
ical records. The primary outcome was complete closure of the defect. A de-
scriptive statistical analysis was performed, reporting categorical variables as 
percentages, and continuous variables as means or medians, as appropriate.
Results  VACStent was used in 7 patients (mean age 71.7 ± 10.0 years; 71.4 % 
female) for the management of anastomotic leaks (57.1 %, all after total gas-
trectomy) and iatrogenic perforations (42.9 %, all occurring during balloon 
dilation for achalasia treatment). The median time between the index proce-
dure and diagnosis of the defect was 4 days, and the time from diagnosis to 
VACStent placement was 0 days. The mean defect size was 14.4 ± 6.9mm. VAC-
Stent was used as first-line therapy in 71.4 % (n = 5) of cases. Technical success 
was achieved in 100 %. The mean duration of VACStent therapy was 8.9 ± 4.0 
days, with a median of 2 exchanges per patient. Oral diet was resumed after a 
median of 4 days of VACStent placement. Complete closure of the defect was 
achieved in 71.4 % of patients; 2 patients required adjunctive therapy (SEMS 
and EVT, respectively). Among patients in whom closure was not achieved, one 
presented with severe sepsis and had the largest defect (two with more than 
20mm), while in the other case VACStent was removed due to bleeding from 
an ulcer at the site of the distal flange of the device; both cases occurred in 
context of anastomotic leaks in which VACStent was used as first-line therapy. 

Device-related adverse events occurred in 42.9 % patients – bleeding (n = 1), 
retrosternal pain (n = 1) and stenosis (n = 1) – all managed endoscopically.
Conclusions  VACStent therapy proved to be a safe and effective minimally 
invasive option for managing upper gastrointestinal anastomotic leaks and 
perforations, achieving defect closure in most patients and enabling early oral 
nutritional resumption, with a favorable safety profile. It also demonstrated 
effectiveness in cases where it was not used as first-line therapy. Therefore, 
VACStent emerges as an alternative to surgery and other endoscopic methods 
in these settings, although larger studies are required to validate these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Non-variceal upper gastrointestinal bleeding (NVUGIB) is a frequent 
emergency requiring early risk stratification to identify patients needing urgent 
endoscopy and hospitalization. This study evaluated the predictive perfor-
mance of the AS, modified Glasgow-Blatchford (GBm), AIMS65, and H3B2 
scores in suspected NVUGIB [1, 2].
Methods  A retrospective observational study included adults undergoing 
upper endoscopy for suspected NVUGIB between May and December 2024 at 
Hospital General de México. Clinical, laboratory, and endoscopic data were 
collected. Pre-endoscopic scores (AS, AIMS65, GBm, H3B2) were calculated. 
Diagnostic accuracy for predicting endoscopic treatment and hospitalization 
was assessed using ROC curves and AUC analysis (▶Table 1).
Results  A total of 122 patients were analyzed (63.1 % male; mean age 
57.7 ± 16.3 years). Melena (54.1 %), coffee-ground emesis (25.4 %), and he-
matemesis (16.4 %) were the main presenting symptoms. Endoscopic therapy 
was required in 16.4 % of cases, mostly with epinephrine or hemoclips. Gast-
ropathy (40.2 %) and peptic ulcer disease (35.3 %) were the predominant find-
ings. Hospitalization was required in 38.5 % of patients.
For predicting endoscopic therapy, the AS score had the highest AUC (0.636; 
p = 0.055), followed by H3B2 (0.629) and AIMS65 (0.615). For hospitalization 
prediction, GBm (AUC 0.745; p < 0.001) and H3B2 (AUC 0.738; p < 0.001) per-
formed best, while AS also showed significant discrimination (AUC 0.664; 
p = 0.002). Optimal cutoffs were AS > 2, AIMS65 > 1, H3B2 > 2, and GBm > 6.
Conclusions  The AS score, based on clinical variables available at first contact, 
showed comparable performance to laboratory-dependent scores—particu-
larly for predicting hospitalization. Its simplicity supports its potential use as a 
practical triage tool in emergency settings. Further validation could consolidate 
its role in early NVUGIB management.
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▶Table 1	 

Outcomes Scores AUC (95 % CI) P value Cutoff point Sensitivity Specificity

Need for endoscopic 
treatment

AS 0.636 (0.502–0.770) 0.055  > 2 0.700 0.578

AIMS65 0.615 (0.462–0.768) 0.104  > 1 0.700 0.657

H3B2 0.629 (0.509–0.750) 0.068  > 2 0.850 0.588

GBm 0.600 (0.483–0.716) 0.159  > 7 0.850 0.608

Need for hospitalization AS 0.664 (0.564–0.764) 0.002  > 2 0.723 0.520

AIMS65 0.595 (0.492–0.697) 0.079  > 1 0.766 0.600

H3B2 0.738 (0.649–0.827)  < 0.001  > 2 0.830 0.507

GBm 0.745 (0.655–0.836)  < 0.001  > 6 0.894 0.613

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the diagnostic and therapeutic performance of ERCP in the 
management of intrabiliary rupture of hepatic hydatid cysts.
Methods  We retrospectively included 60 patients with liver hydatid cysts fis-
tulized into the bile ducts, treated between January 2016 and September 2025.
Overall success was defined as complete clearance of the common bile duct. 
Statistical analysis was performed using JAMOVI 2.0.
Results  Among all ERCP procedures performed during the study period, 4.6 % 
(n = 60) were indicated for a hydatid cyst communicating with the bile ducts.
The median age was 46.1 ± 14.8 years, with a sex ratio of 2. ERCP was performed 
for acute cholangitis in 44.9 % of cases and for persistent external biliary fistu-
la in 34 %.The median bile duct diameter was 10 [7–14] mm, and the median 
cyst diameter was 35 [27–47] mm.
Sphincterotomy was performed in 96 % of patients, allowing hydatid material 
extraction (balloon or Dormia) in 87.8 %.Naso-biliary drainage was required in 
24 % of cases, and biliary stent placement in 8 %.
The overall success rate was 93.3 % (n = 56), while 4 patients (6.7 %) developed 
complications.Clinical improvement was reflected by resolution of jaundice 
within 5–10 days in most cases.
Conclusions  Our findings confirm that ERCP is a highly effective therapeutic 
option for intrabiliary rupture of liver hydatid cysts, with a high success rate, 
low complication rate, and excellent short-term and long-term outcomes. This 
minimally invasive approach represents a valuable alternative to surgery in 
appropriately selected patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Non-variceal gastrointestinal bleeding is a common condition worldwide 
with an annual incidence of between 50 to 150 per 100,000. Despite improve-
ments in diagnosis and treatment, it remains a clinical challenge, with a 30-day 
mortality of up to 11 %. RADA16 is a novel haemostat, with no risk of thermal inju-
ry or perforation. It is applied endoscopically as a transparent hydrogel, physically 
preventing further bleeding. This case series aims to explore the expanded use of 
RADA16 in the management of non-ulcer, non-variceal bleeding.
Methods  A retrospective evaluation was undertaken at a busy, tertiary uni-
versity hospital, that has a high rate of refractory bleeding. Data were collect-
ed from Welsh Clinical Portal and Synapse Clinical Workflow Manager (CWM) 
in patients who underwent RADA16 treatment for non-ulcer, non-variceal 
bleeding between 2014 – June 2025. Aetiology of bleeding, haemoglobin lev-
el, other haemostatic treatments, number of endoscopies and outcome (hae-
mostasis achieved or rebleeding) were recorded. Endoscopic images were also 
taken for analysis.
Results RESULTS:  A total of eight patients were treated (▶Table 1), mean age 
69 (SD = 9), male to female ratio 6:2. Initial haemostasis was achieved in eight 
(100 %) patients, five (62.5 %) of whom had experienced failure of other hae-
mostatic therapies. Rebleeding occurred in three (37.5 %) cases. The average 
increase in haemoglobin on hospital admission and one month after initial 
treatment with RADA16 was 25.4g/L. A dependent-samples t-test indicates 
there was a significant difference between haemoglobin on admission (M = 80.3, 
SD = 22.8) and after RADA16 treatment (M = 105.7, SD = 20.2), t(6) = 3.6, 
p = .012. The eta squared statistic (.68) indicated a large effect size. The average 
decrease in number of endoscopies and treatments was 3.0 and 1.28 respec-
tively.
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▶Table 1	  Summary of Cases Treated with RADA16

Cases Age Sex Aetiology of bleeding Procedure type Co-morbidities

1 51 M GAVE Endoscopy T2DM, Cirrhosis

2 65 F GAVE Endoscopy Liver Steatosis, Liver Fibrosis, Acquired 
Hypothyroidism, Bilateral Internal Jugular 
Vein Thrombosis, Portal Vein thrombosis

3 65 F GAVE Endoscopy T2DM, Hypertension, NAFLD

4 66 M RAVE Sigmoidoscopy Malignant Neoplasm of the Prostate

5 68 M Post-Radiotherapy Angiodysplasia Endoscopy T2DM, Hodgkins Lymphoma, Atrial 
fibrillation, Acute Renal Failure, Gout

6 73 M GAVE Endoscopy Congestive Hepatopathy, Cirrhosis, Epilepsy, 
Hypertension, Atrial Fibrillation

7 78 M Post-Endoscopic Therapy Bleed Endoscopy Cirrhosis, Oesophageal Varices, Subarach-
noid Haemorrhage

8 83 M GAVE Endoscopy NAFLD, Advanced fibrosis, T2DM

GAVE: Gastric Antral Vessel Ectasia, T2DM: Type 2 Diabetes Mellitus, NAFLD: Non-Alcoholic Fatty Liver Disease, RAVE: Radiation-Associated Vascular 
Ectasia

Conclusions  RADA16 is effective in achieving haemostasis in various bleeding 
aetiologies. Its transparency, low risk and ease of use are advantages, though 
further prospective studies are required to confirm its efficacy in comparison 
to other treatments.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Conversational artificial intelligence (AI) models are increasingly used as 
clinical decision-support tools. This study aimed to compare ChatGPT (GPT-5) 
and Gemini (Google) in their ability to provide safe, justified, and guide-
line-compliant therapeutic strategies for esophageal achalasia and diverticula, 
with particular emphasis on the indication for Per Oral Endoscopic Myotomy 
(POEM)
Methods  Twenty-two simulated clinical cases were developed: 18 achalasia 
cases (types I, II, III, atypical, post-radiotherapy, post-dilation, or post-POEM) 
and 4 esophageal diverticula cases (epiphrenic and Zenker, symptomatic and 
asymptomatic). Cases included complex clinical scenarios such as cardiac or 
neurological comorbidities, megaesophagus, pre-existing reflux, or post-treat-
ment recurrence.
Each case was independently submitted to both AI models using identical 
phrasing. The primary question was:
“Is POEM indicated for this patient? Justify your answer.”
Responses were evaluated by a clinical expert using five criteria: therapeutic 
relevance, clinical justification, safety, clarity, and adherence to guidelines. Each 
criterion was scored 0–2, except for clarity and guideline references (0–1), for 
a maximum score of 8 points. Qualitative analyses were conducted to assess 
overall trends, response structure, and adherence to international recommen-
dations and patient safety.

Results  ChatGPT achieved a higher global score (96 %) than Gemini (89.8 %). 
Both models reached identical performance for therapeutic relevance (90.9 %) 
and clarity (100 %). ChatGPT outperformed Gemini in safety (100 % vs. 95.5 %) 
and explicit guideline citation (86 % vs. 27 %).
Integrated examples revealed consistent differences in approach:

▪▪ In an elderly patient with megaesophagus and cardiac comorbidity, 
ChatGPT recommended Botox or pneumatic dilation prior to POEM, 
demonstrating a risk-adapted, guideline-aligned strategy. In contrast, 
Gemini suggested POEM directly, acknowledging its efficacy but without 
referencing guideline-based precautions for fragile patients.

▪▪ In a post-fundoplication achalasia recurrence, ChatGPT advised caution 
due to altered anatomy and emphasized alternative treatments, whereas 
Gemini proposed POEM as a technically feasible option, illustrating its 
more procedural and pragmatic orientation.Qualitative trends emerged 
clearly across cases.

ChatGPT consistently adhered to ACG/ASGE/WGO guidelines, provided struc-
tured bullet-point responses, and privileged less invasive or staged approach-
es in high-risk scenarios. Gemini delivered more detailed, educational expla-
nations of pathophysiology and procedural mechanics but was less concise and 
occasionally favored aggressive interventions even in complex situations. 
ChatGPT justified decisions through explicit links between physiology, expect-
ed outcomes, and risks, while Gemini relied more on practical reasoning and 
technical consideration
Conclusions  Both AI models produced clinically relevant and safe recommen-
dations. However, ChatGPT demonstrated superior guideline adherence, struc-
tured clarity, and risk-sensitive therapeutic reasoning. Gemini offered richer 
pedagogical explanations and a pragmatic technical viewpoint. Their comple-
mentary strengths suggest potential value in combined use for clinical deci-
sion-support and medical training in disorders such as achalasia and esopha-
geal diverticula.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pregnancy and parenthood during gastroenterology training present 
unique challenges. Long hours, exposure to endoscopic procedures, and work-
place expectations can affect wellbeing, career progression, and professional 
performance. The aim of this study is to evaluate the experiences, challenges, 
and support systems for gastroenterology trainees during pregnancy or par-
enthood.
Methods  A cross-sectional survey targeted trainees who were pregnant or 
whose partners were pregnant over the last three years. Data collected includ-
ed demographics, working hours, perceived support from colleagues and su-
pervisors, exposure to occupational hazards (anesthetic gases, radiation, 
bloodborne pathogens), pregnancy complications, and postnatal adaptation 
to work
Results  Thirty-four female and three male trainees (mean age 28 ± 3.5 years) 
participated. Among women, 60 % experienced pregnancy during training. 
Prior to pregnancy, 80 % worked > 40 hours/week; during pregnancy, 70 %, 55 %, 
and 35 % continued similar workloads in the first, second, and third trimesters, 
respectively. Over half (53 %) experienced at least one pregnancy complication. 
Major occupational risks were inadequately addressed: anesthetic gases (45 %), 
bloodborne pathogens (35 %), radiation (18 %), and prolonged endoscopy ses-
sions (30 %). Postpartum, male trainees were more likely to resume full-time 
work than females (93 % vs 62 %, p = 0.03). Both sexes reported challenges bal-
ancing childcare with training and reduced productivity. Women more fre-
quently perceived parenthood as affecting ambition and career progression 
(p = 0.02).
Conclusions  Pregnancy and parenthood during gastroenterology training 
pose significant physical and professional challenges. Training programs should 
proactively assess occupational risks, implement supportive policies, and pro-
mote a culture that normalizes parental responsibilities to ensure trainee well-
being, professional growth, and gender equity.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  National surveys have been used to obtain information on sedation and 
monitoring practices in endoscopy in several countries. To provide data from 
Portugal and query the Portuguese endoscopists on nonanesthesiologist ad-
ministration of propofol.
Methods  A 31-item web survey was sent to all 490 members of the Portuguese 
Society of Gastroenterology.
Results  A total of 127 members (26 %) responded the questionnaire; 20 % were 
residents. 52 % worked in both public and private practice. Most endoscopists 
performed esophagogastroduodenoscopy (EGD) without propofol in the pub-
lic sector (68 %), compared to 37 % in the private sector, a trend also observed 
for colonoscopy without propofol (62 % vs. 30 %, respectively). Propofol pro-
vided the best satisfaction against midazolam + /-opioid, both in EGD and Co-
lonoscopies (mean 9.5 and 9.7/10 vs 4.9 and 5.4/10 respectively). Nonanes-
thesiologist administration of propofol was performed only by seven 
respondents; however, 52 % reported that they would consider its use, given 
adequate training. Pulse oximetry is monitored routinely (99 %); oxygen sup-

plementation is administered by 87 % with propofol and 51 % with traditional 
sedation. 75 % would consider useful the existence of certified courses in Seda-
tion Training in Gastrointestinal Endoscopy in the Gastroenterology Residency 
curriculum.
Conclusions  Propofol is the preferred sedation agent among Portuguese endos-
copists, with a possible interest in expanding its use through targeted training.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal bleeding is a common and potentially life-threatening 
complication of liver cirrhosis, mainly resulting from portal hypertension. It 
represents a major cause of morbidity and mortality in this patient population. 
Early identification of risk factors is essential to prevent this complication and 
to guide an appropriate management strategy. Through this study, we aimed 
to describe the clinical, biological, and etiological characteristics of cirrhotic 
patients presenting with gastrointestinal bleeding, and to analyze the predic-
tive factors associated with its occurrence.
Methods  This was a retrospective, descriptive, and analytical monocentric 
study conducted in the Hepato-Gastroenterology and Proctology Department 
“Medicine B” of Ibn Sina University Hospital in Rabat.The study included 122 
patients with liver cirrhosis over a 6-year period, from July 2018 to November 
2025. Predictive factors for gastrointestinal bleeding were assessed using bi-
nary logistic regression, performed with JAMOVI software. A p-value < 0.05 was 
considered statistically significant.
Results  Among the 122 included patients, gastrointestinal bleeding occurred 
in 46 patients (37.7 %).Regarding demographic characteristics, there were 24 
men (52.1 %) and 22 women (47.9 %), with a mean age of 52.3 ± 14.9 years. 
Smoking was reported in 9 patients (19.5 %), type 2 diabetes in 7 patients 
(15.2 %), and alcohol consumption in 2 patients (4.3 %).The ECOG performance 
status was 0 in 22 patients (47.8 %), 1 in 13 patients (28.2 %), 2 in 9 patients 
(19.5 %), and 3 in 2 patients (4.3 %).
According to the Child-Pugh classification, 12 patients (26 %) were Child A, 13 
(28.2 %) Child B, and 21 (45 %) Child C.
Platelet count was < 50,000/mm³ in 12 patients (26.1 %), prothrombin 
time < 50 % in 18 patients (39.1 %), and the mean serum albumin level was 
29.7 ± 8.6 g/L.
Cirrhosis etiologies included HBV in 14 patients, HCV in 12 patients, NASH in 
4 patients, alcohol in 3 patients, PBC in 4 patients, AIH in 1 patient, Wilson’s 
disease in 1 patient, and cryptogenic cirrhosis in 4 patients. Three patients were 
still undergoing etiological assessment.
Upper endoscopy revealed grade III esophageal varices in 18 patients, grade II 
in 16 patients, and grade I in 11 patients.
Multivariate analysis identified the following as the main predictive factors for 
gastrointestinal bleeding:
Child-Pugh C score (OR = 2.73, CI = 1.04–7.13, p = 0.04)
Neurological decompensation (OR = 4.55, CI = 1.49–13.89, p = 0.008)
Portal vein thrombosis (OR = 0.2, CI = 0.06–0.65, p = 0.008)
Conclusions  This study highlights the principal predictive factors of gastroin-
testinal bleeding in cirrhotic patients, particularly a high Child-Pugh score, 
neurological decompensation, and portal vein thrombosis. These findings 
emphasize the need for close monitoring and optimised management of pa-
tients presenting with these risk factors to reduce morbidity and mortality. A 
preventive strategy combining control of portal hypertension and management 
of complications may improve outcomes in cirrhotic patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP583  Are guidelines actually improving quality of 
examinations? A multicenter study shining the light 
on endosonographic examinations
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Aims  In order to keep the quality of diagnostic EUS improving, as it is a dynam-
ic process, the European Society for Gastrointestinal Endoscopy wants to set 
high standards and review their Impact. The aim of this multicenter study is to 
observe the impact that the publication and implementation of the ESGE guideline 
on quality improvement in 2017 had on the performance of endoscopists. We can 
furthermore establish a direct link to the new guidelines from November 2025 to 
find out whether the key performance measurements can be met [1].
Methods  This study is designed as a multicenter study involving three aca-
demic teaching hospitals (Warendorf (W), Ibbenbueren (I), and Trier (T)) and 
three university hospitals (Muenster (M), Kiel (K), and Oldenburg (O)) in Ger-
many. The primary endpoint focuses on the frequency of obtaining a diagnos-
tic tissue sample from EUS-FNA/FNB of solid lesions. The secondary endpoint 
is adequate endosonographic description of landmarks. As a further secondary 
endpoint in accordance with the ESGE updated Guidelines from 11/2025 we 
also included the signed informed consent before the examination. Until now 
we included 812 patients.
Three patient groups were formed:

▪▪ Before implementation of the guideline, before 2018 (retrospective, 
group I)

▪▪ After implementation of the guideline, from 10/2018 to 12/2023 
(retrospective, group II)

▪▪ After implementation of the guideline, from 2024 on (prospective, group III)
For the calculation of the case number planning, it is assumed that the rate in 
group A is 78 % and in groups B and C 88 %.
The study was approved by the local Ethics Committee of University in Muenster 
and registered at ClinicalTrials.gov (NCT06727851).
Results  Preliminary data has been collected in 4/6 hospitals (W, M, I, O) to 
date. Frequency rates of obtaining a diagnostic tissue sample:

▪▪ 77.6 %, 91.7 %, and 85 % for W
▪▪ 92.5 %, 84 %, and 82 % for M
▪▪ 84 %, 80 %, and 92.9 % for I
▪▪ 83 %, 85 % and 85 % for O

Adequate description of EUS landmarks
▪▪ 87.8 %, 86.9 %, and 90 % for W
▪▪ 71.7 %, 56 %, and 68 % for M
▪▪ 58 %, 98 %, and 100 % for I

With regard to the corresponding explanations provided prior to EUS proce-
dures, the mean values were 98.8 %, 97.6 %, and 94 %. The data of the hospitals 
in Oldenburg and Kiel are under review and are expected to present for ESGE 
Days 2026.
ConclusionsIn light of the most recent update to the guidelines, we can con-
clude that the aim of tissue sampling during EUS-FNA/FNB is met in three of 
four centers with a key performance measurement of more than 85 %. The 
frequency of adequate description of landmarks in EUS improved in two of three 
centers following publication of the quality-improving ESGE guideline, reaching 
a KPM of 90 %. A high degree of standardization using text building blocks may 
have been helpful in this regard. The slightly lower values for Center M could 
be explained by previous endosonographic examinations in other centers or 

the performance of CT scans. The rate of obtaining a diagnostic tissue sample 
improved in three of four centers. The informed consent was generally availa-
ble. We assume that the slightly lower rates might be due to missed scanning 
of the documents.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The aim of this study was to evaluate the incidence of colorectal neopla-
sia over time in patients with primary sclerosing cholangitis and inflammatory 
bowel disease (PSC-IBD) and to identify the risk factors associated with the 
development of colorectal dysplasia.
Methods  This retrospective study included 365 patients with PSC-IBD who 
were followed between 2007 and 2025, and underwent a total of 2,352 colo-
noscopies with high-definition white light endoscopy. Demographic and clin-
ical data, endoscopic findings, and histological results were analyzed. Risk 
factors for dysplasia and carcinoma were assessed using a time-dependent Cox 
regression model.
Results  Dysplasia was detected in 76 patients (20.8 %), with a neoplasia de-
tection rate of 9.18 %. A total of 216 dysplastic lesions were identified (50.9 % 
from polypectomies and 49.1 % from biopsies). Adenocarcinoma was diag-
nosed in 13 patients (3.6 %). Statistically significant risk factors included high-
er age (HR = 1.03; P = 0.008), biologic therapy (HR = 2.48; P = 0.029), and disease 
duration (P < 0.001). The Mayo endoscopic subscore showed a positive trend 
toward significance (HR = 1.27; P = 0.051).
Conclusions  Our study confirms the high risk of colorectal neoplasia in patients 
with PSC-IBD, particularly in older individuals, those with longer disease dura-
tion, and those receiving biologic therapy. It highlights the importance of an-
nual surveillance colonoscopies with both targeted and random biopsies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Percutaneous endoscopic gastrostomy (PEG) is the standard method for 
long-term enteral nutrition, yet procedure-related complications may occur. 
This study aimed to determine the incidence of early complications and iden-
tify associated risk factors.
Methods  We conducted a 10-year retrospective monocentric study (January 
2015–March 2024) including 178 consecutive patients who underwent PEG 
placement using the “pull” technique. Demographic characteristics, indica-
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tions, procedural parameters, and early complications ( ≤ 30 days) were record-
ed. Univariate and multivariate logistic regression analyses were performed to 
identify independent predictors of complications.
Results  The study included 178 patients (mean age 46.5 years; range 5–88) 
with a male-to-female ratio of 1.7. Most patients ( ≈ 80 %, n = 142) were referred 
from intensive care units. The main indication was severe neurological impair-
ment ( ≈ 86 %, n = 153), predominantly traumatic brain injury ( ≈ 53 %, n = 94) 
and stroke ( ≈ 16 %, n = 28). Procedural success was achieved in 99.4 % of cases 
(177/178). Difficult endoscopic transillumination occurred in ≈ 13 % (n = 23).
The overall early complication rate was ≈ 8 % (n = 15). Complications included 
abdominal wall infections (n = 6; 3.4 %), bleeding events (n = 5; 2.8 %—2 hemop-
eritoneums and 3 minor gastrointestinal bleeds), and one perforation-related 
peritonitis (0.6 %).In univariate analysis, prior abdominal surgery (p = 0.004), 
abnormal abdominal wall thickness (p = 0.001), pre-procedural sepsis 
(p = 0.008), and difficult transillumination (p < 0.001) were significantly associ-
ated with early complications.On multivariate regression, pre-procedural sep-
sis remained the only independent predictor (p = 0.001).
Conclusions  PEG is a safe and effective procedure with a low rate of early 
complications. Pre-procedural sepsis represents the principal independent risk 
factor for adverse events. Careful pre-procedural evaluation, particularly of 
infectious status and abdominal wall characteristics, is essential to optimize 
patient outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Neuroendocrine tumors (NETs) of the ampulla of Vater are rare, 
accounting for < 1 % of ampullary neoplasms. Their presentation is often non-
specific, and cross-sectional imaging may miss small or infiltrative lesions, es-
pecially when they grow submucosally. Endoscopy plays a critical role when 
symptoms persist despite unrevealing imaging.
Case Report  A 47-year-old woman with a history of cholangiopancreatitis 
presented with recurrent abdominal pain, nausea, and progressive constitu-
tional symptoms. Previous imaging had shown biliary and pancreatic duct di-
lation without an identifiable cause. A repeat MRCP demonstrated ampullary 
obstruction but no mass. ERCP revealed a markedly abnormal papilla, charac-
terized by friability, firmness, erythema, and an unusually en bloc mobility that 
prevented biliary cannulation. Biopsies were obtained and a prophylactic pan-
creatic stent was placed [1–5].
Histology demonstrated a well-differentiated grade 3 neuroendocrine tumor 
(Ki-67 25 %, CK19/CK7 positive). Staging found no metastases, but surgical 
exploration identified multiple small liver lesions consistent with metastatic 
NET. Resection revealed a 3-cm ampullary NET infiltrating the pancreatic head 
with lymphovascular and perineural invasion, as well as regional lymph-node 
involvement, consistent with pT3 N1 M1 disease. A synchronous well-differen-
tiated grade 2 pancreatic tail NET (1 cm) was also identified, suggesting mul-
tifocal disease.
Discussion  Ampullary NETs tend to behave more aggressively than other gas-
trointestinal or pancreatic NETs of comparable size. Reported rates of nodal 
involvement and liver metastases are high, even in small tumors. This case il-
lustrates the diagnostic limitations of MRCP and CT for detecting early or infil-
trative ampullary lesions and reinforces the value of endoscopy as the most 
sensitive tool for identifying abnormal papillary morphology. Immunohisto-
chemistry confirms neuroendocrine differentiation, while Ki-67 remains essen-
tial for grading and prognosis. Management typically requires radical surgical 

resection. In advanced disease, therapeutic options include somatostatin an-
alogues, targeted agents, peptide receptor radionuclide therapy, or systemic 
chemotherapy.
Conclusion  This case highlights the central diagnostic role of endoscopy in 
evaluating ampullary lesions that remain occult on imaging. The combination 
of atypical papillary features, multifocal NETs, and unexpected metastatic dis-
ease underscores the aggressive potential of ampullary NETs and the impor-
tance of maintaining clinical suspicion in patients with persistent symptoms.
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References
[1]  ENETS Guidelines 2023 for the management of neuroendocrine neo-
plasms
[2]  Lee YH et al. Ampullary neuroendocrine tumor diagnosed by endoscopy.  
J Surg Case Rep.  2020;
[3]  Nizam K et al. Ampullary neuroendocrine tumors: epidemiology and clin-
ical behavior.  Cureus.  2023;
[4]  Sundin A et al. Neuroendocrine neoplasms of the digestive system.  Best 
Pract Res Clin Gastroenterol.  2022;
[5]  Randle RW et al. Neuroendocrine tumors of the ampulla of Vater: clinical 
features and outcomes.  BMC Gastroenterology.  2017;

eP587  Evaluating The Need for Thermal Ablation of 
Mucosal Defect Margins After Colonic Piecemeal 
Underwater Endoscopic Mucosal Resection: A 
Retrospective Analysis
Authors  Pacheco T1, Barros AR2, Pinto J2, Pimentel R2, Silva J2

Institutes  1  Unidade Local de Saúde do Tâmega e Sousa, E.P.E., Penafiel, 
Portugal; 2  Unidade Local de Saúde do Tâmega e Sousa, E.P.E., Guilhufe, 
Portugal
DOI  10.1055/s-0046-1821914
Aims  Several studies have demonstrated that snare tip soft coagulation (STSC) 
of the resection margins can significantly reduce recurrence rates after con-
ventional piecemeal endoscopic mucosal resection (EMR). However, there is a 
lack of data regarding the efficacy of STSC in the context of piecemeal under-
water EMR (pU-EMR) of large ( ≥ 20 mm) nonpedunculated colorectal polyps 
(LNPCPs).
Methods  This study aimed to assess the impact on recurrence rates of thermal 
ablation of the resection margins following pU-EMR. We conducted a retro-
spective single-center study including all LNPCPs removed by pU-EMR between 
2022 and 2024. The primary outcome was endoscopic recurrence at follow-up 
colonoscopy. Adverse events, including bleeding and perforation, were also 
recorded.
Results  Among 55 LNPCPs resected by pU-EMR (54 patients), 33 lesions un-
derwent follow-up colonoscopy and were included in the analysis (median size, 
25 mm; interquartile range, 25–45 mm; right colon location, 57.6 %). Of these, 
25 lesions (75.8 %) received STSC of the resection margins. At follow-up colo-
noscopy (median interval, 6 months; interquartile range, 5–7 months), no 
recurrence was observed in the non-STSC group (0/8), while a single recurrence 
occurred in the STSC group (1/25; 4.0 %). No adverse events were reported. 
The isolated recurrence was effectively managed with repeat endoscopic re-
section.
Conclusions  Recurrence after pU-EMR was rare overall and notably absent in 
lesions that did not undergo margin ablation. These findings suggest that, un-
like conventional EMR, routine snare tip soft coagulation may not be necessary 
in the underwater setting. Given the small sample size and low event rate, 
prospective studies with larger cohorts are warranted to determine the true 
role of thermal margin ablation after pU-EMR.
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eP588  Intraoperative FLIP assessment during 
G-POEM: preliminary results from a prospective 
single-center cohort
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Aims  To assess intraoperative changes in pyloric distensibility during gastric 
peroral endoscopic myotomy (G-POEM) using the Functional Lumen Imaging 
Probe (FLIP), and to determine whether FLIP can provide reliable real-time guid-
ance on the adequacy of pyloromyotomy.
Methods  A first analysis of a prospectively maintained G-POEM database was 
performed (n = 9). FLIP measurements at 50-ml balloon volume were obtained 
immediately before tunnel creation and after completion of the pyloromyoto-
my. Recorded parameters included distensibility index (DI, mm²/mmHg), min-
imal luminal diameter (mm) and cross-sectional area (CSA, mm²). All proce-
dures were performed under total intravenous anesthesia. Adverse events and 
clinical data were documented. Follow-up at 3–6 months included the Gastric 
Cardinal Symptom Index (GCSI) and the 13C-sodium-octanoate breath test.
Results  The DI increased from a mean of 4.5 to 7.8 mm²/mmHg (Δ + 3.3 mm²/
mmHg). Minimal diameter increased from 12.8 to 15.2 mm (Δ + 2.4 mm), and 
CSA from 146 to 210 mm² (Δ + 64 mm²). No intraoperative complications oc-
curred. Mean procedure time was 78 minutes. In one patient (11.1 %), balloon 
positioning was challenging due to a hook-shaped antrum. Early follow-up data 
(n = 3) indicate symptomatic improvement accompanied by continued increas-
es in FLIP parameters.
Conclusions  Intraoperative FLIP assessment provides a reproducible, quanti-
tative evaluation of pyloric distensibility during G-POEM. The observed increase 
in pyloric compliance confirms the technical effectiveness of the myotomy. 
Early follow-up findings suggest a consistent trend toward clinical improvement 
and further distensibility gain. FLIP may serve as an intraoperative guidance 
tool and help determine the adequate extent of pyloromyotomy during the 
procedure. Further data, particularly long-term correlations and protocol stand-
ardization, are required
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate lymph node (LN) characterization is crucial for cancer diagno-
sis and staging. Elastography (E) may improve Endoscopic Ultrasound (EUS) 
accuracy, while fractal geometry and colorimetric analysis also show promise 
in oncologic imaging. This study evaluates the diagnostic performance of 
EUS-E, fractal analysis, and colorimetric analysis in distinguishing malignant 
from benign LNs [1–4].
Methods  In this prospective single-center study (NCT04671784), LNs were 
evaluated using EUS-E (strain ratio, SR), fractal dimension, and automated col-
orimetric analysis (mean red, green, blue, RGB, values and channel ratios). 
Optimal cut-offs were defined by histology, and AUC and accuracy were com-

pared across methods. Final diagnoses were confirmed by cytology, histology, 
or ≥ 24-month follow-up.
Results  From September 2019 to January 2023, 100 patients with enlarged 
mediastinal or abdominal LNs (50 malignant) were prospectively enrolled. 
Quantitative E (SR cut-off: 8.7) achieved an AUC of 92 % [95 % CI, 80-100], with 
100 % sensitivity and 80 % specificity. Colorimetric analysis showed higher ac-
curacy, with an AUC of 94 % [95 % CI, 81-100], 100 % sensitivity, and 87 % spec-
ificity (p < 0.0001). Combining both E and colorimetric analysis yielded an AUC 
of 94.5 % [95 %CI, 83-100], with 100 % sensitivity and 93.3 % specificity 
(p < 0.0001). The addiction of fractal analysis did not improve the accuracy.
Conclusions  Our findings demonstrate that EUS-E is highly effective in differ-
entiating benign from malignant LNs. Incorporating colorimetric analysis of 
elastographic images further improves diagnostic accuracy, while fractal anal-
ysis does not contribute significantly. Nevertheless, each modality offers unique 
and potentially complementary insights into LN pathology.
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Abstract Text
A 70-year-old female patient was undergoing oncological treatment for met-
astatic, inoperable adenocarcinoma of the antropyloric region of the stomach. 
Her clinical course was complicated by gastric perforation for which she under-
went surgery. In the early postoperative period, the appearance of gastric fluid 
secretion through the skin sutures raised suspicion of a developing gastrocu-
taneous fistula. Gastroscopy revealed a fistulous opening at the proximal mar-
gin of the pyloric canal and a duodenal bulb stricture that was difficult to trav-
erse, with normal-appearing mucosa distal to the stenosis. A 20 × 60 mm 
self-expanding metal duodenal stent (SEMS) was placed.
Because the stent did not adequately cover the fistulous opening and the fis-
tula failed to close within a week, an uncommon but practical solution was 
chosen. Through the external fistula opening, a soft guidewire was introduced 
into the stomach, allowing placement of a thread for placing a percutaneous 
endoscopic gastrostomy (PEG) G-tube.
After PEG placement, the patient was given methylene-blue–colored tea to 
assess for leakage around the PEG insertion site. As no leakage occurred, she 
began full oral intake (initially enteral formulas and liquids only) and was sub-
sequently discharged home in improved condition. Six months later, the PEG 
was removed and fistulous tract closed completely.
This case demonstrates how the endoscopist’s ingenuity and clinical experience 
can effectively manage a postoperative complication without the need for sur-
gical intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP591  Esophageal stenosis in eosinophilic eso-
phagitis. A case series from a spanish tertiary 
hospital
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Aims  Eosinophilic esophagitis (EoE) is an immune-mediated inflammatory 
esophageal disease. In chronic cases, fibrostenotic phenotype manifests, with 
esophageal stenosis (ES) that benefit from endoscopic dilation as well as opti-
mization of medical treatment. However, recent guidelines do not establish 
the prevalence of such ES. We wanted to analyze our prevalence of ES, the need 
of treatment in these patients and how such endoscopic dilation was per-
formed.
Methods  We collected retrospective data from our patients with a EoE diag-
nosis in our hospital since 2020. Their clinical reports and endoscopic reports 
were reviewed. If an ES was described, the endoscopic report and its images 
were examined. Patients with Schatzki’s rings were excluded, since its patho-
physiology and response to treatment differ from ES in the context of EoE [1–3].

▶Table 1	 

Pa-
tient

Sex Age Stenosis Number 
of 
sessions

Dilation 
method

EoE 
diagnosis 
related to 
ES

Ad-
versse 
effects

Im-
prove-
ment

Change in treatment

1 M 32 Diffuse
Distal
 < 1cm

1 Balloon Same time No Yes Started benralizumab

2 M 27 Ringed
Proximal
 < 1cm

6 Savary-Gilliard EoE after ES 
treatment

No Yes Started budesonide

3 F 52 Diffuse
Distal
 < 1cm

2 Balloon Same time No Yes Started PPIs

4 M 58 Ringed
Medial
 < 1cm

2 Balloon EoE after ES 
treatment

No Yes Started PPIs

5 M 62 Ringed
Distal
 < 1cm

1 Balloon Same time No Yes Optimization of PPI 
dosage and budesonide 
started

6 M 48 Ringed
Medial
 < 1cm

1 Balloon EoE after ES 
treatment

No Yes Started PPIs

7 F 14 Diffuse
Proximal
 > 5cm

2 Savary-Gilliard Same time No Yes Started budesonide

Results  Out of 186 patients with an EoE diagnosis, 30 patients were initially 
screened with an ES. After revision, 14 patients were excluded with an endo-
scopic diagnosis of Schatzki’s ring and 16 patients were confirmed to have an 
ES in the context of EoE (ES-EoE), leading to a prevalence of 8.6 % of patients 
with EoE in our center. Only 7 patients received endoscopic dilation treatment 
of their ES, amounting up to 3.7 % of our center’s patients.
In 3 of our patients, the diagnosis of EoE was established after the diagnosis 
and treatment of the ES. Esophageal biopsies were taken after the procedure 
leading up to EoE diagnosis.
Demographic, clinical and endoscopic characteristics of these patients are 
summarized in ▶Table 1. There was a predominance of male patients (71.42 %) 
with a mean age of 41.85 years of age. Both the median and mode were 1-2 
sessions of endoscopic dilation. No complications were described and a sub-
jective clinical improvement was reported in all of our patients. All of our pa-
tients had a change of treatment after the treatment, with 14 % of them receiv-
ing benralizumab with compassive intention and 42.85 % of them receiving 
topical budesonide, while some patients needed an optimization of proton 
pump inhibitor (PPI) dosage.
Conclusions  ES-EoE amount up to 8.6 % of patients with EoE in our center. 
3.7 % of patients with ES-EoE need endoscopic treatment, with clinical response 
and no adverse effects were described. After endoscopic dilation, 57 % of the 
patients needed a change of treatment. Endoscopic dilation in ES-EoE is a safe 
procedure with a small rate of complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic features of Helicobacter pylori (H. pylori) gastritis may reflect 
bacterial load and mucosal damage, potentially influencing therapeutic re-
sponse. This study aimed to evaluate the relationship between endoscopic 
findings and eradication outcomes among patients receiving empirical quad-
ruple therapy in Kairouan, Tunisia.
Methods  A retrospective study was conducted including 89 adults with his-
tologically confirmed H. pylori infection who received a 14-day empirical quad-
ruple therapy between January and August 2024. Endoscopic abnormalities 
(erythema, nodularity, mosaic pattern, erosions, ulcer disease) and histolo-
gy-based gastritis grading were collected. Eradication was assessed through 
stool antigen testing, follow-up endoscopy, or clinical improvement. An uni-
variate analysis explored associations between endoscopic features and treat-
ment success.
Results  Endoscopy revealed gastric erythema in 92.1 % of patients, nodularity 
in 21.3 %, mosaic pattern in 15.7 %, erosions in 16.9 %, and gastric or duodenal 
ulcer in 8.9 %. The overall first-line eradication rate was 69.7 %, and the global 
eradication rate reached 75.2 %. Patients with ulcer disease showed lower erad-
ication rates (62,5 %) compared with those without ulcers (70,3 %). Nodularity 
and erosions were more frequently associated with moderate to severe H. py-
lori density on histology (p = 0,027 and 0,033 respectively), which was itself 
linked to a higher rate of therapeutic failure (24,07 % vs 34,03 %). In contrast, 
isolated erythematous gastritis did not significantly affect eradication out-
comes (p = 0,67).
Conclusions  Specific endoscopic features—particularly nodularity, erosions, 
and ulcer disease—were associated with lower eradication rates, likely reflecting 
higher bacterial burden and more advanced mucosal injury. Endoscopic pat-
terns may therefore serve as useful indicators for predicting treatment response 
and should be considered when tailoring eradication strategies, especially in 
resource-limited settings.
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AimsHelicobacter pylori (H. pylori) infection plays a pivotal role in the develop-
ment of gastric precancerous lesions. Gastric atrophy and intestinal metaplasia 
(IM) constitute key stages in Correa’s cascade leading to gastric adenocarcino-
ma. This study aimed to determine the prevalence of these lesions and to iden-
tify factors associated with their occurrence among patients with histological-
ly confirmed H. pylori infection.
Methods  We conducted a retrospective descriptive and analytical study in the 
Department of Hepato-Gastroenterology at Sahloul University Hospital (2020–
2024). All patients with H. pylori infection confirmed by histology according to 
the Sydney System were included. Demographic and histologic data were col-
lected. Associated factors were analyzed using Chi-square and Student’s t-tests, 
followed by multivariate logistic regression.
Results  A total of 339 patients were included (mean age 48.5 ± 16.7 years; sex 
ratio M/F = 1.2). More than half (56 %) were older than 45 years, and smoking 
was reported in 14 %. Gastric atrophy was present in 68 % of patients, predom-
inantly in the antrum (72 %), followed by the fundus (20 %) and pangastric in-
volvement (8 %). Atrophy was significantly associated with higher gastritis ac-
tivity (p = 0.001) and age > 50 years (p = 0.03).Intestinal metaplasia was 
identified in 13 % of cases. In multivariate analysis, independent predictors of 
IM were age > 50 years (OR 1.3; 95 %CI 1.1–1.6; p = 0.01) and severe atrophy 
(OR 2.2; 95 %CI 1.1–4.5; p = 0.03).
Conclusions  Among patients infected with H. pylori, gastric atrophy and in-
testinal metaplasia are frequent and strongly interrelated precancerous lesions. 
The severity of atrophy emerges as a key predictor of IM, emphasizing the need 
for early H. pylori eradication and tailored endoscopic surveillance strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We report the case of a patient evaluated for a gastric submucosal mass, in 
whom endoscopic ultrasound (EUS) enabled a comprehensive assessment. 
Endoscopy revealed a large antral–fundic submucosal lesion.
Transgastric EUS identified a 39.5 × 37 mm hypoechoic tumor arising from the 
fourth layer, suggestive of a resectable gastric GIST. The examination also re-
vealed two aortic aneurysms: a 41 mm infrarenal aneurysm and a 22 mm su-
praceliac aneurysm. No additional pancreatic, biliary, hepatic, or hepatic–splen-
ic abnormalities were detected.
This case underscores the broad diagnostic potential of EUS for simultaneous 
evaluation of gastrointestinal tumors and significant vascular pathology.
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Abstract Text
Non-Hodgkin’s lymphoma often involves extranodal sites, but pancreatic infil-
tration remains exceptionally uncommon. Primary pancreatic lymphoma ac-
counts for less than 0.5 % of all pancreatic tumours. Secondary pancreatic in-
volvement, usually by direct extension from gastric or retroperitoneal 
lymphomas. We present a case of gastric diffuse large B-cell lymphoma (DLBCL) 
with contiguous pancreatic extension manifesting as gastric outlet obstruction 
and acute pancreatitis [1–3].
A 48-year-old man with no significant past medical history presented with a 
2-month history of epigastric colicky pain radiating to the back worsening over 
the past 72 hours, associated with nausea, vomiting and unintended 17-kg 
weight loss. He reported intermittent low-grade fever. Two weeks earlier, an 
upper endoscopy had been suspended because of large amounts of retained 
food. Laboratory tests revealed elevated serum amylase and lipase (3x ULN) 
and eosinophilia. He was initially managed as mild acute pancreatitis. Abdom-
inal ultrasound demonstrated a well-defined 33 × 34 mm rounded hypoechoic 
pancreatic lesion.
Repeated upper endoscopy identified a large ulcerated, exophytic lesion involv-
ing the incisura and antrum, extending along the greater curvature and into 
the descending part of the duodenum, causing partial gastric outlet obstruc-
tion. Biopsies showed diffuse large B-cell lymphoma, germinal-center pheno-
type. Staging computed tomography (CT) and endoscopic ultrasound (EUS) 
revealed a 35–40 mm transmural hypoechoic gastric mass infiltrating all wall 
layers with direct extension into the pancreatic neck, along with several small 
perigastric and peripancreatic lymph nodes. Fine-needle aspiration of the pan-
creatic lesion confirmed a clonal B-cell population. Bone marrow biopsy and 
flow cytometry showed no infiltration. Final diagnosis was gastric DLBCL, ger-
minal-center type, stage IV. The patient received a pre-phase with cyclophos-
phamide and dexamethasone, followed by R-EDOCH (rituximab, etoposide, 
doxorubicin, vincristine, cyclophosphamide, prednisone) immunochemother-
apy. Treatment was well tolerated. Interim PET-CT demonstrated marked radi-
ologic improvement with complete metabolic response, consistent with clini-
cal remission. Follow-up endoscopies showed progressive ulcer healing and a 
persistent fibrotic duodenal stenosis. He is currently without active oncologic 
treatment and undergoing clinical and endoscopic follow-up.
This case illustrates a rare presentation of gastric DLBCL with contiguous pan-
creatic invasion mimicking acute pancreatitis. Pancreatic involvement by lym-
phoma may resemble both pancreatitis and pancreatic carcinoma. Diagnosis 
relies on imaging, endoscopy, EUS-guided sampling, and histopathology. Im-
munochemotherapy is the standard treatment and typically induces rapid 
tumor regression. DLBCL should be considered in the differential diagnosis of 
pancreatic masses or acute pancreatitis-like presentations, especially when 
gastric lesions or obstructive symptoms are present. Early histologic confirma-
tion and prompt initiation of immunochemotherapy are essential to avoid 
delays and unnecessary surgery.
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Aims  Pan-intestinal capsule endoscopy (PCE) is increasingly recognized as a 
valuable diagnostic tool for patients with suspected mid-lower gastrointestinal 
bleeding (MLGIB). This study aimed to identify clinical predictors of significant 
vascular findings on PCE thatmay warrant its early application [1].
Methods  The study included 100 consecutive patients who underwent PCE 
for suspected MLGIB. The primary indications were iron deficiencyanemia (81 %) 
and overt bleeding (19 %). Clinical data collected included laboratory results, 
comorbidities and regular medication.
Results  The median age was 70 years (IQR 60–78), with 65 % female, and a 
median Charlson Comorbidity Index 4.0 (IQR 2.0-5.0). CompletePCE was 
achieved in 76 % of cases and 72 % had adequate bowel preparation. Vascular 
lesions were detected in 32 % of patients,primarily angioectasias, 43.7 % in the 
colon, 34,4 % in small bowel and 21.9 % in both. In univariate analysis, older age, 
highercreatinine levels, atrial fibrillation (AF) were significantly associated with 
the presence of vascular lesions (p < 0.05). A multivariablelogistic regression 
model was constructed including variables identified as significant in univariate 
analysis. In the adjusted model,elevated creatinine showed a trend toward in-
dependent association (OR 4.49; 95 % CI: 0.99–20.23; p = 0.051), while age (OR 
1.04; p = 0.164) and AF (OR 0.62; p = 0.530) were not statistically significant. 
The final model demonstrated an overall accuracy of 78.1 %,sensitivity of 
52.4 %, specificity of 90.7 %, positive predictive value of 73.3 %, and an area 
under the ROC curve (AUC) of 0.79.
Conclusions  Since the accuracy of predicting models based on clinical features 
is below 80 %, PCE should be used for the diagnosis of small boweland/or co-
lonic vascular lesions in patients with suspected MLGIB, regardless of age, med-
ication or comorbidities.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP597  Improving Colonoscopy Visualization: 
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Aims  High-quality bowel preparation is crucial for optimal colonoscopy per-
formance. Simethicone, an anti-foaming agent, may enhance endoluminal 
visibility by reducing bubbles and foam, facilitating lesion detection and pro-
cedural efficiency. The Aim of this study is to evaluate the effectiveness of add-
ing simethicone to a standard polyethylene glycol (PEG) bowel preparation on 
colon cleansing quality, lesion detection, and procedural performance.
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Methods  A prospective study was conducted from July to December 2024 in our 
Gastroenterology endoscopic Unit Eighty patients scheduled for elective colonos-
copy were randomly assigned to two groups: Group A (n = 40): Standard PEG 4L 
preparation Group B (n = 40): Standard PEG 4L + simethicone 300 mg (administered 
with the last liter of PEG)Bowel preparation quality was assessed using the Boston 
Bowel Preparation Scale (BBPS). Secondary outcomes included adenoma detection 
rate (ADR), number of polyps detected per patient, need for intraprocedural lavage, 
cecal intubation time, and endoscopist satisfaction (Likert scale).
Results  The mean age was 52 ± 13 years, with a sex ratio M/F of 1.2. Adequate 
bowel preparation (BBPS ≥ 6) was achieved in 33 patients (82.5 %) in Group B 
versus 25 patients (62.5 %) in Group A (p = 0.03). ADR was higher in Group B 
(28 %) compared to Group A (16 %) (p = 0.04), with a greater mean number of 
polyps detected per patient (1.8 ± 1.1 vs 1.1 ± 0.9, p = 0.02). The need for in-
traprocedural lavage was reduced in Group B (12.5 %) versus Group A (30 %) 
(p = 0.02). Cecal intubation time was slightly shorter in the simethicone group 
(7.2 ± 2.1 min vs 8.1 ± 2.5 min, p = 0.08), though not statistically significant. 
Endoscopist satisfaction scores were higher for Group B (median 4.5/5 vs 3.8/5, 
p = 0.01). No serious adverse events related to simethicone were reported.
Conclusions  Adding simethicone to standard PEG bowel preparation signifi-
cantly improves colonic visibility, increases adenoma detection, reduces in-
traprocedural lavage, and enhances endoscopist satisfaction. This safe, low-cost 
intervention is recommended for routine colonoscopy protocols to optimize 
diagnostic outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Malnutrition is a frequent yet under-recognized complication of inflam-
matory bowel disease (IBD), negatively impacting therapeutic response, disease 
course, and prognosis. Artificial intelligence (AI) offers new opportunities for 
early, accurate nutritional risk stratification. This study aimed to determine the 
prevalence of malnutrition in IBD patients, identify associated clinical and bi-
ological factors, and develop a machine-learning model for non-invasive mal-
nutrition screening.
Methods  A cross-sectional analytical study was conducted at Sahloul Univer-
sity Hospital including 224 IBD patients. Malnutrition was defined by a Malnu-
trition Universal Screening Tool (MUST) score ≥ 2 or ESPEN 2015 criteria 
(BMI < 18.5 kg/m² or significant weight loss with age-adjusted low BMI). Ma-
chine-learning models were developed using the CRISP-DM framework. Mod-
el performance was assessed using ROC analysis and predictive accuracy.
Results  Among the 224 included patients (157 Crohn’s disease; 67 ulcerative 
colitis), median age was 38 years (IQR 29–48) with a sex ratio M/F of 1.26. The 
overall prevalence of malnutrition was 25.9 %, with good agreement between 
MUST and ESPEN criteria (κ = 0.723).In univariate analysis, malnutrition was 
significantly associated with smoking (p = 0.018), ileocolonic Crohn’s disease 
(p = 0.011), distal ulcerative colitis (p = 0.041), clinical and endoscopic activity 
(p < 0.001), anemia (p < 0.001), hypoalbuminemia (p < 0.001), elevated CRP 
(p < 0.001), and absence of azathioprine or biologic therapy (p < 0.001).Multi-
variate logistic regression identified three independent predictors of malnutri-
tion: clinical disease activity (OR 3.38; 95 %CI 1.51–7.58), elevated CRP (OR 
2.51; 95 %CI 1.14–5.53), and hypoalbuminemia (OR 4.03; 95 %CI 1.86–8.70).
Among the tested machine-learning models, the Neural Network demonstrat-
ed the highest diagnostic performance, with an AUC of 0.90 and a predictive 
accuracy of 87 %.

Conclusions  Malnutrition is highly prevalent among IBD patients and strong-
ly associated with disease activity, systemic inflammation, and hypoalbumine-
mia. The AI-based Neural Network model showed excellent performance in 
predicting malnutrition, supporting its potential role as a personalized, non-in-
vasive screening tool to optimize nutritional care in IBD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The optimal sedation regimen for gastrointestinal endoscopy that bal-
ances efficacy with patient safety remains undecided. We conduct a systemat-
ic review and meta-analysis aimed to compare the efficacy and safety of rem-
imazolam combined with esketamine (RE) versus propofol combined with 
esketamine (PE) for sedation during gastrointestinal endoscopy
Methods  A systematic literature search was conducted in fuor search engines 
including PubMed, Cochrane Library, Scopus, and Web of Science using the 
keywords "remimazolam," "propofol," "esketamine," and "gastrointestinal en-
doscopy." We included only randomized controlled trials (RCTs) comparing RE 
with PE. The primary outcomes were sedation sucuess rate and induction time 
and the incidence of adverse events, including hypotension, bradycardia, res-
piratory depression, tachycardia, injection pain, and nausea/vomiting. Data 
were pooled using a random-effects model
Results  Four RCTs involving a total of 1219 patients (617 in the RE group and 
602 in the PE group) were included in the meta- analysis. The sedation success 
rate was comparable between the two groups (Risk Ratio [RR] 1.00; 95 % CI 
[0.98, 1.01]).
Compared to the PE group, the RE group showed a significantly longer induction 
time (Mean Difference 10.97 seconds; 95 % CI [3.12, 18.82]). However, the RE 
group was associated with a significantly lower incidence of several adverse 
events. The risk of bradycardia (RR 0.32; 95 % CI [0.11, 0.94]), respiratory de-
pression (RR 0.33; 95 % CI [0.18, 0.58]), and injection pain (RR 0.03; 95 % CI 
[0.00, 1.05]) was significantly lower in the remimazolam group
There were no statistically significant differences between the groups in the 
incidence of hypotension (RR 0.60; 95 % CI [0.34, 1.07]), nausea and vomiting 
(RR 0.95; 95 % CI [0.53, 1.70]), or tachycardia (RR 0.95; 95 % CI [0.09, 10.39]).
Conclusions  When combined with esketamine for gastrointestinal endoscopy, 
remimazolam demonstrates comparable sedative efficacy to propofol. While 
remimazolam has a longer induction time, it offers a superior safety profile, 
with significantly lower risks of bradycardia, respiratory depression, and injec-
tion pain. These findings suggest that remimazolam combined with esketamine 
is a safe and effective alternative to the propofol-based regimen
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastroesophageal reflux disease (GERD) is frequently managed surgical-
ly with fundoplication in patients with persistent symptoms or abnormal reflux 
testing. High-resolution manometry (HRM) and pH-impedance monitoring 
provide objective assessment before and after surgery. This study aimed to 

S664



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

evaluate clinical outcomes, symptoms, and physiological parameters in patients 
undergoing antireflux surgery
Methods  We prospectively analyzed 16 patients (37.5 % female, mean age 
56.4 ± 12.5 years, mean BMI 28.1 ± 3.4) who underwent antireflux surgery 
(62.5 % Nissen, 37.5 % Toupet). Preoperative and postoperative assessments 
included symptoms, GERD-HRQL score, HRM, and pH-impedance monitoring 
[1–3].
Results  Preoperatively, heartburn (81 %), regurgitation (63 %), and cough 
(50 %) were most common. At follow-up, heartburn (19 %) and cough (6 %) 
improved significantly (p = 0.006 and p = 0.016). Hiatal hernia was identified in 
69 % on endoscopy (mean size 2.1 cm) and 56 % on HRM. Barrett’s esophagus 
was present in 12.5 %. GERD-HRQL score improved from 21.6 ± 11.2 to 3.4 ± 7.6 
(p < 0.001). LES pressure and EGJ-CI increased modestly, while distal latency 
increased (trend, p = 0.057). Total AET (acid exposure time) decreased from 
6.2 % to 3.3 % (trend, p = 0.088). DeMeester score decreased from 30 (median) 
to 5.4 (p = 0.092), with abnormal values ( > 14.8) dropping from 62.5 % to 
31.2 %. MNBI improved from 1.95 to 2.40 kΩ, with 43 % of abnormal values 
normalizing. The number of reflux episodes decreased (trend, p = 0.055) and 
bolus clearance improved significantly (p = 0.034). MNBI correlated strongly 
with AET both pre- and post-operatively (r =  − 0.49 and − 0.47). SI and SAP pos-
itivity decreased from 7 and 5 patients pre-op to only 2 patients post-op, indi-
cating loss of symptom–reflux association. Correlation analysis showed that 
EGJ-CI correlated moderately with reductions in acid exposure, suggesting it 
may better reflect postoperative reflux control.
Conclusions  Fundoplication resulted in substantial improvement in physio-
logical, anatomical, and symptomatic markers of GERD. These findings support 
comprehensive pre-operative physiological assessment for optimizing patient 
selection and predicting outcomes in antireflux surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Petersen’s hernia is a complication that occurs after gastric bypass surgery and 
consists of a protrusion of intestinal loops through a defect formed between 
the alimentary limb and the transverse mesocolon. It has a low incidence, es-
timated between 0.2 % and 3 % of patients undergoing this surgery. Symptoms 
are very nonspecific (abdominal pain, vomiting, intestinal obstruction) and are 
often diagnosed during exploratory laparotomy. Treatment is always surgical 
[1–4].
We present the case of a 42-year-old woman with a history of gastric bypass 
surgery 7 years earlier, who presents to the emergency department with a 5-day 
history of epigastric pain associated with vomiting of food content and one 
bowel movement containing fresh blood. Upon arrival at the emergency de-
partment, she presents with overt rectal bleeding and associated arterial hy-
potension (BP 60/40 mmHg). Given the suspicion of a rapid transit source, an 

urgent gastroscopy is performed, which shows no blood residue or lesions 
likely to bleed. The following day, a colonoscopy is performed, revealing blood 
remnants throughout all explored segments, appearing more abundant in the 
left colon and rectum, where some diverticula are observed, although no active 
bleeding site is identified. Subsequently, the patient develops new rectal bleed-
ing with hemodynamic instability and increased abdominal pain. A CT angiog-
raphy is performed, showing enterocolitis (jejunum, ileum, and right hemico-
lon) of probable ischemic etiology in the context of congestion caused by 
venous thrombosis (portal vein and the ileocolic, middle colic, and right colic 
branches of the superior mesenteric vein) secondary to a Petersen’s hernia. The 
patient ultimately undergoes surgical intervention with adequate reduction of 
the herniated contents and closure of the Petersen’s space, with good postop-
erative evolution.
Although presentation as digestive hemorrhage in this condition is rare, in a 
patient with a history of gastric bypass, inconclusive endoscopic studies, and 
lack of clinical improvement, this entity must be considered in the differential 
diagnosis. Delayed diagnosis increases morbidity and mortality in these pa-
tients. A multidisciplinary approach with surgeons and radiologists can be 
useful in guiding management of this condition.
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Background:Post-hepatectomy bile leaks are significant causes of morbidity 
and may rarely progress to complex fistulas, including uncommon bronchobil-
iary fistulas.
Case:  A 52-year-old developed a post operative bile leak with a biloma and a 
biliobronchial fistula. Initial ERCP with sphincterotomy, stenting, and nasobiliary 
drainage failed to reduce output ( > 500 mL/day), leading to repeat ERCPs with 
additional drainage and stents placement. Persistent leakage required percu-
taneous and IR intervention, including transhepatic access, tract dilation, and 
closure with an 18-mm vascular plug and a glue. A 12-Fr pigtail drain was left 
for controlled biloma drainage.
Conclusion:  A hybrid endoscopic–percutaneous–IR strategy successfully treat-
ed this rare post-hepatectomy bronchobiliary fistula.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/5b552d7a-82e7-463d-8e8f-1c0b5df74559/ Up -
loads/19978_1539.mp4
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Aims  Colonoscopy is a critical procedure for colorectal disease screening and 
diagnosis, but it can be challenging, often causing patient discomfort and pro-
cedural difficulties like scope looping. Abdominal corsets have been proposed 
as a simple, non-invasive intervention to improve procedural efficiency and 
patient tolerance. This systematic review and meta-analysis aims to synthesize 
the current evidence on the effectiveness of abdominal corsets in improving 
key colonoscopy outcomes
Methods  A comprehensive systematic literature search was conducted across 
four major electronic databases: PubMed, Scopus, Web of Science, and 
Cochrane. We included randomized controlled trials (RCTs) comparing the use 
of an abdominal corset (experimental group) to standard colonoscopy without 
a corset (control group). The primary outcomes analyzed were the need for 
manual compression, cecal intubation time, patient-reported pain scores, and 
the need for a change in patient position. Four separate meta-analyses were 
performed using a random-effects model
Results  Four RCTs, with a total of 580 patients (283 experimental, 297 control), 
were included in the final analysis. The use of an abdominal corset did not signifi-
cantly reduce the need for manual compression (Risk Ratio [RR] 0.46; 95 % CI [0.16, 
1.33]; P = 0.15), although significant heterogeneity was present (I² = 92 %). How-
ever, the meta-analysis demonstrated that corsets significantly shortened the 
cecal intubation time (Mean Difference [MD] -0.99 minutes; 95 % CI [-1.93, -0.05]; 
P = 0.04) and significantly reduced patient-reported pain scores (MD -1.55; 95 % CI 
[-2.35, -0.75]; P = 0.0001). There was no statistically significant effect on the need 
for changing the patient's position (RR 0.88; 95 % CI [0.36, 2.15]; P = 0.78).
Conclusions  This meta-analysis suggests that the use of an abdominal corset 
during colonoscopy is an effective intervention for reducing cecal intubation 
time and patient pain. While a definitive effect on reducing the need for man-
ual compression or position changes was not established, the observed bene-
fits support its consideration as a tool to enhance both the efficiency of the 
procedure and the patient's experience
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Breast cancer is the most common malignancy in women, with 
invasive lobular carcinoma (ILC) accounting for up to 20 % of cases. Gastroin-
testinal metastases are rare, reported in 0.04–18 % of cases, with the stomach 
being the most frequently affected site, followed by colon and rectum. 
Non-specific symptoms often lead to delayed diagnosis, particularly years after 
the primary tumor [1–5].
Case Report  A 62-year-old woman with a history of right breast ILC (T2N1M0), 
treated over 10 years ago with surgery, radiotherapy, chemotherapy, and hor-
mone therapy for hormone receptor-positive disease, had previously developed 
bone and liver metastases managed with systemic therapy. She presented with 
epigastric pain radiating retrosternally and associated autonomic symptoms. 
Laboratory tests showed microcytic hypochromic anemia and elevated tumor 
markers (CA 15-3, CEA).

Gastroscopy revealed a 1-cm excavated ulcer on the greater curvature of the 
gastric body, posterior wall, with a fibrin-covered base and edematous, con-
gestive borders. Biopsies demonstrated atypical cells positive for estrogen and 
progesterone receptors, confirming metastatic breast carcinoma.
Discussion  Gastric metastases from breast cancer, especially ILC, can occur 
months to decades after initial diagnosis (reported intervals 3 months–30 
years). Clinical manifestations are often subtle, including abdominal discom-
fort, dyspepsia, or GI bleeding, and mimic primary gastric cancer. Endoscopic 
evaluation combined with histopathology and immunohistochemistry (ER/PR, 
GATA-3) is essential for diagnosis. Recent literature confirms the rarity of this 
entity (~0.04–0.3 % in large cohorts) but highlights its relevance for guiding 
systemic therapy rather than surgical management. Awareness is crucial to 
differentiate metastatic lesions from primary gastric malignancies, avoid un-
necessary surgery, and initiate appropriate systemic treatment.
Conclusion  This case underscores the importance of considering gastric me-
tastases in patients with a history of invasive lobular breast carcinoma present-
ing with upper GI symptoms, even many years after the primary tumor. Endo-
scopic biopsy with immunohistochemical confirmation enables accurate 
diagnosis and informs optimal systemic management, preventing unnecessary 
surgical interventions and improving patient care.
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Abstract Text
Gastric fundal varices are a less common but potentially severe cause of upper 
gastrointestinal bleeding. A 50-year-old woman with chronic alcohol use pre-
sented with hematemesis and melena. She was hemodynamically stable but 
had acute anemia. Laboratory tests revealed newly diagnosed cirrhosis with 
acute alcoholic hepatitis. Initial gastroscopy showed a large fundal varix without 
active bleeding. The patient underwent endoscopic cyanoacrylate injection. 
Follow-up gastroscopy and endoscopic ultrasound confirmed complete throm-
bosis of the treated GOV2 varix, with stable other gastric varices. Cyanoacrylate 
injection provided effective hemostasis for high-risk fundal varices, and early 
intervention with careful monitoring ensured a positive clinical outcome [1, 2].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/9639af1f-d073-4919-9dc0-5fbf1aec1613/Uploads/19978_
Variz_f %C3 %BAndica.mp4
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Aims  Celiac disease (CD) is a chronic autoimmune disorder whose impact ex-
tends beyond the gastrointestinal tract, significantly affecting quality of life 
(QoL). Adherence to a gluten-free diet (GFD)—the cornerstone of treatment—
is essential to prevent complications and improve well-being, yet maintaining 
strict adherence remains challenging. This study aimed to evaluate QoL in adult 
patients with CD, assess adherence to a GFD, and identify factors influencing 
both outcomes.
Methods  A cross-sectional descriptive and analytical study was conducted 
over a three-month period (October–December 2023) among 100 adult mem-
bers of the Tunisian Celiac Disease Association. QoL was assessed using two 
validated Arabic questionnaires: the generic SF-12 and the disease-specific 
Celiac Disease Questionnaire (CDQ). Adherence was evaluated using the Biagi 
Score, classifying patients into good (score 3–4) versus poor adherence (score 
0–2). Sociodemographic, clinical, and socioeconomic factors associated with 
impaired QoL and poor adherence were analyzed using uni- and multivariate 
regression.
Results  The cohort included 100 patients (mean age 34.5 ± 9.5 years; sex ratio 
M/F = 0.39). Median age at diagnosis was 11 years and the median disease du-
ration was 21.5 years. Only 27 % reported strict adherence to a GFD (Biagi Score 
3–4).QoL was globally impaired, with a mean SF-12 score of 26.0 ± 4.0 and a 
mean CDQ score of 123.9 ± 29.6. In univariate analysis, impaired QoL was as-
sociated with female sex (p = 0.02), low educational level (p < 0.001), low soci-
oeconomic status (p = 0.01), and autoimmune comorbidities (p = 0.04). After 
adjustment, low educational level (β = 0.21; p = 0.03) and low socioeconomic 
status (β = 0.25; p = 0.04) remained independent predictors of impaired QoL.
Good adherence to the GFD was more frequent in older patients ( > 40 years; 
p = 0.025) and women (p = 0.04), although no independent predictors were 
confirmed in multivariate analysis. Reported barriers included gluten-rich die-
tary habits, high cost of gluten-free products, limited food availability, and low 
socioeconomic and educational levels.
Conclusions  Celiac disease exerts a substantial impact on quality of life, par-
ticularly among patients with low socioeconomic and educational backgrounds. 
Adherence to a gluten-free diet remains low and is hindered by economic, 
cultural, and accessibility constraints. These findings underscore the need for 
a comprehensive care strategy integrating nutritional education, psychological 
support, and socioeconomic assistance to improve both QoL and long-term 
therapeutic adherence in patients with CD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Primary gastric squamous cell carcinoma (SCC) is extremely rare and can re-
semble adenocarcinoma or submucosal tumors such as GIST, making diagno-
sis difficult. We report a case that began with isolated back pain and progressed 
to massive upper GI bleeding, ultimately revealing a primary gastric SCC.

A 66-year-old man presented with several months of thoracolumbar back pain. 
A CT scan performed for musculoskeletal evaluation incidentally revealed a 
large gastric mass at the lesser curvature. Upper endoscopy showed an exten-
sive infiltrative, exulcerated lesion with deep ulcerations and a small active 
bleed. Biopsy was deferred due to dual antiplatelet therapy. Endoscopic ultra-
sound demonstrated a large heterogeneous lesion arising from the muscularis 
propria, suggesting a GIST-like submucosal tumor. EUS-guided sampling was 
performed. After cessation of antiplatelet therapy, repeat endoscopy showed 
an infiltrating carcinoma, and biopsies confirmed poorly differentiated SCC 
(CK5/6 positive, p63 positive, CK7 negative). The esophagus appeared normal 
[1–3].
The clinical course was marked by recurrent malignant bleeding requiring sev-
eral urgent endoscopies. One procedure showed interval tumor progression 
without active hemorrhage, whereas later examinations revealed large 
amounts of hematin and multiple arterial bleeding points. Injection therapy, 
coagulation and hemostatic powder (TC-325/HaemoSpray) achieved only tem-
porary control. The final endoscopy, performed under intubation, showed the 
stomach filled with a large volume of blood and a deep necrotic cavity with 
persistent arterial bleeding. The patient died from hemorrhagic shock.
Further staging with PET-CT showed no evidence of another SCC primary and 
no esophageal involvement. Together with the extra-cardiac location of the 
tumor, these findings fulfilled Parks’ criteria and supported the diagnosis of 
primary gastric SCC. The multidisciplinary tumor board classified the tumor as 
unresectable, and palliative systemic chemotherapy was initiated, but recurrent 
bleeding ultimately led to a fatal outcome.
This case highlights how primary gastric SCC may present with atypical symp-
toms and a deceptive GIST-like EUS appearance. It underscores the importance 
of multimodal evaluation including EGD, EUS, imaging and targeted biopsy in 
diagnosing rare gastric tumors. The case also demonstrates the limited dura-
bility of endoscopic hemostasis in advanced malignant bleeding and the need 
to consider gastric SCC in ulcerated, subepithelial-appearing lesions when en-
doscopic, imaging and histologic findings are discordant.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Crohn’s disease (CD) has long been associated with malnutrition, yet the 
rising prevalence of overweight challenges this traditional paradigm. Adipose 
tissue is now recognized as a metabolically active organ capable of amplifying 
systemic and intestinal inflammation, potentially altering disease course and 
therapeutic requirements. This study aimed to assess the prevalence of over-
weight among CD patients and determine whether higher BMI is associated 
with disease severity, complications, and escalation to anti-TNFα therapy.
Methods  A cross-sectional study was conducted at Sahloul University Hospi-
tal including 157 adults with confirmed CD. Demographic, clinical, Montreal 
classification, perianal disease, and biological parameters (BMI, CRP, albumin) 
were collected. Patients were stratified into overweight (BMI ≥ 25 kg/m²) and 
non-overweight ( < 25 kg/m²). Disease complications (strictures, abscesses, 
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fistulas, perianal disease), digestive surgery, and treatment strategies (5-ASA, 
thiopurines, anti-TNFα monotherapy, combination therapy, and optimization) 
were compared. Logistic regression identified independent determinants of 
anti-TNFα use.
Results  The cohort included 157 CD patients (mean age 38.4 ± 12.7 years; sex 
ratio 1.2). Mean BMI was 22.1 ± 4.3 kg/m², and 24.2 % were overweight. Over-
weight patients were older at inclusion (44.7 ± 10.9 vs 36.5 ± 13.0 years; 
p = 0.03) and more frequently diagnosed after age 40 (Montreal A3; p = 0.01). 
Disease location (L1/L2/L3), behavior (B1/B2/B3), perianal involvement, CRP, 
albumin, and digestive complications did not differ significantly between 
groups (p > 0.05).However, overweight patients had significantly higher use of 
anti-TNFα agents (38.9 % vs 19.4 %; p = 0.03), with more frequent therapeutic 
optimization (22.2 % vs 8.7 %; p = 0.02).In multivariate analysis, overweight was 
the only independent predictor of anti-TNFα initiation (OR 2.45; 95 %CI 1.10–
5.46; p = 0.028). No association was found between BMI and inflammatory 
biomarkers.
Conclusions  Overweight affects nearly one-quarter of CD patients and is in-
dependently associated with increased need for anti-TNFα therapy and more 
frequent treatment optimization, despite comparable inflammatory markers 
and complication rates. These findings suggest that adiposity may modulate 
therapeutic thresholds in CD and highlight the importance of integrating met-
abolic status into treatment decision-making.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Controlling intraoperative bleeding is imperative for effective ESD. Flush-
ing-assisted under-saline ESD (Flushing ESD) is a novel adjunct technique in 
saline immersion therapeutic endoscopy, designed to enhance bleeding pre-
vention and improve haemostatic control. It provides concurrent, energy-syn-
chronised flushing from the endoscopic knife, where effective vessel sealing 
and coagulation can be achieved with high radiofrequency forced coagulation. 
We aimed to compare haemostatic performance, bleeding events, and coag-
ulation grasper utilisation between flushing and non-flushing rectal ESD in a 
UK tertiary referral centre (▶Table 1).

▶Table 1	 

Flushing ESD (n = 10) Median (IQR) Non-Flushing ESD (n = 5) Median 
(IQR)

Stat.

Lesion (mm) 55 (40-69.5) 50 (35-50) p = 0.48

Vessels/cm2 1.04 (0.6-1.7) 1.27 (1.06-1.27) RR:0.90,p = 0.72

Ooze/Vessel 0.7 (0.6-1) 0.5 (0.5-0.6) RR:1.55,p = 0.02*

Ooze/cm2 0.8 (0.6-1.2) 0.6 (0.4-0.8) RR:1.55, p = 0.22

Red Out/Vess. 0.15 (0.11-0.26) 0.06 (0-0.13) RR:2.06, p = 0.06

Red Out/cm2 0.2 (0.11-0.23) 0.05 (0-0.23) RR:2.1, p = 0.19

Coag Grasp (Bleed)/Vessel 0, 0 (0-0) 0.03 (0.03-0.06) RR:0.07,p = 0.02*

Coag Grasp (Bleed)/cm2 0, 0 (0-0) 0.07 (0.03-0.08) RR:0.04,p < 0.01*

Methods  We conducted a single-centre retrospective study comparing 10 
rectal flushing with 5 non-flushing ESDs (3 CO₂ and 2 SITE). The Flushing Forced 
Method used an electrosurgical knife with integrated flushing (FlushKnife BTs, 
FUJIFILM Corp, Japan) connected to an endoscopic irrigation pump (EIP2, ERBE 
Corp, Germany). Videos were analysed to document visible vessels, minor 
bleeding (ooze), major bleeding (red-out), and coagulation grasper activations. 
Demographic, procedural and histological data were obtained from electron-
ic records. Student’s t-tests were used for continuous variables, logistic regres-
sion for categorical variables, and Poisson regression for rate outcomes.
Results  Baseline demographics, lesion characteristics, and resection outcomes 
were comparable between groups. Flushing ESD demonstrated significantly 
higher oozing (rate ratio [RR] 1.55, 95 %CI 1.09–2.23) when scaled per vessel, 
but not when scaled per lesion area. All oozing events were easily treated with 
further applications of Flushing Forced coagulation with the knife tip. It required 
markedly fewer coagulation grasper applications for active bleeding per vessel 
(RR 0.07, 95 %CI 0.00–0.43, p = 0.02) and per cm² (RR 0.04, 95 %CI 0.00–0.25, 
p < 0.01). Rates of major bleeding did not differ significantly.
Conclusions  Although rates of major bleeding did not differ significantly be-
tween flushing and non-flushing ESD, Flushing ESD demonstrated improved 
haemostatic efficiency, with markedly fewer coagulation grasper activations. 
Minor bleeding was more frequent when normalised per vessel, but this did not 
translate into a greater clinical bleeding burden. All minor bleeding episodes 
were readily controlled with further Flushing Forced coagulation applications. 
Overall, Flushing ESD facilitated more controlled and efficient intraprocedural 
haemostasis for rectal ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 72-year-old woman with pancreatic adenocarcinoma (pT2N1) treated by 
pancreaticoduodenectomy with single-loop reconstruction two years earlier 
developed local recurrence and received chemoradiotherapy. She presented 
with jaundice, acholic stools, and dark urine. Laboratory tests showed total 
bilirubin 11.5 mg/dL, direct bilirubin 7.8 mg/dL, and alkaline phosphatase 711 
U/L. Magnetic resonance imaging revealed infiltrative recurrence encasing the 
coeliac trunk and superior mesenteric artery with moderate biliary dilatation 
secondary to narrowing of the hepaticojejunostomy [1, 2].
Upper endoscopy identified severe malignant stenosis at the gastrojejunal 
anastomosis with oedematous, infiltrative mucosa. Under fluoroscopic guid-
ance, a 0.035-inch guidewire was negotiated across the pinpoint stenosis. 
Contrast injection confirmed position in the afferent loop. An ultrathin 4.9-mm 
gastroscope was advanced through the stenosis, revealing an intact but com-
pressed hepaticojejunostomy with abundant biliary drainage and no intraduct-
al tumour. Two 7-Fr × 7-cm double-pigtail plastic stents were successfully de-
ployed side-by-side across the gastrojejunal stenosis. No biliary stent was 
placed.
At 7-day follow-up the patient was asymptomatic, bilirubin had fallen to 2.1 
mg/dL, and liver enzymes normalised. She was discharged home.
This case demonstrates that endoscopic transmural drainage of malignant 
afferent loop syndrome using double-pigtail stents across the gastrojejunal 
anastomosis is feasible, safe, and rapidly effective. The ultrathin gastroscope 
was key to confirming hepaticojejunostomy patency and avoiding unnecessary 
biliary intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Crohn’s disease (CD) occasionally presents with continuous colonic in-
volvement and endoscopic features resembling ulcerative colitis (UC). This 
UC-like colonic CD subtype has been reported in a minority of Crohn’s colitis 
cases, yet understanding its endoscopic patterns and clinical characteristics is 
essential to improve early recognition and guide appropriate therapy.
Methods  We conducted a retrospective study including inflammatory bowel 
disease (IBD) patients followed in our center between 2011 and 2023.
Results  Among 106 IBD patients (19 UC and 87 CD), UC-like CD was identified 
in 27 patients, accounting for 39 % of colonic CD. There was a slight male pre-
dominance (M/F ratio = 1.25). The mean age at disease onset was 28.9 years, 
not significantly different from UC (27.9 years) or other CD (25.5 years).
Endoscopically, all UC-like CD patients showed continuous mucosal inflamma-
tion without skip lesions. Granularity, friability, and/or spontaneous bleeding 
were observed in 78 % of cases. Pancolitis was present in 22 patients (81.5 %), 
while 5 (18.5 %) had left-sided colitis; the right colon was spared in 37 %.

Histopathology favored UC in 44.4 % of colonic biopsies, while 55.6 % were 
equivocal. Ten patients underwent colectomy: histologic examination of spec-
imens demonstrated UC features in 6 and CD features in 4 cases.
All 27 cases were ultimately diagnosed as CD rather than UC after a median 
delay of 53 months (IQR 3–111). Supporting arguments included the develop-
ment of perianal disease (70 %), ileal involvement (30 %), and subsequent 
changes in endoscopic (52 %) and histological (37 %) features consistent with 
CD.
Active smoking was less frequent in UC-like CD than in other CD patients (3.8 % 
vs 25 %, p = 0.016). However, UC-like CD patients were more prone to develop 
acute severe colitis (ASC) than other colonic CD patients (55.6 % vs 19 %, 
p = 0.002). The rate of ASC was comparable between UC-like CD and UC (57.9 %, 
p = 0.875). There was no significant difference in treatment response or surgery 
rates between ASC associated with UC-like CD and other ASC cases.
Conclusions  UC-like colonic Crohn’s disease represents a distinct subtype that 
closely mimics ulcerative colitis both endoscopically and histologically. Recog-
nition of this subtype is essential, as it may evolve toward typical Crohn’s dis-
ease features over time and shows a similar risk of acute severe colitis to UC.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Musculoskeletal disorders (MSDs) are caused by repetitive and non-phys-
iological constraints. The primary objective of this study was to determine the 
prevalence and localization of MSDs among health care professionals (HCPs) 
in endoscopy units; the secondary objective was to identify risk factors.
Methods  Questionnaires were distributed in French-speaking hospitals in 
Belgium—one for physicians and one for nurses. Collected data included de-
mographics, occupational background, and self-reported MSDs. Correlation 
tests were performed to assess the association between potential risk factors 
(sex, hand size, physical and endoscopic activity) and the presence of MSDs
Results  A total of 63 physicians and 42 nurses participated, representing a 
variety of work settings (university hospitals, private practices, retired profes-
sionals, and trainees). Among physicians, 84.1 % reported at least one MSD. 
The most affected anatomical region was the thumb (55.6 %), followed by the 
lower back (54 %), and hands (42.9 %). Among nurses, 97.6 % reported MSDs, 
with the lumbar region most affected (85.7 %), followed by the upper back 
(73.8 %), and the neck and shoulder (69 %).
These symptoms affected work performance, leading to temporary work in-
terruptions. In the physician group, 17.5 % had taken sick leave due to MSDs, 
mainly attributed to lower-back pain (7.9 %). In the nursing group, 54.8 % re-
ported temporary interruptions, again with the lumbar region being the most 
frequently involved (35,7 %).
Chi-square correlation tests were performed to evaluate the association be-
tween the occurrence of MSD and some risk factors but no statistically signif-
icant correlations were identified, probably due to the limited sample size.
Conclusions  This observational study reveals a high prevalence of MSDs 
among HCPs in endoscopy units, leading to a signifiant impact on work perfor-
mance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Foreign Bodies: Outcomes and Independent Predic-
tors of Surgical Intervention
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Aims  Foreign body ingestion is a common emergency. While endoscopy is the 
primary treatment, some cases require surgery. This study evaluated endo-
scopic outcomes and predictors of surgical intervention.
Methods  We performed a retrospective study (January 2019–July 2025) in-
cluding all patients undergoing endoscopic removal of gastrointestinal foreign 
bodies. Demographic, clinical, radiologic, and endoscopic data were collected. 
Associations were analyzed using Chi-square and t-tests, and independent 
predictors of surgical intervention were identified through multivariate logistic 
regression.
Results  A total of 63 patients were included (mean age 47.2 ± 13.1 years; range 
18–82; sex ratio M/F = 0.9). Urban residence was documented in 80.9 % of cas-
es; 19 % were incarcerated, and 11 % had chronic psychotic disorders.The most 
frequent symptoms were epigastric pain (61.9 %), dysphagia (38.1 %), hyper-
salivation (25.4 %), vomiting (14.3 %), and respiratory symptoms (6.4 %). He-
matemesis occurred in two cases (3.2 %). Almost all patients underwent pre-
liminary abdominal radiography.The mean delay between ingestion and 
endoscopic intervention was 9.6 ± 7.9 hours (range 4–26). Foreign bodies in-
cluded hard bread boluses (22.2 %), plastic objects (20.6 %), chicken bones 
(14.3 %), poorly chewed food (14.3 %), and sharp or bulky items (12.6 %) such 
as lighters, metal clips, or dental prostheses.Endoscopic removal was per-
formed via upper endoscopy in 95.2 % of cases and rectosigmoidoscopy in 4.8 %. 
Common extraction tools included rat-tooth forceps (31.7 %) and snares (27 %).
Surgery was required in 6 patients (9.5 %). In multivariate analysis, surgical 
intervention was independently associated with the presence of a sharp or 
bulky foreign body (OR 5.84; 95 %CI 1.21–28.13; p = 0.028) and with an extrac-
tion delay exceeding 12 hours (OR 4.76; 95 %CI 1.05–21.60; p = 0.042).
Conclusions  Endoscopy safely removes over 90 % of gastrointestinal foreign 
bodies. Sharp or bulky objects and delays > 12 hours independently predict the 
need for surgery. Early identification and timely endoscopic retrieval are key to 
reducing complications and improving outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP614  Relationship Between Endoscopic Patterns 
and Gastric Precancerous Staging (OLGA/OLGIM) in 
Patients with Helicobacter pylori Infection
Authors  Hassine A1, Khelifi S1, Bannour R2, Sboui H1, Monastiri S1, 
Ben Mansour J1, Hamdi S1

Institutes  1  Hospital Ibn El Jazzar, Kairouan, Tunisia; 2  Department of 
Family and community Medicine, Research Laboratory "LR12ES03", sousse, 
Tunisia
DOI  10.1055/s-0046-1821941
Aims  The OLGA (Operative Link for Gastritis Assessment) and OLGIM (Opera-
tive Link on Gastric Intestinal Metaplasia) staging systems stratify gastric can-
cer risk based on the severity and topography of atrophy and intestinal meta-
plasia. Endoscopic patterns such as nodularity, mosaic mucosa, erosions, or 
ulcer disease may correlate with underlying histological severity. This study 
evaluated the association between endoscopic findings and OLGA/OLGIM his-
tological stages in patients with Helicobacter pylori (H. pylori) infection in 
Kairouan, Tunisia.
Methods  We conducted a retrospective study including 89 adults with histo-
logically confirmed H. pylori infection who underwent upper gastrointestinal 
endoscopy between January and August 2024. Endoscopic findings (erythema, 

nodularity, mosaic pattern, erosions, ulcer disease) were collected. Histopa-
thology assessed chronic inflammation, activity, glandular atrophy, intestinal 
metaplasia, and H. pylori density according to the Sydney system, allowing 
indirect categorization into OLGA and OLGIM stages. Associations between 
endoscopic abnormalities and histological severity markers were analyzed 
descriptively.
Results  Erythematous gastritis was the most common endoscopic finding 
(92.1 %), followed by nodularity (21.3 %), mosaic pattern (15.7 %), erosions 
(16.9 %), and ulcer disease (8.9 %). Histology showed chronic gastritis in 98.9 %, 
mild-to-severe inflammatory activity in 91 %, glandular atrophy in 13.5 %, and 
intestinal metaplasia in 6.7 %. Nodularity and mosaic patterns were predomi-
nantly associated with higher H. pylori density and active inflammation—cor-
responding to early OLGA stages (I–II). Erosions and ulcer disease were more 
frequently associated with moderate activity and early atrophy, suggesting 
progression toward intermediate OLGA stage II. Patients with glandular atrophy 
or intestinal metaplasia (compatible with OLGA/OLGIM II–III) more often ex-
hibited mucosal pallor, loss of folds, or mosaic patterns rather than nodularity. 
No high-risk OLGA/OLGIM stage IV lesions were identified.
Conclusions  Endoscopic findings correlate with key histological components 
of the OLGA/OLGIM systems. Nodularity reflects high bacterial load and ear-
ly-stage gastritis, while mosaic patterns, erosions, and mucosal thinning are 
more frequently associated with atrophy or intestinal metaplasia. Integrating 
endoscopic patterns with OLGA/OLGIM staging may enhance early risk strati-
fication for gastric cancer in H. pylori–infected patients, particularly in re-
source-limited settings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In the last years, with the improvement of diagnostics and understand-
ing of the pathogenesis of Achalasia, scientists have been considering a per-
sonalised approach to the treatment of esophageal dysmotility [1, 2].
AIM: To identify predictors of Achalasia and evaluate the results of endoscopic 
treatment.
Methods  In the Department of Surgery of Digestive organs of the Institute in 
may 2024 – september 2025, 29 patients diagnosed with Achalasia were ex-
amined and treated. There were 12 men and 17 women. The average age was 
28-68 years (39.6 ± 5.3). All patients underwent Eckardt score (dysphagia (0-5), 
regurgitation (0-5), chest pain (0-5)), X-ray (time barium swallows), endoscop-
ic, EUS and HRM examination, and endoscopic treatment.
Results  According to HRM, Achalasia type I (n = 10 /34.5 %), type II (n = 14 
/48.3 %), type III (n = 2 /6.9 %), EGJOO (n = 3 /10.3 %) were established. Accord-
ing to EUS with compression elastography, thickening of the lower third of the 
esophagus ≥ 3 mm and LES ≥ 5 mm were diagnosed in all cases. According to 
EUS-elastography of the LES, a blue pattern (fibrosis) was determined in 5 
(17.2 %) cases, and a green-yellow pattern (hypertrophy) was determined in 24 
(82.8 %) cases. Endoscopically, all patients showed esophageal dilation, con-
gestive contents, and resistance to the endoscope when passing through the 
LES. All patients underwent pneumatic dilation (PD) using 3.5 cm Rigiflex ІІ 
balloons. The ineffectiveness of the PD course within 12 months was deter-
mined in 31.0 %: Achalasia type I (n = 2), type II (n = 3), type III (n = 1), EGJOO 
(n = 3). In these cases, per oral endoscopic myotomy (POEM) was performed. 
Histologically, fibrosis was confirmed in cases of type I (n = 2) and type II (n = 3) 
Achalasia, and muscle hypertrophy was confirmed in cases of type III (n = 1) and 
EGJOO (n = 3). During the 12-month follow-up period, all patients showed clin-
ical improvement according to the Eckardt score (p < 0.01); according to the 
time baruim swallows assessment after 1 min, 2 min, and 5 min, a decrease in 

S670



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

the diameter of the esophagus (p < 0.01), acceleration of passage (p < 0.01), 
and the appearance of a gastric gas bubble (p < 0.01) were noted.
Conclusions  EUS allows differentiation between LES and esophageal muscle 
hypertrophy and their fibrotic transformation in Achalasia, which requires my-
otomy. HRM allows assessment of LES relaxation and esophageal motility, which 
influences the staging of PD or primary POEM. Reduction in esophageal diam-
eter and LES relaxation are screening criteria in assessing the effectiveness of 
Achalasia treatment.
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Aims  Adequate bowel preparation (BP) is crucial for high-quality colonoscopy 
surveillance in ulcerative colitis (UC), because an inadequate one leads to in-
complete colonoscopy and higher rate of missing precancerous lesions, which 
are usually flat or subtle in this setting. There is conflicting evidence regarding 
risk factors for inadequate BP when UC patients are in endoscopic and clinical 
remission; furthermore, data on the optimal PEG-regimen which should be 
used in this setting are scarce. The aim of this study was to assess which factors 
influence the quality of BP in this specific setting.
Methods  This is a multicentre, cross-sectional, retrospective study carry out 
it eight centres between January-2021 and December-2022, including UC pa-
tients with endoscopic and clinical remission (Mayo endoscopic score = 0) who 
underwent colonoscopy. Patients with colonic, ileal or abdominal surgery were 
excluded. The primary outcomes were the rate of adequate preparation, de-
fined as total Boston Bowel Preparation Scale (BBPS) ≥ 6 with all segments 
scoring ≥ 2 and overall BBPS scores of patients undergoing BP with 1L-PEG-ASC 
(Plenvu) and 2L-PEG (Moviprep, Clensia), without any specific allocation or 
instructions. Secondary endpoint was the evaluation of risk factors oof cleans-

ing quality with a multivariable ordinal logistic regression, the right colon 
cleansing adequacy rate and exam completion rate.
Results  Overall, 379 patients (mean age 52 ± 15 years, 159 female) with qui-
escent UC undergoing colonoscopy stratified by preparation type: 1L-PEG 
(n = 216) and 2L-PEG (n = 163). Baseline clinical and demographic characteris-
tics were compared. 1L-PEG yielded higher overall BP quality, with a significant-
ly higher median total BBPS compared to 2L-PEG (8, IQR 7–9 vs 6, IQR 6–8, 
p < 0.001). Although rate of adequate preparation was higher in the 1L-PEG 
group, this difference did not reach statistical significance (92.6 % vs 87.7 %, 
p = 0.12). The 1L-PEG group demonstrated higher rates of exam completion 
(99.5 % vs. 95.7 %; p = 0.02) compared to 2L-PEG, but no differences in overall 
right colon cleansing adequacy (96.3 % vs 94.5 %, p = 0.46). At multivariate or-
dinal logistic regression adjusted for age, sex, and disease extension, the use 
of 2L-PEG was associated with significantly lower odds of achieving higher BBPS 
scores (OR 0.30, 95 % CI 0.20–0.45) compared to 1L-PEG.
Conversely, patient demographics, smoking status, maximum disease exten-
sion, history of advanced therapy or presence of pseudopolyps did not signifi-
cantly affect BP quality (p > 0.05).
Conclusions  In a relatively unbiased setting, such as UC patients in endoscop-
ic and clinical remission, 1L-PEG demonstrated better BP quality cleansing and 
higher procedural completion rates. Moreover, it was the primary determinant 
of BP quality, with neither disease extent nor a history of advanced therapy 
affecting BP. These findings suggest that 1L-PEG-ASC preparation may be the 
preferred option for colonoscopy BP in UC patients when not contraindicated.
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Background:  Total gastrectomy with Roux-en-Y esophagojejunostomy is a 
standard surgical treatment for gastric cancer. While internal hernias are known 
complications following Roux reconstructions, hiatal herniation of the bilio-
pancreatic (afferent/duodenal) limb is exceptionally rare. Only a few cases have 
been described in the literature. We present a case of intrathoracic herniation 
of the duodenal limb causing obstructive symptoms 10 months after total 
gastrectomy.
Case presentation:  A 70-year-old woman with a history of locally advanced 
gastric cancer treated with neoadjuvant chemotherapy underwent total lapa-
roscopic gastrectomy with Roux-en-Y reconstruction 10 months before pres-
entation. She presented with progressive abdominal pain and unintentional 
weight loss over one month. Physical examination revealed mild epigastric 
tenderness without signs of peritonitis. Laboratory results were unremarkable. 
Contrast-enhanced CT revealed a markedly dilated duodenal (biliopancreatic) 
limb filled with fluid, herniating through the esophageal hiatus into the thorac-
ic cavity, findings consistent with afferent limb obstruction due to hiatal herni-
ation. An upper endoscopy was performed in an attempt to decompress and 
reduce the limb. Although endoscopic detorsion has been reported to be suc-
cessful in selected cases of Roux limb obstruction post-gastrectomy, in this 
patient, the afferent limb was fixed within the hiatus, and reduction was not 
possible. After that, the patient was under surgical intervention. A laparoscop-
ic approach was attempted and revealed a grossly dilated afferent limb incar-
cerated at the hiatus. A hernia detorsion was not possible due to gentle manip-
ulation, so needle decompression with aspiration of enteric contents was 
performed, allowing successful reduction of the limb back into the abdomen. 
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The hiatal defect was repaired, and no intestinal resection was required. The 
patient recovered uneventfully and was discharged on postoperative day 10 
[1–3].
Conclusion:  Hiatal herniation of the biliopancreatic limb is a rare but important 
cause of small bowel obstruction following total gastrectomy with Roux-en-Y 
reconstruction. Non-specific symptoms such as abdominal pain and weight 
loss may delay diagnosis. In post-gastrectomy patients presenting with such 
symptoms, even months after surgery, clinicians should consider this entity in 
the differential diagnosis. Prompt surgical reduction and defect repair can avoid 
severe complications, provide good outcomes, and prevent further morbidity.
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Aims  The retroperitoneum (RP) is an anatomical space located behind the 
abdominal or peritoneal cavity. Abdominal organs that are not suspended by 
the mesentery and lie between the abdominal wall and parietal peritoneum 
are said to lie within the RP (kidneys, adrenal glands, pancreas, and parts of the 
aorta, inferior vena cava, duodenum, and colon). Several individual spaces make 
up the RP. These spaces are the anterior pararenal space, posterior pararenal 
space, and the perirenal space [1]. Methods for retroperitoneal biopsy include 
open/laparoscopic surgery, or CT-guided biopsy. We present using of EUS-FNA/
FNB trought the duodenum as a new route for accessing the retroperitoneum
Methods  We present diagnostic procedure in patient with abdominal pain,di-
abetes mellitus, weight loosing, and excessive consumption of alcohol. MSCT 
scan show retroperitoneal mass (RPM) dorsal to the pancreas, which has been 
pushed ventrally, and partly with infiltration of the head and the initial part of 
the body of the pancreas, a large expansive infiltrative formation (AP × LL × CC 
– 51 × 81 × 71 mm). The formation was heterogeneous with cystic lesions, some 
of which contain calcifications.Transduodenal endoscopic ultrasound (FujiFilm 
Arietta 850) -guided fine-needle biopsy (EUS-FNB – 22 ga) was second step. 
Patohystological finding show a regular pancreatic glands and pieces of squa-
mous epithelium without malignant tissue.
Results  After consultation with the multidisciplinary team, surgery was per-
formed as follows – pancreatodudenotomy sec Whipple, pancreatojejunosto-
my, hepaticojejunostomy, GEA, EEA sec. Roux, cholecystectomy, VAC drainage. 
Patohystological finding show a regular and irregular pancreatic glands without 
malignant tissue – conclusion – changes caused by recurrent chronic pancre-
atitis of ethylic etiology.
Conclusions  Transduodenal endoscopic ultrasound FNA/FNB for diagnosis of 
RPM is still only sporadically mentioned in the literature. But this is a powerful 
diagnostic tool in the hands of an experienced endoscopist.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Lambert G, Samra NS. Anatomy, Abdomen and Pelvis, Retroperitoneum. 
2023. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 
2025

eP619  Diagnostic Accuracy of EUS-Guided Tissue 
Acquisition for Pancreatic Lesions in a High-Volume 
Center Without Rapid On-Site Evaluation (ROSE): A 
Real-World Comparison of FNA versus FNB
Authors  Martella M1, Porta P2, Fantasia S3, Donato G2, Impellizzeri G2, 
De Angelis C4, Laghi L5, Boldorini RL6, Pagano N2

Institutes  1  Medical Doctor (MD), University of Eastern Piedmont, Novara, 
Italy; 2  Gastroenterology Unit, Ospedale Maggiore di Novara, Novara, Italy; 
3  Gastroenterology Unit – University Hospital, Parma, Italy; 4  Digestive 
Endoscopy Unit, Azienda Ospedaliero Universitaria di Torino, Turin, Italy; 
5  University of Parma – Department of Medicine and Surgery, Parma, Italy; 
6  Pathology Department, Ospedale Maggiore di Novara, Novara, Italy
DOI  10.1055/s-0046-1821946
Aims  This study aimed to evaluate the diagnostic accuracy of Endoscopic Ul-
trasound-guided Tissue Acquisition (EUS-TA) for pancreatic lesions in a tertiary 
referral center without Rapid On-Site Evaluation (ROSE). Secondary objectives 
pointed to assess the influence of specific variables (lesion size, location, needle 
gauge, number of passes, and needle type) on the diagnostic yield.
Methods  We conducted a retrospective single-center study on 129 patients 
with 134 pancreatic lesions undergoing EUS-TA between 2020 and 2024. All 
procedures were performed by experienced endoscopists. Diagnostic yield was 
calculated based on the definitive result of the most recent procedure; inde-
terminate cases (Papanicolaou C3/H3) were reclassified based on KRAS muta-
tion analysis. A composite gold-standard (GS) was defined as histological con-
firmation from surgery or minimum 6-month clinical-radiological follow-up 
consistent with disease evolution. Univariate analysis (Chi-square test) was 
performed to evaluate the impact of lesion size, location, needle gauge, num-
ber of passes, and needle type (FNA vs FNB) on diagnostic accuracy. McNemar’s 
test was used to analyse the efficacy of repeat biopsies.
Results  Out of 134 included lesions, 130 yielded a conclusive result and were 
included in the performance analysis. Comparison with the GS revealed 107 
True Positives, 15 False Negatives, 7 True Negatives, and 1 False Positive. Over-
all accuracy was 87.7 % (95 % CI: 80.9–92.3). Sensitivity was 87.7 % (95 % CI: 
82.1–93.3), Specificity 87.5 % (95 % CI: 65–100) and Positive Predictive Value 
(PPV) 99.1 % (95 % CI: 94.9–99.8). The Negative Predictive Value (NPV) was 
32.0 % (95 % CI: 12.4–52.1). Univariate analysis revealed no significant correla-
tions with lesion location, size, needle gauge, or number of passes. Specifical-
ly, no significant difference in failure rates was observed between FNA (9.6 %) 
and FNB (14.1 %) (p = 0.43). However, repeat biopsy significantly improved the 
diagnostic yield in initially inconclusive cases (p < 0.001).
Conclusions  EUS-TA without ROSE demonstrates high diagnostic accuracy and 
an excellent PPV (99.1 %) for pancreatic lesions. Our analysis confirms that di-
agnostic performance is not significantly influenced by needle type (FNA vs 
FNB) or other technical variables in this setting. However, in a tertiary setting 
with a high pre-test probability of disease, the low NPV highlights that EUS-TA 
does not reliably exclude malignancy, therefore requiring careful evaluation 
and repeated EUS-TA to resolve diagnostic uncertainty.
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Aims  The aim of this study was to evaluate the performance of double balloon 
enteroscopy (DBE) in general and according to patients’ age. Furthermore, 
preliminary results on the use of the new EN840T enteroscope model were 
assessed
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Methods  We conducted a retrospective study of prospectively collected data 
on patients who underwent DBE in our endoscopy unit between January 2006 
and August 2025
Results  A total of 592 DBE procedures were included. The overall diagnostic 
yield was 60 %; vascular lesions were the predominant endoscopic findings 
(24.8 %), followed by polyps or neoplastic masses (17.4 %). Older patients ( ≥ 65 
years) showed higher rates of clinically relevant findings compared to adult 
patients ( < 65 years) (p = 0.01). Crohn’s disease and polyps or neoplastic mass-
es were more frequent in the younger group (p = 0.02 and p = 0.04, respective-
ly), while vascular lesions were the most common findings in the older group 
(p < 0.001). The rate of endoscopic treatment rates was higher in the older 
group (p < 0.001). Complications occurred in eight procedures (1.4 %). Sixteen 
DBE procedures were performed using the EN840T enteroscope. No compli-
cations were observed. In transoral procedures, the length of small bowel vis-
ualized was greater than with previous models (234 cm vs. 217 cm from the 
pylorus). The diagnostic yield was 81.2 %, compared to 55 % (p = 0.03) with 
older enteroscopes.
Conclusions  DBE is an effective tool with a high safety profile, particularly in 
the elderly population. The new EN840T enteroscope, although evaluated in a 
limited number of procedures, appears to provide improved diagnostic perfor-
mance with an excellent safety profile
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 72-year-old male patient with a history of urothelial carcinoma treated with 
chemotherapy. During follow-up, a nonspecific hypodense nodular image 
measuring 26 mm was observed on CT scan at the posterior margin of the 
pancreatic head. Concurrent with this finding, the patient developed intermit-
tent melena and anemia. Gastroscopy revealed a 20 mm excavated ulcer in the 
second portion of the duodenum, oozing blood in a sheet-like pattern, with an 
infiltrative appearance [1].
An endoscopic ultrasound was performed, revealing a 27 mm heterogeneous, 
rounded, hypoechoic lesion in the pancreatic head, adjacent to the papilla. 
Ultrasound visualization showed a duodenal ulcer embedded within the pan-
creatic lesion. A 22G biopsy needle was used to puncture the lesion, and the 
histopathological examination was suggestive of urothelial carcinoma metas-
tasis. Following the endoscopic ultrasound examination, adrenaline was inject-
ed into the ulcer. At the end of the procedure, an adherent clot was observed 
without active bleeding. Based on these findings, the treatment was modified.
Gastrointestinal bleeding is an uncommon manifestation of pancreatic lesions 
that is usually associated with a poor prognosis and is refractory to endoscop-
ic treatment. In our case, no further endoscopic treatments were necessary 
and no complications arose despite the puncture being performed through the 
infiltrative duodenal ulcer. Furthermore, although pancreatic metastases are 
becoming increasingly frequent, they remain a very uncommon site of metas-
tasis for urothelial carcinoma; endoscopic ultrasound with biopsy is a funda-
mental tool for the proper management of these patients.
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Problem to solve  Proton pump inhibitor (PPI) refractory gastroesophageal 
reflux disease (GERD) remains a therapeutic challenge, and there is an increas-
ing demand for minimally invasive endoscopic options that provide durable 
symptom relief. Antireflux mucoplasty (ARM-P) is an endoscopic anti-reflux 
procedure in which mucosal resection is performed at the gastric cardia, fol-
lowed by immediate endoscopic closure, thereby reshaping the esophagogas-
tric junction. Antireflux mucoplasty with valve (ARM-PV) further incorporates 
a valvuloplasty concept by creating a mucosal flap and fixing it to the underly-
ing muscle layer with clips before closing the defect, enabling the construction 
of an antireflux valve. However, in conventional ARM-PV, mucosal flap fixation 
clips may be embedded and potentially interfere with subsequent endoscopic 
suturing. Clinical data on ARM-P and ARM-PV, as well as strategies to overcome 
these clip-related issues, are still limited. We therefore aimed to evaluate the 
clinical outcomes of ARM-P and ARM-PV for PPI refractory GERD and to assess 
the feasibility of a modified ARM-PV approach developed to reduce problems 
related to flap fixation clips.
Innovation  To address these clip-related issues, we developed a modified 
ARM-PV technique that omits clip fixation of the mucosal flap to the muscle 
layer. This modification was designed to simplify the procedure while preserv-
ing the antireflux valve mechanism. We retrospectively reviewed consecutive 
patients with PPI-refractory GERD who underwent ARM-P or ARM-PV at a single 
tertiary center. Clinical outcomes, including technical success, adverse events, 
changes in GERD-related symptoms, and use of acid-suppressive medication, 
were analyzed. Symptom severity was assessed before treatment and at 1 
month using the GERD-Health Related Quality of Life Questionnaire (GERD-
HRQL) and the Frequency Scale for the Symptoms of GERD (FSSG).
Results  Thirteen consecutive patients with PPI-refractory GERD were treated, 
including 6 who underwent ARM-P and 7 who underwent ARM-PV, of whom 6 
received the modified ARM-PV technique. All procedures were completed suc-
cessfully without major adverse events (bleeding, perforation, or stricture). In 
the overall cohort, GERD-HRQL improved from a median of 23 at baseline to 5 
at 1 month, and FSSG improved from 29 to 13, all of which were statistically 
significant. In the subgroup treated with the modified ARM-PV approach, GERD-
HRQL improved from 27.5 to 6.5 and FSSG from 31 to 12, also showing statis-
tically significant symptom relief comparable to that observed in the full cohort. 
Regarding acid-suppressive therapy, all 13 patients were receiving full-dose PPI 
or P-CAB at baseline. At 1 month, 4 patients (31 %) remained on full dose, 3 
patients (23 %) were maintained on half dose, and 6 patients (46 %) were able 
to discontinue or switch to on-demand use, with a similar pattern seen in the 
modified ARM-PV subgroup.
Conclusions  In this single-center retrospective series, ARM-P and ARM-PV 
provided significant improvement in GERD-related symptoms and allowed 
reduction of acid-suppressive medication in patients with PPI-refractory GERD, 
without major adverse events such as bleeding, perforation, or stricture. The 
modified ARM-PV technique, which omits mucosal flap clip fixation to the mus-
cle layer, appeared to be a feasible and safe endoscopic innovation that main-
tained clinical efficacy while potentially mitigating clip-related issues. Larger 
prospective studies with longer follow-up are warranted to confirm the dura-
bility of these outcomes and to further define the role of the modified ARM-PV 
approach among endoscopic treatments for refractory GERD.
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Aims  POEM is the first line of treatment for patients with esophageal achalasia, 
but the development of postoperative GERD remains an actual problem today. 
To prevent the development of reflux, we modified the conventional technique 
of peroral endoscopic myotomy which is that we preservation of the sliding 
fibers of the stomach and the length of the esophageal myotomy [1–3].
Methods  32 patients with achalasia were included in the study. The studied 
group consisted of 16 men (50.0 %) and 16 women (50.0 %), the average age 
was 47.72 ± 2.88 (95 %-CI 41.95-53.49) years, the average duration of the dis-
ease was 4.33 ± 1.07 (95 %-CI 2.18-6.47) years. All patients were operated on 
by the modified method of peroral endoscopy myotomy with preservation of 
sliding fibers and minimizing length of esophageal myotomy. To diagnose post-
operative reflux, we used daily esophageal impedance-24pH monitoring and 
the GerdQ questionnaire (GastroEsophageal Reflux Disease Questionnaire). 
The effectiveness of treatment results was assessed using the Eckard symptom 
scale. Assessment of quality of the life parameters (questionnaires ASQ, 
QLQ-C30 and QLQ-OES18) and the effectiveness of the performed modified 
peroral endoscopic myotomy of the esophagus.
Results  All patients of the study group were operated on by a modified meth-
od of oral endoscopic myotomy (POEM). Esophageal myotomy was performed 
along the back wall, the length of the myotomy was 6-8 cm, and the crossing 
of the LES with preservation of the sliding fibers was mandatory. The result of 
the operation was evaluated 3 months after the operation.
According to the assessment of 24-hour pH-metry, based on the quantitative 
assessment of intraesophageal pH, the performance of POEM is associated with 
less pronounced manifestations of reflux, although the total time of residence 
of pH < 4 in this group was implausibly greater than the norm. At that time, the 
overall average score according to the GerdQ questionnaire in the studied group 
was 0.78 ± 0.25 (range 0.28-1.29). The obtained results indicate a low severity 
of GERD symptoms in patients 3 months after modified POEM, which confirms 
the effectiveness of the procedure in reducing the manifestations of reflux 
pathology and improving the quality of life of patients.
Conclusions  Modified peroral endoscopic myotomy is an effective minimally 
invasive endoscopic method of treating patients with esophageal achalasia, 
with a significantly reduced development of reflux disease. The dynamics of 
changes in quality of the life indicators in patients with achalasia of the cardia 
3 months after modified peroral endoscopic myotomy according to the Eckard 
symptom scales, achalasia-DS QoL (ASQ), EORTC QLQ-C30, EORTC QLQ-OES18 
indicate a low percentage of reflux, a statistically reliable positive trend of im-
provement in quality of life parameters and work capacity
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Choosing the optimal resection strategy for colorectal le-
sions depends on morphology/Paris classification, optical diagnosis to charac-
terize the surface pattern (JNET and/or Kudo), and lesion size. However, despite 
these classification systems in expert hands, there remains a large degree of 
uncertainty in accurately characterizing the depth of invasion of a lesion, par-
ticularly superficial or deep submucosal invasive cancer (SMIC). [1] Notably, 
both EUS and contrast enhanced MRI have limited reliability in staging rectal 
lesions (i.e. T1a/T1b vs T2). [2]
Our aim is to determine whether MRI after submucosal injection improves ac-
curacy of differentiating T1 (presence of superficial or deep SMIC) from T2 
rectal lesions compared with standard MRI, using histopathology as a reference. 
This crucial differentiation remains a challenging task and could drastically af-
fect resection strategies and patient outcomes.
Innovation  After a rectal lesion is identified on initial colonoscopy that may 
carry a higher risk of SMIC (size > 2 cm, JNET 2A and/or 2B), patients undergo a 
baseline MRI followed by submucosal normal saline injection of the lesion dur-
ing endoscopy. The procedure is to be performed underwater without the use 
of CO2 to prevent an air-filled colon on imaging. A repeat MRI within 45 minutes 
provides a clearer view of the submucosal layer, allowing direct comparison 
with the baseline study.
Results  Three rectal lesions (20–45 mm, Paris 0-IIa + Is, JNET 2A–2B) were 
evaluated and resected via ESD. The post-lift MRI was able to clearly highlight 
the submucosal plane for the radiologist, allowing them to determine absence 
of invasion into the submucosal layer or underlying muscularis propria. In com-
parison, the submucosal layer was not clearly visible in the pre-lift MRI, making 
the determination of SMIC not possible. Histology after ESD of all three lesions 
ranged from tubulovillous adenoma with either low- or high-grade dysplasia. 
Our results reveal that submucosal injection allowed the radiologist to more 
accurately stage these lesions based on their histology as a reference.
Conclusions  Submucosal injection of rectal lesions followed by a timed MRI 
highlighted a clearly visible submucosal layer, improving staging accuracy in 
terms of presence of SMIC. In this series, the post-lift MRI correctly identified 
the absence of submucosal invasion, using histology as a reference. This tech-
nique may aid decision making for high-risk lesions where endoscopic (EMR or 
ESD) versus surgical resection remains in question.
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Aims  Despite recent guideline recommendations on managing acute upper 
gastrointestinal bleeding (AUGIB), mortality rates have not substantially im-
proved over the years. We aimed to understand real-life pre-endoscopic assess-
ment and management practices in AUGIB.
Methods  We conducted an international survey from April to November 2023. 
Key domains captured respondents' demographics and clinical practice loca-
tion, definitions of hemodynamic instability, and pre-endoscopic assessment. 
We provided descriptive proportions of responses. Secondary analyses explored 
differences in responses based on years of clinical experience.
Results  Among the 533 clinicians who completed the survey, 47.1 % reported 
using a triage system for AUGIB, and only 60.4 % applied risk stratification scores 
at the time of presentation. Normal saline and balanced crystalloid fluids were 
almost equally preferred for initial fluid resuscitation. Hemodynamically unsta-
ble patients were typically managed in emergency departments and/or inten-
sive care units. Over 85 % of respondents followed a restrictive blood transfu-
s ion strategy in stable patients,  but this  dropped to 50.3 % in 
hemodynamically unstable cases. Among respondents, 34.3 % did not routine-
ly use prokinetics, and 27.6 % avoided their use, even in cases of severe bleed-
ing or suspected gastric emptying disorders. The majority (87.1 %) prescribed 
proton pump inhibitors before endoscopy. For suspected variceal bleeding, 
83.7 % reported using vasoactive agents, and 74.3 % reported administering 
prophylactic antibiotics. Younger clinicians were more likely to follow recent 
guidelines than those with over 15 years of clinical experience.
Conclusions  We found considerable variation in the pre-endoscopic manage-
ment of individuals with AUGIB. Overall adherence to international guidelines 
was not uniform, which may adversely impact patient outcomes
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Aims  Accurate detection of submucosal invasive cancer (SMIC) in large non-pe-
dunculated colorectal polyps (LNPCPs) is essential for risk stratification. Pre-re-
section videos are increasingly used for expert review and triage, but it is un-
known whether video quality influences diagnostic performance. This 
prospective multicentre study evaluated the impact of video quality on SMIC 
detection in LNPCPs by trained endoscopists.
Methods  In four tertiary centres, high-definition pre-resection videos of con-
secutive LNPCPs were recorded by expert endoscopists and optically trained 
interventional fellows. Videos were uploaded to a web platform and inde-
pendently reviewed by 9 blinded raters (experts and fellows) not involved in 
the original procedures. Raters were randomly assigned to videos and classified 
each lesion for SMIC presence.
Video quality was scored on a 5-point Likert scale (1 = poor, 5 = excellent) fol-
lowing a standardisation meeting defining structural criteria (global white-light 
overview, systematic inspection with virtual chromoendoscopy, close-up of 
suspicious areas) and technical criteria (clean lens, adequate washing, steady 
images). All recording endoscopists had received a brief educational interven-
tion on standardised LNPCP video acquisition to ensure a basic proficiency in 
pre-resection imaging.
The primary outcome was the association between video quality and diagnos-
tic performance (sensitivity, specificity, accuracy) for SMIC detection as defined 
by blinded histopathological assessment. Video quality was analysed as ordinal 
(1–5) and categorically as low (1–3) versus high (4–5). Sensitivity, specificity 
and accuracy were calculated with 95 % confidence intervals (CI). A mixed-ef-
fects logistic regression model with correct SMIC classification as dependent 
variable and random intercepts for lesion and rater assessed quality impact.
Results  We included 268 LNPCPs, yielding 667 video assessments. SMIC was 
present in 53/268 (19.8 %), HGD in 76/268 (28.4 %), and LGD in 129/268 
(48.1 %). Videos were rated as low-quality in 184/667 (27.6 %) and high-quali-
ty in 483/667 (72.4 %).
Overall sensitivity, specificity and accuracy for SMIC detection were 70.0 % 
(95 %CI 61.7–77.4), 83.8 % (95 %CI 80.4–86.7) and 81.0 % (95 %CI 77.9–83.8), 
respectively. Stratified by quality category, sensitivity was 67.0 % (95 %CI 56.7–
76.2) for high-quality versus 73.0 % (95 %CI 55.9–86.2) for low-quality videos 
(P = 0.648). Specificity was 84.5 % (95 %CI 80.4–87.9) vs 81.0 % (95 %CI 73.7–
87.0) (P = 0.399), and accuracy 81.0 % (95 %CI 77.2–84.4) vs 79.3 % (95 %CI 
72.8–85.0) (P = 0.720). Lesion demographics are presented for high- and 
low-quality videos in the table. In the mixed-effects model, each 1-point in-
crease in quality score yielded OR 1.07 (95 %CI 0.70–1.65; P = 0.76) for correct 
classification, indicating no significant effect (▶Table 1).
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▶Table 1	 

Characteristic High quality 
(Likert 4–5, 
n = 483)

Low quality 
(Likert 1–3, 
n = 184)

P-value

Lesion size (mm), 
median (IQR)

35 (20) 35 (12.5) 0.647

Non-granular 
morphology, n 
( %, 95 % CI)

199 (41.2, 
36.8–45.7)

74 (40.2, 
33.1–47.7)

0.886

Paris classifica-
tion, n ( %, 95 % 
CI)

- Paris 0-IIa 212 (43.9, 
39.4–48.4)

55 (29.9, 
23.4–37.1)

0.001

- Paris 0-IIa + Is 124 (25.7, 
21.8–29.8)

67 (36.4, 
29.5–43.8)

0.008

- Paris 0-IIa + c 45 (9.3, 
6.9–12.3)

15 (8.2, 
4.6–13.1)

0.750

- Paris 0-Is 94 (19.5, 
16.0–23.3)

43 (23.4, 
17.5–30.2)

0.313

- Paris 0-Is + c 8 (1.7, 
0.7–3.2)

4 (2.2, 
0.6–5.5)

0.902

Conclusions  In this multicentre study, SMIC detection on pre-resection LNPCP 
videos was highly accurate and did not differ significantly between low- and 
high-quality videos when basic structural and technical criteria were met. These 
findings support the use of routine pre-resection videos of varying quality for 
risk stratification and MDT triage by trained endoscopists.
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Aims  Effective professional education is critical for enhancing the quality and 
safety of endoscopic practice. This study aimed to objectively evaluate the 
immediate efficacy of seven distinct specialized endoscopic training courses 
by comparing participants’ knowledge assessment scores before (pre-test) and 
immediately after (post-test) the educational intervention. The courses covered 
a broad range of clinically relevant topics, including diagnostic Upper GI endos-
copy with separate modules on the stomach and the esophagus, screening 
colonoscopy, inflammatory bowel diseases (IBD) with an emphasis on endo-
scopic management, and two advanced endoscopic trainings: one focused on 
endoscopic submucosal dissection (ESD) and another on endoscopic ultrasound 
(EUS).

Methods  Seven one-day specialized endoscopy trainings were conducted 
between 25 January 2025 and 25 October 2025 as part of the EndoAcademy 
continuous medical education program in Ukraine. Each training followed a 
unified structure that included: a diagnostic pre-test; theoretical sessions with 
case sharing and discussion led by expert faculty, covering updated diagnostic 
criteria and pathology correlation; small-group hands-on training using mod-
ern equipment focused on key interventional techniques such as polypectomy, 
EMR, endoscopic hemostasis, as well as other essential procedural skills; and a 
post-test to measure immediate learning gains. Only participants who com-
pleted both assessments were included, yielding 76 paired data sets. For each 
group, a paired t-test assessed statistical significance, and Cohen’s d quantified 
the effect size.
Results  76 participants had completed both tests. Five of the seven trainings 
demonstrated a statistically significant increase in mean post-training scores 
(p ≤ 0.003), with mean improvements ranging from 3.35 to 4.22 points. These 
five trainings also showed a very large effect size (d ≥ 1.52), confirming the 
strong practical impact of the educational intervention.
Two trainings did not show statistically significant improvement (p > 0.05), and 
one of them exhibited a small, non-significant decrease in mean score.
Conclusions  The majority of the specialized endoscopic trainings (5 of 7) were 
highly effective in immediately improving participants’ knowledge based on 
paired test results. These findings support the value of structured, targeted 
educational interventions. For the trainings that did not demonstrate a signif-
icant effect, several factors may have contributed, including a notably smaller 
sample size in one group and a higher level of difficulty of the test questions, 
which may have limited measurable score improvement. These aspects warrant 
further evaluation to refine both the training content and the assessment meth-
odology for future iterations.
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Abstract Text
Gastrointestinal (GI) metastases from skin melanoma are rare and often diag-
nosed lately. Endoscopic identification of lesions in both upper and lower GI 
tracts is quite exceptional. We present the case of a 63-year-old man with a 
history of acral melanoma of the right foot (Breslow thickness 3.5 mm, BRAF 
wild-type) and known hepatic and cerebral metastases on computed tomog-
raphy imaging. The patient underwent ileocecal resection with regional lym-
phadenectomy, followed by adjuvant and sequential immunotherapies includ-
ing interferon-α, nivolumab, ipilimumab, and pembrolizumab. The patient 
subsequently underwent surgery due to ileal intussusception with creation of 
an ileostomy. He was admitted to our unit for anemia and vomiting. Therefore 
the patient underwent upper endoscopy which revealed multiple black-pig-
mented, vegetating lesions up to 4 cm in the gastric antrum and smaller lesions 
in the duodenum. Colonoscopy, performed both transanally and via ileostomy, 
showed dark, sessile lesions in the ileum and a small pigmented plaque in the 
colon. Histology confirmed metastatic melanoma (Melan-A, HMB-45, S100 
positive).
Conclusion. Melanoma may metastasize diffusely to the GI tract even years 
after primary tumor excision. The endoscopic appearance of pigmented mu-
cosal lesions should always prompt biopsy.
Simultaneous gastric, duodenal, ileal, and colonic metastases from melanoma 
are remarkably uncommon. This case underlines the crucial role of endoscopy 
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for diagnosis and staging of disseminated melanoma, even in advanced disease, 
guiding treatment decisions in complex oncologic scenarios.
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Abstract Text
Identifying the bleeding source in obscure gastrointestinal bleeding is often 
challenging, particularly when endoscopic, radiologic, and surgical explorations 
yield discordant results. We present a case of recurrent bleeding of uncertain 
etiology, despite extensive investigation and therapeutic interventions.
A 73-year-old male with atrial fibrillation (previously anticoagulated), Child A 
cirrhosis, and recurrent C. Difficile colitis presented with repeated episodes of 
hematochezia and melena and moderate microcytic anemia.
Initial EGD revealed only small esophageal varices without signs of recent bleed-
ing. Colonoscopy identified a cecal polyp which was resected, and no evidence 
of active bleeding. During an episode of hematochezia, we performed emer-
gency videocapsule endoscopy, which showed the presence of blood in the 
terminal ileum but subsequent angio-CT was negative.
Due to recurrent episodes of clinically significant bleeding, we opted for intra-
operative enteroscopy, which identified several small-bowel angiodysplasias, 
subsequently treated with APC and clipping. However, these lesions were small, 
of limited bleeding potential, and did not fully correlate with the severity and 
recurrence of overt bleeding. Recurrent melena persisted despite therapy, re-
quiring multiple transfusions.
Bleeding gradually decreased after supportive management and repeated 
procedures, and the patient was discharged clinically stable. However, the de-
finitive source of bleeding remained unclear.
Although multiple angiodysplasias were identified, their significance as the 
primary bleeding source is uncertain. A small-bowel Dieulafoy-type lesion – 
intermittent and difficult to capture – remains a strong alternative explanation. 
This case highlights the inherent limitations of current diagnostic modalities 
in obscure GI bleeding and the need for repeated, multimodal evaluation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP630  Age-Stratified Adenoma and Cancer Detec-
tion in the Middle East: Results from the First Large 
Screening Cohort of Asymptomatic Adults in Saudi 
Arabia
Authors  Gardezi SAA1, Saleh A1, Alghawi R1, Alabbasi F1, Abualsoud S1, 
Alomar M1, Alalwan H1, Alruwaili AF1, Muafa F1

Institute  1  Johns Hopkins Aramco Healthcare Dhahran, Dhahran, Saudi 
Arabia
DOI  10.1055/s-0046-1821957
Aims  Colorectal cancer (CRC) incidence is rising globally, with a notable shift 
toward younger-age onset in several regions [1]. However, real-world screening 
data from the Middle East are almost non-existent. There is currently no na-
tional colorectal cancer screening program in Saudi Arabia or, more broadly, 
across most of the Middle East. Our hospital is one of the few centres offering 
open-access screening colonoscopy for adults aged ≥ 45 years. This study aims 
to describe the screening colonoscopy outcomes in asymptomatic adults over 
four years, quantify adenoma and cancer detection across age groups, and 
provide foundational data to inform future CRC screening recommendations 
for Middle Eastern populations [2].
Methods  This was a retrospective cohort analysis conducted at a single tertiary 
centre in Saudi Arabia. All screening colonoscopies performed between January 
2022 and January 2025 were included. Eligible participants were asymptomat-

ic adults undergoing screening, with a routine lower age threshold of 45 years. 
Data collected included demographics, caecal intubation rates (CIR), Boston 
Bowel Preparation Scale (BBPS) scores, withdrawal times, polyp and adenoma 
detection, polyp type, and complications. Colonoscopy quality indicators were 
evaluated according to ESGE standards [3]. Descriptive statistics were used for 
analysis, and outcomes were stratified by age groups: < 45, 45–60, and > 60 
years. Individuals < 45 who underwent colonoscopy likely did so for non-docu-
mented opportunistic or external indications (e.g., FIT done elsewhere, inci-
dental imaging findings, or family history).
Results  A total of 3,397 screening colonoscopies were included. The mean age 
was 56.2 years; 61.8 % were male. The overall CIR was 98.1 %. Bowel preparation 
quality was high, with a mean BBPS of 7.28 and adequate preparation (BBPS ≥ 6) 
in 93.6 % of procedures. The mean withdrawal time was 9.5 minutes, with 
92 % ≥ 6 minutes. The overall polyp detection rate was 37.9 %. Adenoma Detec-
tion Rate (ADR) was 15.6 %, varying across age groups as follows: < 45 years 
(10.4 %), 45–60 years (16.3 %), and > 60 years (14.9 %). Adenomas were identi-
fied from age 27 onward. Twenty-two malignant lesions were detected: 1 
in < 45 years, 14 in 45–60 years, and 7 in > 60 years, with the earliest cancer 
detected at age 43. The overall clinical complication rate was 0.06 %, signifi-
cantly below international benchmarks (▶Table 1).

▶Table 1	 

Parameter Result

Total screening colonoscopies 3,397

Mean age (years) 56.2

Gender distribution 61.8 % male, 37.2 % female

Caecal intubation rate (CIR) 98.1 %

Mean BBPS score 7.28

Adequate bowel prep (BBPS ≥ 6) 93.6 %

Mean withdrawal time (minutes) 9.5

Withdrawal time ≥ 6 min 92 %

Polyp Detection Rate (PDR) 37.9 %

Adenoma Detection Rate (ADR) 15.6 %

ADR by age group  < 45: 10.4 %45–60: 16.3 % > 60: 
14.9 %

Earliest adenoma detection Age 27

Total cancers detected 22

Cancer distribution by age  < 45: 145–60: 14 > 60: 7

Earliest cancer detection Age 43

Conclusions  This represents the first large-scale dataset describing screening 
colonoscopy outcomes from the Middle East. High-quality indicators and very 
low complication rates demonstrate the feasibility of effective screening deliv-
ery in this region. The presence of adenomas and cancers in adults younger 
than 45 years raises important questions regarding the onset age of colorectal 
neoplasia in Middle Eastern populations. These findings highlight the need for 
prospective, population-based studies to determine optimal CRC screening 
strategies and age thresholds for the region.
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Abstract Text
Pancreatic schwannomas are extremely rare benign nerve-sheath tumors. Few-
er than ~70 cases have been reported, and diagnostic accuracy prior to surgery 
is low. Therapeutic approaches remain highly heterogeneous in the literature.
We present the case of a 64-year-old female, who presented with left hypo-
chondrial pain radiating posteriorly. MRI and EUS revealed a ~20 mm, well-cir-
cumscribed, hypoechoic, firm lesion at elastography in the pancreatic uncinate 
process. EUS-FNB biopsy demonstrated spindle-cell proliferation with typical 
Antoni A/B areas. Immunohistochemistry showed S100 and SOX10 positivity, 
with CD34, DOG1, GFAP, SMA, AE1/AE3 and chromogranin negativity, Ki-
67 < 1 %, consistent with a pancreatic schwannoma.
Given the lesion’s small size, its benign histologic profile, and the absence of 
high-risk features, and considering that the only surgical option is a pancreati-
coduodenectomy (Whipple procedure), the patient declined the surgical ap-
proach and instead opted to pursue structured imagistic and EUS surveillance.
Pancreatic schwannomas show variable imaging appearances and often mim-
ic neuroendocrine tumors or solid-pseudopapillary neoplasms. Management 
strategies described in case series range from observation and enucleation to 
major resections, reflecting a lack of consensus.
This case highlights the rarity of pancreatic schwannoma and the discordance 
in therapeutic approaches. When histology confirms benign features, close 
imagistic and EUS follow-up may be a safe alternative to radical surgery, espe-
cially for small, well-delimited lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Obscure gastrointestinal bleeding can present a diagnostic challenge.
We report the case of an 84-year-old male with chronic kidney disease and 
anticoagulated atrial fibrillation, presenting with anemia and recurrent melena 
[1–4].
Initial endoscopic evaluation, including gastroscopy and colonoscopy, revealed 
no findings. Capsule endoscopy subsequently identified fresh blood in the prox-
imal jejunum.
Anterograde single-balloon enteroscopy was performed, revealing a 5 mm 
lymphangiectasia in the proximal jejunum, approximately two meters from the 
dental arcade, with active oozing at its base, which was treated with the place-
ment of a hemoclip, with good results.
This case highlights the importance of advanced endoscopic techniques in the 
diagnosis and treatment of obscure gastrointestinal bleeding.
Video   http://data.process.y-congress.com/ScientificProcess/Data// 
106/660/1670/d81bda97-d7c9-4a56-8c3a-517b8c943aad/Uploads/19978_
Enteroscopia.mp4
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A Prospective Observational Study (REM-EUS Study)
Authors  Pessarelli T1, Ciccia R2, De Monti A1, Pagliarulo M1, Piagnani A1, 
Bergna IMB1, Boemo C1, La Milia M1, Marfinati Hervoso C1, Alongi S1, 
Amato A1

Institutes  1  ASST di Lecco, Lecco, Italy; 2  University Hospital Paolo 
Giaccone, Palermo, Italy
DOI  10.1055/s-0046-1821960
Aims  Remimazolam (REM) and midazolam (MID) are currently used inter-
changeably for sedation in digestive endoscopy, with available literature indi-
cating comparable safety profiles. However, data on patient-reported proce-
dural tolerability are heterogeneous and largely derived from studies in which 
tolerability was a secondary outcome. Moreover, most evidence comes from 
anesthesiologist-led settings. The primary aim of this monocentric, prospective 
observational study was to evaluate and compare patient-reported tolerability 
of REM versus MID (both administered with fentanyl) during outpatient diag-
nostic endoscopic ultrasound (EUS) performed in a non-anesthesiological 
setting [1–3].
Methods  Consecutive outpatients undergoing diagnostic EUS under moderate 
sedation and with American Society of Anesthesiologists class 1 to 3 were en-
rolled. The choice between REM and MID was made according to routine clin-
ical practice, also considering drug availability. Demographic data were col-
lected. The Modified Observational Alertness/Sedation Assessment (MOAA/S) 
scale was used to monitor sedation depth and determine the need for supple-
mental dosing. Vital signs were recorded every 5 minutes throughout the pro-
cedure. Recovery time was assessed using the Modified Aldrete score, while 
procedural tolerability was evaluated with the PRO-STEP scale. Operator satis-
faction was measured using a Numeric Rating Scale. The study protocol was 
approved and endorsed by the anesthesiology department.
Results  At the time of this preliminary analysis, 63 patients (46 biliopancreat-
ic and 17 upper GI EUS) had been enrolled (median age 69 years, 44 % female, 
63 % ASA class 2), with 31 (49 %) receiving REM. Patients in the REM and MID 
groups, respectively, did not differ significantly in age (69 vs. 68 median years, 
p = 0.99), sex (52 % vs. 38 % female, p = 0.81), BMI (24.04 vs. 24.01, p = 0.76), 
or ASA class distribution (p = 0.54). Supplemental dosing was required in 74 % 
of REM cases and 63 % of MID cases (p = 0.15). Total fentanyl dose did not differ 
significantly between groups. Median procedural time was also comparable 
(25 minutes vs. 18 minutes, p = 0.14). Patient tolerability, as measured by the 
PRO-STEP score, was similar between REM and MID (1.50 vs. 1.67, p = 0.77), as 
was operator satisfaction (NRS 9 vs. 9). Awakening and recovery times were 
significantly shorter in the REM group (p < 0.001). No adverse events were re-
corded.
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Conclusions  These preliminary findings suggest that REM and MID, when 
combined with fentanyl for moderate sedation in diagnostic EUS in a non-an-
esthesiological setting, provide comparable patient tolerability and operator 
satisfaction, with excellent safety profiles. REM is associated with a significant-
ly faster post-procedure recovery.
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Aims  Endoscopy is a cornerstone of gastrointestinal healthcare, yet the well-
being of endoscopists remains largely unexamined, particularly in the Middle 
East. Burnout, physical strain, and psychological distress after procedure-re-
lated complications can have significant implications for clinicians and patient 
safety [1, 2]. This study the first of its kind in Saudi Arabia aimed to determine 
the prevalence of burnout, musculoskeletal injuries, and emotional conse-
quences following major endoscopic complications among practicing endos-
copists. The objective was to quantify the occupational burden, identify con-
tributing factors, and highlight gaps in institutional support systems.
Methods  A national cross-sectional survey was conducted from October 2025 to 
November 2025 among licensed endoscopists across Saudi Arabia. The question-
naire captured demographic information, institutional practice characteristics, 
workload, burnout indicators, musculoskeletal symptoms, experiences with en-
doscopic complications, emotional impact, safety culture, and coping strategies. 
Data were analysed using descriptive statistical methods in Microsoft Excel.
Results  A total of 76 endoscopists were included. Most participants were male 
and between 30–59 years of age, with consultants forming the largest profes-
sional group. Endoscopists practiced across all regions of the Kingdom, with 
Ministry of Health hospitals representing the most common workplace, fol-
lowed by private and military institutions. High procedural burden was evident, 
with the majority performing close to 20 procedures weekly and working 41 
hours or more. Musculoskeletal discomfort lasting over 24 hours was reported 
by 65 % of respondents, affecting predominantly the back, shoulders, and neck. 
Despite high symptom burden, only a small proportion sought medical evalu-
ation or required absence from work. Burnout indicators were common, with 
29 % often feeling tired and 17 % reporting emotional exhaustion or feelings of 
burnout. A significant procedural complication within the previous year was 
reported by 65 % of participants, most commonly bleeding or perforation. 
Emotional effects included intrusive thoughts, sleep disturbance, and transient 
loss of confidence. Over one-third avoided similar procedures after the com-
plication. Formal debriefing or institutional support was inconsistently availa-
ble, with nearly 60 % reporting no structured response following adverse events. 
A majority strongly supported the development of a national peer-support 
program for endoscopists.

Conclusions  Endoscopists in Saudi Arabia face substantial physical, emotion-
al, and psychological demands associated with high workloads, musculoskel-
etal strain, and significant complication-related distress. The lack of ergonom-
ic training and limited debriefing structures underscores important gaps in 
institutional support. As the first study of its kind in the region, these findings 
highlight the urgent need for national ergonomic standards, structured de-
briefing pathways, peer-support systems, and comprehensive wellbeing strat-
egies to safeguard clinician health and ensure sustainable endoscopy services.
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Aims  Purastat,is a novel transparent absorbent localized hemostatic agent [1]. 
It is self-assembling peptide hydrogel, has been increasingly recognized as a 
helpful tool in controlling non-variceal gastrointestinal bleeding [2], particu-
larly in postprocedural oozing and bleeding from small blood vessels in the 
gastrointestinal tract [3]. Many studies have documented its effectiveness in 
spontaneous acute gastrointestinal bleeding [4–6], post-sphincterotomy 
bleeding, post-papillectomy bleeding [3]. However, evidence supporting its 
role in malignant upper GI bleeding remains scarce.
Bleeding due to primary or metastatic gastrointestinal (GI) tumors remains 
clinically challenging. GI-related tumor bleeding accounts for 12-15 % of cases 
of acute GI hemorrhage [7]
Herein, we report a case series of endoscopic hemostasis using PuraStat as a 
rescue therapy for bleeding duodenal tumors when standard endoscopic tech-
niques were unsuccessful.
Methods  We reviewed four patients who presented with active bleeding from 
duodenal malignant tumors. In all cases, standard endoscopic techniques in-
cluding thermal coagulation or mechanical clipping along with epinephrine 
injection either failed to control the bleeding or were not feasible because of 
the friable tumor surface. Purastat was then applied as a salvage therapy. The 
main outcomes evaluated were immediate hemostasis, early rebleeding with-
in 7 days, the need for additional interventions, changes in transfusion require-
ments, and any procedure-related complications.
Results  Diffuse oozing and extremely friable tumor surfaces were present in 
all lesions, significantly reducing the efficacy of standard endoscopic modalities 
including epinephrine injection, thermal coagulation, and mechanical tech-
niques. When application of Purastat, immediate hemostasis was achieved 
without any procedure-related complications. Transfusion requirements de-
creased after treatment, none of the patients experienced early rebleeding as 
well as the needed for radiologic or surgical intervention.
Conclusions  Our experience indicates that Purastat may be a useful salvage 
option for Gastrointestinal tumors bleeding, including duodenal tumor bleed-
ing when conventional techniques fails. Purastat was easy to apply, safe, and 
consistently effective at achieving hemostasis in this small series. These pre-
liminary results support the need for larger prospective studies for Purastat 
potential role in malignant upper gastrointestinal bleeding
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Diagnosing ‘indeterminate’ biliary strictures remains a clinical challenge. 
The gold standard is a histological or cytological diagnosis. Conventional en-
doscopic sampling methods include brush cytology, fluoroscopy-guided en-
dobiliary biopsies, and bile aspiration. These are limited by low sensitivity with 
frequent false-negative results. These limitations often delay definitive diag-
nosis and appropriate management. Cholangioscopy-guided biopsies using 
digital single-operator systems offer direct visual targeting of abnormal mu-
cosa and may improve diagnostic accuracy. This study evaluates the diagnostic 
performance of cholangioscopy-guided biopsies in patients with biliary stric-
tures previously deemed suspicious for malignancy on cross-sectional imaging 
[1–3].
Methods  This was a retrospective, single-center study including consecutive 
patients who underwent Endoscopic Retrogade Cholangiopancreatography 
(ERCP) and cholangioscopy with biopsy between January 2024 and November 
2025. All patients had biliary strictures considered suspicious for malignancy 
based on cross-sectional imaging. Cholangioscopy was performed using the 
SpyGlass DS II system (Boston Scientific), and all biopsies were obtained under 
direct visual guidance. Final diagnosis was based on histopathology from cholan-
gioscopy-guided biopsies, or in cases of negative endoscopic sampling, from tissue 
obtained intraoperatively or through image-guided percutaneous biopsy.
Results  A total of 44 patients were included, with a median age of 62 years. 
30 (68 %) were male and 14 (32 %) were female. The majority had hilar strictures 
(n = 30, 68 %), followed by common hepatic duct (CHD) strictures (n = 11, 25 %) 
and common bile duct (CBD) strictures (n = 3, 7 %). All strictures appeared sus-
picious for malignancy on cross-sectional imaging. All patients were discussed 
in malignant Hepatopancreatobiliary multidisciplinary team (HPB MDT). Chol-
angioscopy with targeted biopsies was performed using the SpyGlass DS II 
system (with the use of SpyBite Max Biopsy Forceps). Final diagnosis was avail-
able for 42 patients; two were excluded due to unknown outcome. Among the 
29 patients with a final diagnosis of cholangiocarcinoma, cholangioscopy 
guided biopsy confirmed malignancy in 20 cases, yielding a sensitivity of 69 %. 

5 cases were falsely negative, with malignancy confirmed later via surgical or 
other sampling. The remaining 4 cases were considered to have malignancy 
from progressive changes on imaging.
Of the 13 patients without malignancy, biopsy was negative in all, correspond-
ing to complete concordance with the final diagnosis. Median surveillance for 
patients that were diagnosed with benign disease was 15.3 months.
The overall clinical diagnostic accuracy of cholangioscopy-guided biopsies in 
this case series was 78.6 % with a sensitivity of 69 % and a specificity of 100 %. 
These figures compare favorably with conventional ERCP brush cytology, for 
which large series and meta-analyses consistently report pooled sensitivities 
in the order of 40–45 % and specificities approaching 100 % for malignant biliary 
strictures(1-3).
These findings reflect a consistently high diagnostic yield for visually targeted 
cholangioscopy-guided biopsy in the evaluation of extrahepatic biliary stric-
tures.
Conclusions  Cholangioscopy-guided biopsies demonstrate a good diagnostic 
yield and accuracy in the evaluation of biliary strictures that are suspicious for 
malignancy. Our findings support the routine use of cholangioscopy-guided 
biopsy as a reliable tissue acquisition method in the diagnostic work-up of 
suspected cholangiocarcinoma, while acknowledging that cholangioscopy is 
likely to be best used as one component of a multimodality endoscopic work-
up for indeterminate biliary strictures.
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Aims  With the growing elderly population, ensuring the safety of non-anes-
thesiologist–administered propofol (NAAP) for colonoscopy is increasingly 
important; however, real-world data in older adults remain limited. This study 
aimed to identify independent predictors of adverse events and delayed recov-
ery during NAAP-sedated outpatient colonoscopy, particularly in patients 
aged ≥ 75 years.
Methods  This retrospective study evaluated 20,041 consecutive outpatients 
who underwent colonoscopy with propofol sedation administered exclusively 
by non-anesthesiologist endoscopists between December 2015 and March 
2024. Patients were stratified into three age groups ( < 50, 50–74, and ≥ 75 
years). Adverse events included hypoxemia (SpO₂ < 90 %), hypotension (sBP < 80 
mmHg), bradycardia (HR < 50/min), and delayed recovery, defined as a resting 
time exceeding 32 minutes. Multivariable logistic regression was performed 
using age, sex, BMI, cardiovascular disease, procedure duration, and propofol 
dose as covariates.
Results  A total of 20,041 colonoscopies were included (4,766 < 50 years; 
11,449 aged 50–74; 3,826 aged ≥ 75). Adverse events increased with age, with 
hypoxemia, hypotension, and bradycardia occurring most frequently in patients 
aged ≥ 75 years (6.2 %, 2.6 %, and 2.8 %, respectively; all p < 0.01).
In multivariable analysis of the entire cohort, hypoxemia was independently 
associated with age (OR 1.03 per 1-year increase), BMI (OR 1.12 per 1 kg/m² 
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increase), and procedure duration (OR 1.02 per 1-minute increase). Hypoten-
sion was independently associated with age (OR 1.05 per 1-year increase) and 
procedure duration (OR 1.03 per 1-minute increase). Bradycardia was associ-
ated with lower BMI (OR 0.93 per 1 kg/m²), cardiovascular disease (OR 2.47), 
and procedure duration (OR 1.02 per 1-minute increase). Delayed recovery was 
associated with cardiovascular disease (OR 1.13).
Despite increasing adverse event rates with age, mean recovery time did not 
differ significantly among the three age groups (26.8, 26.6, and 26.1 minutes; 
p = 0.909).
Among patients aged ≥ 75 years, hypoxemia was independently associated with 
higher BMI and longer procedure duration (OR 1.10 per 1 kg/m², 95 % CI 1.07–
1.14; and OR 1.02 per minute, 95 % CI 1.01–1.03, respectively). Bradycardia 
was associated with cardiovascular disease, female sex, and procedure duration 
(OR 2.72, 95 % CI 1.95–3.79; OR 1.66, 95 % CI 1.02–2.72; and OR 1.02 per 
minute, 95 % CI 1.01–1.04). Hypotension was associated with cardiovascular 
disease and procedure duration (OR 1.60, 95 % CI 1.03–2.48; and OR 1.03 per 
minute, 95 % CI 1.00–1.06). No independent predictors of delayed recovery 
were identified in this age stratum.
Conclusions  In NAAP-sedated colonoscopy, advancing age contributed to an 
increased risk of cardiopulmonary events; however, physiological and proce-
dural factors—including BMI, cardiovascular disease, sex, and procedure dura-
tion—also played important roles in determining overall vulnerability. Despite 
higher event rates in older adults, patients aged ≥ 75 years demonstrated re-
covery times comparable to those of younger individuals. These findings high-
light the need to assess sedation risk comprehensively, incorporating both age 
and patient-specific physiological factors, and to apply individualized dosing 
and monitoring strategies to optimize the safety of NAAP in aging populations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study aims to evaluate the safety and diagnostic performance of the 
PillSense optical blood-detection capsule as a triage tool for hospitalized pa-
tients with anemia or positive FOBT but no overt gastrointestinal bleeding. The 
primary objective was to determine the negative predictive value of a negative 
PillSense result for excluding active GI bleeding. We hypothesized that a neg-
ative PillSense reading would reliably identify patients who could be safely 
discharged without the need for urgent inpatient endoscopy [1–6].
Methods  This was a prospective, single-center, blinded study at a tertiary U.S. 
hospital. Hospitalized adults with anemia and/or positive FOBT, without overt 
GI bleeding and without capsule contraindications, were enrolled. After in-
formed consent, patients ingested the PillSense capsule, and results (“Blood 
Detected” vs “No Blood Detected”) were collected by a research team member. 
Treating endoscopists were blinded to capsule results. Endoscopic evaluation 
(EGD, enteroscopy, and/or colonoscopy) was performed per standard clinical 
care. Primary outcome was safety and ability of a negative PillSense result to 
predict the safe discharge of hospitalized patients with positive hemoccult tests 
and/or anaemia.
Results  Ten patients were enrolled, with a mean age of 59.1 years and 70 % 
female. PillSense generated a negative signal within the first 10 minutes in 9 of 
10 patients (90 %). Among these nine patients, extended monitoring was per-
formed in eight between 4 and 6 hours. Five of these eight patients (62.5 %) 
later developed a positive signal, while three patients (37.5 %) remained neg-
ative throughout prolonged monitoring. In all three cases with persistently 

negative signals, subsequent endoscopic evaluation confirmed the absence of any 
identifiable bleeding source, supporting the reliability of the negative result.
Among the five patients who transitioned from an early negative to a delayed 
positive signal, endoscopic evaluation demonstrated non-actively bleeding 
lesions. These included a gastric ulcer in the upper gastrointestinal tract, a 
small-bowel arteriovenous malformation, and a hemorrhoidal source in the 
lower gastrointestinal tract. In one additional patient who was initially negative 
at 10 minutes, no further PillSense data could be obtained; endoscopy revealed 
a non-bleeding gastric polyp and diverticulosis.
Importantly, across all nine patients with a negative PillSense result at 10 min-
utes, no cases of active upper gastrointestinal bleeding were identified endo-
scopically, yielding a negative predictive value of 100 % for active UGI bleeding 
in this cohort. No patient required an endoscopic hemostatic intervention, and 
no capsule-related adverse events occurred. One patient required an unrelated 
readmission.
Conclusions  In hospitalized patients with anemia or positive FOBT but no overt 
gastrointestinal bleeding, a negative PillSense result reliably excluded active 
upper GI bleeding, with an observed negative predictive value of 100 % in this 
cohort. These findings support the safety of using PillSense as a rapid triage 
tool to identify patients who may not require urgent inpatient EGD and who 
can instead be deferred to outpatient evaluation. Because several patients in 
this study remained admitted solely while awaiting endoscopy, the ability to 
confidently rule out active upper GI bleeding has the potential to meaningful-
ly reduce unnecessary hospital days, decrease costs, and improve bed utilization 
in resource-constrained settings.
PillSense also accurately detected the single case of active bleeding and demon-
strated that a delayed positive signal, occurring after 4-6 hours, corresponded 
to clinically relevant lesions in the upper GI tract, small bowel, and even the 
lower GI tract that had ceased active bleeding. Together, these observations 
highlight the promise of PillSense as a point-of-care technology capable of both 
safely ruling out active bleeding early and identifying occult lesions over time, 
ultimately streamlining care pathways and optimizing resource allocation.
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Aims  Disposable elevator-cap (DEC) duodenoscopes were designed to reduce 
residual contamination after reprocessing and thereby lower the risk of infec-
tion transmission. We compared clinical outcomes of DEC versus conventional 
duodenoscopes, focusing on post-ERCP cholangitis and multidrug-resistant 
(MDR) cholangitis in routine practice [1, 2].
Methods  In a prospective, single-center cohort, consecutive ERCP patients 
were followed for post-procedural outcomes. Routine post–high-level disin-
fection (HLD) surveillance cultures were also performed during the study  
period.
Results  Interim analysis was conducted after enrollment of 1,039 patients 
(318 in the DEC group and 721 in the conventional group). Technical success 
was similar (DEC 98.7 % vs conventional 98.2 %), while mean procedure time 
was shorter with DEC (15.7 ± 9.0 vs 17.5 ± 9.8 minutes; p = 0.003). The incidence 
of overall post-ERCP cholangitis was comparable between groups (10.1 % in 
DEC vs 8.0 % in conventional, p = 0.20). After adjustment, no significant differ-
ence was observed (OR, 1.28; 95 % CI, 0.80–2.06; p = 0.31). DEC tended to be 
more protective for MDR cholangitis without statistical significance (OR, 0.74; 
95 % CI, 0.27–1.99; p = 0.55). In parallel, post-HLD surveillance cultures revealed 
microbial contamination only in conventional duodenoscopes, whereas no 
growth was detected in DEC-equipped duodenoscopes.
Conclusions  This interim analysis showed no significant difference in post-
ERCP or MDR cholangitis between DEC and conventional duodenoscopes, 
leading to early study termination. The absence of microbial growth during 
surveillance in the DEC group supports a potential infection-prevention advan-
tage of the device.
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Aims  Endoscopic placement of multiple plastic stents (MPS) is considered first-
line therapy for benign biliary strictures. Emerging evidence however, suggests 
that SEMS may offer advantages, including fewer endoscopic re-interventions 
(e.g., stent exchanges) needed to achieve clinical success (stricture resolution). 
However, stratified data on the various specific etiologies of benign biliary stric-
tures such as iatrogenic injury during surgery (most common), chronic inflam-
matory and infectious conditions, trauma, chemotherapy-induced injury, and 
autoimmune diseases remain limited. The aim of this meta-analysis was to pool 
available published data specifically on post-cholecystectomy biliary strictures 
in order to evaluate the efficacy and safety of SEMS placement for this specific 
clinical indication (▶Table 1).
Methods  This study protocol was published in PROSPERO under the register 
CRD420251239366. After a systematic review of studies identified from MED-
LINE, Embase and Cochrane, we performed a single-arm proportion meta-anal-
ysis analyzing the rate of stricture resolution, stricture recurrence, adverse 
events, stent migration and sucessful stent removal with SEMS. We excluded 
studies that did not provide stratified data on the specific etiology of the benign 
biliary stricture. We used a random-effects model to calculate the combined 
proportion with 95 % confidence interval (CI). Between-study heterogeneity 
was assessed using I2 statistics.

▶Table 1	 

Outcome 
Evaluated

Number 
of 
Patients

Pooled Effect 
(95 % CI)

Hetero-
geneity 
(I2)

Stricture 
Resolution

46 82.6 % (68.9-
91.1 %)

0 %

Stricture 
Recurrence

44 20.5 % (11.0-
34.9 %)

0 %

Adverse Event 48 30.4 % (16.1-
49.8 %)

0 %

Stent Migration 46 3.8 % (0.0-15.7 %) 0 %

Sucessful Stent 
Removal

38 94.2 % (53.0-
99.6 %)

0 %

Results  We included 6 studies, comprising 54 patients with a post-cholecys-
tectomy biliary stricture. The rate of SEMS stricture resolution was 82.6 % (95 % 
CI 68.9-91.1 %; I2 = 0 %), and the stricture recurrence rate was 20.5 % (95 % CI 
11.0-34.9 %; I2 = 0 %). The adverse event rate was 30.4 % (95 % CI 16.1-49.8 %; 
I2 = 0 %), and included cholangitis (n = 10), pancreatitis (n = 1), solid debris in 
lumen (n = 1), and abdominal pain (n = 1). The rate of stent migration was 3.8 % 
(95 % CI 0.0-15.7 %; I2 = 0 %). Successful SEMS removal rate was 94.2 % (95 % CI 
53.0-99.6 %; I2 = 0 %).
Conclusions  Previous systematic reviews / meta-analyses have reported that 
long-term biliary stricture resolution rates with MPS for benign etiologies range 
from 84 % to 90 %, with stricture recurrence rates varying by underlying cause. 
In our study, we observed a stricture resolution rate of 82.6 % and a stricture 
recurrence rate of 20.5 %. Given the non-negligible rate of adverse events 
(30.4 %), our findings highlight the need for etiology-specific analyses before 
generalizing the non-inferiority of SEMS across all benign biliary strictures, as 
the mechanisms and pathogenesis differ and each stricture etiology may re-
quire an individualized therapeutic approach. Additionally, it must be men-
tioned that the included studies analysed different types of SEMS. Although 
there was no identified between-study heterogeneity, differences in the mech-
anism of each stent may have played a role in our findings, which should be 
interpreted with caution. Unfortunately, due to lack of data it was not possible 
to perform subgroup analyses stratified by SEMS type. Further studies should 
be conducted that are stratified by benign biliary stricture etiology in order to 
draw more definitive conclusions.
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Aims  To evaluate clinical and technical efficacy, safety profile, and recurrence 
rate of flexible endoscopic septotomy (FES) for Zenker's Diverticulum (ZD) in a 
high-volume referral center.
Methods  This retrospective single-center study included all consecutive adults 
undergoing FES for symptomatic ZD from January 2010 to November 2025. Clin-
ical, endoscopic, and procedural data were collected from electronic records. 
Septotomy was performed using either a diverticuloscope-assisted or free-hand 
approach using IT-Knife 2. Clinical follow-up at 1, 6, and 12 months, and thereafter 
until recurrence, assessed symptom resolution using the Dakkak and Bennett score. 
Primary outcome was clinical success (score = 0). Secondary outcomes included 
technical success, recurrence and adverse events rates [1–10]
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Results  A total of 55 procedures were performed in 50 patients (median age 
74 years; 70 % male). Median diverticulum size was 30 mm (range 25–50). 
Median follow-up was 84 months (range 6–144). Clinical success was achieved 
in 45/50 patients (90 %). Five patients experienced recurrence at 8, 11, 96, 96, 
and 144 months; all of these underwent successful re-septotomy with no fur-
ther recurrence. Technical success was achieved in all cases (100 %), with a mean 
procedure time of 17 ± 4 minutes. Intraprocedural bleeding occurred in three 
patients, all managed endoscopically by clip apposing; no post-procedural or 
late adverse events were observed. Fourty-nine patients (98 %) were discharged 
within 48 hours
Conclusions  FES is a highly effective and safe treatment for ZD, offering excel-
lent long-term symptom-free period. Even in cases of recurrence, repeat en-
doscopic treatment can be is successfully and safety performed. These findings 
support FES as a first-line therapy, while highlighting its robust long-term per-
formance in the era of emerging endoscopic techniques
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Abstract Text
Over-the-Scope Clips (OTSC) are commonly used for haemostasis and defect 
closure, but removal may occasionally be required. The standard method is the 
bipolar cutter system, though no formal guidelines exist. We describe an alter-
native ESD-based technique when conventional removal fails [1, 2].
An 81-year-old male patient underwent piecemeal EMR for a 35 mm rectal 
lesion after ESD was aborted due to severe bleeding, requiring OTSC placement. 
Two years later, recurrence was detected around and within the clip, with bi-
opsies showing adenoma with low-grade dysplasia. Attempts to remove the 
OTSC with the bipolar cutter system were unsuccessful.

An ESD approach was performed under conscious sedation, using, allowing 
complete OTSC removal without adverse events. Three-month follow-up con-
firmed no recurrence.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/6749f31d-fcdc-4298-8a94-f83233dc0ea0/Uploads/19978_OTC_
ESGE.mp4
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Background  Dieulafoy’s lesion (DL) is an uncommon vascular anomaly capa-
ble of causing severe gastrointestinal bleeding. Although it most frequently 
occurs in the stomach, colonic localization—particularly in the right colon—is 
rare and may delay diagnosis and management. We describe two patients, 
recently diagnosed and treated in our department [1].
Case Reports
Case 1:A 77-year-old woman with a history of atrial fibrillation receiving acen-
ocoumarol presented with anemia (Hgb 9.3 g/dL; Hct 28.7 %; MCV 97 fL) and 
dark red stools. Acenocoumarol was discontinued, and fluid resuscitation along 
with PPI therapy was initiated. Upper endoscopy identified a small prepyloric 
Forrest III ulcer (0.6 cm), deemed insufficient to explain the bleeding. Due to 
ongoing gastrointestinal bleeding and transfusion requirements, colonoscopy 
was performed and revealed a capillary bleeding point in the ascending colon 
consistent with a Dieulafoy’s lesion. Argon plasma coagulation (APC) achieved 
successful hemostasis.
Case 2:An 80-year-old woman with coronary artery disease and atrial fibrilla-
tion, on daily clopidogrel and apixaban, presented with severe anemia (Hgb 
3.3 g/dL; Hct 10.3 %; MCV 93.7 fL) and dark red stools. Management included 
PPI therapy, transfusion of red blood cells, fresh frozen plasma, and temporary 
suspension of anticoagulation. Upper endoscopy showed no source of bleeding. 
Because symptoms persisted, colonoscopy was performed and revealed a Dieu-
lafoy’s lesion in the ascending colon. Hemostasis was achieved using three 
endoscopic clips. Low-molecular-weight heparin was later restarted without 
hemorrhagic recurrence.
Conclusion  Both patients recovered uneventfully and were discharged in sta-
ble condition. These cases illustrate that in patients with ongoing gastrointes-
tinal bleeding and negative upper endoscopy, early colonoscopy should be 
strongly considered. Prompt evaluation can prevent unnecessary repeated 
procedures and allows timely diagnosis and effective endoscopic treatment of 
rare but clinically significant colonic Dieulafoy’s lesions.
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Aims  Ineffective esophageal motility (IEM) is a rare motility disorder charac-
terized by weak or failed peristalsis at high-resolution manometry (HRM). There 
is an established association between IEM and gastroesophageal reflux-disease 
(GERD) symptoms. However, it is unclear why some patients present with dys-
phagia. In this study we aimed to investigated whether dysphagia in IEM is as-
sociated with specific HRM or pH-impedance monitoring (MII-pH) findings.
Methods  Adults ( ≥ 18 y) who underwent HRM for upper gastrointestinal symp-
toms who were diagnosed with IEM according to Chicago v4.0 between January 
2021 and November 2024 were included. Patients’ gender, age, symptoms 
(dysphagia, chest pain, heartburn, regurgitation, belching), response to proton 
pump inhibitor (PPI) treatment, and HRM data were recorded. All patients un-
derwent MII-pH. Wilcoxon rank sum test, Pearson's chi-squared test and Fisher's 
exact test were used for comparisons. Significance was set at p < 0.05.
Results  In the study period, 54 patients were diagnosed with IEM. Of them, 
33 (61 %) did not report dysphagia (IEM-GERD), while 21 (39 %) had dysphagia 
(IEM-DYSPHAGIA). Of note, patients with or without dysphagia had a compa-
rable prevalence of heartburn, chest pain, regurgitation, and erosive esophagi-
tis. In addition, IEM-GERD and IEM-DYSPHAGIA were comparable in age and 
response to PPI treatment. IEM-GERD and IEM-DYSPHAGIA did not show sig-
nificant differences in EGJ type, EGJ contractile integral (EGJ-CI), integrated 
relaxation pressure (IRP), percentage of ineffective or failed swallows, or the 
rapid drinking challenge (RDC) findings (p > 0.05 for all), demonstrating an 
overall similar pathophysiology of peristalsis and EGJ opening. In terms of MII-
pH, there was no statistical difference in GERD-related parameters between 
IEM-GERD and IEM-DYSPHAGIA, who showed comparable values of acid expo-
sure time (AET), mean nocturnal baseline impedance (MNBI), symptom asso-
ciation indexes, and post-reflux swallow-induced peristaltic wave index 
(PSPW-I) (p > 0.05 for all).
Conclusions  We showed that dysphagia in IEM is not explained by impaired 
EGJ outflow or worse peristalsis. IEM with and without dysphagia have a similar 
proportion of GERD symptoms, comparable MII-pH findings, and respond sim-
ilarly to PPI treatment. Our findings suggest that dysphagia in IEM could be a 
symptomatic manifestation of GERD.
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Abstract Text
Recurrent or previously manipulated lesions, especially those involving tattoo 
ink, are technically challenging due to submucosal fibrosis, obscured dissection 
planes, and poor lifting, increasing the risk of incomplete resection and adverse 
events. We present an 82-year-old woman with a 30 mm hemi-circumferential 
recurrent hepatic-flexure lesion after two prior hot EMRs, with dense tattoo 
infiltration. Underwater ESD was performed using continuous saline immersion 
for improved visualization, supported by a thin needle knife with high-pressure 
waterjet and double rubber-band traction. Amber-Red Color imaging enhanced 
plane delineation despite heavy pigmentation. Despite an intraprocedural per-
foration, closed endoscopically, en bloc R0 resection was achieved. This case 
highlights how combining underwater dissection, waterjet knives, traction, 
and ACI can enable safe curative ESD in fibrotic tattooed recurrences.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/dc537e56-5d24-415a-92c3-20ae7b5a3cce/Uploads/19978_ESGE.
mp4
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tific C. Hassan is a consultant for Fujifilm, Erbe, and Medtronic R. Maselli is a 
consultant for Fujifilm, Erbe, Boston Scientific, and 3DMatrix A. Repici is a con-
sultant for Fujifilm, Erbe, Boston Scientific, 3DMatrix, and Medtronic All other 
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Abstract Text
An 80 year-old man with prior left hepatic lobectomy for hepatocellular carci-
noma presented with cholangitis due to biliary stent occlusion. CT scan showed 
biliary dilation and duodenal stenosis due to progression of a known ampullary 
adenocarcinoma. ERCP was unfeasible. After placement of an orojejunal tube 
and distension of the jejunal loop, EUS-GE was created using a 20mm LAMS. 
Due to the left hepatectomy, a standard transgastric opserative window for 
EUS-HGS was not found. Hence, a more prepyloric access was selected to access 
a mildly dilated right intrahepatic biliary tree. EUS-HGS was completed deploy-
ing a 10 × 80 mm partially covered metal stent. HGS access was further used to 
extract stones from the common bile duct (CBD) and to promote antegrade 
SEMS-in-SEMS stenting. The patient recovered uneventfully, and no further 
cholangitis occurred during a 3-month follow up.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/141ce681-7864-4bbe-8fff-8f464bdc0443/Uploads/19978_
DAAvideo.mp4
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Aims  Button battery ingestion (BBI) in children can lead to lifethreatening 
complications including death. In 2021, the EuropeanSociety for Pediatric Gas-
troenterology Hepatology and Nutrition(ESPGHAN) published guidance, aim-
ing to unify the managementfor better outcomes and to assess the compliance 
to EPSGHAN guidance and the impact ofthis problem in our community includ-
ing the long termcomplications [1].
Methods  Retrospective data collection looking at all pediatric patient whop-
resented with button battery ingestion in our children’s hospitalfrom 2018 – 
2023.
Results  From April 2018 till November 2024, 40 patients presented with BBI. 
In our datanoticed increase in number of cases per year, in 2022 we had 18 
patients(Fig.1.A). The button battery mainly was in esophagus (52 %, n = 21), 
and 37 %(n = 15) were in stomach. ESPGHAN recommends removing button 
battery inesophagus within 2 hours. 14 patients who met the criteria, under-
wentendoscopy removal within average of 1.5 hours. According to endoscop-
icclassification of corrosive injuries (Zargar classification) 9 patients had 0 
score,but 14 had class IIIa (Fig.1B) . 82 % (n = 33) of patients recovered fully, 3 
patientshad short term complications: fever, and one had esophageal perfora-
tion .3patients had long term complications including esophageal stricture 
requiringmultiple dilatations and tracheoesophageal fistula and one died 
(Fig.1.C).Out of 32 patients who presented < 12h , 14 received honey in emer-
gencydepartment. 15 patients met the indications for further imaging, but13 
of themhad either CT or MRI done during the admission.In 18 patients who 
underwent endoscopic removal of button battery inesophagus, 13 patients 
had acetic acid irrigation during endoscopy (Fig.1.D).
Conclusions  Overall, the majority of patients after 2021 received management 
as perESPGHAN guidance, most of the patients recovered but the long ter-
mcomplications can be life threatening and cause significant morbidity and-
mortality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic intermuscular disection (EID) is an evolving method allowing 
resection of submucosal invasive rectal neoplasms. In this unicenter prospec-
tive register study from a tertiary endoscopy centre we examined the oncolog-
ical outcomes, procedure associated data also regarding safety under nurse 
administered sedation and assesed structural requirements for this procedure.
Methods  All patients treated with EID for rectal lesions from November 2024 
to November 2025 at Evangelisches Krankenhaus Düsseldorf, Germany were 
included. The primary endpoints were en-bloc-, R0- and curative resection rate. 
Secondary endpoints were, periprocedural complications and sedation related 
complications as well as resection speed and duration of hospital stay.
Results  A total of 8 patients with an average age of 64,9 years were included 
in this analysis (male/female 6/2). 3 lesions were previously treated by EMR. All 
lesions were resected en-bloc. Histopathologically the resected lesions were 5 
adenocarcinoma- 3 pT1 with submucosal invasion (1 sm1, 2 sm3 ) and 2 pT2, 
1 high grade dysplasia, 1 low grade dysplasia (with severe submucosal fibrosis) 
and 1 non- neoplastic lesion (secondary resection after pmEMR of an adeno-
carcinoma).The R0 resection rate was 83,3 % whereas the curative resection 
rate was 50 %. Not curatively resected patients underwent surgery in 2/3 cases. 
In one case there were no vital tumorcells in the specimen and the other one 
resulted to be a pT3 lesion.The procedures were performed under nurse ad-
ministered sedation with propofol and midazolam. There were no intraproce-
dural or sedation associated complications. 1 post procedural bleeding occured 

that required endoscopic treatment. The average procedure time was 136 
minutes. The average specimen size was 1350mm² and the resectionspeed 
9,9mm²/min. Patients stayed in the hospital for an average of 3,25 nights. 
Compared to our prospective ESD data (17,8mm²/min for rectal lesions) the 
dissection speed was slower among these first EID cases and there was no dif-
ference in length of hospital stay.
Conclusions  EID appears to be a feasable method, easy to establish in ESD 
experienced endoscopy centers to treat possibly submucosa invasive rectal 
lesions or lesions with submucosal firbosis. The method does not require addi-
tional measures and can be performed under nurse administered sedation. 
Continous prospective assesment of the method is necessary to further eval-
uate its safety profile and long term oncologic outcomes.
Conflicts of Interest  Boston scientific- consultation; Falk Pharma GmbH- lec-
ture fees
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Aims  Cleanliness of the mucosa has been recently recognized as a key quality 
indicator of esophagogastroduodenoscopy (EGD). Pre-medication with muc-
olytic and defoaming agents is an effective method for improving visibility 
during EGD. One of the possible obstacles in routine pre-medication imple-
mentation is the safety concern related to sedation. We aimed to synthesize 
the available evidence regarding the safety of pre-medication with anti-foam-
ing agents, with or without mucolytic substances, in patients scheduled to 
undergo sedated upper gastrointestinal endoscopy.
Methods  A systematic review across MEDLINE and Cochrane Central Register 
from 01/01/2019 until 31/12/2024 was performed for all types of trials evalu-
ating the safety of pre-medication with an anti-foaming agent with or without 
mucolytic substances in patients undergoing sedated upper GI endoscopy. We 
pooled the AE detected in the two arms: intervention (up to 100 ml of an-
ti-foaming-mucolytic solution) and comparator (either up to 100 ml of water 
or nil per mouth), and presented the effect size on study outcomes either as 
the total rate of AE or Odds Ratio (OR) with 95 % confidence interval (CI). The 
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certainty of evidence was assessed using the Grading of Recommendations 
Assessment, Development and Evaluation (GRADE) approach.
Results  Nine studies (eight RCTs and one cohort) with 10283 subjects were 
included. Overall, there were 27 and 39 AEs in the intervention and the control 
group, respectively, with a total AEs rate of 0 %, 95 % CI (0-0.01); I2 = 93 %; there 
was moderate certainty in the estimates. Focusing only on the studies with nil 
per os as a comparator (3 studies with 1012 patients), no excess of AEs rate in 
the premedication group was found [OR 0.55, 95 % CI (0.11-2.72); I2 = 86 %].
Conclusions  Utilization of premedication with anti-foaming/mucolytic agents 
before routine upper GI endoscopy is not associated with an increased rate of 
AEs during sedated upper GI endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To present clinical and procedural data of patients over 80 years of age 
who underwent ERCP.
Methods  We retrospectively reviewed a prospectively collected single-center 
database of adult patients who underwent ERCP between 1/1/2022 and 
31/5/2025 in a tertiary Greek public hospital. Data collected included demo-
graphic characteristics, indications for ERCP, clinical outcomes., and complica-
tions rates both immediate and within 2-week s post procedure. These data 
were compared with an historical cohort from the same center, consisting of 
patients under 80 years of age who underwent ERCP between 9/2021 and 12 
/2023.
Results  A total of 1729 ERCP were performed during the study period. Among 
these 31.1 % (n = 538) were performed in patients aged > 80 years (54.1 % fe-
male) and 5.03 % (n = 87). In patients aged > 90 years. These were compared 
with 695 patients under 80 years from the historical cohort.
The most common indication for ERCP in patients > 80 years was choledocho-
lithiasis 53.5 % (n = 288) percentage similar to the historic cohort 42 % (n = 292), 
(p > 0.05). The second most common indication was malignant biliary obstruc-
tion 19.9 % (n = 107) compared with 28.6 % (n = 199), (p > 0.05). in the younger 
cohort (p > 0,05). The third commonest indication was acute cholangitis 17.7 % 
(n = 95) compering with 13.4 % (n = 79), (p > 0.05).
Sphincterotomy was performed in 61.5 % (n = 331) of older patients and 27.1 % 
(n = 146) had a prior sphincterotomy.
Post ERCP bleeding occurred in 4.87 % (n = 25), including 4 delayed cases, vs 
2.73 % in the historic group (p = 0.048). Post ERCP pancreatitis occurred in 
1.95 % (n = 10) vs 0.72 % (p > 0.05), cholangitis 1.36 % (n = 7) vs 0.29 % 
(p = 0.033), cardiopulmonary complications 0.59 % (n = 3) vs 0.83 % (n = 6) 
(p > 0.05) and death 0.39 % (n = 2).
Completeness of procedure of ERCP was 96.5 % (n = 494). Causes of incomplete 
ERCP included anatomical reasons (duodenal diverticula, altered anatomy) 
56.3 % (n = 9), malignant infiltration 25 % (n = 4) and patient/anesthesia related 
complications 18.7 % (n = 3).
Conclusions  In a tertiary reference center approximately one third of all ERCP 
procedures were performed in patients over 80 years of age. One quarter of 
these patients over 80 years had previously undergone sphincterotomy. The 
most common indication, ( > 50 %) is choledocholithiasis did not differ between 

age groups. Complications rates were generally comparable between patients 
above and below 80 years, indicating that ERCP is a safe and effective procedure 
in very elderly patients when performed in an experienced center.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Endoscopic techniques have emerged as a pivotal component in the treatment 
of early gastrointestinal cancer. Endoscopic intermuscular dissection (EID) 
serves as a technique facilitating deeper resection in the rectum to achieve R0 
resection of advanced dysplasia, scar tissue adjacent to dysplasia, or T1 cancer 
[1, 2]. In this case study, we used a novel bipolar endoscopic scissor device to 
enhance patient outcomes.
Case Presentation:  An 89-year-old female presented with lower gastrointes-
tinal bleeding under Apixaban, due to atrial fibrillation and chronic heart failure. 
Colonoscopy revealed an eroded broad-based 2.5 cm polyp in the distal rectum. 
During initial intervention, a snare resection was performed. Conventional 
histology revealed rectal cancer extending to the resection margin (R1). Further 
immunohistochemical staining confirmed a malignant melanoma. Clinical 
examination and imaging studies yielded no evidence of additional manifesta-
tions. After MDT discussion, we opted for an endoscopic approach to avoid 
colonostomy for the elderly patient with significant comorbidities. For the 
second intervention, we used a novel bipolar scissor device „SpydrBlade Flex“ 
by CreoMedical, to facilitate deep intermuscular dissection within fibrotic tissue 
adjacent to the anal verge. A tapered cap and water irrigation were employed 
to establish close contact with muscular vessels. After injection of saline and 
indigo carmine, we started with a circular incision around the former resection 
ulcer with open jaws. Subsequently, a layer-by-layer underwater dissection was 
performed, utilizing a grasping, lifting, and pulling technique. The adaptive 
energy enabled continuous cutting regardless of tissue thickness, without a 
charring effect. The resection was completed using rubber band traction. Bleed-
ing vessels were coagulated by super-high frequency (SHF) microwave effect 
without changing the device. The resection plane was adjusted using hemo-
clips. Further clinical course of the patient was uneventful, with no signs of 
wound infection or bleeding, and normal bowel movements. Histological ex-
amination revealed no residual melanoma, confirming an R0 resection.
Discussion:  Endoscopic intermuscular dissection (EID) is an evolving technique 
aimed at achieving an oncological R0 resection in early rectal malignancy. The 
novel endoscopic bipolar scissor device with adaptive energy facilitates safe 
resection in narrow spaces and fibrotic tissue, while microwave coagulation 
provides adequate hemostasis without changing the device [3].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Capsule endoscopy (CE) is a widely used modality for small-bowel eval-
uation, but its performance may be affected by technical failures, incomplete 
examinations, or clinical complications such as retention. The aim of this study 
was to assess the diagnostic yield, technical limitations, and safety profile of CE 
in routine clinical practice over an eight-year period in a tertiary referral center.
Methods  This retrospective study included all patients who underwent CE 
between 2017 and 2024 in the Digestive and Hepato-Gastroenterological 
Functional Explorations Department at Ibn Sina University Hospital, Rabat, 
Morocco. CE was performed using PillCam SB3 or CapsoCam devices following 
standardized bowel preparation. Indications included obscure gastrointestinal 
bleeding (overt or occult), suspected or known Crohn’s disease, celiac disease, 
malabsorption syndrome, Rendu–Osler disease, and small-bowel lymphoma. 
Technical limitations were defined as equipment-related disruptions, and clin-
ical limitations as events related to patient factors or physiological conditions. 
Data were analyzed using SPSS.
Results  A total of 125 patients were included (mean age 56.2 ± 19.6 years; 
54.4 % female). Obscure gastrointestinal bleeding was the most frequent indi-
cation (76.8 %), followed by Crohn’s disease (11.2 %) and celiac disease (7.2 %). 
CE completion rate, defined by cecal visualization before battery depletion, was 
88 %. Median small-bowel transit time was 3 hours and 10 minutes. The overall 
diagnostic yield was 65 %, with angiodysplasia identified in 32.8 % of patients 
and small-bowel ulcerations in 17.6 %.
Clinical limitations and complications were observed in a subset of examina-
tions. Incomplete examinations occurred in 11.2 % of patients, mainly due to 
delayed gastric or small-bowel transit. Capsule retention occurred in 2.4 % of 
cases. Two patients had strictures related to Crohn’s disease requiring surgical 
retrieval, while one patient with celiac disease passed the capsule spontane-
ously after corticosteroid therapy. Four cases of gastric retention required 
endoscopic deployment; three progressed into the small bowel while one re-
mained in the stomach despite multiple attempts.
Capsule ingestion difficulties occurred in four patients, three of whom had 
pre-existing swallowing disorders, including dysphagia or a history of cerebro-
vascular accident. In one elderly patient with severe dysphagia, CE could not 
be performed. Inadequate visualization occurred in 10.4 % of examinations, 
predominantly due to residual food debris, particularly affecting duodenal and 
jejunal segments. Blood and clots impaired visualization in six cases, mainly 
among patients with overt gastrointestinal bleeding.
Technical failures were rare, with a single case (0.8 %) of premature battery 
depletion in the proximal jejunum.
Conclusions  CE demonstrated high diagnostic performance with a low rate of 
serious complications. The main limitations were related to clinical factors such 
as incomplete transit, capsule retention, swallowing disorders, and inadequate 
mucosal visualization, rather than true technical failures. Capsule retention 
remained infrequent and predictable in high-risk groups. Improving patient 
selection, optimizing bowel preparation, and ensuring careful evaluation of 
dysphagia risk may enhance CE performance and safety. Technological im-
provements, including extended battery life, real-time localization, and better 
image cleansing algorithms, could further reduce failures and improve diag-
nostic accuracy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Full-thickness resection (EFTR) of duodenal submucosal tumors (SMTs) 
is highly challenging due to the thin duodenal wall, proximity to vital structures, 
and the requirement for a secure closure. Tumors > 25 mm significantly increase 
complexity and risk. This study aimed to evaluate our experience with free-hand 
EFTR for duodenal SMTs > 25 mm at a high-volume tertiary endoscopy center 
in Western India and identify the most effective closure method.
Methods  All EFTR procedures for duodenal SMTs > 25 mm were retrospective-
ly analyzed. Every case was discussed at a multidisciplinary meeting (MDT). 
Procedures were performed under general anaesthesia with a surgeon on 
standby. Gelofuscin was injected for submucosal lift, and dissection was per-
formed using a Dual J Knife (KD-655U, Olympus). Haemostasis was achieved 
using a Coagrasper (FD-411UR, Olympus) in soft-coag mode at 40 W. Abdom-
inal decompression was done using a 16G Intracath.
Closure methods used included TTSC, OTSC, Loop-and-Clip, endoscopic sutur-
ing, and LECS (laparoscopic–endoscopic cooperative surgery). Endoscopic 
suturing was attempted in two cases but was technically prohibitive due to 
awkward scope positioning and concern for adjacent vital structures. A sa-
line-immersion leak test was done post-procedure. All patients received a tri-
ple-lumen nasojejunal tube with gastric aspiration. Diet advancement and tube 
removal were individualized.
Results
Case 1  (Male, 54 years): 28 mm anterior duodenal SMT. Closure with six TTSCs. 
R0 achieved. Complete closure not achieved. Histology: NET Grade I. Compli-
cations: mild fever and small leak. Managed with sponge therapy, NJ tube for 
7 days, RTA for 5 days, and antibiotics for 10 days. Length of stay: 10 days.
Case 2  (Female, 58 years): 31 mm postero-inferior lesion. Closure with Loop-
and-Clip. R0 achieved but incomplete closure. Histology: NET Grade II. Com-
plications: leak with collection requiring surgery within 24 hours. Additional NJ 
tube, RTA, antibiotics. Length of stay: 13 days.
Case 3  (Male, 62 years): 30 mm anterior lesion. Closure with LECS. R0 and 
complete closure achieved. Histology: GIST. No complications. Managed with 
NBM 48 hours, antibiotics. Length of stay: 6 days.
Case 4  (Male, 65 years): 27 mm antero-superior lesion. Closure with OTSC plus 
three TTSCs. R0 achieved; complete closure not achieved. Histology: NET Grade 
I. Complications: pain and delayed perforation. Managed with NBM 10 days, NJ 
tube for 2 weeks, RTA, antibiotics for 15 days. Length of stay: 10 days.
Case 5  (Female, 48 years): 32 mm antero-superior lesion. Closure with LECS. 
Complete R0 resection and complete closure. Histology: NET Grade I. Compli-
cation: pain. Managed with NBM for 2 days and RTA for 2 days. Length of stay: 
5 days.
Case 6  (Male, 61 years): 30 mm posterior lesion. Closure with LECS. R0 and 
complete closure achieved. Histology: GIST. Complication: pain. Managed with 
NBM 2 days and RTA 1 day. Length of stay: 5 days.
Case 7  (Female, 59 years): 28 mm postero-inferior lesion. Closure with LECS. 
R0 and complete closure achieved. Histology: NET Grade I. Complication: pain. 
Managed with NBM 2 days and RTA 1 day. Length of stay: 5 days.
Discussion  This series demonstrates that although free-hand EFTR for duode-
nal SMTs > 25 mm is feasible, closure remains the most critical and difficult step. 
TTSC, OTSC, and Loop-and-Clip methods failed to provide complete full-thick-
ness closure for defects > 20 mm, and were associated with leaks, delayed per-
foration, and prolonged hospital stay. Endoscopic suturing was technically 
difficult and unsafe. LECS consistently provided secure, watertight closure with 
minimal complications, faster recovery, shorter NBM duration, early oral feed-
ing, and reduced antibiotic use.
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Conclusions  Free-hand EFTR for duodenal SMTs > 25 mm is technically de-
manding. LECS provides the most secure closure with the lowest morbidity. 
Larger prospective studies are needed to confirm optimal closure strategies in 
such high-risk duodenal EFTR defects.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Palliative treatment of malignant esophageal strictures with self-expanding 
metal stents (SEMS) can be complicated by tissue overgrowth, making retriev-
al difficult and risky.We present a case of a patient with esophagogastric junc-
tion cancer and a double SEMS (stent-in-stent), who developed severe dyspha-
gia due to stent overgrowth.A combined approach was performed: radial 
incisions with a needle knife on the proximal overgrowth to expose and free 
the inner stent edge, which was then removed with rat-tooth forceps.For the 
outer stent, with its distal flange deeply embedded in the gastric wall, dissec-
tion using an ESD knife released the flange, allowing safe stent removal.The 
patient experienced immediate symptomatic relief.This combination of endo-
scopic techniques enabled safe retrieval of deeply embedded stents, avoiding 
more invasive procedures [1–5].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/7c9335ac-44b0-4540-baa5-500c67d31b12/Uploads/19978_
video_embedded %20stent.mov
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This nationwide observational cohort study aimed to assess the reliabil-
ity of optical diagnosis (based on Kudo’s pit pattern) compared to histologic 
results of colorectal polyps removed during screening colonoscopies.

Methods  Data regarding Kudo’s pit pattern (Kudo I-V), and histologic results 
were obtained from the prospectively collected registry of Hungarian Nation-
al Public Health Institute. The correlation between Kudo I-II and non-neoplastic 
lesions, Kudo III-IV and neoplastic lesions, and Kudo V and submucosally inva-
sive cancer (SMIC) was characterized by Cohen’s Kappa coefficient, respective-
ly. The potential effects of polyp size and location, and operator characteristics 
(adenoma detection rate [ADR], annual screening colonoscopy rate and expe-
rience in years) were also evaluated.
Results  A total of 8560 lesions (7423 neoplastic [785 SMIC], 1137 non-neo-
plastic) were registered between 2019 and 2023. Of the 979 serrated polyps 
100 contained dysplasia. Kudo I-II and Kudo III-IV demonstrated moderate 
agreement with non-neoplastic (κ = 0.449) and neoplastic lesions (κ = 0.528), 
respectively, while Kudo V demonstrated substantial agreement (κ = 0.782) 
with SMIC. For serrated lesions, Kudo I-II correlated only slightly (κ = 0.143) with 
non-neoplastic lesions. Left-sided location resulted in higher levels of agree-
ment for non-neoplastic (κ = 0.489), and neoplastic lesions (κ = 0.556), respec-
tively. For lesions larger than 2 cm, levels of agreement were substantial for 
neoplastic lesions (κ = 0.758), and near perfect for SMIC (κ = 0.803). ADR reach-
ing 25 %, and annual screening colonoscopy rate ≥ 100 was associated with 
slightly better results for both non-neoplastic (κ = 0.454 and κ = 0.530), neo-
plastic lesions (κ = 0.535 and κ = 0.585), and SMIC (κ = 0.802 and κ = 0.804). This 
was not observed for ADR reaching 35 %. Operators with less than 10 years of 
prior endoscopic experience had better results: κ = 0.581 for non-neoplastic, 
κ = 0.651 for neoplastic lesions, and κ = 0.827 for SMIC.
Conclusions  This nationwide cohort demonstrates a moderate and substantial 
reliability of surface pattern-based identification of neoplasia and SMIC during 
screening colonoscopies, with better results for left-sided lesions and those 
larger than 2 cm. Endoscopists with ADR reaching 25 % (but not that reaching 
35 %), higher annual rate of screening colonoscopies and those early in their 
career perform better in optical diagnosis based histologic prediction.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Management of biliary stones in patients with surgically 
altered anatomy (SAA) remains challenging due to the limited endoscopic ac-
cess to the biliary tree. Enteroscopy-assisted ERCP may fail even in expert hands, 
and alternative approaches such as percutaneous transhepatic access or sur-
gical revision carry significant risks and morbidity.
We report the case of a young patient with SAA and a large impacted stone at 
the hepatic duct confluence. Enteroscopy assisted ERCP failed due to inability 
to reach the anastomotic site. A safe and minimally invasive strategy was re-
quired to access, fragment, and clear the biliary stone while avoiding addition-
al surgical morbidity.
Innovation  We adopted a three-stage endoscopic strategy combining inter-
ventional EUS and Cholangioscopy. EUS-guided Hepatico-Gastrostomy (EUS-
HGS) was performed followed by antegrade digital transhepatic cholangiosco-
py, and then a modified wire-guided cholangioscopy technique that 
ultimately enabled successful laser lithotripsy and stone clearance.
A)Stage 1 – EUS-guided Hepatico-Gastrostomy
Under linear EUS guidance, the left intrahepatic bile duct was punctured from 
the gastric body.
A guidewire was advanced antegrade across the obstruction. A 7Fr Cystotome 
was inserted in the tract.
A partially-covered self-expandable metal stent (PC-SEMS) was deployed, es-
tablishing a stable hepatico-gastric fistula.
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This provided a secure transluminal route for subsequent cholangioscopy.
B)Stage 2 – Antegrade Digital Cholangioscopy
A digital cholangioscope was advanced through the HGS stent to reach the 
biliary confluence. However, due to the sharp angulation created by the metal-
lic stent, the scope could not be maneuvered sufficiently to access the bile duct. 
As a result, laser lithotripsy could not be performed at this stage, and an alter-
native strategy was required to optimize access and achieve ductal clearance.
C)Stage 3 – Wire-Guided Cholangioscopy after Stent Removal
The PC-SEMS was removed to straighten the tract and reduce the angulation. 
A sphincterotome with a guidewire was then carefully advanced antegrade into 
the bile duct. The digital cholangioscope was subsequently railroaded over the 
guidewire, which provided a stable and aligned path through the hepatico-gas-
tric tract.This maneuver allowed successful advancement of the cholangioscope 
into the common bile duct, where the large biliary stone was directly visualized. 
Laser lithotripsy was performed, fragmenting the stone into small pieces, and 
routine antegrade extraction maneuvers with basket and balloon allowed com-
plete ductal clearance.
Results  The three-stage procedure was completed without complications. 
EUS-HGS provided secure biliary access, and wire-guided cholangioscopy en-
abled successful visualization and fragmentation of the stone. Laser lithotripsy 
resulted in complete clearance, and the patient’s symptoms resolved rapidly. 
Liver function tests normalized within days, and no adverse events occurred 
during recovery.
Conclusions  This case highlights the safety, feasibility, and clinical value of a 
staged endoscopic strategy combining EUS-guided Hepatico-Gastrostomy with 
antegrade digital cholangioscopy and laser lithotripsy for the management of 
large biliary stones in patients with surgically altered anatomy.
This innovative approach may represent a minimally invasive alternative to 
percutaneous or surgical interventions in selected patients with complex biliary 
stones and altered anatomy. Future studies are warranted to further evaluate 
long-term outcomes and define optimal procedural timing and stent strategies.
VIDEO   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/62709659-ccf5-46c4-ad97-957511138102/Uploads/19990_
ESGE_Final %20video.mp4
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Aims  Ascites is often considered a relative contraindication of Enndoscopic 
ultrasound guided choledochal drainage (EUS-CD). This study compared the 
safety, technical success, and clinical outcomes of EUS-CD in patients with and 
without ascites (▶Table 1).
Methods  A retrospective study of 80 patients (ascites n = 29; no ascites n = 51) 
compared demographics, drainage indications, technical and clinical success, 
and adverse events. Ascites was classified as mild, moderate, or severe. Tech-
nical success was defined as successful stent placement, and clinical success as 
radiologic or biochemical biliary decompression.
Results  Median age was higher in the ascites group (70 vs. 60.5 years, 
p = 0.027). Failed ERCP was a more common indication in patients with ascites 
(75.9 % vs. 52.9 %, p = 0.043). Pancreatic cancer was the predominant etiology 
in both groups (65 % vs. 63 %). A transduodenal approach was used in > 80 % of 
cases in both cohorts. Partially covered SEMS (6 cm) was the most frequently 
used stent type (51.7 % vs. 52.9 %). Technical success was high in both groups 
(100 % vs. 98.4 %), with similar clinical success rates (96.5 % vs. 96.1 %). Adverse 
events were comparable (7.1 % vs. 6.7 %), including bile leak (7.1 % vs. 6.7 %, 
p = 0.938) and mortality (6.9 % vs. 3.9 %, p = 0.674); none reached statistical 
significance.

▶Table 1	 

EUS CD 
with 
Ascites 
(n = 29)

EUS CD 
without 
Ascites 
(n = 51)

p-value

Age (Median, IQR) 70 (55, 
17.5)

60.5 (50, 10 0.0272

Male 72.41 % 66.67 % 0.594

Ascites

Mild 21 (72.41 %)

Moderate 7 (24.14 %)

Severe 1 (3.45 %)

Indication for biliary 
drainage

Pancreatic cancer 15 (65 %) 28 (63 %) 0.463

Ampullary cancer 4 (9.1 %) 5 (11.1 %) 0.477

Duodenal cancer 2 (7.1 %) 5 (11.1 %) 0.451

Cholangiocarcinoma 4 (14.3 %) 4 (8.9 %) 0.473

Other 3 (4.3 %) 3 (9.1 %) 0.54

Failed ERCP 22 (75.86 %) 27 (52.94 %) 
P = 0.043

0.064

Previous plastic stent 
in bile duct

2 (6.90 %) 2 (3.92 %) 
P = 0.552

0.498

Location of Stent

Transduodenal 23 (82.1 %) 42 (93.3 %) 0.137

Transgastric 0 (0 %) 2 (4.4 %) 0.258

Type of stent

Gioborr 8 (27.6 %) 11 (21.6 %) 0.543

PC-SEMS 6 cm 15 (51.7 %) 27 (52.9 %) 0.917

FC SEMS 6 cm 5 (17.2 %) 10 (19.6 %) 0.794

FC SEMS 4 cm 1 (3.4 %) 3 (5.9 %) 0.631

Lumen Apposing Metal 
Stent (Axios)

1 (3.4 %) 0 (0 %) 0.182

Technical Success 29 (100 %) 50 (98.4 %) 0.448

Clinical Success 28 (96.5 %) 49 (96.1 %) 0.915

Adverse Events 2 (7.1 %) 3 (6.7 %) 0.938

Bile leak 2 (7.1 %) 3 (6.7 %) 0.938

Bleeding 0 (0 %) 1 (2.2 %) 0.427

Mortality 2 (6.9 %) 2 (3.9 %) 
P = 0.557

0.674

Conclusions  EUS-CD shows comparable technical and clinical success and 
similar adverse event rates in patients with or without ascites, indicating ascites 
may not be a contraindication when performed by experienced endosonogra-
phers.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP658  Endoscopic Ultrasound-Guided Transmural 
Biliary Drainage as a Primary Procedure vs. Second-
ary/Rescue Procedure after Failed ERCP
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DOI  10.1055/s-0046-1821985
Aims  The aim of this study was to evaluate the technical success, clinical suc-
cess, and safety of endoscopic ultrasound-guided choledochal drainage (EUS-
CD) in patients with biliary obstruction, comparing its use as a primary proce-
dure versus as a secondary/rescue procedure after failed endoscopic retrograde 
cholangiopancreatography (ERCP).
Methods  A retrospective review was conducted using prospectively main-
tained records of 75 patients with biliary obstruction who underwent EUS-CD. 
Among these, 31 patients (41.3 %) underwent primary EUS-CD, while 44 pa-
tients (58.7 %) underwent secondary or rescue EUS-CD following failed ERCP. 
The most common indications for drainage were malignancies, including pan-
creatic head mass, ampullary cancer, duodenal cancer, and cholangiocarcino-
ma (▶Table 1).

▶Table 1	 

Variables EUS CD 
Primary 
(n = 31)

EUS CD 
secondary/
rescue 
(n = 44)

P 
VALUE

Age (Median, IQR) 70, 58-74 
years

62, 48.5-76 
years

0.2963

Male 20 (64.52 %) 31(70.45 %) 0.5872

Ascites 7(22.58 %) 19(43.18 %) 0.9881

Indication for biliary drainage

HOP mass 21(67.74 %) 23(52.27 %) 0.1804

Ampullary cancer 1(3.23 %) 9(20.45 %) 0.0307

Duodenal cancer 4(12.90 %) 2(4/55 %) 0.1889

Cholangiocarcinoma 2(6.45 %) 7(15.91 %) 0.2146

Lymph nodes 2(6.45 %) 1(2.27 %) 0.3631

BBS stone 2(6.45 %) 5(11.36 %) 0.4715

Previous plastic 
stent in bile duct

1(3.23 %) 3(6.82 %) 0.4954

Location of Stent

Transduodenal

Transgastric

Type of stent

Gioborr 6(19.35 %) 10(22.73 %) 0.7255

PC-SEMS 6 cm 15(48.39 %) 25(56.82 %) 0.471

FC SEMS 6 cm 9(31.03 %) 6(13.64 %) 0.101

FC SEMS 4 cm 1(3.23 %) 3(6.82 %) 0.4954

Lumen Apposing 
Metal Stent (Axios)

0(0.0 %) 1(2.27 %) 0.398

Technical Success 31(100 %) 44(100 %) NA

Clinical Success 30(96.77 %) 44(100 %) 0.2304

Adverse Events

Bile leak

Bleeding

Mortality 1(3.23 %) 1(2.27 %) 0.8008

Results  Technical success was achieved in 100 % of patients in both groups. 
Clinical success was observed in 96.77 % of patients in the primary EUS-CD 
group and 100 % in the secondary group, with no statistically significant differ-
ence (P = 0.2304). Adverse events were rare and included isolated cases of bile 
leak, bleeding, and mortality, with comparable rates between the two groups. 
Overall, there was no statistically significant difference in complication rates 
between primary and secondary EUS-CD
Conclusions  There was no significant difference in success rates or adverse 
events in performing EUS-CD as a primary procedure vs. secondary/rescue 
procedure.
Hence the proposed endoscopic ultrasound-guided choledochal drainage (EUS-
CD) in biliary obstruction as a rescue procedure after failed ERP is a safe alternative 
with high technical and clinical success rates and minimum adverse event rate.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction.  Less than 1 % of all colorectal cancers (CRC) are primary colorec-
tal signet-ring cell carcinomas (SRCC), which represent an uncommon and 
aggressive histological subtype. Synchronous colonic metastases at initial di-
agnosis are very rare.
Case report.  We report the case of a 65-year-old male patient who underwent 
routine colonoscopy following a positive faecal immunochemical test. The 
patient had no remarkable medical history and was asymptomatic.
A 3-cm semi-pedunculated polyp (Paris Isp, JNET type 3) and several smaller 
depressed lesions (Paris 0-IIa + c and JNET type 3) were observed in the descend-
ing colon.
Multiple biopsies were obtained. Histopathological examination of the biopsy 
specimens highlighted the presence of diffusely infiltrating signet-ring cells 
embedded within a mucinous stroma. Tumour cells were poorly cohesive, with 
most exhibiting prominent intracellular mucin vacuoles displacing the nuclei 
peripherally. Immunohistochemical staining of the specimens showed positiv-
ity for CK20 and CDX2, supporting a colorectal origin, and negativity for CK7 
and GCDFP-15. Additional immunostaining revealed a preserved expression of 
E-cadherin, though focal loss was observed in infiltrative areas, suggesting a 
more aggressive biological behaviour. The Ki-67 proliferation index was mark-
edly abnormal at 75 %, and p53 showed strong diffuse positivity. Testing for 
mismatch repair proteins demonstrated intact expression of MLH1, MSH2, 
MSH6, and PMS2, indicating microsatellite stability. Further molecular analysis 
revealed wild-type KRAS and BRAF genes and no evidence of NRAS mutations.
There was no sign of extra-colonic metastases on the computed tomography. 
The endoscopic features, alongside the histopathological assessment and im-
munochemistry suggest primary colorectal SRCC with synchronous colonic 
metastases at initial diagnosis. The patient was referred for extensive hemi-
colectomy, regional lymphadenectomy and adjuvant chemotherapy.
Conclusion.  The biological behaviour of SRCC is aggressive and unpredictable. 
The synchronous occurrence of primary SRCC and metastatic lesions further 
complicates the clinical management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the feasibility, safety, and effectiveness of endoscopic ultra-
sound–guided shunt occlusion as a novel, minimally invasive therapeutic alter-
native for managing refractory hepatic encephalopathy in patients with large 
portosystemic shunts who are ineligible for TIPS, BRTO, or liver transplantation.
Methods  We retrospectively analyzed three male patients (ages 41–66) with 
ethanolrelated cirrhosis and recurrent overt hepatic encephalopathy (OHE) 
despite optimal medical therapy. All had large splenorenal or splenoportal 
shunts documented on CT, with significant portofugal flow on doppler. Due to 
financial constraints or high MELD, liver transplantation, BRTO, and TIPS were 
not feasible. Under deep sedation, an echoendoscope was positioned at the 
gastric cardia to visualize the splenoportal axis. The afferent feeder to the shunt 
was identified using Doppler, and a 19G EUS-FNA needle was used for direct 
puncture. Technique involved deployment of 16–20 mm coils folowed by n-bu-
tyl cyanoacrylate glue injection, in single or staged sessions, depending on 
residual flow. Coil number ranged from 2 to 6 per patient. Post-procedure, 
patients were monitored for bleeding, ascites, hypoxia, and worsening decom-
pensation. CT portography was repeated after 4–6 weeks. Clinical folow-up 
included MELD score, HE episodes, and functional status assessment.
Results  Case 1 (66-year-old male): Large splenoportal shunt with recurrent 
HE. Single session EUS guided shunt occlusion with two coils (18mm x 14cm 
and 20mm x 14cm) and 2 ml glue achieved complete obliteration. No compli-
cations. No further HE over 3 months; improved cognition reported.
Case 2 (57-year-old male): Large posterior gastric vein afferent shunt. Initial 
coil (20mm and 16mm) + and 2ml glue session partially occluded flow. A second 
session next day achieved complete thrombosis. In the second session, 2 coils 
of 20mm with 2ml glue was injected. Developed mild hemoperitoneum and 
ascites, managed with correction of coagulopathy. After discharge, only one 
minor HE episode occurred at 3 weeks, and none thereafter. CT at 35 days 
showed complete non-opacification of shunt without thrombus extension.
Case 3 (41-year-old male): a 2cm portosystemic shunt was seen. EUS guided 
shunt coiling was done using 4 coils of 20mm, 20mm, 18mm and 18mm, along-
with 2ml glue. Mild post-procedure hypoxia occurred, managed conservative-
ly. CT showed partial obliteration of the shunt. No episodes of OHE in the fol-
lowed up 1 month. Improved sensorium and liver function was noted.
Across all cases, technical success was 100 %, clinical control of OHE was 
achieved in all three patients, there was no extension of portal vein or system-
ic thrombus, and no mortality was observed.
Conclusions  This case series demonstrates that EUS-guided shunt occlusion 
is a feasible and effective therapeutic alternative for patients with recurrent HE 
and contraindications to TIPS, BRTO, or transplantation. The ability to directly 
visualize and selectively embolize the shunt afferent offers distinct procedural 
precision over radiologic methods. While mild complications occurred, a were 
manageable, and neurocognitive improvement was consistent across patients. 
EUS guided shunt occlusion may represent an emerging interventional para-
digm in hepatology, particularly within resource-constrained settings. A mul-
ticentric prospective study is needed to establish standardized protocols, op-
t imal  coi l–glue combinations,  and long-term outcomes beyond 
encephalopathy control, including survival and portal hemodynamics.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP661  A Prospective Single-Centre Pilot Study on 
the Impact of a Customised Endoscopy Safety 
Checklist on Patient Safety Outcomes in a Tertiary 
Diagnostic and Interventional GI Endoscopy Unit in 
India
Authors  Desai PN1, Chintan P1, Mayank K1, Prajapati R1, Rajiv M1, 
Nandwani S1, Patel N1, Sethia M1

Institute  1  SIDS Hospital & Research Centre, Surat, India
DOI  10.1055/s-0046-1821988
Aims  To evaluate the effectiveness of a customised endoscopy safety checklist 
in improving patient safety, identifying high-risk conditions, reducing prevent-
able complications, and enhancing team coordination in a high-volume tertiary 
GI endoscopy unit in India.
Methods  This prospective single-centre pilot study was conducted from Sep-
tember 2024 to the present. A customised endoscopy safety checklist was 
designed, incorporating critical parameters related to patient history, antico-
agulation status, NPO duration, airway evaluation, anaesthetic considerations, 
and cardiopulmonary status. The checklist was completed pre-procedure and 
verified independently by the endoscopy nurse, resident medical officer, and 
the endoscopist before scope insertion. All checklist entries and clinical out-
comes were prospectively recorded. A total of 5460 endoscopic procedures 
were performed. Data were analysed for checklist compliance, high-risk patient 
identification, adverse events, and avoidable complications. The study also 
recorded the single case in which the checklist was not implemented.
Results  A total of 5460 endoscopic procedures were performed, and the 
checklist was implemented in 5459 cases, yielding a compliance rate of 99.98 %. 
High-risk factors were identified in 40 patients (0.73 %), resulting in modifica-
tion, delay, or abandonment of procedures to prevent adverse events. No ad-
verse events occurred in any case where the checklist was used. One prevent-
able fatal adverse event occurred in the single case (0.02 %) where the checklist 
was not implemented.
Summary of Core Findings  Total Endoscopic Procedures — 5460, Checklist 
Implemented — 5459 (99.98 %) compliance, Procedures WITHOUT Checklist 
— 1 (0.02 %), High-Risk Patients Identified — 40 (0.73 %), Low-Risk Patients 
Confirmed — 5419 (99.27 %), Adverse Events WITH Checklist — 0 (0 %), Adverse 
Events WITHOUT Checklist — 1 (Fatal haemorrhage post-EUS-FNA/FNB), Mor-
tality WITH Checklist — 0(0 %), Mortality WITHOUT Checklist — 1 (Preventable, 
related to unreported anticoagulant use)
Breakdown of High-Risk Factors Identified:
Risk Factor — Count — % of High-Risk Cohort — % of Total Procedures — Classi-
fication
Inadequate NPO Status ( < 6 hours) — 15 — 37.5 % — 0.275 % — ESGE aspira-
tion-risk criterion
Severe Trismus ( < 3-finger mouth opening) — 11 — 27.5 % — 0.202 % — ASGE/
ESGE difficult-airway category
Ongoing Anticoagulant/Antiplatelet Therapy — 10 — 25 % — 0.183 % — ASGE 
high-risk bleeding category
Severe Cardio-Pulmonary Comorbidities — 4 — 10 % — 0.073 % — ASGE cardio-
pulmonary risk classification
Conclusions  Discussion: An Indian tertiary setting with high daily workloads, 
time constraints, inadequate documentation from referring clinicians, and 
limited patient awareness contribute to missed critical information during rou-
tine evaluations. The checklist functioned as a reliable error-prevention tool, 
ensuring systematic confirmation of risk factors that may otherwise be over-
looked.
Conclusions:  Implementation of a customised endoscopy safety checklist 
achieved near-perfect compliance and significantly improved patient safety by 
identifying high-risk conditions and preventing avoidable procedural compli-
cations. No adverse events occurred in any case where the checklist was ap-
plied. The checklist promoted teamwork, standardisation of pre-procedure 
evaluation, and improved communication among staff. Adoption of such struc-

S691



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

tured checklists is strongly recommended for all diagnostic and interventional 
endoscopy units, particularly in high-volume centres across India and similar 
healthcare environments.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The healthcare sector is a major contributor to environmental impact, 
and gastrointestinal endoscopy is associated with substantial resource use and 
waste generation. This study aimed to conduct a comprehensive life cycle as-
sessment (LCA) of diagnostic gastroscopy—following the E-SPARE guideline and 
ISO 14040 standard—with a particular focus on the contribution of energy 
consumption (HVAC, lighting, and medical equipment). A Montecarlo uncer-
tainty analysis is planned to strengthen the robustness of the estimates.
Methods  A prospective one-month observational study was carried out at 
Hospital Universitari i Politècnic La Fe (València, Spain) including all outpatients 
undergoing diagnostic gastroscopy (n = 143). A cradle-to-grave LCA considered 
four stages: production, transportation, clinical procedure, and end-of-life. The 
analysis included medical supplies, gastroscope production and reprocessing, 
sedation, CO₂ insufflation, staff and patient travel, energy consumption, and 
waste management. Environmental impacts were quantified using ReCiPe 2016 
Midpoint methodology and expressed as GWP-100 (kgCO₂e).
Results  The carbon footprint of a single diagnostic gastroscopy was 25.17 
kgCO₂e. The main contributors were patient transport (9.71 kgCO₂e, 38.6 %), 
staff transport (6.95 kgCO₂e, 27.6 %), and energy consumption (4.78 kgCO₂e, 
19.0 %). Medical supplies contributed 2.75 kgCO₂e (10.9 %), while gastroscope 
production and reprocessing accounted for 0.93 kgCO₂e (3.7 %). The clinical 
procedure itself (sedation and CO₂ insufflation) had a negligible impact (0.05 
kgCO₂e, 0.2 %). Within supplies, the most impactful items were surgical gowns, 
absorbent underpads, and biopsy containers, driven largely by material pro-
duction (~74 % of total impact).
Conclusions  Transportation—particularly patient travel—was the dominant 
contributor to the carbon footprint of diagnostic gastroscopy, followed by en-
ergy consumption. Strategies promoting sustainable mobility and improving 
energy efficiency could substantially reduce the environmental burden of the 
procedure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate a corporate welfare–based integrative model aimed at im-
proving awareness of colorectal cancer (CRC) risk factors, expanding partici-
pation in FIT-based screening among less commonly involved subjects; to assess 
the prevalence of personal and familial CRC risk profiles.
Methods  Healthcare professionals from the Gastroenterology and Digestive 
Endoscopy Unit of AUSL-IRCCS Reggio Emilia delivered structured educational 
sessions to employees of a company in the Lower Reggio Emilia area. The in-

tervention focused on CRC risk factors and the importance of early detection. 
Participants were invited to complete a standardized questionnaire collecting 
personal and family medical history to identify CRC and pancreatic cancer risk 
factors. Individuals reporting a first- or second-degree family history of CRC 
and/or pancreatic cancer underwent a follow-up telephone interview to further 
refine their risk profile and evaluate potential hereditary cancer syndromes. 
FIT-based CRC screening was then offered to all employees who completed the 
questionnaire, with specific attention to those aged > 40 years and to younger 
individuals with positive family history.
Results  Of approximately 800 employees, 713 ( ≈ 90 %) attended the educa-
tional sessions. Among them, 374 (52.5 %; 88 % male; mean age 43.7 ± 9.9 
years, range 21–70) provided presonal information consent and completed the 
questionnaire.
A family history of CRC was reported by 44/374 (11.8 %), while 15/374 (4 %) 
reported a family history of pancreatic cancer. Telephone consultations sug-
gested a possible BRCA1 mutation in 2 individuals.
Overall, 280/374 (75 %) agreed to undergo FIT screening: 88/128 partici-
pants < 40 years and 192/246 ≥ 40 years.FIT kits were returned by 204 employ-
ees (54.5 % of questionnaire respondents; 28.6 % of all participants in the ed-
ucational sessions). Among them, 37/88 ( < 40 years) completed the test, with 
a positivity rate of 5.4 % (2/37). In the ≥ 40-year group, 167/192 completed the 
test, with a positivity rate of 0.6 % (1/167). All three FIT-positive participants 
underwent colonoscopy, which resulted negative in all cases.
Conclusions  This corporate welfare–based intervention proved effective in 
increasing awareness and promoting CRC screening uptake among a work-
ing-age population typically underrepresented in conventional public health 
screening programs. The high participation rates in both educational activities 
and risk assessment demonstrate the feasibility and acceptability of this inte-
grative model. The approach enabled the identification of individuals with in-
creased familial risk, including suspected hereditary cancer predisposition. 
Collaboration between public healthcare providers and private companies may 
represent a valuable strategy to enhance preventive efforts, expand participa-
tion in population-based CRC screening, and support early detection in groups 
that are otherwise difficult to reach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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diverticulum using a tunnel-free approach, undersa-
line immersion, and mucosal trimming
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Background & Aims:  Large Zenker’s diverticula pose technical challenges and 
higher recurrence risk during Z-POEM.
Methods:A 59-year-old female with severe dysphagia from a 9-cm Zenker’s 
diverticulum and underwent modified Z-POEM. Key steps included mucosal 
incision over the septum, early undersaline immersion, tunnel-free myotomy 
for efficient progression, extended septotomy into the esophagus, and mucosal 
flap trimming to avoid food retention. Clips were used for closure.
Results:The procedure was successful with no adverse events. Imaging con-
firmed full emptying. At 6 months, the patient tolerated a normal diet without 
symptoms.
Conclusions:This modified technique appears effective for large and complex 
Zenker’s diverticula.
Video   http://data.process.y-congress.com/ScientificProcess/Data// 
106/660/1670/ec8ff6f3-b12d-437a-8eee-86f989c389f0/Uploads/19978_Sar-
aga_ESGE %20Days %20final.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the renal safety of sodium phosphate used as a boost in colon 
capsule endoscopy by comparing pre- and post-procedure renal function and 
electrolytes
Methods  We performed a retrospective observational study including con-
secutive adult patients who underwent colon capsule endoscopy with sodium 
phosphate used as a boost regimen at a single tertiary care center. Patients 
were eligible if serum creatinine, estimated glomerular filtration rate (eGFR), 
sodium and potassium were available within 7 days before and within 1 days 
after the procedure. Continuous variables were compared using paired statis-
tical tests as appropriate, and statistical significance was set at p < 0.05.
Results  A total of 76 patients were included in the analysis. Mean age was 73 
years (SD 16 years). Paired pre–post comparisons showed no significant chang-
es in renal function after sodium phosphate administration. Serum creatinine 
remained stable (p = 0.174), and estimated glomerular filtration rate (eGFR) 
also showed no significant variation (p = 0.111).
Blood urea levels significantly decreased after the procedure (p < 0.001), a find-
ing consistent with hemodilution rather than renal impairment [1].
Electrolyte levels remained largely unchanged. Serum sodium showed no sig-
nificant pre–post difference (p = 0.151). Serum potassium demonstrated a 
statistically significant decrease (p < 0.001), although no clinically relevant 
hypokalemia was identified.
No patient met KDIGO criteria for acute kidney injury.
Conclusions  Sodium phosphate used as a boost for colon capsule endoscopy 
was not associated with renal function deterioration. Both creatinine and eGFR 
remained stable after the procedure, and the observed decrease in blood urea 
was consistent with hemodilution rather than kidney injury. Electrolyte levels 
were largely unchanged, and the reduction in serum potassium, although sta-
tistically significant, had no clinical relevance. No cases of acute kidney injury 
were identified.These findings support the renal and metabolic safety of sodi-
um phosphate in this setting.
Conflicts of Interest  Medtronic, speaker and advisory fees
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Abstract Text
The male breast cancer (MBC) is a rare and represents less than 1 % of all malignan-
cies in men and only 1 % of all breast cancers incident [1]. When it spreads, the 
gastrointestinal tract is rarely involved, and rectal metastasis is exceptionally unu-
sual [2, 3]. Occult breast cancer (OBC) adds another layer of complexity. OBC is 
defined as a clinically recognizable metastatic carcinoma arising from an undetect-
able primary breast tumor and was first described by Halsted in 1907 [4]. It is 
thought that OBC is secondary to microinvasive breast cancer [5].It presents in 
0.3–1 % of all breast cancers [6], with first presentation by axillary and cervical 
lymph node metastases [7]. It is usually identified only after biopsy of a metastat-
ic site, supported by immunohistochemical markers [8].

Here, we report the case of a 43-year-old man with a strong family history of 
colorectal cancer who underwent a screening colonoscopy despite being en-
tirely asymptomatic. During colonoscopic evaluation, a small erythematous, 
slightly elevated rectal lesion measuring approximately 10 × 8 mm was inciden-
tally identified at about 7 cm from the anal verge. The lesion showed no ulcer-
ation and was surrounded by a mildly thickened rectal wall. Targeted biopsies 
were obtained.
Histopathological examination, supported by immunohistochemical profiling, 
revealed adenocarcinoma consistent with metastatic breast origin—an unex-
pected finding in a male patient with no prior history of breast disease. Subse-
quent staging with dedicated breast imaging and PET-CT confirmed the diag-
nosis of occult breast cancer with metastatic involvement of the rectum, 
regional lymph nodes, and bone.
This case underscores the critical value of colonoscopy not only for colorectal 
cancer prevention in high-risk individuals but also for detecting unexpected 
metastatic disease in asymptomatic patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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▶Table 1	  Raw data and composite scores (A–D coding)

Snare Euros kgCO₂e Avg Force (N) Score 50:30:20 Score 33:33:33 Score 100:0:0

A 11.5 0.445 2.52 6.39 14.46 11.50

B 19.4 0.609 2.77 10.44 22.78 19.40

C 14.0 0.388 4.10 7.94 18.49 14.00

D 21.2 0.324 2.54 11.21 24.06 21.20

Aims  In ESGE Days 2025, we reported the first comparative carbon-footprint 
analysis of four commonly used cold snares. Although relevant for sustainable 
endoscopy, environmental data alone cannot guide equipment selection. This 
follow-up study incorporates new elements not previously presented: [1] a 
functional evaluation based on standardized mechanical performance as a 
surrogate of clinical efficacy, and [2] a composite sustainability scoring system 
integrating environmental impact, mechanical performance, and cost.
Methods  Four 10-mm cold snares (mdd GmbH, Olympus SnareMaster Plus, 
Boston Scientific Captivator Cold, Steris Exacto) underwent standardized func-
tional testing on biological tissue (n = 40), including dimensional accuracy and 
average traction force measured using a calibrated dynamometer. For analysis, 
snares were randomly assigned codes A–D to avoid brand bias. Environmental 
impact (kgCO₂e) was extracted from life-cycle inventory data, and price (EUR) 
was recorded for each device. A multi-criteria scoring system (MCDA) was con-
structed using min–max normalization and three weighting scenarios aligned 
with public procurement practice in Spain: 100:0:0, 50:30:20, and 33:33:33 
(price–environment–ergonomics). Lower scores indicate a more sustainable 
device. Given the inherent uncertainty of LCA modelling, the need for Monte-
carlo simulation to generate 95 % uncertainty intervals is acknowledged  
(▶Table 1).
Results  Dimensional accuracy was consistent (9.10–10.48 mm). Average trac-
tion force varied from 2.52 N (A) to 4.10 N (C), indicating poorer ergonomic 
performance for C. Environmental impact ranged from 0.324 to 0.609 kgCO₂e. 
Composite results using the corrected dataset demonstrated stable rankings 
across all weighting schemes, consistently identifying snare A as the most fa-
vourable, followed by C, B and D.
Conclusions  This work provides the first integrated environmental–mechan-
ical assessment of cold snares. The proposed composite scoring system is 
transparent, reproducible and aligned with current European and Spanish pro-
curement legislation, supporting the incorporation of environmental and er-
gonomic criteria into tendering processes. Future studies should incorporate 
Montecarlo–based uncertainty modelling and clinical outcomes to validate 
and strengthen this approach.
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Abstract Text
Bloom syndrome (BS) is an extremely rare autosomal recessive genetic disorder 
caused by a mutation in the BLM gene [1]. The diagnosis of BS should be con-
sidered in patients with growth retardation of prenatal onset, a photosensitive 
rash in a butterfly distribution over the cheeks, and an increased risk of cancer 
at an early age. [2] Clinical manifestations also include short stature, dolicho-
cephaly, prominent ears, micrognathia, malar hypoplasia, immunodeficiency, 
type II diabetes, hypogonadism associated with male infertility and female 
subfertility [3, 4]. The risk of malignancy in Bloom syndrome is 150–300 times 
greater than in the general population, with around 25 % of patients developing 
cancer at a mean age of 20.7 years [5, 6]. In BS the risk of colon cancer is significant, 
affecting around 12 % of patients, with a mean diagnosis age of 35.4 years [7]
In this case series, we describe seven related patients—siblings and cousins, 
both male and female—with genetically confirmed Bloom syndrome who un-
derwent screening colonoscopy because of their high-risk status. All were 
asymptomatic, and their mean age was 24.7 years.
Colonoscopy revealed multiple polyps in each patient, several of which were 
safely removed using cold snare polypectomy. What was particularly striking, 
however, was that all seven patients had a large sessile rectal lesion, with an 
average size of 34 × 27 mm. These lesions were completely resected using en-
doscopic mucosal resection (EMR).
Histopathology showed that every rectal lesion was a mucinous adenoma with 
high-grade dysplasia. This is highly unusual, as mucinous adenomas are rare 
overall and even less common in the rectum. Finding this pattern repeatedly 
within one extended family highlights the unique behavior of colorectal neo-
plasia in Bloom syndrome.
At six-month follow-up, colonoscopy confirmed no residual lesions in any pa-
tient. Due to their increased lifetime risk of both early and advanced colorectal 
cancer, All seven patients have since continued on annual colonoscopy surveil-
lance.
This case series demonstrates how asymptomatic patients with Bloom Syn-
drome may experience the early development of significant colorectal lesions. 
The finding of rectal mucinous adenomas with high-grade dysplasia empha-
sizes how crucial routine screening colonoscopy is for this high-risk group. 
Early screening and timely endoscopic management remain essential corner-
stones in preventing the progression of colorectal cancer.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal and liver diseases are a major cause of morbidity and 
mortality in growing emerging markets (Africa, Middle East, Eastern Europe), 
where endoscopy capacity and training opportunities remain limited [1, 2]. We 
describe the implementation and reach of a mobile endoscopy training centre 
deployed in these regions.
Methods  We performed a descriptive analysis of activities delivered by a mo-
bile endoscopy training centre since its inception. Programme records were 
reviewed to extract: (1) number and type of activities (lectures, workshops on 
simulators and live cases, fellowships, train-the-trainer courses); (2) numbers 
and professional profiles of participants; and (3) geographic coverage. We out-
line a collaboration in Kenya as an example of how the model can support a 
structured national endoscopy training programme.
Results  Over the observation period, the mobile training centre delivered 442 
activities and trained more than 8,000 healthcare professionals in gastrointes-
tinal (GI) endoscopy. Faculty from 38 countries delivered activities across mul-
tiple centres in Africa, the Middle East and Eastern Europe, combining didactic 
teaching, simulation-based training and supervised patient procedures. The 
curriculum covered diagnostic and therapeutic GI endoscopy and quality- and 
safety-related topics. In Kenya, the model was adapted into a dedicated school 
of endoscopy with a target to train 100 healthcare workers in its first year.
Conclusions  A mobile endoscopy training centre can support multi-country 
training and development of sustainable local programmes in growing and 
emerging markets. This model may complement existing initiatives by bringing 
structured, faculty-supported education directly to underserved regions; eval-
uation of learning and service outcomes is warranted.
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Abstract Text
Malignant gastric outlet obstruction (MGOO) is a complication of advanced 
gastrointestinal malignancies and contributes significantly to patient morbid-
ity [1]. Traditionally, the two main modalities for treatment of MGOO were 

endoscopic enteral stenting or a surgical-gastrojejunostomy via either an open 
or laparoscopic approach [2]. Surgical gastrojejunostomy has been the stand-
ard of care for the management of GOO for many years [3].
Endoscopic ultrasound–guided gastrojejunostomy (EUS-GJ) using lumen-ap-
posing metal stents (LAMS) represent a break-through in therapeutic endo-
sonography. In the palliative setting, EUS-GJ demonstrates promising clinical 
efficacy and fewer adverse events compared to the traditional duodenal stent 
and/or surgical gastrojejunostomy [4]. Current literature includes only limited 
case reports describing EUS-GJ following failure of a surgically created gastro-
jejunostomy due to anastomotic stricture or angulation rather than malignant 
obstruction.
Here we describe a case series of three elderly patients with stage IV pancreat-
ic adenocarcinoma, all managed in a palliative setting, previously underwent 
laparoscopic gastrojejunostomy (GJ) for MGOO. The patients returned at a 
mean interval of 21 days, reporting vomiting, weight loss, and intolerance to 
oral intake. Endoscopy revealed a markedly angulated and severely narrowed 
GJ anastomosis, impassable even with a pediatric gastroscope, indicating func-
tional failure of the surgical bypass.
The three patients underwent salvage EUS-GJ rather than repeat surgery A 
nasobiliary- drain assisted free hand technique was used and placement of a 
(20x10mm) LAMS. Technical success was achieved in all procedures, with no 
adverse events reported.
Post-procedural recovery was uncomplicated in all patients. Oral liquids were 
initiated on the first day without difficulty. Stent patency was confirmed by 
barium study on the second day. Patients were subsquently advanced to a soft 
diet, with resolution of vomiting and a clear improvement in their oral intake.
These cases demonstrate the feasibility, safety and significant early clinical 
benefit of this technique in a palliative oncology setting, They are the first series 
of salvage EUS-guided gastrojejunostomies performed in Oman.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Restrictive gastroplasty is now obsolete because of long-term complications, 
including late staple-line and foreign-body problems [1, 2]. A 52-year-old wom-
an who underwent restrictive gastroplasty 26 years ago presented with recur-
rent vomiting and abdominal discomfort for months. Upper endoscopy re-
vealed severe gastritis, marked esophageal and distal gastric pouch dilatation, 
and intraluminally migrated mesh sutures at the anastomotic site. We demon-
strate stepwise endoscopic release and retrieval of three migrated mesh sutures 
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using electrocautery and endoscopic scissors, without immediate complica-
tions. The patient was monitored for 24 hours without adverse events and 
remained asymptomatic at six-week follow-up on proton pump inhibitor and 
dietary counselling. Our case highlights endoscopic mesh removal as a mini-
mally invasive alternative to revisional surgery [3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/247b5313-51a5-4c27-94a3-c83679dc18df/Uploads/19978_
Case_Video %20Up.mp4
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Aims  Colorectal cancer (CRC) screening has increased the detection of benign 
polyps. Although most can be safely removed endoscopically, some patients 
are still referred for surgery due to technical or organizational limitations, re-
sulting in avoidable overtreatment. This study aimed to determine the rate of 
avoidable surgery within the Catalan CRC Screening Program and to assess 
territorial variability in a FIT-based screening context.
Methods  A retrospective observational study was conducted including all 
participants aged 50–69 years with a positive fecal immunochemical test (FIT) 
who underwent colonoscopy between 2010 and 2020. Data from the Catalan 
CRC Screening Registry were cross-linked with the Catalonian Inpatient Mini-
mum Basic Data Set (CMBD-AEA) using ICD-9 and ICD-10 codes to identify 
colorectal surgeries performed within 12 months after colonoscopy. Cases with 
CRC stage > pT1 or surgeries unrelated to screening were excluded. Surgery 
rates were calculated overall and by geographic area, classified as urban or 
rural.
Results  Among 93,035 colonoscopies (mean age 59.6 ± 5.7 years; 44.3 % wom-
en), 1,427 surgeries were performed (1.53 %; 95 % CI 1.46–1.61), including 893 
procedures for benign lesions (0.96 %; 95 % CI 0.90–1.02). Across territories, 
five areas showed rates close to the Catalan average, whereas four deviated 
markedly, with surgery for benign lesions ranging from < 0.6 % in highly spe-
cialized urban areas to 3–4 % in rural regions. Colonoscopy-related complica-
tions occurred in 625 procedures (0.67 %; 95 % CI 0.62–0.73), of which 27 
(0.03 %) required surgery. CRC-pT1 was diagnosed in 1,378 examinations 
(1.48 %; 95 % CI 1.41–1.56), with 516 patients undergoing surgery (0.55 %; 95 % 
CI 0.51–0.60).
Conclusions  A non-negligible proportion of surgeries following CRC screening 
are performed for benign lesions, reflecting territorial inequities and opportu-
nities for improvement. Although the overall rate of overtreatment is low, op-
timization through advanced endoscopic training and structured referral path-
ways remains a key goal.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  High-quality colonoscopy depends on adequate training. This study 
aimed to evaluate the impact of a standardized simulator-based colonoscopy 
training program on low- to moderately experienced gastroenterologists’ 
self-reported confidence, navigation comfort, polyp-detection proficiency, 
familiarity with quality indicators, and perceived diagnostic and therapeutic 
challenges three months after the training.
Methods  This pre–post study enrolled 218 participants from 13 countries with 
low to moderate colonoscopy experience. All attended a standardized two-day 
training course combining lectures with hands-on practice on the Mikoto sim-
ulator (R ZERO Inc., Japan) across four difficulty stations (Easy, Standard, Ad-
vanced 1, Advanced 2) simulating increasing difficulty and realistic tasks such 
as cecal intubation and loop management. Pre-course and three-month post-
course surveys assessed self-reported colonoscopy confidence, navigation 
comfort, polyp-detection proficiency, familiarity with quality indicators, and 
perceived diagnostic and therapeutic challenges. All self-reported competen-
cies were rated on a 3-point scale (1 = low, 2 = moderate, 3 = high). Paired anal-
yses were restricted to the 153 participants (70.2 %) who completed both 
surveys. Attrition bias was evaluated by comparing baseline scores between 
responders (n = 153) and non-responders (n = 65). Ordinal outcomes were ana-
lyzed using the Wilcoxon signed-rank test and binary challenge variables using 
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McNemar’s test. Effect-modification analyses were performed according to 
baseline colonoscopy volume and prior endoscopy training. Statistical signifi-
cance was set at p < 0.05.
Results  All self-reported competencies increased significantly after training. 
Confidence scores shifted upward, with the median remaining at 2 but the 
distribution moving from (IQR 1–2) to (IQR 2–3), navigation comfort from 1 
(IQR 1–2) to 2 (IQR 1–3), polyp-detection proficiency from 2 (IQR 2–3) to 3 
(IQR 3–3), and familiarity with quality indicators from 2 (IQR 1–3) to 3 (IQR 
3–3) (all p < 0.0001). Frequency-shift analyses showed upward transitions: 
47.7 % improved in confidence, 44.4 % in navigation, 36.6 % in polyp-detection 
proficiency, and 51.6 % in quality-indicator familiarity, with rare declines (2.6 %). 
Self-reported diagnostic challenges decreased from 80.9 % to 38.8 %, and ther-
apeutic challenges from 92.1 % to 63.2 % (p < 0.0001). Attrition bias assessment 
showed no meaningful baseline differences between responders and non-re-
sponders. Participants who performed < 50 prior colonoscopies showed great-
er improvement in confidence than those who performed ≥ 51 (p = 0.0003), 
and those without prior formal training showed greater improvement than 
trained participants (p = 0.0035). Navigation changes were not significantly 
different across subgroups.
Conclusions  Participation in a standardized simulation-based colonoscopy 
training course was associated with higher self-reported confidence, perceived 
procedural proficiency, and fewer perceived diagnostic and therapeutic chal-
lenges three months later. Greater gains among less experienced and untrained 
participants support the value of structured simulation in early endoscopy 
training.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We report an EUS-free LAMS-assisted recanalization of a complete J-pouch 
afferent-limb stenosis.A 45-year-old man with ulcerative colitis and IPAA had 
a diverting ileostomy due to a postoperative anastomotic fistula and chronic 
pouchitis. Endoscopy demonstrated total occlusion of the pouch with no iden-
tifiable orifice. Through the stoma injection of saline–methylene blue into the 
efferent limb resulted in dye appearance within the pouch, confirming a fistu-
lous communication. A guidewire was advanced and a 16 × 20-mm electrocau-
tery-enhanced LAMS was deployed across the stenosis under fluoroscopic 
control using a colonoscope. LAMS deployment achieved immediate recanal-
ization of the afferent limb and restoration of pouch continuity. Passage 
through the stent allowed inspection of the afferent limb and confirmed a 
patent endoscopic re-anastomosis.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/64c60d96-6734-4ced-9e68-9355e4d629b1/Uploads/19978_
recanalization_7.mp4
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Problem to solve  Bowel preparation quality is a key determinant of colonos-
copy effectiveness, influencing mucosal assessment and lesion detection. The 
Boston Bowel Preparation Scale (BBPS) is a widely used scoring system, yet its 
categorical and subjective nature limits granularity and consistency. This study 
aims to develop and validate a deep learning model for automated, objective, 
and continuous assessment of bowel cleanliness using real-time image analysis.
Innovation  A retrospective dataset of colonoscopy videos from nine interna-
tional centres (n = 1128; 2020–2022; white light imaging) was used to train a 
DeepLabV3 + model¹ for seven-class scene segmentation (stool, water, clean 
mucosa, instruments, borders, shadows, glare). For validation, the trained 
model was applied to an independent single-centre dataset of colonoscopy 
videos (n = 428; 2023–2024; white light and narrow band imaging). The mod-
el processed these videos by extracting one frame per second and generating 
a segmentation output for each extracted frame. From these outputs, we de-
rived AI cleanliness metrics: frame-wise fractions of stool, water, and clean 
mucosa, and a novel Normalised Stool Index (NSI), defined as the proportion 
of the total mucosa labelled as stool, which is less biased by artifacts than the 
stool fraction. All metrics were computed only from instrument-free withdraw-
al frames, matching BBPS scoring conventions, and averaged per procedure. 
Associations between total BBPS scores from two raters (R1, R2; quadratic 
weighted κ = 0.22; inter-rater ρ = 0.221; weak inter-rater reliability) and mean 
stool, water, and clean mucosal fractions, as well as NSI, were assessed (Spear-
man’s ρ with false-discovery-rate correction). Clinical relevance was examined 
by correlating mean NSI, water fraction, and ΔNSI (difference between with-
drawal and insertion) with lesion count and minimum lesion size, and by as-
sessing the ability of the AI cleanliness metrics to predict the presence of at 
least one adenoma (AUC and logistic regression). Expected behaviour was as-
sessed by examining NSI changes between scope insertion and withdrawal and 
around automatically detected rinsing events (paired Wilcoxon signed-rank 
test).
Results  The DeepLabV3 + model achieved strong segmentation performance 
(sensitivity 92.7 %, specificity 98.1 %, mean Dice 93.8 %), enabling reliable ex-
traction of the AI cleanliness metrics. Withdrawal NSI showed the strongest 
association with BBPS, with significant correlations for both raters (R1: 
ρ = –0.21; R2: ρ = –0.12; both p < 0.02). Stool fraction showed a similar pattern 
(R1: ρ = –0.19; R2: ρ = –0.12; both p < 0.02). Water fraction correlated positive-
ly with BBPS for R2 only (ρ = 0.17; p < 0.001), and clean mucosal fraction showed 
no significant association. Cleanliness metrics showed no significant correla-
tions with lesion count or minimum lesion size (all |ρ| < 0.12; p > 0.10), and 
showed no discriminative ability for adenoma presence prediction (AUC ≈ 0.5). 
Logistic regression yielded non-significant odds ratios (OR) for all tested metrics 
(ORs 0.92–1.12; p > 0.2). NSI decreased significantly after rinsing events (mean 
ΔNSI = -0.77 %, p < 0.001) and improved between insertion and withdrawal 
(mean ΔNSI = -1.59 %, p < 0.05) [1].
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Conclusions  The segmentation model performed strongly across all classes, 
enabling reliable extraction of the AI cleanliness metrics. NSI had the strongest 
association with BBPS, weaker trends were demonstrated for stool and water 
fractions. These modest correlations are expected given BBPS’s limited in-
ter-rater agreement and its selective, segment-based scoring, which does not 
account for the effects of rinsing. Clinical outcome analysis was constrained by 
the cohort’s high adequacy rate (98 %) and the use of procedure-level averag-
es, which cannot reflect visibility at specific lesion sites. The AI cleanliness met-
rics behaved as expected, with NSI improving from insertion to withdrawal and 
decreasing in response to rinsing.
Together, these findings show that the novel AI system provides a continuous 
and detailed quantification of bowel cleanliness, capturing real-time changes 
and offering scene context that may support automated reporting and enhance 
downstream tools such as polyp detection. Further work in procedures with 
greater variability in preparation quality is needed, but the present results es-
tablish a strong foundation for more objective, reproducible, and clinically 
meaningful cleanliness assessment.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/24656800-c7b6-45aa-9b6e-f1620251ed34/Uploads/19990_
Screen_Recording %202025-12-01 %20at %2017-15-45.mov
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Problem to solve  Anastomotic leak after colorectal surgery
Innovation  In this context, we describe two consecutive cases of colorectal 
anastomotic leak managed with VACStent without proximal diversion, provid-
ing practical insights into patient selection, technical nuances, the value of 
synchronized internal–external drainage, and determinants of successful ther-
apy [1–7].
Results  A comparative summary of the main clinical, anatomical, and techni-
cal differences between the two cases is presented in the table below  
(▶Table 1).
Conclusions  VACStent appears to be a promising minimally invasive option 
for selected patients with complex colorectal anastomotic leaks, even without 
proximal diversion. In these cases, VACStent preserved intestinal continuity 
and avoided major reinterventions, including stoma creation. Technical success 
depends on precise placement, early vacuum stability, and, when indicated, 
synchronized external drainage. Larger comparative studies are needed.

▶Table 1	 

Variable Case 1 Case 2

Sex / Age Female, 66 years Male, 71 years

BMI 60 kg/m² 35 kg/m²

ASA IV III

Initial surgery Open Hartmann for presumed perforated diverticulitis 
(final pathology: perforated adenocarcinoma). 
Complicated by prolonged admissionand pulmonary 
embolism.

Open Hartmann for prepyloric perforation and perforated 
diverticulitis.Early postoperative complications included colos-
tomy necrosis and evisceration.

Restoration of continuity Laparoscopic; extensive adhesiolysis; parastomal hernia 
repair (no mesh)

Open; antegrade colonic lavage; colorectal anastomosis ~10 
cm from anal verge. Prior mesh in situ.

Postoperative complications Early enteric leak, subcutaneous infection, and 
evisceration

No early complications after restoration of continuity

Time to leak 30 days 3 months

Defect type  < 1 cm contained leak with associated collection Late fistula with chronic cavity in the space of Retzius and 
subcutaneous extensions

Fistulous opening Small Small, partially epithelialized

Proximal diversion No No

Previous treatments None 15 days of TPN; wound care; failed OTSC attempt

Interval to VACStent Immediate After outpatient follow-up and readmission

VACStent cycles 1 cycle 4 cycles (7 + 7 + 3 + 3 days)

Negative pressure –120 mmHg –300 mmHg initially (pressure-related ulcer), then –120 
mmHg

Additional techniques None External NPWT (“sandwich technique”) in cycles 3 and 4

Tolerance / transit Well tolerated; transit preserved Initial disturbance; later normalization

Confirmation of closure Endoscopy + fluoroscopy Endoscopy + contrast-enhanced CT

Final outcome Complete closure Complete closure

Follow-up 6 months, no recurrence 3 months, no recurrence
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Abstract Text
A 40-year-old woman in good clinical condition presented with recurrent ab-
dominal pain. Abdominal computer tomography scan revealed an oval-shaped 
neoplasm measuring 2.5 x 3.2 cm with regular margins, located between the 
pancreatic head region, the gallbladder, and the first portion of the duodenum. 
The lesion exhibited a supradense fluid attenuation, predominantly peripheral 
enhancement with a partial spoke-wheel pattern, and caused mild compression 
of the duodenal lumen.Linear endoscopic ultrasound (EUS) showed a solid le-
sion measuring 2.6 × 2.7 cm with well-defined, regular margins and predomi-
nantly iso-hypoechoic texture, containing multiple internal anechoic areas. 
Following the intravenous administration of contrast agent, contrast enhance-
ment was observed along with the appearance of some hyperechoic areas. Two 
passes with a 22- gauge needle were performed for histology of the solid com-
ponent. Histology of the fine needle biopsy revealed a benign pancreatic 
schwannoma with immunostaining for S100 and Ki67 1-2 %.Pancreatic schwan-
noma is an extremely rare tumor that originates from Schwann cells of the 
peripheral nerve sheaths within the pancreas. Less than 1 % of pancreatic tum-
ors are of mesenchymal origin, and among these, schwannomas account for 
only a small fraction. Malignant degeneration is rare but may be suspected in 
the presence of tumor size greater than 6.9 cm, vascular involvement, or inva-
sion of adjacent organs. Diagnosis of pancreatic schwannoma is challenging 
due to its tendency to mimic other lesions of the pancreas [1]. EUS-FNB with 
S100 immunostaining should be considered the best preoperative diagnostic 
approach [2].
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Aims  To present the experience regarding the epidemiological characteristics 
and survival of patients who underwent percutaneous endoscopic gastrostomy 
(PEG) in our unit.
Methods  We performed a retrospective analysis of prospectively collected 
data from patients who underwent PEG placement between (01/06/2019-
01/06/2025). Demographic and clinical characteristics, survival (day 28, 3 
months, 6 months and overall) and cause of death were recorded. The primary 
endpoints were the indication for PEG placement, time to death after PEG and 
death within 3 months following PEG placement.
Results  A total of 119 patients [72 (60.8 %) women, mean age 77.7 ± 14.5 
years] underwent PEG according to European guidelines indications. The most 
common indication was dementia-related dysphagia (50.8 %), followed by 
stroke (10.8 %) and Parkinson's disease (10.2 %). No complications occurred 
during PEG placement. Overall, survival data (day 28, 3 months and 6 months) 
were available for 114/119 (95.7 %) patients. Median survival time did not dif-
fer significantly between indications for PEG placement [135 days 95 % CI (37.9-
232.1) for dementia, 126 CI95 % (39.7-216.2) for stroke and 102 days CI95 % 
(36.1-132.3) for Parkinson's disease, p = 0.27). Survival rates at day, 28, 3 
months, and 6 months also did not differ significantly across indications for PEG 
placement (p = 0.72, p = 0.36, and p = 0.31, respectively).
Conclusions  Patient survival after PEG placement does not differ based on the 
underlying indication for the procedure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Different quality indicators have been proposed by the European Society of 
Gastrointestinal Endoscopy (ESGE) guidelines, to measure and evaluate quality in 
colonoscopy and ERCP. In this study, we aimed to assess the ability to evaluate these 
performance measures following the introduction of their mandatory documen-
tation within a dedicated reporting system in a tertiary hospital endoscopic unit.
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Methods  We retrospectively reviewed the electronic database of the Gastro-
enterology Department of a tertiary hospital and retrieved all colonoscopy 
(n = 2824) and ERCP reports (n = 453) performed between 30/6/2024 and 
1/7/25. ESGE recommended quality indicators were assesses for both proce-
dures.
Results  The reporting system enabled systematic recording and measurement 
of the following colonoscopy quality indicators: adequate bowel preparation 
(Boston Bowel Preparation Scale [BBPS score ≥ 6]) 93.4 % (95 %CI 92.3 %-94.5 %), 
indication for colonoscopy 95,8 % (95 %CI 95 %-96,5 %), cecal intubation rate: 
96.2 % (95 %CI 95.4 %-97 %), Adenoma detection rate (ADR) based on optical 
diagnosis 37.7 % (95 %CI 35.4 %-39.9 %), polyp detection rate (PDR): 45.3 % 
(95 %CI 43 %-47.6 %), appropriate polypectomy technique 94.1 % (95 %CI 
92.7 %-95.4 %). However although the reporting system had the capacity to 
capture additional indicators specifically: complication rates, patients experi-
ence and appropriate post-polypectomy surveillance, these fields were not 
completed by endoscopists, preventing extraction analysis of these measures.
For ERCP the following performance measures were measurable: bile duct can-
ulation rate 92.1 % (95 %CI 89.6 %-94.5 %), clearence of common bile duct 
stones < 10mm, 91.1 % (95 %CI 86 %-96.1 %), stent placement in biliary obstruc-
tion 95.9 % (95 %CI 92.2 %-98.9 %). Despite the system’s ability to record on 
other indicators including adequate antibiotics prophylaxis before ERCP, ERCP- 
related complications and post-ERCP pancreatitis, these fields were not con-
sistently completed by the endoscopists, preventing extraction analysis of 
these measures.
Conclusions  Standardized monitoring of quality indicators for endoscopic 
procedures (colonoscopy and ERCP) has been incorporated into the electronic 
database system of the Endoscopy Unit as mandatory fields. Making this fields 
a prerequisite for report completion by the operating endoscopist, represents 
an effective strategy for systematically capturing, monitoring and assessing 
quality indicators. Implementation of this process is expected to markedly 
improve the quality of services provided and enhance patient safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Third-space endoscopy, including peroral endoscopic myotomy (POEM) 
and endoscopic submucosal dissection (ESD), has become an established ther-
apeutic option for various gastrointestinal disorders. A newly developed slim 
therapeutic gastroscope aims to improve maneuverability and, provide easier 
access to the submucosal space but also to enhance ergonomic aspects of te-
dious therapeutic procedures The aim of this study was to evaluate the subjec-
tive workload and usability of the novel slim therapeutic gastroscope during 
third space procedures. Secondary outcomes included technical and clinical 
performance as well as adverse events.
Methods  This was a prospective, single-arm, single-center study comprising 
30 patients undergoing third-space endoscopy in a high-volume center in Ger-
many. Subjective workload and usability were assessed with the NASA-Task 
load index (NASA-TLX) and the System Usability Score (SUS), respectively. Clin-
ical outcomes and adverse events were recorded prospectively (▶Table 1).
Results  The slim gastroscope showed a low NASA-TLX and high SUS score 
which correlates with a low subjective workload and high usability. POEM 
showed a tendency towards lower NASA-TLX and higher SUS compared to ESD. 
For ESD, en-bloc and curative R0 resection rate was 100 %. No device-related 
adverse events occurred.

▶Table 1	  Summarize the NASA-TLX and SUS scores for all cohorts, as 
well as E- and Z-POEM, G-POEM and ESD.

NASA-LTX SUS

Total n: 30 1.5 ± 1.1 92.9 ± 7.1

E- and Z-POEM n: 15 1.2 ± 0.7 95 ± 6.1

G-POEM n:6 1.7 ± 1 92.7 ± 8.8

ESD n:9 1.8 ± 1.5 89.4 ± 2.1

The NASA-TLX was very low across the cohorts showing a low 
subjective workload with the new endoscope with a tendency 
towards lower score in the ESD cohort compared to E- and Z-POEM. 
The SUS was very high across the cohorts signaling a high usability 
of the scope with again higher score for POEM compared to ESD.

Conclusions  A novel slim gastroscope offers high usability with a low subjec-
tive workload for third space procedures without compromising clinical per-
formance. The slim gastroscope has the potential to reduce the ergonomic 
strain on endoscopists during complex therapeutic interventions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 28-year-old male with long-standing GERD were referred to Surgery. Lapa-
roscopic Nissen-Rosetti fundoplication was performed. On postoperative day 
5 (POD), the patient went to the Emergency department with retrosternal pain 
and fever. A CT scan revealed an air-fluid collection in the surgical site. Surgical 
revision was performed, and drains were placed. Finally, on POD 7, due to sus-
pected perforation, a new endoscopic examination revealed a perforation point 
in the distal esophagus. The patient's condition worsened, requiring admission 
to the ICU with respiratory distress. A Vac Stent, with an additional replacement, 
was placed in the distal esophagus using standard technique. The patient ex-
perienced significant improvement and the perforation was resolved in a min-
imally invasive way [1, 2].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/3188fc10-698d-48ea-bffa-545a9b58b216/Uploads/19978_Hor-
ror_Vacui!.mp4
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Aims  This umbrella review aimed to synthesize evidence from systematic re-
views and meta-analyses of randomized controlled trials (RCTs) evaluating the 
effectiveness, safety, and metabolic outcomes of bariatric surgery, endoscop-
ic procedures, and GLP-1 receptor agonists (GLP-1RAs).
Methods  Eligible studies included systematic reviews and meta-analyses of 
RCTs involving adults with obesity (BMI ≥ 30 kg/m²) and assessing at least one 
of the three intervention classes. Primary outcomes included changes in body 
weight, BMI, and waist circumference; secondary outcomes included glycemic 
control, lipid profile, quality of life, and adverse events.
Results  A total of 44 systematic reviews with meta-analyses were included, 
encompassing over 370,000 participants. Most reviews were rated as critically 
low (59.1 %) or low (29 %) quality, with 20 % using the GRADE approach. Bari-
atric surgery demonstrated the largest and most durable reductions in body 
weight (mean differences up to –25.9 kg) and the highest rates of type 2 dia-
betes remission (60–80 %). GLP-1RAs, particularly semaglutide, showed con-
sistent, dosedependent weight loss (up to –15 %) and significant improvements 
in glycemic indices. Endoscopic interventions, such as intragastric balloons and 
endoscopic sleeve gastroplasty, achieved intermediate weight loss (4–12 %) 
with a favorable safety profile.
Conclusions  Bariatric surgery remains the most effective option for substan-
tial weight and metabolic improvements, particularly in severe or refractory 
obesity. GLP-1RAs offer a potent non-surgical alternative, while endoscopic 
therapies provide a minimally invasive option for patient’s ineligible for or un-
willing to undergo surgery. A tiered, individualized approach to obesity treat-
ment; guided by intervention efficacy, safety, and patient characteristics, 
supported by the current evidence base.
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Aims  In case of suspicious malignant distal biliary obstruction the most com-
mon clinical presentation is jaundice so that pathological confirmation of ma-
lignancy and biliary drainage for symptoms palliation are required. Endoscop-
ic ultrasound (EUS) represents the preferred diagnostic technique while 
endoscopic retrograde cholangiopancreatography (ERCP) is the procedure of 
choice for drainage. Tissue acquisition can be obtained by means of fine-needle 
aspiration (FNA) or biopsy (FNB), brushing and/or bile aspiration cytology. The 
simultaneous EUS and ERCP approach may offer a diagnostic and therapeutic 
solution using a single sedation/anesthesia, reducing hospital stay, offering a 
rapid relief of symptoms (jaundice, cholangitis) and a early tissue diagnosis 
leading to faster oncological planning. Aim of this study is to explore in a re-
al-world setting feasibility and diagnostic effectiveness of EUS-ERCP approach 
for highly suspicious pancreatobiliary malignancies, valuing the individual role 
of different tissue acquisition techniques [1–5].
Methods  All patients underwent to EUS and ERCP in the same-session in our 
Endoscopic Department for jaundice in suspicious malignant distal biliary stric-
ture between December 2023 and June 2025 were considered for retrospective 
analysis. Patients' and procedure characteristics were abstracted. Diagnostic 
accuracy of each individual techniques and of their combination were analysed.
Results  44 patients resulted eligible (26 M, 18 F, Median age 67.7 IQR 62.8-
77.4). Final diagnosis was pancreatic adenocarcinoma in 42/44 cases (95.5 %) 
and cholangiocarcinoma in 2/44 cases (4.5 %). FNB was carried out in 43/44 
(97.7 %), brushing in 43/44(97.7 %) and bile aspiration cytology in 30/44 cases 
(68,2 %). FNB, performed with the help of macroscopic on site evaluation 
(MOSE) by the endoscopist, achieved an accuracy of 90.7 %, with sensitivity 
and specificity respectively 90.48 % and 100 %. Brushing and bile cytology 
achieved an accuracy, respectively, of 68.18 % and 70 %. Combining all the di-
agnostic techniques it was obtained a high accuracy (93.33 %, 95 %CI 
81.73 %-98.60 %) with sensitivity 93,18 %, specificity 100 % and negative likeli-
hood ratio 0.07 (95 %CI 0.02-0.20). In 3/44 (6.8 %) cases none of these tech-
niques was diagnostic for inadequate samples, requiring a subsequent proce-
dure (EUS in all cases), with success. Simultaneous endoscopic drainage was 
performed in all cases with ERCP and placement of plastic or self-expandable 
metal stents. Previous EUS-FNB did not impaired technical success of biliary 
cannulation. Median time to chemotherapy or to surgery was 27.8 days (IQR, 
15-55). No major adverse events occurred, only in 1 case post-ERCP pancrea-
titis delayed the start of chemotherapy.
Conclusions  Same session EUS-guided and ERCP-guided tissue sampling with 
biliary drainage for symptoms palliation in real world is feasible and safe in case of 
distal malignant biliary obstruction. It contributes to reduce hospitalization and 
access time to oncological therapies and should be considered as a standard of 
clinical practice. In the context of neoplasms with a high cancer-related mortality, 
combination of sampling techniques may increase significantly diagnostic yields, 
reducing the need of further procedures (which cause a delay in starting treat-
ments) and, in fact, having a positive impact on disease-specific survival.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  his study aimed to characterize the clinicopathological features of pan-
creatic lesions in a Saudi cohort, identify clinical predictors of malignancy, and 
evaluate the diagnostic performance of EUS [1–40].
Methods  We conducted a retrospective analysis of 351 patients who under-
went EUS for pancreatic lesions at a tertiary center in Riyadh, Saudi Arabia, from 
2019 to 2023. We collected data on patient demographics, clinical presenta-
tion, and imaging findings. The primary outcome was a final diagnosis of benign 
versus malignant disease. Multivariate logistic regression was used to identify 
independent predictors of malignancy.
Results  A final diagnosis was established in 237 patients, of whom 117 (49 %) 
had malignant lesions. In univariate analysis, the presence of a solid lesion was 
the strongest predictor of malignancy (OR 189.0, 95 % CI 72.7-571.0). In a 
multivariate model of clinical factors, weight loss (OR 9.38, 95 % CI 3.82-26.0), 
jaundice (OR 3.34, 95 % CI 1.19-10.5), and increasing age (OR 1.05, 95 % CI 
1.03-1.08) were independent predictors of malignancy. The visual impression 
on EUS demonstrated a high specificity of 98 % (95 % CI 0.94-1.00) and a neg-
ative predictive value (NPV) of 97 % (95 % CI 0.93-0.99) for diagnosing malig-
nancy.
Conclusions  In this large Saudi cohort, the classic clinical predictors of weight 
loss, jaundice, and older age remain alarming indicators of malignancy. EUS is 
a highly accurate diagnostic modality, with excellent specificity and NPV, mak-
ing it an indispensable tool for confidently ruling out pancreatic cancer.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP685V  Management of Difficult Intrahepatic Duct 
Stones Using Cholangioscopy, Lithotripsy, and Basket
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Abstract Text
The treatment of difficult intrahepatic duct stones has emerged as a critical 
area of inquiry due to the high prevalence and complex management challeng-
es of hepatolithiasis worldwide. Epidemiological data indicate that hepatolith-
iasis affects up to 50 % of patients in East Asia and presents increasing incidence 
in Western countries, emphasizing the global relevance of effective treatment 
strategies [1–3](
Videohttp://data.process.y-congress.com/Scientif icProcess/Data
//106/660/1670/4c884f4f-52dc-40c6-bf0f-e258c2a24f83/Uploads/19978_
VIDEO-2025-11-29-12-36-18.mp4
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Aims  This study aims to characterize PSC in a Saudi cohort, detailing its pres-
entation, diagnosis, and management at a major tertiary center in Riyadh.
Methods  This retrospective observational study analyzed PSC patients 
aged ≥ 14 years at King Fahad Medical City, Riyadh (2013–2024), excluding 
pregnant, breastfeeding, or incomplete- record cases. Data on demographics, 
clinical presentation, lab results, imaging, and comorbidities were extracted 
from EPIC software. Descriptive statistics were performed using SPSS v27. Eth-
ical approval was obtained, ensuring confidentiality and data accuracy through 
double-checking and standardized protocols [1–41].
Results  This study included 93 PSC patients (mean age 41.3 ± 14.7 years, 57 % 
male, 98.9 % Saudi). Median disease duration was 5 years, with common symp-
toms including right upper quadrant pain (19.4 %) and pruritus (14 %). Lab 
findings showed median ALP 188 U/L and bilirubin 11.8 μmol/L. MRCP was the 
primary diagnostic tool (45.2 %). URSO was the most used treatment (39.7 %). 
IBD prevalence was 55.6 %, with UC more common than CD. Cholangiocarci-
noma and colorectal cancer each occurred in 4.3 %.
Conclusions  Early ALP elevation was essential for diagnosis. URSO remains the 
primary therapy, while novel treatments like oral vancomycin and fibrates show 
promise. Further research is needed to optimize care and integrate novel bio-
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markers with advanced imaging for personalized management in this high-risk 
population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small bowel disorders, including obscure gastrointestinal bleeding 
(OGIB), Crohn's disease, and tumors, requireaccurate diagnostic approaches 
for effective treatment. Video capsule endoscopy (VCE) and simple balloon 
enteroscopy (SBE) arewidely used, but each modality has limitations, particu-
larly regarding therapeutic intervention and diagnostic yield [1].
Methods  A comprehensive search of four databases (PubMed, Embase, 
Cochrane Library, and Scopus) revealed over 600 citations for applying capsule 
endoscopy and balloon enteroscopy for small intestine diagnosis following wall 
thickening. Following a rigorous assessment of these citations based on a pre-
determined eligibility criterion, seven moderate-to-high-quality retrospective 
studies were conducted evaluating the diagnostic performance of VCE and SBE 
in patients with small bowel disorders. The studies were assessed using QUA-
DAS-2 to evaluate the risk of bias and overall methodological quality.
Results  The analysis of seven moderate-to-high-quality retrospective studies 
revealed comparable overall detection rates for small bowel lesions between 
Video Capsule Endoscopy (VCE) and Simple Balloon Enteroscopy (SBE). VCE 
demonstrated superior performance in detecting vascular lesions, with one 
study reporting 39 cases identified by VCE compared to 30 cases by SBE 
(p < 0.05). Conversely, SBE exhibited higher efficacy in detecting ulcerative le-
sions, with a statistically significant difference of 28 cases versus 10 cases iden-
tified by VCE (p < 0.01). The overall diagnostic yield varied across studies, with 
VCE showing a range of 32-83 % for small bowel bleeding, while SBE demon-
strated a higher overall detection rate of 69.7 % compared to 57.6 % for VCE in 
one study (p < 0.05). Notably, SBE showed superior performance in diagnosing 
Crohn's disease, with a detection rate of 35 % compared to 11.3 % for VCE 
(p < 0.001). The diagnostic concordance between VCE and SBE was influenced 
by lesion type. Strong agreement was observed for inflammatory lesions 
(κ = 0.82, 95 % CI: 0.75-0.89), while moderate agreement was noted for tumors 
(κ = 0.61, 95 % CI:0.52-0.70) and angiectasias (κ = 0.58, 95 % CI: 0.49-0.67). In 
terms of clinical utility, SBE demonstrated significant advantages in therapeu-

tic intervention, particularly in cases of overt bleeding. One study reported 
immediate hemostasis achieved in 92 % of cases where active bleeding was 
identified during SBE (95 % CI: 86-98 %). Patient tolerability was generally high-
er for VCE, with a completion rate of 95 % (95 % CI: 92-98 %) compared to 85 % 
for SBE (95 % CI: 80-90 %). However, the capsule retention rate for VCE was 
reported at 1.4 % (95 % CI: 0.8-2.0 %), necessitating subsequent intervention.
Conclusions  VCE and SBE are complementary techniques in evaluating small 
bowel disorders. While VCE remains the initial test of choice for stable patients with 
OGIB, SBE should be considered for cases requiring therapeutic intervention. The 
findings suggest that combining both modalities enhances diagnostic accuracy 
and patient management. Further research should focus on improving CE inter-
pretation and the ability of SBE to provide comprehensive small bowel exploration. 
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Aims:  This study aims to report a rare cause of recurrent fever and abdominal 
pain in a patient with altered gastrointestinal anatomy after pancreaticoduo-
denectomy (Whipple procedure). The objective is to highlight the diagnostic 
challenges and emphasize the importance of considering gastrointestinal for-
eign body perforation in the differential diagnosis of post-Whipple patients 
presenting with recurrent febrile episodes and abdominal pain [1].
Methods:  A case study was conducted involving a 55-year-old female patient 
with a history of pylorus-preserving Whipple procedure performed 10 years 
prior for intraductal papillary mucinous neoplasm (IPMN). The patient present-
ed with recurrent fever and severe abdominal pain over one year. Comprehen-
sive diagnostic workup included serial laboratory tests, liver function tests, 
imaging studies (ultrasound, MRCP, CT KUB), and deep push enteroscopy. 
Imaging was critically re-evaluated to identify subtle abnormalities. Endoscop-
ic intervention was performed to extract the foreign body.
Results:  Initial investigations, including blood tests and liver function tests, 
remained largely normal, and infectious workup was negative. MRCP revealed 
a 37-mm linear filling defect in the right intrahepatic duct, initially suspected 
as intrahepatic lithiasis. CT KUB, upon detailed review, identified a subtle line-
ar hyperdense structure traversing the efferent jejunal limb near the right renal 
vein, consistent with a fish bone. Deep push enteroscopy confirmed the pres-
ence of an embedded fish bone in the jejunal wall, which was successfully ex-
tracted endoscopically. Post-procedural intravenous antibiotics led to marked 
clinical improvement with resolution of fever and abdominal pain. Follow-up 
demonstrated stable recovery with no recurrence.
Conclusions:  This case underscores the significance of maintaining a broad 
differential diagnosis in post-Whipple patients with recurrent fever and abdom-
inal pain, especially when conventional biliary causes are excluded. Critical 
re-assessment of imaging and utilization of advanced endoscopic techniques 
such as deep push enteroscopy are crucial for detecting rare causes like gas-
trointestinal foreign body perforation. Early multidisciplinary collaboration and 
vigilant diagnostic approaches can prevent delays in diagnosis and improve 
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patient outcomes. Future implications include increased awareness of atypical 
etiologies and the integration of specialized imaging and endoscopic evalua-
tions in complex postoperative cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS trans-mural approach can be technically challenging or unfeasible 
in patients with distal malignant biliary obstruction (DMBO) and < 12 mm com-
mon bile ducts (CBD) after ERCP failure [1, 2]. Similarly, intrahepatic route re-
quires ≥ 5mm intrahepatic duct (IHBD) dilatation and ≥ 2.5cm hepatic paren-
chymal distance to safely create a novel direct access from stomach [3]. 
EUS-guided rendezvous (EUS-RV) has emerged as an alternative approach in 
this scenario. However, it require technically challenging steps like biliary punc-
ture using a 19G needle, guidewire manipulation, EUS scope withdrawal and 
duodenoscope re-insertion, guidewire grasping\traction inside the accessory 
channel and finally biliary cannulation (BC) using the EUS-placed guidewire by 
the “along-the-wire” and the “over-the-wire” methods.
Methods  This single-center retrospective study aimed to evaluate the feasi-
bility, safety, and efficacy of EUS-RV in patients with < 12mm CBD and DMBO. 
Patients were enrolled between January 2020 and May 2025, and followed for 
at least 6 months follow-up. Over a total number of 2838 ERCP performed in 
our center, approximately one third (1082) were executed for malignant ob-
struction. Of this subgroup, a DMBO was reported in 785 cases and 91 patients 
presented a CBD < 12mm. We finally registered all the 12 EUS-RV cases after 
failed conventional ERCP with standard or advanced cannulation techniques. 
Technical success, clinical success and adverse events (AEs) were analyzed. All 
procedures were performed under general anesthesia, using standard linear 
echoendoscope and ERCP equipment (▶Table 1).

▶Table 1	 

Patients 12 (6 female – 6 male)

Access ruote CDB: 8 – IHBD: 3 – Wirsung: 1

Mean CBD diameter 9.8 mm (range: 7,5-11,5 mm)

Wire shearing 0\12 cases

Wire losing 41.6 % (5\12)

Biliary Cannulation “along-the-wire”: 41.6 %(5\12), 
“over-the-wire” : 58.4 %(7\12)

Procedural time 89,81 ± 29,04 minute

Metallic stent release 100 %

Technical success 100 %

Clinical Success 100 %

AEs 0\12 cases

Results  12 patients were included in this analysis. Access was performed from the 
bulb to the CBD or from stomach to IHBD (S2 or S3) in 8 and 3 cases, respectively. 
One case require approach by the main pancreatic duct due to the impossibility of 
a valid biliary EUS window. Mean CBD diameter was 9.8 mm (range: 7,5-11,5 mm). 
Wire shearing was never reported. A 10-mm snare was adopted to catch the wire 

through the duodenoscope. A second operator was systematically located at pa-
tient head to collect and facilitate the correct sliding of the 450-mm 0.035inch 
hydrophilic guidewire. The wire was inadvertently detached, broke or lost during 
traction in 41,6 % of the cases. In this scenario, BC was performed “along-the-wire” 
using a standard sphincterotome following the way of the rendezvous wire. In the 
remained 58,4 % of the cases, the “over-the-wire” BC technique was used. A tubu-
lar metal stent was deployed in all the cases. Procedural time was 89,81 ± 29,04 
minutes, confirming the high technical complexity of the procedure that require 
multiple steps. EUS-RV technical success was achieved in all the cases. Clinical 
success, defined as successful biliary drainage and jaundice resolution, was ob-
tained in 100 % of cases. No AEs were reported.
Conclusions  EUS-RV demonstrated favorable efficacy in patients with < 12mm 
CBD diameter and DMBO when conventional ERCP failed as showed in this 
single-center retrospective analysis. In this context, EUS-RV constitutes a valid 
first-line treatment with comparable effectiveness and no AEs, although it ne-
cessitates multiple procedural steps that increase technical complexity and 
procedural time. The lack of dedicated devices necessitated standard ERCP 
accessories, which may have impacted procedural efficiency and outcomes, 
particularly wire loss. It can inadvertently occur during scope exchange, guide-
wire manipulation, or other EUS-RV steps, representing a critical passage that 
may compromise procedural success. "Along-the-wire" BC represents a useful 
trick in high-skilled endoscopists facilitating deep papillary access.
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Aims  To review the changing trends of endoscopic management of Gastric 
Outlet Obstruction (GOO) in a large tertiary referral centre in the UK, compar-
ing the outcomes of patients undergoing Duodenal Stenting vs Endoscopic 
Ultrasound-Guided Gastro-Jejunostomy
Methods  We conducted a single centre retrospective analysis reviewing all 
patients referred for management of GOO between June 2019 and October 
2025. Over 300 Electronic Medical Records (EMR) of cases discussed at our MDT 
were reviewed to select patients subsequently managed with Duodenal Stent-
ing (DS) and/or Endoscopic Ultrasound-Guided Gastro-Jejunostomy (EUS-GJ). 
EMRs were reviewed to obtain anonymised data related to patient demograph-
ics, procedure duration, time to resolution of oral intake post procedure (de-
fined as resumption of oral fluid/food consumption and absence of vomiting), 
survival, re-intervention rates, complications. We also reviewed our trends of 
case numbers comparing DS vs EUS GJ procedures per year
Results  71 patients underwent duodenal stenting (31 female/40 male), while 
33 underwent EUS GJ (20 female/13 male). Median age of DS group 67 years 
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old (range 32-91) vs EUS GJ group 66 years old (range 37-86). Median survival 
of DS cohort 100 days (range 6-604 days) vs median survival of EUS GJ cohort 
86 days (range 9-516 days). Median survival of DS cohort 100 days (range 6-604 
days) vs median survival of EUS GJ cohort 86 days (range 9-516 days). Re-inter-
vention rate in DS group: 26.7 % (19/71) vs re-intervention rate of EUS GJ group: 
6 % (2/33). Median duration of DS procedure 31min (range 13-74min) vs me-
dian duration of EUS GJ procedure 49min (range 23-76min). Median time to 
resolution of GOO: 1 day in EUS GJ group (range 1-2 days) vs 1 day in DS group 
(range 1-7 days). Over the study period, the number of DS procedures per year 
has levelled off, while the number of EUS-GJ procedures completed annually 
has steadily risen year on year since 2022 1-4.
Conclusions  Over time, the volume of EUS GJ in our centre has increased stead-
ily, from 1 case in 2022 to 15 cases to date in 2025. The role for DS has changed 
from the primary endoscopic method of GOO management to one used only 
in select cases. Re-intervention rates were higher in the DS group, in keeping 
with prior published experience. In our cohort, 47 % of DS patients who required 
re-intervention for recurrence of GOO were successfully managed with EUS-GJ. 
EUS-GJ was seen to be safe, with no major complications noted during the study 
period, and was highly effective for definitive management of GOO with low 
rates of re-intervention. This study adds to the growing body of evidence in 
support of EUS-GJ for patients with malignant GOO.
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Aims  Precise intraprocedural phase recognition during complex endoscopic 
procedures like endoscopic submucosal dissection (ESD) could facilitate auto-
matic objective reporting, specific target-oriented training interventions and 
measurable quality control. Artificial intelligence algorithms have already been 
applied to phase recognition in laparoscopic operations and peroral endoscop-
ic myotomy successfully. The aim of this study was to develop and validate an 
algorithm for automated intraprocedural phase recognition during ESD on a 
single frame basis.

Methods  The ESD procedure was divided into 5 macro phases: diagnostics, 
marking, needle injection, dissection and bleeding. Macro-phases were subdi-
vided into micro-phases, which included scope manipulation, electric current 
application and injection, leading to a total of 11 phases. A training dataset was 
compiled from 92 full-length ESD videos (7.930.412 frames) and each frame 
allocated to one phase. All procedures were performed with the same endo-
scope system (GIF EZ1500, Olympus, Tokyo, Japan) A video swin transformer 
was trained in the recognition of the procedural phases. Temporal information 
was incorporated by uniform frame sampling from past and future of the ana-
lyzed frame. The algorithm was validated internally on a validation set (16 ESD 
procedures, 1.580.394 frames). External validation was performed on 8 ESD 
procedures (759.346 frames) from a live pig study using a different endoscopy 
system (GIF H190, Olympus, Tokyo, Japan). In a further evaluation, 2 videos 
from the external validation set were incorporated into the training data.
Results  The overall internal validation yielded an accuracy of 86 % and an F1 
score of 86 %. The external validation showed values of 69 % and 70 % for the 
same parameters. The evaluation for macro phases showed overall accuracies 
of 89 % and 80 % and F1 scores of 90 % and 80 % for internal and external test 
sets, respectively. Incorporation of 2 videos from the test set into the training 
set led to the following results: The accuracy and F1-score for all phase valida-
tion were 78 % and 78 %. For macro-phase evaluation, these values were 87 % 
and 87 %.
Conclusions  Automated procedural phase recognition yielded precise overall 
performance in internal validation. External validation with different image 
quality, endoscopy series and subject showed lower, but still adequate perfor-
mance. Incorporation of a very limited number of videos from the test set into 
the training improved the performance. Adaptation of a core algorithm to local 
settings by limited retraining may mitigate problems of generalizability in the 
future. Further research should determine the value of this technology for au-
tomatic reporting and quality control.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP692  What is the optimum duration of hospital 
admission following colorectal endoscopic submu-
cosal dissection (ESD)?
Authors  Looi SJ1, Narimetla S1, Ortiz O2, Ahmad OF3, 1, Seward E1, Vega R1

Institutes  1  University College London Hospitals NHS Foundation Trust, 
London, United Kingdom; 2  Hospital Clínic de Barcelona, Barcelona, Spain; 
3  Division of Surgery and Interventional Sciences, University College 
London (UCL), London, United Kingdom
DOI  10.1055/s-0046-1822019
Aims  There is no consensus on whether routine hospital admission is required 
following colorectal ESD, and practice varies internationally. At our institution, 
patients are typically admitted overnight for observation. We aimed to evalu-
ate post ESD outcomes to identify factors that may guide decision-making on 
the need for hospital admission.
Methods  We conducted a retrospective study of patients undergoing colorec-
tal ESD between October 2019 to October 2025 at a tertiary centre in the 
United Kingdom. Data were obtained from electronic records. Categorical 
variables were compared using the Chi-square test, and continuous variables 
using the T-test or Mann–Whitney U test based on distribution. All procedures 
were performed using a bipolar radiofrequency/high-frequency microwave 
device (Speedboat). Procedural complications—defined as perforation, bleed-
ing or post-polypectomy syndrome related to ESD—were classified as immedi-
ate ( ≤ 24 hours) or delayed ( > 24 hours). Patients were grouped into uncom-
plicated and complicated ESD.
Results  A total of 225 patients were included; 204 (91 %) were discharged 
within 24 hours. Extended hospitalisation occurred in 21 patients. Of these, 10 
cases (48 %) were due to immediate procedural complications, 7 (33 %) were 
due to procedure-dependent symptoms such as abdominal pain or raised in-
flammatory markers, and 4 (19 %) resulted from unrelated issues including 
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social problems, alcohol withdrawal, or allergic reactions. Fourteen patients 
required readmission within 30 days; 7 cases (50 %) were attributed to delayed 
procedural complications, and the remaining 7 cases were due to unrelated 
conditions such as pneumonia, urinary retention, skin rash, or suspected venous 
thromboembolism.
We next examined factors associated with complicated ESD (▶Table 1). Anti-
coagulant use was more common in this group (37.5 % vs 5.7 %, p = 0.001), 
which also had longer admissions (4 vs 1 day, p < 0.001) and higher 30-day 
readmissions (43.8 % vs 3.3 %, p = 0.001). As these differences were largely 
complication-driven, we evaluated event characteristics. Perforation occurred 
in 2 % (5/225), with only 1 % (3/225) requiring surgery. Post ESD bleeding oc-
curred in 5 % (11/225), and only 2 % (5/225) required intervention. Notably, no 
perforations occurred in anticoagulated patients, indicating that anticoagula-
tion primarily increases bleeding risk. Indeed, 55 % (6/11) of post ESD bleeds 
occurred in patients on anticoagulants despite appropriate peri-procedural 
management in accordance with national guidelines.

▶Table 1	  Comparison between patients with and without procedur-
al complications

Procedural factors Uncompli-
cated ESD 
N = 209 

Complicat-
ed ESD 
N = 16*

p 
value 

Male 118 12 0.27 

Mean age (range) 64.4 (25-88) 61.3 (37-81) 0.21 

Anticoagulant use, N 
( %) 

12 (5.7) 6 (37.5) 0.001 

Previous biopsy/
resection, N ( %) 

23 (11.0) 4 (25.0) 0.34 

Mean size in cm 
(range) 

5.1 (1-18) 5.1 (3-10) 0.98 

Location Rec-
tum, 
N ( %) 

96 (45.9) 8 (50.0) 0.98 

Colon, 
N ( %) 

113 (54.1) 8 (50.0) 

Mean duration in 
minutes 

167.3 188.4 0.26 

Hybrid technique, N 
( %) 

40 (19.1) 4 (25.0) 0.13 

Mean admission 
duration in days

1 4  < 0.001 

Out-of-hours medical 
review, N ( %) 

9 (4.3) 5 (31.3) 0.008 

30-day readmission, 
N ( %) 

7 (3.3) 7 (43.8) 0.001 

*1 patient had both immediate and delayed complications 
(bleeding)

Conclusions  Colorectal ESD performed with the Speedboat device demon-
strates low complication rates, supporting safe discharge within 24 hours for 
most patients. Anticoagulant use was the only factor significantly associated 
with complications, leading to extended hospitalisation or readmission. Incor-
porating anticoagulation status into pre-procedural planning may therefore 
help identify the minority of patients who would benefit from planned post 
ESD admission. These findings support a selective, risk-stratified approach 
rather than routine overnight admission following colorectal ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The automation of procedure analysis for endoscopic interventions is a 
prerequisite for the advancement towards automatic reporting, quality assess-
ment and advanced operator assistence systems. A critical aspect of procedure 
characteristics is the choice and utilization of endoscopic instruments. The 
endoscopic submucosal dissection (ESD) is a complex resection technique with 
a slow learning curve and relevant operator dependent risks for procedure 
related complications such as bleeding and perforation. During ESD, specific 
instruments such as electrosurgical knives of different shapes or hemostatic 
forceps are used. The analysis of the utilized endoscopic instruments may fa-
cilitate a more profound understanding of procedure characteristics. Therefore, 
we aimed to develop an algorithm for the automatic detection and delineation 
of endoscopic instruments during ESD (▶Table 1).

▶Table 1	 

Class Sensitivi-
ty

Specificity Dice

Background 0.98 0.91 0.97

Hook knife Shaft 0.92 1.00 0.93

Hook knife Tip 0.78 1.00 0.76

Dual knife Shaft 0.93 1.00 0.95

Dual knife Tip 0.46 1.00 0.54

Flush knife Shaft 0.93 1.00 0.92

Flush knife Tip 0.08 1.00 0.14

Needle Shaft 0.96 1.00 0.91

Needle Tip 0.82 1.00 0.79

Hemostatic forceps Shaft 0.30 1.00 0.41

Hemostatic forceps Tip 0.57 1.00 0.52

Clip Shaft 0.84 1.00 0.84

Clip Tip 0.31 1.00 0.44

Distal Attachment 0.90 0.98 0.93

Methods  65 full length ESD videos (15x rectal, 29x esophageal, 16x gastric, 
5x duodenal ESD) were extracted from Augsburg University Hospital database. 
8.165 single images from these procedures were used for training. On these 
images, shaft and tip of endoscopic instruments were delineated by two study 
investigators using Computer Vision and Annotation Tool. Classes included 
Hook knife, Dual knife (both Olympus, Tokyo, Japan), Flush knife (Fujifilm, To-
kyo, Japan), injection needle, hemostatic forceps, hemostatic clip and trans-
parent distal attachment. Annotated images were used for training of a Dee-
pLabV3 + deep learning algorithm. 5-fold internal cross validation was 
performed on pixel basis, as well as for instrument detection per image (sensi-
tivity, specificity, F1 score). For the instrument detection, a threshhold of 0.2 
for the intersection over union of algorithm prediction and ground truth was 
used.
Results  Internal validation results on pixel basis are shown in the table. For the 
detection task, F1 scores of 1.00, 0.90, 0.88, 0.65, 0.45, 0.68 and 0.99 were 
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measured for Hook knife, Dual knife, Flush knife, needle, hemostatic forceps, 
hemostatic clip and distal attachment.
Conclusions  In this exploratory study, endoscopic instruments were detected 
and delineated with varying performance by a deep learning algorithm. This 
was in part attributed to class imbalances in the training data. However, the 
incorporation of temporal information may also improve performance. Further 
research should focus on evaluating this new technology for automatic report-
ing of ESD procedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP694  EUS-guided gastroenterostomy as a first-line 
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Aims  Endoscopic ultrasound-guided gastroenterostomy (EUS-GE) has 
emerged as a minimally invasive alternative to surgical gastrojejunostomy or 
enteral stenting for the management of malignant gastric outlet obstruction 
(GOO). This multicenter study aimed to evaluate the outcomes of EUS-GE as a 
first-line treatment for both malignant and selected benign GOO
Methods  We retrospectively analyzed all patients who underwent EUS-GE as 
a primary treatment between November 2021 and October 2025 across five 
european referral centers. Primary outcomes were technical success, defined 
as correct stent placement, and clinical success, defined as improvement in the 
Gastric Outlet Obstruction Symptom Score (GOOSS ≥ 2). Secondary outcomes 
included adverse event rates, symptom recurrence, and the need for reinter-
vention.
Results  Forty-two patients were included (mean age 71,3 years, range 36-90; 
61.9 % male). The main etiologies were pancreatic cancer (16/42, 38.1 %), gas-
tric or duodenal cancer (12/42, 28.6 %), and benign disease (7/42, 16.7 %); 
carcinomatosis was present in 11 patients (26.2 %). A 20x10 mm lumen appos-
ing metal stent (LAMS) was used in 34/42 (80.9 %) of the cases. Technical suc-
cess was achieved in 37/42 (88.1 %) cases, and clinical success in 39/42 (92.9 %): 
in two cases, distal flange maldeployment occurred but was corrected during 
the same session. Adverse events were reported in 5/42 (11.9 %) patients, pri-
marily due to stent misdeployment, including two surgical intervention and 
one procedure-related death. During a mean follow-up of 163.7 days (range 
15-510), symptom recurrence requiring endoscopic reintervention occurred 
in one patient (2.4 %).
Conclusions  EUS-GE demonstrated high technical and clinical success rates 
with low adverse event and reintervention rates. Nonetheless, the potential for 
severe complications underscores the need for careful patient selection and 
experienced operators. Overall, these findings support EUS-GE as an effective 
first-line treatment option for malignant and selected benign gastric outlet 
obstruction
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP695V  ESD for an Adenoma of the Bulb: Lessons 
from this Rare Indication
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Abstract Text
Bulbar adenomas with advanced dysplasia are rare and difficult to resect due 
to limited access and the Brunner gland rich submucosa, which often lifts poor-
ly with EMR.
A 70-year-old man was referred for a 25-mm sessile bulbar adenoma with sus-
pected high-grade dysplasia. Underwater ESD was performed with a distal 
circumferential incision and deep submucosal dissection beneath the Brunner’s 
gland layer. Gradual saline immersion and dissection from 7 to 3 o’clock helped 
expose the correct plane.
En-bloc resection was completed in 80 minutes, with minor muscular injuries 
clipped. Histology confirmed high-grade dysplasia (pTis) with R0 margins, and 
follow-up was uneventful. This case supports the feasibility and curative po-
tential of ESD for selected duodenal bulb lesions.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/9de2aea1-6990-4007-b643-3fc4ce56006e/Uploads/19978_
ESD_Bulbar %2029-11 %20 %2016h05.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:Hemobilia is an uncommon complication, and when it is related 
to choledochal varices it becomes exceptionally rare. Diagnosis may be difficult, 
and management often requires collaboration between endoscopists and in-
terventional radiologists, especially in patients with portal hypertension and 
complex vascular anatomy [1, 2].
Case Presentation:We describe a 44-year-old patient with multivisceral sar-
coidosis who had developed extensive thrombosis of the splenomesenteric axis 
and portal vein, resulting in cavernoma formation, chronic liver disease, and 
portal hypertension-related cholangiopathy. The patient initially presented 
with cholestatic liver test abnormalities. Imaging showed intrahepatic bile duct 
dilation above a short distal common bile duct (CBD) stricture. ERCP confirmed 
these findings, and a plastic biliary stent was placed.
One month later, the patient was admitted with acute cholangitis and septic 
shock due to stent obstruction. During urgent ERCP, removal of the plastic stent 
immediately triggered significant hemobilia. Given the patient’s background, 
bleeding from choledochal varices was suspected. Balloon sweeps up to 11.5 
mm allowed evacuation of clots from the CBD and right intrahepatic ducts. A 
covered self-expandable metal stent (SEMS) of 10 × 80 mm was placed to 
achieve tamponade, but bleeding persisted. A second SEMS of the same size 
was deployed at the biliary confluence, again without satisfactory control.
Because the patient remained unstable, the case was reviewed urgently with 
interventional radiology and hepatobiliary surgery. No surgical approach was 
considered feasible, so radiologic management with TIPS was arranged. During 
the TIPS procedure, injection of contrast into a suprahepatic vein resulted in 
opacification of the biliary tree, confirming hemobilia. A second angiographic 
phase showed simultaneous filling of the arterial tree, suggesting the presence 
of arteriovenous fistulas. TIPS placement was successfully completed, leading 
to hemodynamic stabilization.
Follow-up imaging demonstrated reduced contrast opacification in both biliary 
and vascular structures and delineated the cavernoma. The patient improved 
progressively, and biliary stents were removed without further complications. 
No recurrent cholangitis or bleeding episodes were observed afterward.
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Conclusion:This case illustrates a very unusual source of hemobilia related to 
choledochal varices in the setting of portal hypertension and complex vascular 
changes. A combination of endoscopic measures for initial control and radio-
logic TIPS for definitive management proved essential. Recognizing this possi-
bility is important when hemobilia appears unexpectedly during ERCP in pa-
tients with portal hypertension or venous cavernoma.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal cancer (CRC) remains a leading cause of cancer-related mor-
bidity and mortality worldwide, with incidence steadily increasing across the 
Middle East. Quality colonoscopy metrics, including adenoma detection rate 
(ADR), are key determinants of effective CRC prevention, yet regional data 
remain limited. This multicenter randomized controlled trial aimed to assess 
whether computer-aided detection (CADe) technology enhances colonoscopy 
quality indicators—particularly ADR—compared with conventional white-light 
colonoscopy in Middle Eastern populations [1–3].
Methods  This prospective multicenter RCT was conducted between January 
2022 and December 2024 across seven tertiary centers in Egypt, Bahrain, Iran, 
Jordan, Saudi Arabia, and Kuwait. Expert endoscopists performed screening, 
surveillance, or diagnostic colonoscopies in adults aged 40–80 years using ei-
ther conventional white-light colonoscopy or AI-assisted colonoscopy equipped 
with CADe (CAD EYE, Fujifilm). Patients were randomized 1:1 to each arm. The 
primary outcome was ADR. Secondary outcomes included adenomas per co-
lonoscopy (APC), polyp detection rate (PDR), and polyps per colonoscopy (PPC). 
Statistical significance was set at p < 0.05.
Results  A total of 441 patients (mean ± SD age 55 ± 10 years; 46 % female) were 
included. The CADe-assisted group achieved a similar ADR to the convention-
al group (34.3 % vs 30.3 %; p = 0.394). However, CADe significantly improved 
overall PDR (60.4 % vs 48.2 %; p = 0.010) and detected a greater proportion of 
diminutive polyps ( ≤ 5 mm) compared with white-light colonoscopy (51.6 % vs 
40.6 %; p = 0.013). The mean APC and PPC were also higher in the CADe group.
Conclusions  CADe-assisted colonoscopy significantly improved overall polyp 
detection, particularly for diminutive lesions, demonstrating its value as both 
a clinical aid and a training tool to enhance endoscopist performance. Although 
the ADR increase was modest, it aligns with several real-world and nonrand-
omized studies, reinforcing the consistency of CADe’s benefit across diverse 
settings. As the first multicenter RCT in the Middle East, this study underscores 
the potential of AI-assisted systems to standardize detection quality and im-
prove diagnostic accuracy in regional populations. Future large-scale studies 
should focus on optimizing algorithm performance and evaluating its role in 
endoscopic education and practice integration.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients with IBD are at increased risk for dysplasia and colorectal cancer 
(CRC) often at a younger age than the average population, making early detec-
tion essential. Despite routine surveillance colonoscopy, post-colonoscopy CRC 
rates remain high (28–41 %), partly due to the subtle morphology and rapid 
progression of IBD-associated lesions, as well as the technical challenges in 
surveillance colonoscopy. Therefore, simpler and more effective endoscopic 
techniques are needed to improve dysplasia detection. The role of artificial 
intelligence (AI) in lesion detection during colonoscopy is well established in 
patients without IBD, but remains unclear in those with IBD [1–6].
A systematic review has been carried out to assess the diagnostic yield of AI 
software for detecting dysplasia in patients with IBD, specifically CADe systems 
designed for dysplasia detection.
Methods  A Systematic literature searches was conducted on Medline, 
Cochrane Library, Web of Science, IEEE, ACM, and Scopus between 2015-2025. 
All retrieved references were imported to the Rayyan software for assessment 
for eligibility. The quality of included studies was assessed using the QUADAS-2 
tool.
Results  The systematic search identified 3032 studies, which were screened 
through multiple stages. Duplicates (n = 1408) were identified and removed, 
and a further 1,618 studies were excluded for not meeting the inclusion crite-
ria (e.g., not addressing the study question or not being original research). 
Ultimately, three studies specifically investigated the detection of dysplasia 
during surveillance colonoscopy in patients with IBD. However, due to substan-
tial heterogeneity in study design— including prospective real-time lesion de-
tection in colonoscopy videos, image-based lesion detection, lesion classifica-
tion, and image-based AI model development —the results could not be pooled 
for a meta-analysis. Therefore, a descriptive analysis was performed instead. 
An additional three studies explored related topics, including dysplasia classi-
fication, polyp detection, and comparisons among different AI filters.
In two studies (Abdelrahim et al. 2024 and Vinsard et al 2023), researchers 
developed IBD-specific CADe systems by retraining existing CADe models using 
lesions derived from patients with IBD. Abdelrahim et al validated an IBD-ded-
icated CADe system using both image-based and real-time validation. In im-
age-based validation, the IBD-specific model demonstrated higher perfor-
mance compared with a generic CADe system. During real-time evaluation, 
the system achieved a lesion detection rate of approximately 90.4 %. Vinsard 
et al validated an IBD-CADe model exclusively using images of IBD-associated 
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lesions. This system, developed with HDWLE images, demonstrated a higher 
sensitivity, specificity, PPV, and NPV than the original CADe model.
Another study (López-Serrano, A. et al 2024) performed a cross-sectional 
non-inferiority comparison of Virtual chromoendoscopy (VCE) iScan with CADe 
Discovery in ulcerative colitis using histopathology as the gold standard. Among 
52 eligible patients, 61 lesions were detected. CADe Discovery demonstrated 
a lesion detection rate similar to VCE iScan.
Additional studies evaluated multiple AI-based filters to determine the most 
effective filter to identified IBD-related lesions and polyps, contributing to op-
timization of AI feature selection for IBD surveillance.
A pilot study assessed the capability of a CADe system to differentiate low-
grade from high-grade dysplasia and compared it both expert and non-expert 
endoscopists performance, providing early evidence for AI-assisted dysplasia 
grading.
Conclusions  Few studies have explored the diagnostic yield of AI for the de-
tection and characterization of dysplastic lesions in IBD surveillance colonos-
copy. The lack of standardized protocols and heterogenicity, make comparisons 
between studies and pooled analyses impossible. Thus, more uniformed study 
designs are required.
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Abstract Text
A 48-year-old woman, a smoker of 10 cigarettes a day with a history of COPD 
and intraductal breast carcinoma, was admitted for acute pancreatitis. A CT 
scan revealed a prominent pancreatic head with inflammatory changes in the 
surrounding fat, causing dilation of the pancreatic duct (duct of Wirsung). 
These findings could be related to a focal area of ​​chronic pancreatitis, although 
an underlying neoplastic lesion could not be ruled out. An MRI was performed, 
yielding similar results. An endoscopic ultrasound was then performed, reveal-
ing marked signs of chronic pancreatitis, with intraparenchymal and intraduct-
al stones and secondary dilation of the main pancreatic duct. Although no clear 
lesion was observed in the prominent area in the head, a biopsy was performed, 
with histology consistent with chronic pancreatitis. Two months later, the pa-

tient was admitted for painless jaundice with bilirubin up to 13 mg/dL, which 
improved spontaneously to 4 mg/dL. During this admission, CT and MRI scans 
were repeated, which were similar to the previous ones except for now showing 
dilation of the biliary tract. The echoendoscopy was repeated, without identi-
fying a clear lesion in this exploration either, but a puncture was again per-
formed in the head of the pancreas in the area adjacent to the amputation of 
the common bile duct, and on this occasion findings compatible with pancre-
atic ductal adenocarcinoma were observed. Following this, the patient under-
went surgery, performing a cephalic duodenopancreatectomy with histology 
compatible with well-differentiated pT2N1 ductal pancreatic adenocarcinoma 
with low-grade PanIn in contact with the pancreatic margin; after surgery, 
treatment was initiated by oncology with FOLFIRINOX, with good clinical evo-
lution.
This case demonstrates how challenging it is to diagnose a pancreatic tumor 
when it is located within a pancreas with advanced chronic pancreatitis. In our 
case, jaundice was the alarming sign that made us reconsider the case; a new 
endoscopic ultrasound with puncture was performed, using the amputation 
of the common bile duct as a guide when selecting the area to be biopsied, thus 
resulting in a correct diagnosis with the subsequent establishment of treat-
ment.
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Aims  Third-space endoscopy generates recognizable postoperative CT chang-
es, yet distinguishing expected findings from true complications remains chal-
lenging; this study aimed to define the radiologic signature and identify fea-
tures linked to clinically relevant events [1].
Methods  We performed a single-center retrospective analysis of patients who 
underwent third-space endoscopy and received standardized postoperative 
CT within 24 hours. CTs were reviewed using a structured template and quan-
tified with accepted radiologic scales, and categorized as expected or suspect-
ed complications. Clinical variables included procedure type, duration, age, 
and complications requiring management change. Analyses were conducted 
in R 4.4.2.
Results  Of the 91 patients who underwent third-space endoscopy, 79 received 
postoperative CT imaging and were included. Baseline characteristics and CT 
findings are summarized in the Table. Thoracic abnormalities were frequent, 
with pneumomediastinum being the dominant finding. Pleural effusions were 
mostly small and bilateral; all moderate effusions occurred after esophageal 
POEM or gastric STER, resolved spontaneously, and were associated with longer 
procedure duration (90 vs 30 min, p = 0.0015). Pericardial effusion showed no 
association with procedure duration. Radiologic evidence of chronic aspiration 
was more common in older patients, and atelectasis was highly prevalent. No 
hydropneumomediastinum, mediastinal collections, or pleural/mediastinal 
abscess was identified, and all thoracic findings resolved on follow-up imaging. 
Abdominal findings were mild. Pneumoperitoneum was consistently limited in 
extent, with occasional retroperitoneal air. Subcutaneous emphysema was 
common, exclusively after esophageal procedures, and did not correlate with 
procedure duration. In achalasia cases, esophageal wall thickening at the pro-
cedure site showed no relationship to procedural duration, while intramural air 
and visualized submucosal tunnels were common and fluid-free. No contrast 
leak, hematoma, or localized collection was observed.A radiologist flagged 13 
CTs as suspected complications, but only two reflected clinically relevant 
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events: a persistent mucosal defect after POEM requiring stenting and a gas-
trografin leak after gastric STER successfully managed endoscopically, with no 
leak on next-day imaging (▶Table 1).

▶Table 1	  Baseline Characteristics and Distribution of CT Findings 
Across Third-Space Endoscopic Procedures

Demographics Gender: Male 43 (54.4 %); Female 36 (45.6 %); 
Age, median (range) 64 (17-87)

Thoracic findings Pneumomediastinum: Z-POEM 23/29 
(86.2 %); POEM 40/42 (95.2 %); Pneumotho-
rax (volume < 30 %): Z-POEM 5/29 (17.2 %); 
POEM 2/42 (4.7 %); Pleural effusion: Z-POEM 
6/29 (20.6 %); POEM 25/42 (59.5 %) G-STER: 
2/3 (66.6 %); Hydropneumothorax: Z-POEM 
1/29 (3.4 %); Pneumopericardium: Z-POEM 
1/29 (3.4 %); Pericardial effusion: Z-POEM 
1/29 (3.4 %); POEM 10/42 (23.8 %); 

Pulmonary 
parenchymal 
changes

Aspiration pneumonitis/ infiltrates: Z-POEM 
9/29 (31.0 %); POEM 17/42 (40.4 %); G-POEM 
3/3 (100 %); Atelectasis: Z-POEM 13/29 
(44.8 %); POEM 36/42 (85.7 %); E-STER 1/1 
(100 %); G-POEM 3/3 (100 %)

Peritoneal and 
retroperitoneal 
findings

Pneumoperitoneum: Z-POEM 1/29 (3.4 %); 
POEM 41/42 (97.6 %); G-POEM 2/3 (66.6 %); 
G-STER 3/3 (100 %); Retroperitoneal air: 
POEM 8/42 (19.0 %); G-POEM 1/3 (33.3 %); 
Ascites (minimal – perihepatic fluid 
collection): POEM 1/42 (2.3 %); Subcutaneous 
emphysema: Z-POEM 24/29 (82.7 %); POEM 
27/42 (64.2 %); E-STER 1/1 (100 %)

Conclusions  Post–third-space endoscopy CT shows a consistent pattern of 
expected changes, while true complications are rare. Multicenter studies are 
needed to validate these imaging signatures and enhance their diagnostic util-
ity.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Bowel dysfunction after stoma reversal,often captured by the Low An-
terior Resection Syndrome (LARS) and Wexner incontinence scores,can impair 
quality of life. We assessed whether pre-closure high-resolution anorectal ma-
nometry (ARM) provides clinically useful discrimination of post-closure func-
tional outcomes [1].
Methods  In this single-centre retrospective pilot, ten consecutive adults un-
dergoing planned stoma reversal had pre-closure ARM with anal resting pres-
sure (RP) and maximal squeeze pressure (SP). Post-closure outcomes were LARS 
and Wexner scores; major LARS was defined as ≥ 30 and major incontinence as 
Wexner ≥ 11. Continuous data are reported as median (IQR). Discrimination 
was evaluated with ROC curves.We also explored Pearson correlations and 
Mann–Whitney U tests, and examined the association between the rectoanal 

inhibitory reflex (RAIR) and major incontinence (Wexner ≥ 11) using Fisher’s 
exact test.
Results  The cohort was 70 % male with a median age of 59 years (48.2–61.8). 
Surgical indications comprised rectal cancer (6/10), Fournier’s gangrene (2/10), 
Crohn’s disease (1/10), and colon cancer (1/10).Median RP and SP were 31 
mmHg (22–59) and 77 mmHg (67–98), respectively. LARS categories were < 20 
in 1/10, 20–29 in 7/10, and ≥ 30 in 2/10; major Wexner occurred in 4/10. For 
predicting major LARS, RP showed moderate discrimination (AUC 0.69) with 
an approximate optimal threshold of 29 mmHg (sensitivity 1.00, specificity 
0.50), while SP yielded an AUC of 0.72 with an optimal threshold around 286.5 
mmHg (sensitivity 0.50, specificity 1.00). Against major Wexner, discrimination 
was weaker (RP AUC 0.54; SP AUC 0.60). Pearson correlations between pres-
sures and both LARS and Wexner were not statistically significant, and Mann–
Whitney U comparisons showed no significant group differences. RAIR absence 
tended to coincide with a higher rate of major incontinence (66.7 % [2/3] vs 
28.6 % [2/7]); Fisher’s exact test gave an odds ratio of 5.0 (p = 0.50). Confidence 
intervals were wide across analyses, reflecting the small sample and low num-
ber of positive events.
Conclusions  In this pilot series, pre-closure ARM,particularly resting pres-
sure,offers only modest ability to distinguish patients at risk of post-closure 
functional impairment, while discrimination against major Wexner inconti-
nence is limited. RAIR absence may signal higher incontinence risk, but the 
study is underpowered. These hypothesis-generating findings merit confirma-
tion in larger, preferably multicentre, cohorts and may help refine clinically 
meaningful thresholds for decision-making before stoma reversal.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Gastrointestinal Stromal Tumors (GISTs) is a form of rare mesenchymal tumors 
and accounts for < 1 % of all gastrointestinal tumors. GISTs are rarer in the colon. 
A 44-year-old male had irregular bowel movements, rectal bleeding and right 
iliac fossa pain. Colonoscopy revealed an ileum mass intussusception into the 
ascending colon. Histology revealed gastric tissue lined by hyperplastic epithe-
lium, proliferating mesenchymal neoplasm composed of atypical epithelioid 
cells disposed basically in sheets with central nuclei and moderate eosinophil-
ic to clear cytoplasm. > Ten mitoses in 40hpf and focal congestion, necrosis, 
and hemorrhages seen. Features suggestive of Epitheloid GIST. A hemicolec-
tomy was performed with an oncology review: The patients one year post sur-
gery surveillance colonoscopy was normal. This case underscores the role of 
colonoscopy in diagnosing rare tumors.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/4e64df9c-beb1-45da-bf35-43d1e3796981/Uploads/19978_Case_
Study %20Video %20of %20Rare %20Gastrointestinal %20Stromal %20Tum-
ors %20(GIST)....mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Midodrine, an α1-adrenergic agonist, has been proposed as a vasocon-
strictor therapy to counteract circulatory dysfunction in patients with cirrhosis 
and ascites. Its potential impact on clinical outcomes, particularly mortality 
and liver function, remains under active investigation.
Methods  A systematic search was conducted for randomized controlled trials 
comparing midodrine (with or without rifaximin) to standard medical therapy 
or albumin in cirrhotic patients with ascites. RevMan 5.4 was used to conduct 
meta-analyses of mortality (binary outcome) and MELD scores (continuous 
outcome). Heterogeneity was evaluated using I² statistics (▶Table 1).
Results  Four RCTs, including a total of 729 patients (464 midodrine, 265 con-
trol), met the inclusion criteria.Midodrine significantly reduced short-term (12 
weeks)mortality compared to SMT (OR: 0.22; 95 % CI: 0.11–0.44; p < 0.0001; 
I² = 29 %).Midodrine was also associated with a greater reduction in MELD score 
(MD: − 2.49; 95 % CI: − 2.74 to − 2.25; p < 0.00001; I² = 0 %).Heterogeneity was 
low for both outcomes. No serious adverse effects were reported. Mild symp-
toms such as thirst and abdominal discomfort were noted in two studies. Mi-
dodrine was generally used at 7.5–12.5 mg TID. One study combined midodrine 
with rifaximin.
Conclusions  Midodrine is associated with significant improvements in both 
short-term mortality and liver function, as assessed by MELD score, in patients 
with cirrhosis and ascites. These findings support the consideration of midod-
rine as a therapeutic adjunct in selected patients. Further large-scale, multi-
center trials are warranted to validate these results.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

▶Table 1	 

Study N (Mid/
Control)

Age 
(Mean ± SD)

Male % MELD 
(Mean ± SD)

Comorbidi-
ties

Main Inclusion Midodrine 
Dose

Singh et al., 
2012

36 / 34 55 ± 10.2 72 % 14.5 ± 3.6 NA Cirrhosis with ascites 10 mg TID

Hanafy et al., 
2011

75 / 75 56 ± 9.1 70 % 18.5 ± 5.3 HTN (15 %), 
DM (20 %)

Refractory ascites 12.5 mg 
q8h

Shretsha et 
al., 2022

41 / 41 58.7 ± 8.2 NA 22.5 ± 2.4 NA Refractory ascites 7.5–10 mg/
day

Elsabaawy et 
al., 2024

61 / 76 55 ± 10 64 % 17.3 ± 3.2 SBP (18 %), 
HRS (9 %)

Refractory ascites 10 mg 
TID + rifaxi-
min
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Aims  n this study, an artificial intelligence (AI) model was developed that au-
tomatically assigns Mayo 0–3 scores to colonoscopy images performed at a 
single center. The model's performance was compared with CRP, histological 
activity (Nancy score), and observer assessments.
Methods  In this single-center, retrospective study, 4000 colonoscopy images 
(approximately 1000 frames from each Mayo category) from approximately 
150 ulcerative colitis patients were analyzed. An average of 30–40 frames were 
selected from each patient to represent different colon segments. Data were 
split into 80 % training and 20 % validation on an episode-by-episode basis. Ef-
ficientNet-B0 (ImageNet pre-trained) was used as the model.Model perfor-
mance was assessed using accuracy, macro-F1, macro-AUC, confusion matrix, 
and class boundary separations AI_prob_active_M2M3 = p̄(Mayo2) + p̄(-
Mayo3), calculated at the episode level, was compared with CRP and Nancy 
score using Spearman correlation.Human-AI agreement was measured by two 
independent endoscopists blindly evaluating a subset of samples.
Results  The model achieved 61.8 % accuracy on the validation set, mac-
ro-F1 = 0.60, and macro-AUC = 0.94. This agreement was similar to the inter-ob-
server agreement at the Mayo 1–2 boundary. The model performed excellent-
ly in distinguishing active from inactive (AUROC(0 vs >  = 1) = 0.96, AUROC( <  = 1 
vs >  = 2) = 0.99). A significant positive correlation was observed between AI-
Mayo and CRP (ρ = 0.6, p < 0.01). The AI_prob_active_M2M3 value demonstrat-
ed high discrimination power (AUROC = 0.85) in the presence of active histol-
ogy (Nancy >  = 1). High agreement (κ = 0.8) was found between the two 
observers; model predictions largely agreed with the observers' assessments.
Conclusions  The AI model distinguished Mayo 0 from 3 from colonoscopy 
images with near-human accuracy. The model's high agreement with biochem-
ical and histological activity demonstrates its potential for clinical decision 
support in the objective and reproducible assessment of mucosal healing.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Splenic abscesses are rare and often refractory to antibiotic therapy. Percuta-
neous drainage may not be feasible due to limited anatomical access, and sur-
gical treatment is invasive. We report the case of a 62-year-old man with mul-
tiple comorbidities including morbid obesity and type II diabetes who was 
admitted due to sepsis secondary to vertebral osteomyelitis. Contrast-en-
hanced abdominal CT scan revealed a 44mm well-demarcated fluid collection 
with a thickened capsule consistent with a splenic abscess. Endoscopic ultra-
sound (EUS) confirmed a 40mm hypo-/anechoic collection accessible from the 
gastric body. EUS-guided transgastric drainage was performed using a 
10 × 10mm lumen-apposing metal stent (LAMS), resulting in immediate puru-
lent drainage into the gastric cavity. The patient improved rapidly and CT scan 
confirmed complete resolution of the abscess. LAMS was removed after one 
week.
We investigated how many cases of EUS-guided splenic abscess drainage have 
been performed so far. We conducted a systematic literature review on PubMed 
using the searching terms “splenic abscess” AND “endoscopic drainage” or 
“lumen-apposing metal stent”. We included all studies and case reports de-
scribing a comparable scenario to the presented case.
Our search retrieved eight publications describing a total of ten cases of 
EUS-guided splenic abscess drainage. Three abscesses were drained with a 
plastic stent and four using a pigtail stent. Only three of the previously de-
scribed cases involved LAMS placement.
Regardless of the etiology and predisposing factors, EUS-guided drainage using 
LAMS is a safe, effective, and less invasive treatment option compared to sur-
gical or percutaneous drainage.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic diseases are diagnostically challenging due to overlapping 
imaging features and variable lesion vascularity. While contrast-enhanced har-
monic EUS (CH-EUS) improves microvascular visualization, its use is limited by 
cost and contraindications. Detective flow imaging EUS (DFI-EUS) is a novel, 
contrast-free Doppler technique with enhanced sensitivity for detecting fine 
vascular structures and slow blood flow. However, current evidence is limited 
to small, single-center studies with methodological variability, and its role rel-
ative to CH-EUS remains unclear. This meta-analysis aims to evaluate the diag-
nostic performance of DFI-EUS in pancreatic lesions.
Methods  we have conducted a systematic review and meta-analysis including 
MEDLINE (via PubMed), Scopus, and the Cochrane Library (Central Register of 
Controlled Trials), covering all available records up to 30 September 2025 (pro-
tocol registered on PROSPERO; registration number CRD420251086026).

Results  At the end of the selection process, four studies comprising a total of 
267 patients were included in the meta-analysis. DFI demonstrated a pooled 
sensitivity of 0.93 (95 % CI: 0.83–0.98) and a pooled specificity of 0.91 (95 % 
CI: 0.47–0.99). Among these, two studies evaluated CE-EUS and eFLOW, re-
porting pooled sensitivity and specificity estimates of 0.96 and 0.94 for CE-EUS, 
and 0.84 and 0.69 for eFLOW, respectively.
Conclusions  This meta-analysis supports the diagnostic value of DFI-EUS for 
pancreatic lesions. These findings indicate that DFI shows robust discriminato-
ry performance across the included datasets, although further validation with 
additional data would strengthen the generalizability of these results
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP707  Feasibility of Single-Operator Cold and Hot 
Snare Endoscopic Resection Using the HOLDFINGER 
Device: Initial Clinical Experience
Authors  Adamo G1, Leonardi G1, Solinas I1, Ovidi F1, Lapenna L1, 
Bronzini F1, Sostilio A1, Manta R1

Institute  1  Azienda USL Toscana Nord Ovest, Livorno, Italy
DOI  10.1055/s-0046-1822034
Aims  Endoscopic removal of colorectal polyps is central to colorectal cancer 
prevention, with techniques ranging from cold snare polypectomy (CSP) for 
smaller lesions to hot snare polypectomy (HSP) for selected larger or pedun-
culated polyps. ESGE guidelines recommend tailoring technique selection to 
lesion size, morphology, and location. Although effective, these procedures 
generally require an assistant to actuate the snare. The HOLDFINGER device is 
a finger-mounted stabilizing system designed to secure the snare handle and 
may enable autonomous single-operator polypectomy. This study aimed to 
assess the feasibility and safety of single-operator CSP and HSP using the HOLD-
FINGER device.
Methods  Seven consecutive patients underwent snare polypectomy with the 
HOLDFINGER device. Procedures were performed autonomously by experi-
enced endoscopists, except one case requiring assistance for submucosal in-
jection and clip placement during HSP of a 20 mm Paris 0-IIa lesion. No patient 
was on chronic antiplatelet or anticoagulant therapy.Lesions included three flat 
polyps (two < 10 mm; one 20 mm), one sessile polyp ( < 10 mm), and three 
pedunculated polyps with heads < 15 mm. CSP was used for flat and sessile 
lesions; HSP for pedunculated lesions and for the 20 mm flat lesion. Locations 
included three sigmoid, two transverse, and two right-colon lesions. Outcomes 
included en-bloc and R0 resection, assistance needed, procedure time, and 
complications.
Results  All lesions were resected en-bloc with R0 margins. Mean procedure 
time was 6 minutes. One intraprocedural bleeding event during HSP of a pe-
dunculated polyp was controlled with clip placement, with no other intrapro-
cedural or delayed bleeding. Assistant involvement was limited to lifting and 
clip deployment. No perforation or additional complications occurred.
Conclusions  Single-operator CSP and HSP using the HOLDFINGER device ap-
peared feasible and safe in this small series. Larger studies are required to con-
firm these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic ductal adenocarcinoma (PDAC) remains a highly lethal dis-
ease. The Czech Republic ranks 6th globally in PDAC mortality. This study re-
ports the baseline findings from the first year of a prospective, multicenter 
surveillance program in the Czech Republic.
Methods  In this prospective cohort study, we enrolled asymptomatic high-risk 
groups with an increased risk of developing pancreatic cancer. These groups 
included individuals with positive family history of PDAC, hereditary chronic 
pancreatitis, or confirmed genetic mutations (BRCA1/2, Lynch syndrome, Peu-
tz-Jeghers syndrome, etc.).
Surveillance consisted of annual endoscopic ultrasound (EUS), magnetic reso-
nance imaging (MRI) and blood sampling for analysis of fasting glucose, gly-
cated hemoglobin (HbA1c) and potentially tumor markers (CA 19-9, CEA). The 
data are subsequently entered into an eCRF and statistically evaluated.
Results  Between 2023 and 2025, a total of 373 high risk individuals (HRIs) 
were enrolled across nine centres from the Czech Republic (59.2 % were female; 
the mean age was 56 years with range 19 – 80 years). Based on the indication 
criteria, most HRIs were included due to positive family history of PDAC (264 
patients, 70.8 %) and BRCA2 positivity (59 patients, 15.8 %).
The baseline EUS examination was performed in 316 patients with identifying 
108 pathological findings (34.2 %). These included 69 cystic lesions (21.8 % of 
all EUS performed), 20 cases of chronic pancreatitis (6.3 %) and 4 solid lesions 
(1.3 %). The solid lesions consisted of 1 PDAC and 3 pancreatic neuroendocrine 
tumors (NETs). Main pancreatic duct dilatation was observed only in 2 cases 
(0.6 %) and other findings in 13 cases (4.1 %)- mostly anechogenic lesions.
Baseline MRI/MRCP was performed in 282 patients detecting 58 pathological 
findings (20.6 %), including 41 cystic lesions (14.5 %), 8 cases of chronic pan-
creatitis (2.8 %) and other findings in 9 cases (3.2 %).
The study demonstrated excellent patient adherence within the long-term 
surveillance registry. Out of the total cohort of 373 HRIs enrolled across the 
nine Czech centres, a low number of participants, specifically 10 patients 
(2.7 %), declined further continuation of the follow-up program and were sub-
sequently lost to follow-up.
Conclusions  Baseline data from the HePaCaS registry demonstrate that sur-
veillance in HRIs successfully detected premalignant and malignant lesions, 
specifically one adenocarcinoma and three neuroendocrine tumors. These 
findings support the utility of a structured surveillance program, though long-
term follow-up is required to confirm survival benefits.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
IgG4-related disease (IgG4-RD) is a recognized systemic fibro-inflammatory 
condition characterized by a dense lymphoplasmacytic infiltrate rich in 
IgG4-positive cells and storiform fibrosis. Although initially described in pan-
creatic affections in 2001 and 2003, it is now known to affect virtually every 
organ, including the biliary tract, salivary glands, pancreas, kidneys, lungs for 
example, and rarely, the esophagus.

Diagnosis relies on a constellation of criteria: elevated serum IgG4 levels , char-
acteristic histopathology (lymphocytic infiltration, obliterative phlebitis, and 
storiform fibrosis with organ-specific diagnostic criteria), and location.
We report the case of a 47-year-old female patient with a medical history in-
cluding three episodes of acute pancreatitis, two episodes of pyelonephritis, 
and insulin-requiring type 2 diabetes. She presented for evaluation of dyspha-
gia that had been evolving over two years. Endoscopy revealed a benign ap-
pearing stricture impassable by an adult endoscope. An upper gastrointestinal 
series and an abdominal CT scan confirmed the presence of marked esopha-
geal wall thickening and a regular stricture in the middle third of the esophagus. 
A subsequent PET-CT scan showed an isolated hypermetabolism of the esoph-
ageal walls, suggestive of an oncological or an inflammatory process.
Endoscopic ultrasound (EUS) was performed due to parietal mucosal thicken-
ing, followed by submucosal wall tissues acquisition with fine needle biopsy 
(FNB). Histological results from the FNB demonstrated a lymphoplasmacytic 
infiltrate with an IgG4 quantification of 22 cells per 40x high-power field (HPF), 
highly suggestive for the diagnosis of IgG4-RD. Screening for other organ in-
volvement revealed suspected renal and myocardial affection. Treatment with 
corticosteroids (dose?) was significantly delayded due to the presence of latent 
tuberculosis infection and poorly controlled diabetes, which was further dyreg-
ulated by the use of corticosteroids. A concomitant corticosteroid-sparing 
regimen with azathioprine was attempted in view the adverse effects associ-
ated with corticosteroid treatment but did not lead to clinical improvement. 
Ultimately, treatment with Rituximab was initiated after 9 months, resulting in 
the beginning of symptomatic improvement.
This case highlights, a rare cause of dysphagia (esophageal IgG4-RD) and, the 
significant difficulty in managing this condition due to the patient's complex 
comorbidities (diabetes, latent tuberculosis). The certainty of the diagnosis 
and the follow-up of the treatment in this case necessitate a multidisciplinary 
approach and close cooperation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal bleeding (GIB) remains one of the leading causes of 
emergency hospital admission for gastrointestinal disorders and continues to 
represent a major source of morbidity and mortality. Yet, there are limited data 
on the effect of the specialist care setting on the outcomes of the GIB hospital-
ized patients. In the present study, we aimed to assess the main care process 
and clinical indicators of hospitalized GIB patients in the Veneto Region from 
2000 to 2024, according to the admission ward.
Methods  A retrospective analysis based on the anonymous regional Hospital 
Discharge Records database was carried out including all discharges from hos-
pitals operating under the National Health Service in the Veneto Region in the 
period 2000-2024 with a Diagnosis-Related Group (DRG) code equal to 174 
(“Gastrointestinal Haemorrhage with Complications”) or 175 (“Gastrointestinal 
Haemorrhage without Complications”), or any surgical DRG with a principal 
discharge diagnosis indicative of GIB. Selected cases were stratified into the 
site of bleeding (upper, lower, unspecified), the admission area (medical, sur-
gical or other) and, for those hospitalized in the medical area, into gastroen-
terology ward or different ward (e.g., internal medicine). The mean length of 
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stay (LOS) among patients discharged alive and the in-hospital case-fatality 
risk (CFR) were calculated. Multivariate logistic regression models were used 
to assess the association between the admission ward (gastroenterology vs 
other medical ward) and the in-hospital CFR.
Results  During the 25-year observation period, 99,731 patients were hospi-
talized for GIB in the Veneto Region: 57.4 % in medical area, 39.6 % in surgical 
area and 3.0 % in other wards. Males represented 55.2 % of them and account-
ed for the most in each area. The mean age of GIB hospitalized patients was 
70.6 ± 18.1 years and they were older in medical area (73.7 ± 15.2 years) than 
in surgical area (69.2 ± 16.7 years). Upper GIB was the most represented site of 
bleeding among patients admitted to the medical area (53.0 %), whereas low-
er GIB prevailed among patients admitted to the surgical area (52.5 %).
The overall in-hospital CFR was 5.0 % and the mean LOS was 9.3 ± 8.3 days. Both 
indicators were higher among patients admitted to the medical area compared 
with those hospitalized in a surgical ward: the CFR was 5.4 % and 4.0 %, respective-
ly, whereas the mean LOS was 9.9 ± 8.2 days and 8.5 ± 7.8 days, respectively.
Among GIB patients cared for in the medical area (n = 57,204), the mean LOS 
was 7.1 ± 5.9 days in the gastroenterology wards compared to 10.7 ± 8.6 days 
in other wards. Inside the medical area, significant difference emerged also for 
the in-hospital CFR, which was 2.3 % in gastroenterology wards and 6.4 % else-
where. After adjustment for all the other examined variables (sex, age, calendar 
year and need for surgery), the adjusted odds of in-hospital death decreased 
by more than half among patients with upper GIB admitted to a gastroenter-
ology ward compared to those admitted to a different medical ward (Odds 
Ratio 0.48, 95 % CI 0.40 to 0.58, p < 0.0001), and about two-thirds among pa-
tients with lower (Odds Ratio 0.33, 95 % CI 0.25 to 0.43, p < 0.0001) or unspec-
ified GIB (Odds Ratio: 0.34, 95 % CI 0.27 to 0.43, p < 0.0001).
Conclusions  The management in a gastroenterology ward appears to be as-
sociated with improved care process and clinical outcomes, irrespective of the 
site of bleeding. These findings may provide guidance to both health policy-
makers and clinicians involved in the management of patients presenting with 
GIB.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A male baby, born at 29 weeks with a birth weight of 1.2kg,at week 4, he pre-
sented with recurrent hematemesis and melena, leading to shock. Treatment 
included repeated blood transfusions, octreotide infusions. An upper GI en-
doscopy revealed a Dieulafoy’s lesion in the first part of the duodenum. Local 
injection of epinephrine 1:1000 failed to prevent recurring bleeding.Forty-eight 
hours later, a second endoscopy with a GIF XP190 video-gastroscope was per-
formed and targeted APC (30W, 1L/m) was applied to the lesion, successfully 
stopping the bleeding without recurrence.Our case is the only reported in-
stance of successful endoscopic management of a duodenal Dieulafoy’s lesion 
in the duodenum in a preterm baby with very low birth weight.
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/ec852b17-f627-4da6-816c-c1357fd13d3f/Up-
loads/19978_VIDEO-2023-12-09-00-08-38.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal bleeding (GIB) remains one of the leading causes of 
emergency hospital admission for gastrointestinal disorders and continues to 
represent a major source of morbidity and mortality, particularly in aging pop-
ulations, where widespread use of antithrombotic and anticoagulant agents 
increases bleeding risk. Long-term population-based data on GIB hospitaliza-
tions in Europe are limited. This study assessed 25-year trends in hospitalization 
rates for upper (U-GIB), lower (L-GIB), and undefined GIB (UN-GIB) in the Vene-
to Region, in Northeastern Italy.
Methods  All GIB admissions from 2000 to 2024 were identified through re-
gional Hospital Discharge Records using ICD-9-CM codes. Age- and sex-stand-
ardized hospitalization rates (HRs) per 100,000 residents were calculated an-
nually. Temporal trends were evaluated using Joinpoint regression and 
expressed as average annual percent change (AAPC).
Results  A total of 99,731 GIB admissions were recorded, including 46.6 % 
U-GIB, 39.5 % L-GIB, and 13.9 % UN-GIB. The standardized hospitalization rate 
(HR) decreased from 122.4 to 55.0 per 100,000 population (AAPC − 3.6 %; 95 % 
CI − 3.9 to − 3.4; p < 0.001) from 2000 to 2024. U-GIB declined from 76.3 to 20.1 
per 100,000 (AAPC − 5.98 %; 95 % CI − 6.46 to − 5.50; p < 0.001), L-GIB from 30.7 
to 28.0 per 100,000 (AAPC − 0.92 %; 95 % CI − 1.31 to − 0.53; p < 0.001), and 
UN-GIB from 15.3 to 6.8 per 100,000 (AAPC − 3.64 %; 95 % CI − 4.26 to − 3.02). 
L-GIB exceeded U-GIB from 2011 onwards, in 2008 among females and 2018 
among males. Hospitalization rates were consistently higher in males across 
all bleeding sites. Age-specific rates rose progressively with age, with L-GIB 
surpassing U-GIB in individuals aged ≥ 85 years and earlier in females (65–74 
years).
Conclusions  GIB hospitalizations in the Veneto region declined by more than 
half over 25 years, driven by a steep reduction in U-GIB and a modest decrease 
in L-GIB. L-GIB has become the most frequent bleeding site, with clear age- and 
sex-related differences. These long-term trends indicate a shifting epidemio-
logic burden that should guide future preventive and diagnostic strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal bleeding (GIB) remains one of the leading causes of 
emergency hospital admission for gastrointestinal disorders and continues to 
represent a major source of morbidity and mortality. Its burden is particularly 
relevant in aging populations, where widespread use of antithrombotic and 
anticoagulant agents increases bleeding risk. We aimed to conduct a compre-
hensive, methodologically consistent, population-based analysis of GIB in 
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hospital-mortality in the Veneto Region (Northeastern Italy) over a 25-year 
period.
Methods  A retrospective analysis based on the anonymous regional Hospital 
Discharge Records database was carried out including all discharges from hos-
pitals operating under the National Health Service in the Veneto Region in the 
period 2000-2024 with a Diagnosis-Related Group (DRG) code equal to 174 
(“Gastrointestinal Haemorrhage with Complications”) or 175 (“Gastrointestinal 
Haemorrhage without Complications”), or any surgical DRG with a principal 
discharge diagnosis indicative of GIB. Moreover, selected cases were stratified 
into upper, lower or unspecified GIB, based on the site of bleeding. Crude 
in-hospital Case-Fatality Risks (CFR) were calculated among all GIB patients and 
expressed per 100 patients. Annual trends were analysed in terms of Annual 
Percentage Change (APC) and Average Annual Percent Change (AAPC).
Results  During the 25-year observation period, 99,731 patients were hospi-
talized for GIB in the Veneto Region. Upper, lower, and unspecified GIB account-
ed for 46.6 %, 39.5 %, and 13.9 % of cases, respectively. The mean age of patients 
was 70.6 ± 18.1 years. Males represented 55.2 % of all GIB cases and were sig-
nificantly younger than females (67.0 ± 18.2 vs. 75.1 ± 16.9 years, respectively; 
p < 0.001).
Crude in-hospital CFR for GIB was 5.0 % during the 25-year observation period 
and it was higher in females than in males (5.6 % vs 4.5 %; crude OR 1.26; 95 % 
CI 1.19 to 1.33). It was 2-fold higher in unspecified GIB (8.8 %) than in upper 
GIB and lower GIB (4.4 % each). Overall, CFR decreased from 5.4 % in 2000 to 
4.4 % in 2018 (APC -0.71 %, 95 % CI − 4.29 to + 0.06, p = 0.056) but increased 
again in the latest years of the study (APC + 3.42 %, 95 % CI − 0.14 to + 14.15, 
p = 0.062), peaking at 5.9 % in 2021. Considering the 25-year period, only un-
specified GIB showed a significantly decreasing trend in the crude in-hospital 
CFR (AAPC -1.31 %, 95 % CI − 2.55 to − 0.27, p = 0.019).
Conclusions  Despite an aging population and a progressive shift toward out-
patient management of low-risk cases, the crude in-hospital CFR showed only 
a slight reduction in the Veneto Region from 2000 to 2024.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To describe real-world outcomes of endoscopic management of Tra-
cheo-Esophageal Fistula(TEF) across varied etiologies and to suggest a practi-
cal, algorithm-based approach to intervention selection [1–9].
Methods  We present a retrospective series of 15 consecutive TEF cases man-
aged at Yashoda Hospital, Secunderabad, India, a tertiary care centre, seen 
from December 2022 till November 2025 (▶Table 1).

▶Table 1	  Suggested Algorithm for TEF Management

1. Confirm Diagnosis: Imaging, Scopies, Characterise- Size, location, 
cause

2. Airway Management + /- Airway Stenting

3. Nutrition management and Assess fitness for Surgery

4. Endoscopic Options

Results  We hereby share our experience of 15 cases of TEF. According to the 
etiology, two main groups have been identified- Malignant and Benign causes 
of TEF (▶Table 2).

▶Table 2	 

Malignant TEF Benign TEF

Esophageal SEMS + /- Tracheal 
Stenting

Defect < 5mm: Clipping + /- APC of 
edges

5-10mm: OTSC/ ASD Closure Device

10-12 mm: ASD Closure Device/ 
EndoSuture

 > 12 mm: Dual Stenting/ Surgery

Defect > 15mm: Surgery

1.	 Malignant TEF  (n = 6) due to Carcinoma Esophagus: All underwent par-
tially covered esophageal SEMS placement, achieving good technical and 
clinical success.
2.	 Benign Causes of TEF  (n = 9): According to the etiology again, 3 sub-

groups were identified:
i) Post-intubation TEF (n = 4):

▪▪ ASD closure device placement: 2 patients (successful).
▪▪ Tracheal stent + OTSC: 1 patient (successful).
▪▪ OTSC alone: 1 patient (partial dislodgement at 2 months → PEG for 
feeding; planned surgery).

ii) Tracheostomy Tube-related TEF-Post thyroid cancer laryngectomy (n = 2):
• ASD closure device placement: 1 successful case.
• Cervical covered SEMS: 1 case with stent-related erosion → stent removal → 
spontaneous healing of Erosion over 2 weeks; PEG-J feeding provided.
iii) Tuberculosis-related TEF (n = 3):
a) Small defect: Anti Tuberculosis Therapy(ATT) + NG feeding, successful.
b) Larger defects:

▪▪ Esophageal covered stent + proximal clipping of stent (1 case), clinically 
successful.

▪▪ APC margin cauterization + multiple hemoclips (1 case), successful.
Overall, endoscopic therapy for TEF in our series demonstrated high technical 
and clinical success across varied etiologies. We recommend the following ap-
proach to the management of this complex disorder.
Conclusions  Tracheo Esophageal Fistula(TEF) is a complex entity requiring a 
multidisciplinary, individualized approach. Endoscopic therapy—particularly 
stenting—remains the cornerstone for malignant TEF, while benign TEF may 
benefit from tailored interventions including clipping, cauterization or device 
closure. Larger defects may require surgical intervention. Our experience with 
good number of cases suggests that endotherapy offers favorable outcomes 
when guided by defect characteristics, patient condition and an algorithmic 
treatment strategy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Endoscopic submucosal dissection (ESD) for an extensive circumferential eso-
phageal lesion can be challenging. 56-year-old female who presented with 
dysphagia since 2 months. On esophagogastroduodenoscopy, circumferential 
irregular mucosa from proximal to distal esophagus was seen with high defini-
tion-narrow band imaging showing abnormal Intra-Papillary Capillary Loop 
(IPCL) pattern – B1. Circumferential ESD of the entire segment was succesfully 
performed using a J knife. Steroid injections at base of defect followed by eso-
phageal covered stent placement and oral steroids were given to prevent stric-
ture. Histopathology showed a R0 resection, verrucous proliferation with low-
grade squamous intraepithelial lesion at the site of nodular lesion. Despite this, 
patient developed stricture requiring dilations and stricturotomy with ultimate-
ly successful resolution.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/fafd428a-5369-4747-801b-cb0f9d17e4ea/Uploads/19978_Cir-
cum_ESD.mp4
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Aims  Healthcare systems, especially digestive endoscopy (DE) procedures, 
add significantly to climate change. Data on environmental awareness within 
DE units, especially in the Middle East remain limited. This study aimed to assess 
DE healthcare professionals’ knowledge of climate-change concepts, under-
standing of environmental sustainability in endoscopy, and attitudes toward 
green-endoscopy practices in the Middle East.
Methods  From July 2025 to October 2025, a cross-sectional study was con-
ducted. An electronic survey (Qualtrics) was distributed to endoscopists, nurses, 
technicians, and trainees across 11 Middle Eastern countries. The questionnaire 
evaluated climate-change knowledge, environmental awareness within health-
care, understanding of green-endoscopy principles (13 questions), as well as 

beliefs and attitudes toward sustainability practices (17 questions). Another 
section of the questionnaire was on participants’ demographic and work  
data (12 questions). Descriptive statistics and mean-rank data were used for 
analysis.
Results  130 participants completed the survey: endoscopists 72 (55.4 %), 
nurses/technicians 58 (44.6 %); male 66 (50.8 %), female 64 (49.2 %). 77 of 130 
(59.2 %) respondents correctly defined climate change as long-term shifts in 
temperature and weather patterns, and 50 (38.5 %) attributed it to human 
activity. Knowledge of greenhouse gases was mixed: 73 (56.2 %) answered 
correctly, while 27 (20.8 %) selected gases essential for life and 13 (10 %) asso-
ciated it with ozone depletion. Hospital carbon emissions contributors were 
frequently misidentified, with 86 (66.2 %) selecting waste disposal as the major 
source. Awareness of endoscopy units’ contribution to hospital waste was lim-
ited, as only 55 (42.3 %) correctly ranked endoscopy units third, and 40 (30.8 %) 
were unsure. Understanding of carbon footprint was low: 69 (53.1 %) equated 
it as a measure for waste generation, whereas only 31 (23.8 %) correctly iden-
tified greenhouse-gas emissions. In contrast, recognition of green endoscopy 
was high 120 (92.3 %), although only 77 (59.2 %) correctly identified that 
high-quality curative services are not a pillar of green endoscopy. Knowledge 
related to water use varied: 54 (41.5 %) reported that filtered water is allowed 
for high-level disinfection, and 80 (61.5 %) indicated that potable tap water is 
not permitted for mucosal irrigation.
Concern about climate change was high (n 116, 89.2 %). Most participants 
acknowledged healthcare’s negative impact on the environment (n 71, 54.6 %) 
but perceived limited institutional action. Most respondents (n 86, 66.2 %) 
perceived single-use endoscopes and accessories as a major contributor to the 
procedure’s environmental burden. In total, 84 respondents (64.6 %) believed 
that adopting a “reuse” approach could compromise patient safety. The ma-
jority (n 92, 70.8 %) of respondents believed that financial models tied to pro-
cedural volume hinder the adoption of environmentally sustainable practices 
in endoscopy. There was strong support for mandatory training on waste man-
agement (n 115, 88.5 %), minimizing patient visits when feasible (n 103, 
79.2 %), and integrating environmental criteria into purchasing decisions (n 
101, 77.7 %). Almost all respondents expressed interest in further education 
on sustainable endoscopy (n 123, 94.6 %).
Conclusions  Healthcare professionals across Middle Eastern endoscopy units 
demonstrated strong concern for climate change and high support for sustain-
able practices. However, substantial knowledge gaps existed regarding green-
house gases, carbon footprints, hospital carbon emission sources, and endos-
copy-related environmental impact. Moreover, institutional supportive actions 
were limited. Present data provide guidance to develop focused, tailored edu-
cational programs, clear protocols, and practical policies to help endoscopy 
teams implement greener, more environmentally responsible practices in the 
Middle East.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 62 old-year-male, with no medical history, was admitted for jaundice. The 
clinical examination noted cholestatic jaundice and scratching lesions. CT scan 
showed a pancreatic head cyst with upstream dilation of the common bile duct 
and intrahepatic duct. Biochemical examination showed acute cholangitis with 
total bilirubin at 16 mg/dL. Endoscopic ultrasound examination showed a cyst-
ic lesion at the head of the pancreas with multiple septation inducing upstream 
dilation of the common bile duct. FNA of the cyst showed clear liquid (dosage 
of ACE, glucose, and amylase requested). the patient presented 24 hours later 

S718

http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/fafd428a-5369-4747-801b-cb0f9d17e4ea/Uploads/19978_Circum_ESD.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/fafd428a-5369-4747-801b-cb0f9d17e4ea/Uploads/19978_Circum_ESD.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/fafd428a-5369-4747-801b-cb0f9d17e4ea/Uploads/19978_Circum_ESD.mp4


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

with fever and tenderness of the abdomen. Re-EUS examination demonstrated 
a muddy aspect of the cyst suspecting an infection. we decided to perform a 
drainage with two double pigtail stents. the evolution was very favorable.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/7a040332-de9e-4a9a-8f23-40c2798b7e52/Uploads/19978_
infected_cyst %20final %20esge %2026.mpeg
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP718  When Diffuse Lymphadenopathies Mimic 
Lymphoma: A Diagnostic Pitfall
Authors  Hassine A1, Triki L1, Maris C2, Ilzkovitz M3, Pezzullo M4, 
Eisendrath P5, Arvanitakis M1, Fernandez y Viesca M6

Institutes  1  Department of Gastroenterology, Hepatopancreatology and 
Digestive Oncology, Erasme Hospital, HUB, Brussels, Belgium; 2  Pathology 
Department, Erasme Hospital, HUB, brussels, Belgium; 3  Department of 
Internal Medecine, Erasme Hospital, HUB, Bruxelles, Belgium; 
4  Department of Radiology, Erasme Hospital, HUB, Brussels, Belgium; 
5  CHU Saint-Pierre, Brussels, Belgium; 6  Department of Gastroenterology, 
Hepatopancreatology and Digestive Oncology, Erasme Hospital, HUB, 
Bruxelles, Belgium
DOI  10.1055/s-0046-1822045
Introduction  Whipple’s disease, caused by Tropheryma whipplei, is a rare mul-
tisystem infection. Although classically presenting with malabsorption or ar-
thralgia, atypical manifestations may mimic hematologic disorders, leading to 
diagnostic delay. Accurate diagnosis relies on integrating clinical, biochemical, 
imaging, histologic, and molecular findings [1]. We report a case of Whipple’s 
disease in which diffuse lymphadenopathies and marked inflammation initial-
ly raised concern for a lymphoproliferative disorder.
Case Description  A 39-year-old woman with perinatal hypoxic brain injury 
was referred for persistent systemic inflammation associated with chronic 
peri-umbilical pain, vomiting and a 20 kg weight loss over two years. Labora-
tory investigations demonstrated CRP up to 120 mg/L, ESR 115 mm/h, poly-
clonal hypergammaglobulinemia, elevated vitamin B12. Autoimmune work-up 
showed an elevated rheumatoid factor, while anti-CCP was negative and C3/
C4 levels were within normal range. Infectious work-up including blood cultures 
and Quantiferon was negative.
CT and PET-CT revealed multiple supraclavicular, mediastinal, mesenteric, and 
retroperitoneal lymphadenopathies with hypermetabolic activity suggesting 
lymphoma. Peripheral blood immunophenotyping identified a monoclonal 
B-cell population compatible with marginal zone lymphoma. Supraclavicular 
lymph node biopsy was unremarkable.
EUS showed a cluster of hyperechoic retroperitoneal mesenteric lymph nodes, 
the largest 2 cm near the SMV, sampled using FNB. Endoscopy revealed a 
brownish, atrophic duodenal mucosa with suspected lymphoid infiltration. 
Duodenal biopsies and lymph node FNB demonstrated numerous PAS- and 
PAS-diastase–positive macrophages. Molecular analysis and PCR on paraf-
fin-embedded material confirmed Tropheryma whipplei, establishing dissemi-
nated Whipple’s disease.
The patient was initiated on intravenous ceftriaxone for 14 days, followed by 
long-term oral doxycycline for 12 to 24 months.
Conclusion  This case illustrates an uncommon presentation of Whipple’s dis-
ease mimicking lymphoma and underlines the important role of endoscopy 
providing histology and PCR testing for Tropheryma whipplei in unexplained 
systemic inflammation and atypical lymphadenopathy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate bowel preparation is essential for high-quality colonoscopy, 
yet comparative data on preparation efficacy and tolerability in Middle Eastern 
populations remain limited. We compared commonly used bowel preparations 
in Lebanese clinical practice
Methods  This prospective, multi-center observational study enrolled 600 
patients undergoing elective colonoscopy at three Lebanese hospitals over six 
months. Patients received polyethylene glycol 4L (Klean-prep, n = 124), poly-
ethylene glycol 2L with ascorbic acid (Moviprep, n = 317), sodium picosulfate/
magnesium citrate (Picoprep, n = 136), or other preparations (n = 23). Primary 
outcome was preparation quality assessed by the Boston Bowel Preparation 
Scale (BBPS). Secondary outcomes included patient compliance ( ≥ 80 % con-
sumption), adverse effects, and willingness to repeat the same preparation. 
Chi-square tests and logistic regression identified factors associated with ade-
quate preparation (BBPS ≥ 6 with all segments ≥ 2).
Results  Overall, 91.3 % of patients achieved adequate preparation with no 
significant difference in mean BBPS scores between Moviprep (7.52 ± 1.63), 
Picoprep (7.60 ± 1.55), and Klean-prep (7.51 ± 1.64, p = 0.283). However, 
low-volume preparations demonstrated superior compliance (97.8 % vs 87.9 %, 
p < 0.001) and patient acceptance. Willingness to repeat was significantly high-
er for Moviprep (86 %) and Picoprep (74 %) versus Klean-prep (25 %, p < 0.001). 
Split-dosing improved compliance (p < 0.001) but did not significantly affect 
BBPS scores (p = 0.283). Independent predictors of inadequate preparation 
included constipation (p < 0.001), multiple comorbidities (p < 0.001), and reg-
ular laxative use (p < 0.001). Unexpectedly, inpatient status was associated with 
superior preparation quality (p < 0.001) [1–6].
Conclusions  While all preparations achieved high adequacy rates, low-volume 
PEG-based formulations offer superior patient tolerability and acceptance, which 
may enhance long-term screening adherence. Patient-specific factors including 
comorbidities and dietary compliance significantly impact preparation quality
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model: feasibility, safety and survival
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Aims  We showed that sugar augmented radiofrequency ablation (SARFA) ap-
plied to the pancreatic perivascular tissue in an ex vivo pancreas swine model 
showed controlled necrotic ablation due to induced sugar better heat conduc-
tivity using specific settings for 300 joules of energy [1–5].
Our aim is to show that endoscopic ultrasound SARFA (EUS-SARFA) performed 
in pancreatic perivascular space in a live swine model using specific RFA settings 
established in a previous ex-vivo experiment, allows a controlled necrotic ab-
lation without increasing perioperative morbidity and mortality related to 
pancreatic surgery (duodenopancreatectomy and left pancreatectomy).
Methods  EUS-SARFA was performed in the pancreatic parenchyma adjacent 
to the mesenteric and splenic vessels applying 300 joules of energy using dif-
ferent settings of power (Watts = w) and time (sec = s) in a live swine model.
In group 1 (n = 1) and group 2 (n = 4), EUS-SARFA was compared with EUS-saline-
RFA and EUS-RFA. These groups without survival had tested different settings 
with same energy. In group 3 (n = 3) with survival time of 2, 4 and 7 days (D2, 
D4 and D7) respectively, used EUS-SARFA was carried-on with prefered settings 
selected during the previous experiments. Then, surgery was performed start-
ing with duodenopancreatectomy followed 1 hour later by left pancreatectomy. 
In group 4 (n = 1) only surgery was performed.
CT scan 3 acquisitions and 1.5 Tesla magnetic resonance imaging (MRI) were 
carried-out before and after therapeutic EUS procedures. Each pancreatic spec-
imen was harvested separately at the end of the procedures for histopatholog-
ical examination.
Surgery was assessed with a pancreatic surgery difficulty score index and com-
pared with the control group 4 (n = 1) including duodenopancreatectomy fol-
lowed by left pancreatectomy.
Results  All procedures were successfully completed. CT-scan and MRI pe-
formed immediately after EUS-SARFA showed normal splenic and mesenteric 
vessels with a clear hypodense and non-enhancing demarcated area between 
them and the pancreatic gland due to ischemia of the perforant vessels. Histo-
pathological examination showed largest necrotic ablation volumes with SAR-
FA at 40wx7.5sec and 30wx10sec (300 joules) in non survival specimens when 
compared with saline-RFA and RFA alone. The survival group surgery at D4 and 
D7 showed pancreatic local necrosis, adiponecrosis and inflammatory reaction 
with focal venous thrombosis of small capillaries with more pronounced early 
fibrosis observed in at D7. Also, surgery at D7 was scored more difficult than 
surgery at D4 because of incipient fibrosis.
Finally, intraoperative or immediate postoperative complications for EUS-SAR-
FA where non observed, also EUS-SARFA did not increase perioperative mor-
bidity and mortality related to duodenopancreatectomy at D4 and D7 when 
compared with the control group 4. In the swine with surgery at D2 acute 

pancreatitis was confirmed after EUS-SARFA and total pancreatectomy was 
performed due to acute necrotic inflammation.
Conclusions  Pancreatic perivascular EUS-SARFA with specific settings at 300 
joules perfomed the same day before pancreatic surgery was an efficient and 
safe technique enabling a controlled necrotic ablation. This technique could 
be promising for treatment of pancreatic cancer.
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Abstract Text
Hybrid polypectomy techniques offer a practical balance between safety, effi-
ciency, and high-quality resection for intermediate and large colorectal lesions. 
We present two rectal polyp cases demonstrating complementary hybrid ap-
proaches. The first case features a 3-cm Paris Is, NICE 2 rectal polyp removed 
using the Precut-EMR technique: after submucosal injection, a circumferential 
incision is created with the tip of the snare, allowing placement of the snare 
into the groove and achieving en bloc resection. The second case shows a 2-cm 
LST-G-NM, NICE 2 lesion resected by Tip-in EMR, where a small mucosal incision 
on the oral side serves as an anchor to prevent slippage and facilitate en bloc 
capture. These hybrid methods are technically simpler than ESD, time-efficient, 
improve en bloc resection rates compared with conventional EMR, and are 
particularly useful for 15–30 mm polyps [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/0d8c13ec-307f-4df6-ba74-09eabf672904/Uploads/19978_
esge_2026.mp4
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Aims  Peroral endoscopic myotomy (POEM) is the treatment of choice for acha-
lasia; however, the development of gastroesophageal reflux disease (GERD) 
after the procedure is considered a limitation. In that regard, the aims of this 
study were:
a)  To assess the proportion of patients treated with POEM who require long-

term proton pump inhibitor (PPI) therapy ( > 12 months).
b)  To evaluate the rate of GERD during post-POEM follow-up.
Methods  We conducted a retrospective study of patients who underwent 
POEM between June 2018 and June 2024 in our center (terciary referral hospi-
tal for achalasia). We only included patiens with a minimum follow-up of 12 
months. GERD was defined as the presence of: a) typical symptoms, b) erosive 
esophagitis on endoscopy (Los Angeles Classification grade ≥ B), and/or c) ab-
normal pH monitoring (acid exposure time ≥ 6 % combined with manual inter-
pretation consistent with acidic reflux) [1].
Results  A total of 85 patients were included (57 % male; mean age 54 ± 15 
years). The baseline Eckardt score was 7 ± 2, decreasing to 1 ± 2 post-POEM 
(median follow-up 20 months, interquartile range (IQR) 13–37). Mean esoph-
ageal myotomy length was 6 ± 2 cm and gastric myotomy 2 ± 1 cm. Long-term, 
37 % of patients did not require PPIs, 34 % were on standard-dose PPIs, and 29 % 
on double-dose PPIs (mean follow-up 26 ± 16 months). Indications for main-
taining PPI therapy were: abnormal pH monitoring and/or esophagitis without 
GERD symptoms (49 %), abnormal pH monitoring and/or esophagitis with GERD 
symptoms (40 %), and symptoms alone without esophagitis or abnormal pH 
monitoring (11 %).A pathological pH monitoring result was documented in 48 % 
of patients during follow-up. At 3 months post-POEM, the esophagitis rate was 
31 % (20 % grade B, 10 % grade C, 1 % grade D), but it decreased to 13 % long-
term (11 % grade B, 2 % grade C; mean follow-up 22 ± 14 months).
Conclusions  More than one-third of patients do not require long-term PPI 
therapy after POEM. Post-POEM GERD is generally mild, minimally symptomat-
ic, and tends to decrease over time.
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Aims  Remimazolam is a novel, short-acting benzodiazepine with organ-inde-
pendent metabolism, offering rapid onset and fast recovery, making it well-suit-
ed for outpatient procedures. Its pharmacokinetic properties also make it an 
attractive candidate for patient-controlled sedation (PCS), enabling patients 

to self-titrate sedation within predefined limits for optimized, individualized 
dosing (Davodi J, et al. Journal of Patient Safety and Risk Management 2025). 
In this proof-of-concept study, we aimed to evaluate, for the first time, the 
feasibility, safety, and patient satisfaction of PCS with remimazolam during 
outpatient colonoscopy.
Methods  Ten randomly selected patients (median age 61 years, range 53–71; 
50 % female) scheduled for outpatient colonoscopy were enrolled. Indications 
included colorectal cancer screening due to positive fecal occult blood test 
(n = 7), inflammatory bowel disease surveillance (n = 2), and adenoma surveil-
lance (n = 1). PCS was delivered via an infusion pump (CADD-Solis, ICU Medical, 
San Clemente, USA), with an initial bolus of 5–7.5 mg remimazolam combined 
with 1 mg of alfentanil, followed by patient-activated 2.5 mg boluses with a 
2-minute lockout period. Vital signs (oxygen saturation, heart rate, respiratory 
rate, and non-invasive blood pressure) were continuously monitored. Any ad-
verse events were classified according to the international reporting tool on 
adverse events in sedation. Patient satisfaction was assessed post-procedure 
using a validated 5-point Likert scale.
Results  All ten colonoscopies were completed successfully. The median num-
ber of remimazolam boluses was 3.5 (range 0–7), corresponding to a median 
total dose of 14.0 mg (range 5.0–27.5 mg). The median procedure duration 
was 41 minutes (range 23–105). The safety profile of remimazolam was favora-
ble, and no serious adverse events occurred. Only minimal adverse events were 
observed in three patients (30 %), consisting of brief and transient oxygen de-
saturation, which resolved spontaneously. No clinically relevant effects on 
hemodynamic parameters were noted throughout the procedures, and no 
patients required airway support or reversal agents. One patient was trans-
ferred to the recovery room as a precaution due to subcutaneous infiltration 
at the infusion site; all others were discharged directly from the endoscopy 
room.
Overall patient satisfaction was high across all participants. All participants 
reported high or very high satisfaction with the sedation quality (median 5.0), 
pain relief (median 5.0), and anxiety reduction (median 5.0). Notably, all pa-
tients expressed high satisfaction with the ability to control their sedation 
levels, which is reflected in some patients opting to use fewer or no boluses 
than others. Satisfaction also appeared to be higher than what we have previ-
ously observed with nurse-administered propofol sedation (NAPS) in our ear-
lier study, which used identical questionaries (Steenholdt C, et al. Clinical Gas-
troenterology and Hepatology 2022; 559-568). Feedback from the 
endoscopists indicated that the sedation regimen provided satisfactory work-
ing conditions without compromising procedural quality.
This pilot experience also highlighted inter-patient variability in sedation needs. 
Some patients required few boluses, while others required more frequent dos-
ing, suggesting that a standardized protocol may not fit all. Factors such as 
anxiety level, frailty, previous procedural experience, or body weight may in-
fluence sedation demand, emphasizing the adaptability of PCS to individual 
needs.
Conclusions  PCS with remimazolam is a feasible, safe, and well-tolerated op-
tion for outpatient colonoscopy. The setup is straightforward, and the built-in 
lockout mechanism provides an inherent safety feature that helps prevent 
over-sedation. An antidote is also available if needed. This approach may reduce 
staff workload by allowing nurses to focus more on procedural assistance rath-
er than manually titrating sedatives. Unlike propofol, which is generally con-
traindicated in high ASA patients, PCS with remimazolam may be a promising 
option for frail individuals or patients who prefer to remain partially conscious 
during the procedure. Our proof-of-concept observations support the rationale 
for controlled trials to evaluate PCS with remimazolam as a potential alternative 
to current standards in endoscopic sedation.
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Abstract Text
A 76-year-old patient was referred to our center with Barrett`s esophagus 
(C14M14), esophageal stricture and recurrent early neoplasia. Prior to referral, 
she had undergone multiple endoscopic mucosal resections (EMR) for early 
Barrett`s neoplasia and subsequently developed a non-traversable mid-eso-
phageal stricture. A circumferential endoscopic submucosal dissection (ESD) 
of the entire Barrett`s segment including stricture resection was performed 
(Video 1). Histopathology revealed adenocarcinoma pT1a (m3), pNx, L0, Vo, 
G1, R0. The patient was discharged 48 hours on soft diet and oral prednisolone. 
Follow-up at 8 weeks demonstrated complete stricture resolution without 
cancer recurrence. In this case, residual multifocal dysplasia and early cancer 
after EMR was treated with salvage ESD. Concomitant stricture resection dur-
ing ESD led to complete resolution of stenosis.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/6a8f064f-5014-4777-a620-12d51ca1217d/Uploads/19978_
Barrett_zirkul %C3 %A4r %203min.mp4
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Background:Biliary cast syndrome (BCS) is a rare entity characterized by solid, 
branching casts conforming to the biliary ducts [1]. It is classically seen after 
liver transplantation [2], and its occurrence outside the transplant setting is 
particularly uncommon, with only isolated reports in patients with suspected 
or confirmed primary sclerosing cholangitis (PSC) [3, 4]. In these cases, the 
diagnosis can be challenging, especially when patients present with cholangi-
tis.
Case Presentation:A 50-year-old man was admitted for acute cholangitis in 
the context of newly suspected PSC. MRI showed discreet hepatic dysmorphia 
and a pruned-tree appearance of the biliary system, prompting endoscopic 
assessment.
Endoscopic Ultrasound (EUS):EUS revealed mildly dilated intrahepatic ducts 
and an irregular common bile duct containing dense, adherent material ex-
tending from the papilla to the biliary confluence. The exact nature of this 
material—stones, inflammatory debris, or cast-like elements—could not be 
clearly distinguished, but the extensive involvement suggested significant 
ductal inflammation. The pancreas and papilla appeared normal, and a small 
amount of perihepatic ascites was noted.
ERCP:Selective cannulation of the bile duct was easily achieved. The cholan-
giogram revealed a pronounced pruned-tree appearance of the intrahepatic 
ducts with numerous filling defects involving both lobar ducts and the main 
bile duct, raising suspicion for a mixture of stones and biliary casts. A sphinc-
terotomy was performed, and multiple stones and debris were successfully 
extracted using an extraction balloon. However, clearance remained incom-
plete, particularly in the intrahepatic ducts. To ensure sufficient drainage, plas-
tic stents (7 Fr × 15 cm) were placed in both the left and right hepatic ducts, 

and an 8.5 Fr × 12 cm stent was positioned in the main bile duct. A second ERCP 
with cholangioscopy and lithotripsy was scheduled to complete ductal clear-
ance.
Outcome:The patient improved clinically with resolution of cholangitis under 
antibiotic therapy and biliary drainage. He was discharged with planned fol-
low-up and staged therapeutic management.
Discussion:Although BCS is rare in non-transplant patients, it should be con-
sidered in individuals with suspected PSC presenting with severe or recurrent 
cholangitis. In this case, EUS and ERCP together clarified the intraductal pathol-
ogy and allowed partial clearance with effective decompression. Staged endo-
scopic therapy is often required, particularly when intrahepatic disease is ex-
tensive.
Conclusion:This case highlights a rare non-transplant presentation of biliary 
cast syndrome in a patient with suspected PSC. Endoscopic evaluation played 
an important role in establishing the diagnosis and providing initial manage-
ment, while planned staged treatment remains essential for complete biliary 
clearance and prevention of recurrence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Sa-Hong J., Ho-Cheol C., Sung-Eun P et al. A case of Biliary Cast Syn-
drome with cholangiocarcinoma-like lésion in a Patient with no History of 
Liver Transplantation. Medicina (Kaunas) 2023; 59 (7): 1272
[2]  O-nyoung K., Seung Hyun C., Chang Keun P. Biliary cast formation with 
sclerosing cholangitis in critically ill patient: case report and literature review. 
Korean J Radiol 2012; 13 (3): 358–62
[3]  Gor NV, Levy RM et al. Biliary cast syndrome following liver transplanta-
tion: Predictive factors and clinical outcomes. . Liver Transpl 2008; 14 (10): 
1466–72
[4]  Lemmers A., Pezzullo M., Hadefi A.et.al  Biliary cast syndrome after liver 
transplantation: A cholangiographic evolution study. J Gastroenterol Hepatol 
2021; 36 (5): 1366–1377

eP726V  Endoscopic ultrasound-guided radiofre-
quency ablation of a pheochromocytoma: a case 
report
Authors  Kovacevic B1, Vilmann P2, 1, Maegaard L1, Brink L1, Klose MC3, 
Knigge U3, Andreassen M3

Institutes  1  Department of Gastrointestinal and Hepatic Diseases, 
Copenhagen University Hospital – Herlev, Copenhagen, Denmark; 
2  Department of Clinical Medicine, University of Copenhagen, 
Copenhagen, Denmark; 3  Department of Nephrology and Endocrinology, 
Copenhagen University Hospital – Rigshospitalet, Copenhagen, Denmark
DOI  10.1055/s-0046-1822053
Abstract Text
A 67-year-old woman with prior right adrenalectomy for pheochromocytoma 
(2021; clear margins, low proliferation) presented with elevated plasma me-
tanephrines. F-18-DOPA PET/CT revealed a low-attenuating, DOPA-avid lesion 
in the left adrenal gland, suspicious of a pheochromocytoma. To avoid adrenal 
insufficiency, multidisciplinary evaluation favored EUS-guided radiofrequency 
ablation as an organ-preserving approach. EUS-RFA was performed using a 
dedicated system (EUSRA, Taewoong Medical, South Korea), with three energy 
applications. A transient hypertensive response occurred (systolic BP to 240 
mmHg), successfully managed with vasodilators. The patient remained hemo-
dynamically stable and was discharged the next day after uneventful recovery. 
This represents one of the first reported uses of EUS-RFA for this indication. 
Biochemical and radiologic follow-up outcomes will be presented at the con-
ference.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/656114f7-26a2-4050-907a-b446ceedac61/Uploads/19978_EUS-RFA_
PHEO.mp4
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Aims  This study aims to assess and compare the outcomes of EUS-GBD in 
patients presenting with acute cholecystitis (AC) versus those treated for 
non-cholecystitis indications (NC).
Methods  We conducted a retrospective single-center study including all con-
secutive patients who underwent EUS-GBD for any indication (AC or NC) be-
tween May 2020 and October 2025. We compared technical success—defined 
as appropriate LAMS placement within the gallbladder confirmed by EUS—clin-
ical success (based on clinical and laboratory improvement), adverse event (AE) 
rates, and mortality between the AC and NC groups. All procedures were per-
formed by an endoscopist (S.M) with advanced training in interventional EUS. 
Statistical analyses were performed using Jamovi software version 2.3.

▶Table 1	  Baseline Characteristics and procedural results of patients 
who underwent EUS-GB procedures

Varaible Value n( %)

Age (Years,Mean ± SD) 67.2 ± 15.3

Gender, male 25(65.8)

Indication

AC 25(65.8)

NC 13(34.2)

Symptomatic gallstones 6(15.8 %)

Malignant biliary obstruction 2(5.3)

Symptomatic common bile duct stones 1(2.6)

Gallstone pancreatitis 1(2.6)

Comorbidities

Cardiopathy 11(28.9)

Advanced Age 10(26.3)

Hepatopathy 5(12.2)

Other 6(15.8)

Material

Nagi 16mm 2(5.3)

Axios 10mm 18(47.4)

Axios 15mm 13(34.2)

Taewoong 16mm 5(13.2)

Location of the stent

Gastric wall 34(88.8)

Duodenum 4(11.2)

Adverse events 7(18.4)

AC 5(13.2)

NC 2(5.3)

Clinical Success 36(94.7)

Results  A total of 38 patients underwent EUS-GBD; 65.8 % were male, with a 
mean age of 67.2 ± 15.3 years. Overall, 65.8 % were treated for AC. NC indica-
tions included symptomatic gallstones (15.8 %), malignant biliary obstruction 
(5.3 %), symptomatic common bile duct stones (2.6 %), and gallstone pancre-
atitis (2.6 %). Most stents were deployed via a transgastric approach (88.8 %), 
with the remainder placed transduodenally (11.2 %). Technical success was 
100 % in both groups. AEs occurred in 18.4 % of cases: 13.2 % in the AC group 

and 5.3 % in the NC group (p = 0.728). Clinical success was achieved in 84.2 % 
of the cohort (▶Table 1). One patient died within one month of follow-up; both 
belonged to the NC group and had malignant biliary obstruction. Another pa-
tient, from the AC group, died within one month of follow-up.
Conclusions  EUS-GBD demonstrated excellent technical success and favorable 
clinical outcomes across both acute cholecystitis and non-cholecystitis indica-
tions. AE rates were low and comparable between groups. Overall, EUS-GBD 
appears to be a safe, effective, and versatile drainage strategy not only for acute 
cholecystitis but also for selected non-cholecystitis conditions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Background:  Enterolithiasis refers to the formation of hard intraluminal mass-
es within the gastrointestinal tract and may lead to obstruction. Enteroliths are 
categorized as primary or secondary. Primary enteroliths originate within the 
bowel and are classified as true or false, depending on their composition and 
formation. True enteroliths arise in areas of anatomical alteration and stasis, 
and their chemical composition depends on location—distal small bowel stones 
typically contain calcium phosphate or oxalate. They are most frequently as-
sociated with prior intestinal surgery or stricturing Crohn’s disease (CD). Al-
though rare, enteroliths can cause acute large bowel obstruction [1–3].
Case presentation:  A 58-year-old female presented with a four-week history 
of diarrhea, nausea, and acute onset of fever and chills. She had previously 
undergone partial large bowel resection with a caeco-sigmoid anastomosis due 
to obstruction caused by multiple intramucosal lipomas, followed by balloon 
dilatation of the anastomosis five years later for symptomatic stenosis. Clinical 
examination revealed fever and abdominal distension with diffuse tenderness 
and hyperactive bowel sounds. Abdominal X-ray showed a 6 cm colonic loop 
in the right lower quadrant, borderline dilated small bowel loops, and a ~40 
mm calcified pelvic mass. Computed tomography (CT) confirmed cecal ob-
struction and identified an additional 20 mm calcified lesion, without signs of 
perforation. Suspecting anastomotic stenosis, colonoscopy with planned bal-
loon dilation was performed. It revealed a stenotic anastomosis with an 8 mm 
lumen, successfully dilated to 12 mm. Advancement of the therapeutic gastro-
scope allowed visualization of a large enterolith. Ulcerations were observed at 
the ileocaecal valve and terminal ileum; biopsies were taken. The enterolith 
was identified as the likely cause of obstruction, and endoscopic lithotripsy was 
attempted. Fragmentation was challenging due to the stone’s hardness, result-
ing in multiple lithotriptor wire failures. The second calcified lesion was not 
detected endoscopically. Following the procedure, symptoms rapidly resolved, 
and the patient was discharged on day four. Stone analysis confirmed calcium 
phosphate composition. Histology of ileal biopsies demonstrated features con-
sistent with CD. At three-week follow-up, the patient remained asymptomatic, 
and a second colonoscopy was arranged to treat the remaining stone.
Conclusion:  This case illustrates a rare presentation of primary true entero-
lithiasis causing large bowel obstruction in a patient with a history of bowel 
resection and newly diagnosed CD. Endoscopic intervention successfully re-
lieved the obstruction and avoided surgical management. Given the anatom-
ical alteration and underlying CD, recurrence risk remains significant. Careful 
endoscopic follow-up is warranted. Prompt recognition of enterolithiasis, es-
pecially in post-surgical or CD patients, is essential, as timely endoscopic ther-
apy may provide a minimally invasive and effective treatment alternative.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Urgent colonoscopy is recommended during hospitalization for acute 
lower gastrointestinal bleeding (LGIB), but current guidelines still advocate 
large-volume polyethylene glycol (PEG) lavage (4–6 L), which is often poorly 
tolerated in elderly or frail patients. Evidence supporting low- or ultra–low-vol-
ume regimens in this setting is scarce. This study aimed to evaluate the feasi-
bility, bowel cleanliness and diagnostic performance of an ultra–low-volume 
preparation in patients undergoing urgent colonoscopy for acute LGIB. We also 
assessed whether bowel preparation quality differed across demographic sub-
groups and analysed the impact of colonoscopy timing ( ≤ 24 h vs > 24 h) on 
diagnostic yield.
Methods  We conducted a retrospective real-world cohort study including all 
consecutive patients who underwent urgent colonoscopy for acute LGIB at the 
Gastroenterology Unit of Santa Maria della Misericordia Hospital, Udine, from 
September 2024 to September 2025. The bowel preparation consisted of a 
rapid ultra–low-volume regimen (1-L PEG/ascorbate regimen). Demographics, 
comorbidities, haemoglobin, Shock Index, Oakland score, timing of colonos-
copy, bowel cleanliness (Boston Bowel Preparation Scale, BBPS) and endoscop-
ic outcomes were extracted from electronic records. Bowel preparation ade-
quacy was defined as BBPS ≥ 6. Statistical analyses included χ²/Fisher’s exact 
test, Mann–Whitney U test, and multivariable logistic regression to identify 
predictors of bowel cleanliness and diagnostic yield.
Results  Eighty-nine patients were included (median age 74 years; high comor-
bidity burden in 87.6 %; antithrombotic therapy in 39.3 %). Colonoscopy was 
performed < 12 h in 29.2 %, 12–24 h in 22.5 %, and > 24 h in 48.3 % of cases.
Bowel cleanliness was adequate in 56/85 patients (65.9 %), with a median BBPS 
of 6. Toilettes were comparable across age groups, including patients > 80 years 
(p = 0.666), and across BMI categories (p = 0.209). Comorbidities were associ-
ated with a higher rate of inadequate preparation (adequate 100 % in patients 
without comorbidities vs 61 % with comorbidities; Fisher p = 0.014), although 
this association lost significance in multivariate analysis.Bowel cleanliness did 
not differ significantly between colonoscopies performed ≤ 24 h and > 24 h 
(BBPS median 6 vs 6; p = 0.346).The overall diagnostic yield was 68.5 %, and 
endoscopic therapy was performed in 24.7 %. In unadjusted analyses, proce-
dures performed > 24 h appeared more frequently positive; however, after 
adjustment for haemoglobin and clinical severity, colonoscopy ≤ 24 h was in-
dependently associated with higher diagnostic yield (OR ≈ 3.5; p = 0.049). Bow-
el preparation quality did not significantly influence the ability to deliver endo-
scopic therapy (p = 0.432).
Conclusions  Ultra–low-volume bowel preparation was feasible and generally 
effective in a real-world population of elderly and comorbid patients with acute 
LGIB, achieving adequate cleanliness in two-thirds of cases and maintaining 
stable performance across age and BMI subgroups. Importantly, early colonos-
copy ( ≤ 24 h) improved diagnostic yield without compromising bowel cleanli-

ness. Compared with standard high-volume lavage and conventional low-vol-
ume PEG regimens, the ultra–low-volume preparation demonstrated 
comparable feasibility and acceptable cleanliness in a frail, highly comorbid 
population, suggesting that reduced-volume strategies may offer a practical 
and better-tolerated alternative in the urgent LGIB setting without compro-
mising diagnostic performance. Prospective comparative studies against stand-
ard and low-volume PEG regimens are warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Peutz–Jeghers syndrome (PJS) is traditionally managed with 
structured endoscopic surveillance targeting hamartomatous polyposis and 
the prevention of small-bowel obstruction. Conversely, despite a markedly 
elevated lifetime risk of pancreatic ductal adenocarcinoma (PDAC), pancreatic 
screening practices remain heterogeneous, and consensus on optimal imaging 
modalities or surveillance intervals is lacking. This discrepancy may lead clinicians 
to focus predominantly on gastrointestinal polyp management while inadvertent-
ly underrecognizing the pancreatic component of the syndrome [1].
Case Presentation  A 44-year-old patient with PJS was initially diagnosed fol-
lowing segmental small-bowel resection for acute intestinal obstruction, with 
pathology confirming multiple hamartomatous polyps > 2 cm. Serial colonos-
copies, upper endoscopies, and double-balloon enteroscopies over subsequent 
years consistently demonstrated recurrent hamartomatous polyps in the jeju-
num, duodenum, and colon without dysplasia. Entero-MRI examinations some 
years later showed jejunal polyps < 2 cm with no suspicious features. The patient 
presented with mild acute pancreatitis. Laboratory workup ruled out biliary, 
alcoholic, metabolic, autoimmune, and viral causes. CT confirmed acute 
edematous pancreatitis. A dedicated pancreatic MRI demonstrated dilation of 
the main pancreatic duct with abrupt corporeo-caudal stricture, secondary 
duct ectasia and focal parenchymal signal alteration. CA 19-9 raised up to 442 
kU/L Endoscopic ultrasound identified a 20-mm hypoechoic lesion in the pan-
creatic body causing ductal narrowing with mild upstream dilatation, along 
with several distal microcysts. Fine-needle biopsy confirmed PDAC. Retrospec-
tive review of prior abdominal imaging (entero-MRI) revealed 2 cystic lesions 
in the pancreatic body suggestive of branch-duct IPMN. The patient underwent 
left pancreatectomy with splenectomy. Histopathologic staging showed pT-
2N1M0 PDAC, BRCA wild-type and KRAS-mutated. Postoperative management 
included adjuvant FOLFIRINOX chemotherapy
Conclusion  This case illustrates how the dominant focus on hamartomatous 
polyposis in PJS may mask the substantial risk of PDAC, leading to delayed 
recognition of pancreatic malignancy. The absence of harmonized, evi-
dence-based pancreatic surveillance protocols persists despite the well-estab-
lished high-risk profile of these patients. Our case underlines the need to 
re-evaluate existing surveillance frameworks and supports the integration of 
structured MRI- and EUS-based pancreatic screening to enable earlier detection 
and ultimately improve outcomes in individuals with PJS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Vedolizumab is an established treatment for inflammatory bowel disease 
(IBD). Loss of response is occasionally encountered. Data regarding dose inten-
sification are limited1. Aim of the study was to evaluate the effectiveness of 
interval shortening for intravenous vedolizumab (300mg/4 weeks).
Methods  Data were collected retrospectively from patients’ medical records, 
in two Greek tertiary centers. All patients received IV vedolizumab every 4 
weeks. Endoscopic and biochemical response was evaluated at 12 months. The 
intervention was considered successful if treatment was maintained, whereas 
failure was defined as the need to either switch or operate.
Results  Twenty-one patients [14 (66.7 %) men, median age 53 years (range: 
25-85 years)] were included. 15 (71.4 %) with ulcerative colitis (UC), 4 (19.1 %) 
with Crohn's (CD) and 2 (9.5 %) with pouchitis. UC patients: 10 (66.6 %) with 
left-sided colitis (E2) and 5 (33.3 %) with extensive disease (E3). All CD patients 
had ileocolitis (L3), whereas two (50 %) had stenotic phenotype and two (50 %) 
perianal involvement. Previous treatments: 5-ASA and corticosteroids (95.2 %), 
immunosuppressants (38.1 %) and biologics (57.1 %). Vedolizumab was offered 
as 1st, 2nd and 3rd line treatment in 9, 3 and 9 patients, respectively. Dose in-
tensification was employed after a median duration of 33 months for UC (IQR: 
41) and 19.5 months for CD (IQR: 35) (p = 0.41). The intensified scheme was 
applied for a median of 9 months in CD {IQR: 24.5, range 3–48} and 7.5 months 
in UC {IQR 10, range 3-58, (p = 0.98)}. Endoscopic Mayo score decreased from 
2.35 to 0.88 and the effect was significant (p = 0.001, r = 0.79). The mean CRP 
value decreased significantly from 1.42 to 0.44 (p = 0.007). Intensification was 
successful in fourteen (66.7 %) cases (11 UC, 2 CD and one pouchitis). Seven 
patients failed and switched to another biologic. None underwent surgery. No 
treatment-related adverse events were observed.
Conclusions  Vedolizumab intensification scheme was successfully maintained 
for the majority of IBD patients, beyond six months. The endoscopic and bio-
chemical responses were both significant.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Endoscopic ultrasound (EUS)-guided drainage of peripancreat-
ic collections has become the standard approach following the development 
of lumen-apposing metal stents (LAMS). Until now, only a single "free-hands" 
deployment model of this type of stent was available; the Z-EUS IT model by 
Hanarostent has been recently commercialized.

Case Report  We present the case of a 60-year-old male with an episode of 
severe necrotizing acute pancreatitis and subsequent development of an 80 x 
100 mm peripancreatic pseudocyst in the body of the pancreas, which was 
communicating with the main pancreatic duct. A cholangio-MRI also showed 
compression of the splenic vein and ductal disconnection syndrome.
Endoscopy  EUS was performed, confirming the well-defined wall of the pseu-
docyst and the absence of interposed vessels along the needle path. EUS-guid-
ed cystogastrostomy was performed using a 14 x 20 mm Z-EUS IT lumen-ap-
posing metal stent via a "free-hands" technique, under endoscopic ultrasound 
and fluoroscopic guidance, confirming its successful deployment. Abundant 
liquid content was observed draining into the stomach. Subsequently, a 7 Fr x 
5 cm double pigtail plastic stent was telescopically placed inside the LAMS 
without complications, and the patient was discharged 24 hours later.
A control MRI performed at 4 weeks showed complete resolution of the pseu-
docyst, and the LAMS was removed using the stent retrieval thread with for-
ceps, without incidents. Three months later, we confirmed no pseudocyst re-
currence performing a CT scan.
Comment  The new "free-hands" Z-EUS IT lumen-apposing metal stent is easy 
to use and effective for EUS-guided drainage of peripancreatic collections. Dif-
ferent sizes are available than those previously commercialized, what can be 
useful in selected patients. Additionally, it has a retrieval thread to make easier 
its removal.
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AimsHelicobacter pylori is a common infection linked to dyspepsia, peptic ulcer 
disease, and gastric cancer. The rapid urease test (RUT) is widely used for diag-
nosis, but its accuracy is influenced by proton pump inhibitor (PPI) use and site 
of gastric sampling. This study aimed to evaluate the effect of PPI use on RUT 
positivity, compare detection rates between corpus and incisura, and deter-
mine the incremental value of dual-site sampling.
Methods  We conducted a single-center observational study of 503 adult pa-
tients undergoing upper gastrointestinal endoscopy for dyspepsia. RUT was 
performed from the gastric corpus and incisura using identical kits. Clinical 
data, including PPI use, demographics, and symptoms, were recorded. Statis-
tical analyses included Chi-square tests, McNemar’s test, Cohen’s kappa, and 
logistic regression.
Results  Overall H. pylori prevalence by RUT was 25.4 %. Positivity was 22.7 % 
from corpus, 18.9 % from incisura, and 25.4 % when either site was positive. 
Corpus positivity was significantly higher than incisura (McNemar’s χ² = 6.89, 
p = 0.009). Dual-site sampling significantly increased detection compared to 
corpus alone (25.4 % vs 22.7 %, McNemar’s χ² = 12.07, p = 0.0005). If only corpus 
was sampled, 10.9 % of positive cases would have been missed; if only incisura 
was sampled, 25.8 % would have been missed. Agreement between corpus and 
incisura was good (κ = 0.717). PPI use reduced incisura positivity (p = 0.02) but 
not corpus (p = 0.09). On subgroup analysis, the incremental benefit of dual-site 
sampling was more pronounced in PPI users (p = 0.023). RUT positivity was 
associated with male gender (p = 0.038) and younger age (p = 0.046).
Conclusions  Dual-site RUT sampling improves detection of H. pylori, especial-
ly in patients on PPIs, and reduces false negatives compared with single-site 
testing. Corpus alone performs better than incisura, but dual-site testing should 
be considered in routine clinical practice to maximize diagnostic accuracy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP734  Gastric Neuroendocrine Neoplasms: Insights 
From a 15-Year Cohort
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Aims  Gastric neuroendocrine neoplasms (g-NENs) include heterogeneous 
entities with distinct etiological, biological and clinical profiles. Type 1 g-NENs 
are classically associated with autoimmune chronic atrophic gastritis, whereas 
type 3 lesions behave more aggressively with higher metastatic potential. Long-
term European real-world data remain limited. This study aimed to describe 
the epidemiology, autoimmune background, treatment strategies and out-
comes of g-NENs diagnosed over 15 years at a high-volume Italian tertiary 
center, and to compare risk factors for recurrence and metastatic spread.
Methods  We performed a retrospective observational cohort study including 
all consecutive patients diagnosed with g-NENs at the Gastroenterology Unit, 
Santa Maria della Misericordia Hospital, Udine (Italy) between 2010 and 2025. 
Clinical, biochemical, endoscopic, histological and therapeutic data were re-
trieved from electronic records. Variables included demographics, autoimmune 
markers (APCA), presence of autoimmune atrophic gastritis (AAG), tumor lo-
cation, size, Ki-67, grading, treatment modality, recurrence, lymph-node in-
volvement and distant metastasis. Statistical analyses included chi-square/Fish-
er’s exact test, Mann–Whitney U test and odds ratios with 95 % confidence 
intervals.
Results  Thirty patients were included (66.7 % male; mean age 68.8 ± 11.3 
years). Autoimmune disorders were present in 54.2 %, AAG in 36.7 % and APCA 
positivity in 36.7 %. Strong associations emerged between type 1 g-NENs and 
AAG (10/11 with AAG; p < 0.001; OR 10.0) as well as APCA positivity (10/11 
APCA + ; p = 0.002; OR 28.0). Half of the cohort had type 1 g-NENs (n = 15) and 
half type 3 (n = 15). Type 1 patients were significantly younger than type 3 
(64.7 ± 10.6 vs 72.9 ± 10.5 years; p = 0.019).Overall, 63.6 % of tumors were G1, 
22.7 % G2 and 13.6 % G3/NEC. Mean lesion size was 12.7 ± 8.4 mm (median 10 
mm). Lymph-node metastases occurred in 3/30 patients (10 %), and distant 
metastasis in 1 patient (3.3 %), exclusively in tumors with very high Ki-67 (90–
100 %; p = 0.024) and larger size (p = 0.018).Treatment consisted of endoscop-
ic resection in 55.6 % and surgery in 29.6 %; type 1 lesions showed a non-sig-
nificant trend toward less surgery (p = 0.678). Local recurrence occurred in 3/29 
patients (10.3 %), all intragastric and manageable endoscopically. No tumor-re-
lated deaths were observed during available follow-up.
Conclusions  This long-term experience confirms the distinct biological be-
haviors of gastric NENs, with indolent type 1 lesions linked to autoimmunity 
and more aggressive type 3 tumors associated with high proliferative index and 
metastatic risk. The strong link between AAG/APCA positivity and type 1 g-NEN 
supports the role of autoimmune biomarkers in diagnostic classification. En-
doscopic therapy was effective and safe in most low-risk lesions, while high-
grade or large type 3 tumors required surgical management. Recurrence was 
infrequent and locally manageable.These findings align with current ENETS 
guidance and highlight the need for structured long-term endoscopic surveil-
lance in AAG-associated type 1 NENs, and for early multidisciplinary evaluation 
in type 3 disease. Prospective multicenter studies with standardized follow-up 
intervals are warranted to refine prognostic stratification and optimize treat-
ment pathways.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP735  Permanent EUS-gallbaldder drainage in 
high-risk patients after acute cholecystitis: a double 
center experience
Authors  Conti CB, Redaelli AE1, Occhipinti V2, Mulinacci G1, Maino M1, 
Frego R1, Ripamonti I1, Greco S2, Dinelli ME1

Institutes  1  San Gerardo Hospital Monza, Monza, Italy; 2  Endoscopy Unit, 
Internal Medicine Department, ASST Papa Giovanni XXIII, Bergamo, Italy
DOI  10.1055/s-0046-1822062
Aims  Therapeutic endoscopic ultrasonography (EUS) has become an essential 
tool in the management of gallbladder diseases. EUS-guided gallbladder drain-
age (EUS-GBD) using lumen-apposing metal stents (LAMS) have demonstrated 
efficacy and safety in the treatment of acute cholecystitis (AC) in patients unfit 
for surgery. With the progressive aging of the population and the rise of com-
plex comorbidities, the number of individuals unfit for cholecystectomy is in-
creasing. The role of permanent EUS-GBD remains insufficiently defined. We 
aim to describe a double center experience with permanent EUS-GBD following 
at least one episode of AC, in patients unfit for cholecystectomy [1–3].
Methods  Observational study. We prospectively collected data from all pa-
tients undergoing permanent EUS-GBD between 2023 and 2025. Demograph-
ics, comorbidities, technical, clinical outcomes and follow-up data were col-
lected. Descriptive analyses were performed by reporting mean and standard 
deviation for continuous variables and frequencies with percentages for cate-
gorical variables.
Results  A total of 41 patients were included (44 % female). All had experienced 
one or more episodes of AC prior to the procedure. EUS-GBD was performed 
within 3 days of the AC episode in 76 % of patients, and within one month in 
the remaining 24 %. Two patients (6 %) underwent EUS-GBD following percu-
taneous drainage. LAMS size were 10 x 10 mm or 10 x 15 mm. 21 patients (51 %) 
required ERCP for cholangitis:10 in the same week as EUS-GBD, 5 within the 
preceding month, and 6 more than one month before the procedure. We re-
ported one case of LAMS maldeployment (2 %) that was successfully, conserv-
atively managed.
Comorbidity burden was high: 37 % of patients were ASA IV, 54 % ASA III, and 
9 % ASA II. Mean age was 78 ± 11.2 years, 34 % of the patients were > 85 years 
old, including all the ASA II patients. Five people (12 %) had Child-Pugh B or C 
cirrhosis, 29 % NYHA III stage, 34 % advanced neoplasia, and 15 % had severe 
obesity. 30-days mortality was 0 %. Three patients (7 %) developed cholecysti-
tis between 30 and 60 days after LAMS placement, in all cases conservatively 
treated.
Conclusions  Permanent EUS-GBD represents a safe and effective therapeutic 
option for patients not candidates for cholecystectomy due to severe condi-
tions. It can be performed during the acute phase of AC or in an elective setting 
after clinical resolution. Despite of the need of longer follow up and larger se-
ries, data support the consideration of EUS-GBD as a long-term management 
strategy in presence of advanced age, severe comorbidities, high ASA class.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Lymphoma: A Rare Case Report
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IntroductionPrimary mucosa-associated lymphoid tissue (MALT) lymphoma 
rarely arises at the gastroesophageal junction (GEJ). Subepithelial presentation 
is particularly uncommon and often misclassified as a mesenchymal tumor. 
Because GEJ subepithelial lesions are frequently presumed to represent GISTs 
or leiomyomas, lymphoid neoplasms may escape early consideration. We pres-
ent a rare case of a GEJ subepithelial lesion originating from the muscularis 
mucosae, ultimately diagnosed as primary MALT lymphoma, emphasizing the 
diagnostic value of EUS-guided deep-tissue sampling [1–5].
Case DescriptionA 68-year-old man was evaluated for an incidentally identified 
GEJ subepithelial lesion. Endoscopy demonstrated a smooth, intact mucosal 
surface over a well-defined 23 × 10 mm mass. Endoscopic ultrasonography 
revealed a homogeneous, hypoechoic lesion confined to the muscularis mu-
cosae, without perigastric lymph nodes. The differential diagnosis included 
gastrointestinal stromal tumor, leiomyoma, neuroendocrine tumor, and lym-
phoid neoplasia. EUS-guided tissue acquisition was performed using a 22-gauge 
fine-needle biopsy (FNB).
Histopathology revealed dense CD20( + )/CD3(–) B-cell infiltration, LCA( + ), 
with absence of epithelial or neuroendocrine markers (Pankeratin–, Chromo-
granin A–, CD56–). Hematopathology demonstrated a monomorphic popula-
tion of small B-cells expressing CD20 and bcl-2, negative for CD5, CD23, and 
Cyclin-D1, with a low proliferative index (Ki-67 ≈ 10 %). These findings support-
ed a diagnosis of primary MALT lymphoma. Staging CT identified no systemic 
disease, consistent with localized lymphoma.
DiscussionMALT lymphoma at the GEJ is exceptionally rare, and subepithelial 
morphology poses a diagnostic pitfall because EUS features may overlap with 
GIST or leiomyoma. High-resolution EUS is essential for characterizing the lay-
er of origin, while FNB provides adequate deep-tissue samples crucial for im-
munophenotyping. The immunoprofile—CD20( + ), bcl-2( + ), Cyclin-D1(–), 
CD5(–), CD23(–)—allows differentiation from mantle cell and follicular lympho-
mas. Early diagnosis is clinically relevant, because localized disease carries an 
excellent prognosis and can be managed with organ-preserving therapeutic 
strategies.
ConclusionThis case illustrates a rare GEJ MALT lymphoma mimicking a mes-
enchymal subepithelial lesion. Accurate diagnosis required correlation of en-
doscopic appearance, EUS characterization, and targeted FNB with detailed 
immunohistochemistry. Lymphoid neoplasms, although rare, should be includ-
ed in the differential diagnosis of GEJ subepithelial lesions, particularly those 
arising from the muscularis mucosae.
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Aims  Increasing numbers of early rectal cancers are detected due to improved 
screening. MRI can assist in selecting lesions suitable for endoscopic resection 
[1]. At our institution, all suspicious rectal lesions undergo MRI assessment. We 
aimed to evaluate the accuracy of MRI in predicting the depth of submucosal 
invasion in early rectal cancers.
Methods  We conducted a retrospective study of T1/2 rectal cancers managed 
by endoscopic submucosal dissection between October 2019 and October 
2025. Each MRI scan was independently reviewed by two radiologists, both 
blinded to endoscopic and histological findings. Radiologists assigned T-stage 
based on predefined MRI criteria: absence of submucosal invasion (T0); sub-
mucosa ≥ 1mm with intact muscularis propria (MP) (T1 sm1/2); submuco-
sa < 1mm but with ≥ 1mm intact MP (T1 sm3/early T2); or deep invasion char-
acterised by < 1mm intact MP or extension beyond it (deep T2/T3). 
Radiological staging was compared with final histology and Japan NBI expert 
team (JNET) or Kudo based optical assessment. Categorical variables were an-
alysed using χ² testing, continuous variables with the Mann–Whitney U test, 
and inter-radiologist agreement using Cohen’s kappa (κ).
Results  Of the 21 cases identified, 13/21 (63 %) had at least one technical issue. 
Motion artefact was the most common issue (8/13, 62 %), followed by inade-
quate distension (3/13, 23 %), absence of a true short-axis imaging (3/13, 23 %), 
incomplete coverage (3/13, 23 %) and faecal residue (1/13, 8 %). However, this 
did not appear to affect diagnostic performance: MRI correctly staged 6/8 (75 %) 
scans without technical issues and 11/13 (85 %) with issues. Overall, one or both 
radiologists correctly staged 17/21 cases (81 %). All radiologists correctly iden-
tified lesions with ≥ 1mm preserved MP which is a key determinant for endo-
scopic resectability. Staging concordance between radiologists was 13/21 
(62 %) consistent with moderate agreement (κ = 0.48).
Optical assessment was then compared with MRI and histology. JNET 2B lesions 
were all T1 on histology except one T2 case, yet MRI overstaged 4/7 cases 
(57 %), indicating a conservative bias for superficial disease. JNET 3 lesions 
showed strong alignment between all modalities, with MRI correctly staging 
5/6 cases (83 %). Kudo IV lesions were heterogenous, including overstaging of 
one Tis lesion. Among Kudo V lesions, histological depth varied; MRI correctly 
staged 5/6 cases (83 %) and overstaged one case with no understaging. Overall, 
optical assessment correlated more closely with histology for superficial dis-
ease, but MRI performed best for lesions with deeper invasion. MRI tended to 
overstage disease compared with final histology (9/21; 43 %), with no instanc-
es of understaging (▶Table 1).
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▶Table 1	  summarises clinical and procedural characteristics stratified 
by MRI accuracy.

MRI Staging p value 

Correct 
N = 17 

Incorrect 
N = 4 

Age (median) 67.5 65.0 1.00 

Sex Male, N ( %) 10 (58.8) 3 (75.0) 0.50 

Female, N 
( %) 

7 (41.2) 1 (25.0) 

Lesion size in 
mm (median) 

32.5 40.5 1.00 

Location Upper 
rectum, N 
( %) 

7 (41.2) 1 (25.0) 0.66 

Lower 
rectum, N 
( %) 

10 (58.8) 3 (75.0) 

Morphology LST-NG, N 
( %) 

9 (52.9) 1 (25.0) 0.59 

LST-G mixed 
nodular 
type, N ( %) 

8 (47.7) 3 (75.0) 

Procedural duration in minutes 
(median) 

133.5 178.0 0.09

There were no identifiable predictors of correct staging (all p > 0.05).

Conclusions  MRI demonstrated high accuracy in identifying early rectal can-
cers suitable for endoscopic resection, with excellent sensitivity for detecting 
preserved MP. Accuracy was unaffected by frequent technical issues, although 
inter-radiologist agreement was moderate and MRI consistently overstaged 
disease. Optical assessment corresponded more closely to histology for super-
ficial disease, whereas MRI performed best for deeper lesions. MRI is a safe and 
conservative staging tool, with scope for improvement through targeted MDT 
feedback.
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Abstract Text
Bouveret’s syndrome (BS) is a rare form of gallstone ileus that can result in 
benign gastric outlet obstruction (GOO). It occurs when a gallstone migrates 

through the cystic wall, forming a cholecystoenteric fistula with subsequent 
impaction of the calculous material in the duodenal lumen. [1–3]
We report the case of an 80-year-old woman presenting with chronic abdom-
inal pain, weight loss, and sudden-onset vomiting. Initial evaluation was chal-
lenging due to cognitive impairment and early dementia. However, blood tests 
and computed tomography (CT) imaging revealed a 50 mm gallstone impact-
ed in the duodenal bulb, associated with acute cholecystitis. CT additionally 
showed gastric dilation secondary to duodenal obstruction. Although BS has 
traditionally been managed surgically, often requiring laparotomy and limited 
small-bowel resection, the patient’s frailty prompted a multidisciplinary deci-
sion to pursue a less invasive endoscopic approach. [4]
Initial management included nasogastric decompression and intravenous pro-
ton-pump inhibitor therapy. Subsequent upper gastrointestinal endoscopy 
confirmed the presence of food debris in the stomach and a 50 mm impacted 
gallstone obstructing the pyloric outlet. Electrohydraulic lithotripsy (EHL) was 
performed under direct endoscopic visualization using a high-power setting 
(pulse level 15) to facilitate fragmentation.
Given the substantial size and calcified consistency of the stone, all eight EHL 
probes available in our center were used during the first session, achieving 
partial fragmentation and permitting advancement of the endoscope into the 
second portion of the duodenum. A second procedure was performed 48 hours 
later, resulting in complete fragmentation. Stone debris and fragments were 
extracted using a polyp retrieval net and standard polypectomy snare. The 
cumulative procedure time was approximately three hours, requiring a total of 
12 probes. After stone extraction, two large, round Forrest III ulcers were iden-
tified on the lateral wall of the duodenal bulb, while the opening of the cystic 
duct with adjacent cholecystic mucosa was visualized on the medial wall. Clin-
ical and endoscopic follow-up at ten days confirmed complete symptom reso-
lution, successful clearance of all stone material, and healing of the duodenal 
ulcers. This case demonstrates successful endoscopic management of duode-
nal Bouveret’s syndrome in a frail, surgically ineligible geriatric patient.
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Aims  Colorectal endoscopic submucosal dissection (ESD) allows en-bloc re-
moval of early neoplastic lesions but remains technically demanding in Western 
non-academic settings, where exposure to high-volume training is limited. This 
study aimed to evaluate learning progression and performance determinants 
of untutored colorectal ESD in a European non-academic center.
Methods  This retrospective cohort included all consecutive colorectal ESD 
procedures performed by a single operator from March 2016 to October 2025. 
Demographic, lesion, and procedural data were prospectively collected. Learn-
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ing-curve assessment used case-by-case speed analysis and linear regression. 
The operator’s concurrent experience with additional third-space endoscopy 
procedures was also considered. Adverse events were classified by ASGE sever-
ity criteria and categorized as mild, moderate, severe, or fatal and immediate 
or delayed.
Results  A total of 114 colorectal ESDs were performed (mean age 66.5 ± 12.0 
years; 56.5 % male). Key outcomes included: median lesion size 11.2cm (range 
0.36–89.25), median max diameter 4.0cm (range 0.6— 10.5), median dissec-
tion speed 7.5cm /hour (range 1–48), high en-bloc and R0 resection rates 
(97.3 % and 93.8 %) and overall complication rate 13.2 % (3.6 % perforation rate), 
including two macro-perforations (the only treated surgically), two micro-per-
forations, four early and two delayed bleeding events and three strictures. The 
learning curve showed speed increasing progressively from cases 20–60 and 
peaking at 70–90 (cumulative experience from additional third-space endos-
copy procedures, ~70 and ~50 cases during these respective periods). Dissec-
tion speed reached above 9 cm /hour after 30 colorectal ESD cases and became 
consistent after 60-70. Significant location-based differences were observed 
in lesion size (p = 0.036), dissection speed (p = 0.02), circumferential involve-
ment (p = 0.001), and perforation rates (p = 0.04), with rectal and sigmoid le-
sions showing higher adjusted speeds and right-sided lesions being more 
challenging. En-bloc and R0 rates did not differ by location. Complications 
clustered between cases 15–30 before declining after case 35, reflecting an 
initial learning-curve vulnerability followed by sustained proficiency.
Conclusions  In this single-operator European cohort, colorectal ESD exhibited 
a clear learning curve, with early variability progressively replaced by stable 
improvements in dissection speed and procedural efficiency, while en-bloc and 
R0 rates remained consistently high. When colorectal ESDs were combined 
with other ESD-related procedures, the broader technical exposure likely ac-
celerated skill acquisition. Consequently, the true proficiency threshold for 
colorectal ESD is likely higher than the apparent cutoff observed here, with at 
least 100 procedures required to achieve an expert level.
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Abstract Text
A 65-year-old woman with pancreatic adenocarcinoma s/p Whipple and Roux-
en-Y reconstruction developed locoregional recurrence on palliative chemo-
therapy. She presented with cholangitis; PTBD improved infection but clamping 
caused symptom recurrence, suggesting afferent limb syndrome (ALS).
Therapeutic EUS with afferent limb distension (saline/methylene blue/contrast 
via PTBD) confirmed ALS and revealed an enterolith. Safe access was obtained 
from the efferent jejunal limb; a 15 × 10 mm Hot-AXIOS LAMS was placed free-
hand with a coaxial double-pigtail stent to prevent obstruction/dislodgment. 
Cholangiography later showed hepaticojejunal anastomosis stenosis, treated 
with an uncovered 10 × 60 mm SEMS. The patient achieved complete clinical 
and laboratory recovery, and was discharged.
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Abstract Text
ESGE guidelines recommend prophylactic endoloop placement before resect-
ing large pedunculated colonic polyps, but positioning the loop can be techni-
cally demanding and may affect procedural safety.
This video presents three cases of endoloop-assisted underwater resection of 
large pedunculated colonic polyps. Underwater immersion provides buoyancy, 
lifting the polyp and facilitating accurate endoloop placement. This approach 
improves stability, precision, and safety, helping reduce the risk of post-pol-
ypectomy bleeding. In some cases, water irrigation alone achieved adequate 
colonic distension, overcoming spasm and rapid CO₂ expulsion.
In conclusion, underwater immersion simplifies endoloop placement and en-
hances snare capture and resection of large pedunculated colonic polyps.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/5d4ae4d5-7dc0-463f-bfb3-28d7543ba64b/Uploads/19978_
Underwater_Endoloop-Assisted %20Polypectomy.mp4
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Aims  Procedure duration is a key determinant of safety, resource utilization, 
and scheduling in colorectal endoscopic submucosal dissection (ESD). Although 
several lesion- and patientrelated factors have been associated with procedur-
al difficulty, a validated model for predicting prolonged duration is lacking. This 
study aimed to identify independent predictors of procedure duration in 
colorectal ESD and quantify their relative contribution through categorical 
regression (CATREG), and develop and validate a clinically applicable risk score 
to predict prolonged procedures.
Methods  We retrospectively analyzed 114 consecutive colorectal ESDs re-
corded in a prospectively maintained database. Procedure duration was the 
primary outcome. Normality testing demonstrated significant deviation from 
normality, so non-parametric statistics were employed. Variables with p < 0.05 
were entered into a multivariable CATREG model with optimal scaling and ridge 
regularization (tolerance ≥ 0.40). Independent predictors were used to con-
struct a weighted risk score based on normalized CATREG F-statistics. The score 
was validated against prolonged duration ( ≥ 1.5 hours) using receiver operat-
ing characteristic (ROC) analysis.
Results  Duration correlated positively with age, lesion size, maximal axis and 
circumferential involvement (all p < 0.001). No significant differences were 
observed for sex, location, type of sedation, antithrombotic use, bleeding, 
perforation, en bloc resection, clip and band traction or underwater technique, 
even if the last two substantially contributed to the procedure effectiveness. 
Significantly longer procedures occurred in cases with complications (p = 0.001), 
fibrosis (p = 0.023), tunnel technique (p = 0.001), LST-G morphology (p = 0.028), 
previous interventions (p = 0.007), intermuscular involvement (p < 0.001), and 
R1 resection (p = 0.014). Multivariable CATREG identified seven independent 
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predictors which were used to construct a weighted risk score (range 0–22 
points) for predicting prolonged procedures with excellent performance. The 
predictors included: circumferential involvement (p < 0.001, 9 points) lesion 
size (p < 0.001, 4 points), age (p = 0.001, 3 points), complications (p = 0.011, 3 
points), intermuscular involvement (p = 0.010, 2 points) LST-G morphology 
(p = 0.037, 1 point) and previous interventions (p = 0.046, 1 point). CATREG-de-
rived optimal cutoffs included: size ≥ 12 mm, age ≥ 70 years, circumfer-
ence ≥ 180 °.
Conclusions  Colorectal ESD duration is driven primarily by lesion complexi-
ty—particularly circumferential extent and lesion size—with additional contri-
butions from age, intermuscular dissection, complications, LST-G morphology, 
and prior interventions. An ESD risk score incorporating these factors reliably 
predicts prolonged procedures and offers a practical tool for preprocedural 
planning. Prospective validation is warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 74-year-old woman presented with dysphagia. Upper endoscopy revealed 
eosinophilic esophagitis (EoE) and two squamous lesions: a 15-mm lesion in 
the upper esophagus with low-grade dysplasia (LGD) and a 30-mm lesion in 
the mid–lower esophagus with high-grade dysplasia (HGD). We prioritized 
endoscopic resection before initiating steroid therapy [1–3].
After multidisciplinary discussion, we elected to resect the smaller lesion first 
to minimize the risk of complications. Endoscopic mucosal resection yielded 
an 18-mm specimen with confirmed LGD and R0 margins. No complications 
occurred.
We then performed endoscopic submucosal dissection (ESD) of the distal le-
sion, obtaining a 35 × 30 mm specimen, HGD, R0, without immediate adverse 
events.
Twenty-four hours later, the patient developed dyspnea and oxygen saturation 
dropped to 70 %. A CT scan revealed mediastinitis with a large esophageal per-
foration. Thoracic surgeons performed mediastinal washout and placed three 
drains.
During endoscopy, we observed that the esophagus had become detached from 
the stomach along one-third of its circumference over a length of 7 cm, while the 
resected area showed no perforation; the breach had occurred laterally.
We elected to reconnect the esophagus and stomach using a VAC-stent system. 
The patient stabilized, and after three days the stent was replaced. Remarkably, 
the previously open segment had reapproximated.
Six days later, we placed a fully covered 12-cm metal stent, which was kept in 
place for one month. The patient recovered well and was discharged after one 
month.
A follow-up gastroscopy two months later revealed a stricture at the mucosec-
tomy site in the upper esophagus, with fragile mucosa along all the organ, but 
no recurrent lesions. Five months later, the patient is eating normally and re-
mains on PPI therapy. Re-evaluation and management of the underlying EoE 
are pending.
Only a few cases of ESD in patients with EoE have been reported in the literature, 
and perforation appears to be a common complication in this setting. In our 
patient, the perforation site was unusual, underscoring both the technical chal-
lenges of resection and the difficulty in predicting complications in these pa-
tients. Nonetheless, the rapid mucosal healing achieved with VAC therapy was 
remarkable. We believe that in such cases a careful choice between ESD and 

mucosal resection is essential, and that VAC therapy may represent a valuable 
option when severe complications occur in these patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:  Gastric heterotopia (GH) is the presence of gastric mucosa out-
side its normal anatomical location. Although commonly reported in the upper 
gastrointestinal tract, GH in the rectum is rare, with fewer than 100 cases doc-
umented. GH may be congenital (heteroplasia) or acquired (metaplasia) and 
can present with nonspecific gastrointestinal or anorectal symptoms. Further-
more, the risk of transformation of heterotopic gastric mucosa to malignancy 
is currently unknown, but cases of malignant transformation are described in 
the literature.
Case Presentation:  We report the case of a 19-year-old man presenting with 
chronic abdominal burning, bloating, early satiety, and constipation. Initial 
investigations were unremarkable. A colonoscopy revealed a well-demarcated, 
granular lesion with rolled borders in the distal rectum, biopsied and confirmed 
as gastric heterotopia. The lesion was successfully resected en-bloc via endo-
scopic submucosal dissection. Histopathology confirmed gastric heterotopia 
without dysplasia or malignancy. At six-month follow-up, there were no signs 
of recurrence, and patient reported partial improvement of the symptoms.
Conclusion:  Rectal gastric heterotopia is a rare entity that can mimic other 
anorectal conditions and has a yet unknown risk of transformation to malig-
nancy. Diagnosis requires histopathological confirmation. Endoscopic resection 
via ESD is an effective and minimally invasive treatment option. Awareness of 
this condition can facilitate timely diagnosis and appropriate management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the feasibility, clinical effectiveness, and safety of per-oral 
plication of the esophagus (POPE) in patients with sump-related refractory 
esophageal emptying due to end-stage achalasia or delayed gastric conduit 
emptying (DGCE) after esophagectomy. Evidence remains limited to case re-
ports and small series [1–9].
Methods  A systematic review was conducted in PubMed, Embase, Scopus, 
and Web of Science through July 2025. We included case reports and case series 
reporting extractable clinical information on POPE performed for end-stage 
achalasia or DGCE after esophagectomy. Clinical and endoscopic data were 
collected. Study selection followed PRISMA guidelines (▶Table 1).

▶Table 1	  Demographic data, clinical outcomes, and adverse events

Total = 59 
patients

Country of study

  USA 58 88.89

  Spain 1 11.11

Gender

  Female 31 52.54

Diagnosis prior to treatment

  End-stage achalasia 48 81.36

  DGCE after esophagectomy 11 18.64

Clinical response

  End-stage achalasia 43/48 89.58

  DGCE after esophagectomy 8/11 72.73

  Intraprocedural adverse events 4 6.78

    Mucosal perforation 3 5.08

    Bleeding 1 1.69

    Late adverse events 6 8.47

    Bleeding 1 1.69

    Pain 1 1.69

    Aspiration pneumonia 2 3.39

  �  Gastric obstruction that required 
gastrostomy tube placement

1 1.69

Results  Nine publications were identified (4 case series, 3 case reports, 2 con-
ference abstracts), comprising 59 patients aged 28–86 years (mean 70 years). 
Forty-eight patients were treated for end-stage esophageal achalasia with sump 
formation and 11 for DGCE after esophagectomy. All achalasia patients had 
undergone previous interventions at the esophagogastric junction (endoscop-
ic and/or surgical); in the DGCE group, 72.7 % had undergone pyloromyotomy 
or pyloroplasty before POPE. Technical success was 100 % with a mean proce-
dure time 71.4 minutes (Range 48-97). Clinical improvement (complete or 
partial) was reported in 89.6 % of end-stage achalasia cases and 72.7 % of DGCE 
cases, with overall clinical benefit in 86.4 % of the pooled population. Re-inter-
vention (Re-POPE) was required in 22 % of patients to maintain symptom re-
sponse. Adverse events were uncommon and generally mild. Intraprocedural 
events included three mucosal perforations and one bleeding event, all suc-
cessfully managed endoscopically. Post-procedural events consisted mainly of 
aspiration pneumonia (n = 2), mild delayed bleeding, or transient pain. No re-
lated mortality was reported. Hospital stay was typically ≤ 3 days. Mean report-
ed follow-up across publications was 13.5 months, ranging from 4 months to 
6 years.
Conclusions  POPE appears to be a feasible and safe endoscopic option for 
patients with refractory esophageal sump formation due to end-stage achala-
sia or DGCE after esophagectomy. Clinical improvement was frequent and the 

technique was repeatable, with low rates of significant adverse events. Given 
that all available evidence originates from uncontrolled case reports and small 
series, these findings should be interpreted as exploratory. Prospective studies 
with standardized outcomes and long-term follow-up are needed to validate 
the durability and comparative effectiveness of POPE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Anastomotic leaks remain a serious complication after ileal pouch–anal anas-
tomosis.We report the case of a 53-year-old male patient who underwent 
laparoscopic subtotal colectomy with ileal pouch for ulcerative colitis. On the 
fifth postoperative day, the patient developed fever and purulent output from 
the surgical drain and computed tomography demonstrated an anastomotic 
leak. The patient was referred to the gastroenterology department for endo-
scopic management. During endoscopy, a leak approximately 20 mm in diam-
eter was identified near the dentate line and was completely closed using the 
X-Tack Helix suturing system. Follow-up endoscopy at four and twelve months 
after the procedure demonstrated the X-Tack system in place. The patient 
showed clinical improvement soon after the endoscopic closure and remained 
asymptomatic through the 12-month follow-up.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/469a9965-3113-4052-89dc-120fe762defb/Uploads/19978_X_
TACK %20VIDEO.mp4
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Aims  Endoscopic Zenker Peroral Endoscopic Myotomy (Z-POEM) is beginning 
to establish itself as a valuable, minimally invasive treatment option for Zenker’s 
Diverticulum (ZD). However, the available evidence regarding this approach is 
still growing. This study aims to assess the technical and clinical performance 
of endoscopic Z-POEM for ZD, specifically evaluating technical success rates, 
clinical efficacy, the length of hospitalization, and the occurrence of adverse 
events.
Methods  We included all patients that underwent Z-POEM for Zenker’s diver-
ticulum in our Center from February 2022 to August 2025, collected through 
a prospectively maintained database. The primary outcome we evaluated was 
clinical success, measured by symptomatic improvement based mainly on the 
resolution of dysphagia and defined by a Kothari-Haber score < 3 at 3 months, 
and for the patients with a long enough follow up, at 1 year. As for secondary 
outcomes, we evaluated technical success, length of hospital stay, and inci-
dence of adverse events.
Results  In total, 30 patients were treated with Z-POEM (males 66 %, mean age 
73,7 ± 7,6 years), all with Zenker diverticula and one with concomitant esoph-
ageal spasm; we excluded 4 patients with exclusive esophageal spasm without 
presence of a diverticulum. Most patients were naïve, while 4 had already un-
dergone treatment for ZD, 2 of them through a surgical approach and 2 endo-
scopic, experiencing symptom recurrence a few years post treatment. The 
average pre-procedural Kothari-Haber score in our population was 5,73 ( ± 1,8), 
with all patients presenting with dysphagia and many experiencing daily regur-
gitations along with weight loss and halitosis. The mean size of the diverticulum 
was 2,16 cm. Technical success was observed in 100 % of cases and clinical 
success was achieved in 100 % of patients, with a post-procedural Kothari-Haber 
score ≤ 1 in all patients at 3 months post treatment. For the 21 patients treated 
until September 2024 the Kothari-Haber score was still ≤ 1 at the 1 year follow 
up, and no patient suffered from symptom recurrence. The average duration 
of hospitalization was 2,03 days. No patient experienced post-procedural ad-
verse events, which we also documented by contrast X-ray performed at 24 
hours before attempting refeeding. All patients restarted oral feeding without 
complications before discharge.
Conclusions  Endoscopic Z-POEM is a feasible and effective treatment for Zen-
ker’s diverticulum, showing optimal rates of technical and clinical success, and 
resulting in a short hospital stay. This procedure represents a safe and minimal-
ly invasive option for patients with ZD, including those with recurrence of symp-
toms after a previous surgical or endoscopic intervention.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:Gastric outlet obstruction (GOO) in oncologic patients is usually 
attributed to malignant duodenal infiltration or peritoneal carcinomatosis. 
However, careful imaging review in mandatory in the context of profound ca-
chexia because rarely benign extrinsic compression of the third portion of the 
duodenum may closely resemble malignant obstruction. International guide-
lines increasingly recognize EUS-guided gastroenterostomy (EUS-GE) with 
lumen-apposing metal stents (LAMS) as a minimally invasive alternative to 
surgical bypass in both malignant and selected benign GOO, particularly when 
performed in high-expertise centers [1–9].
Case:We report a 72-year-old woman with metastatic ductal breast carcinoma 
and severe cachexia presenting with non-traversable duodenal stenosis in a 
context of normal duodenal mucosa. Endoscopy and computed tomography 
showed obstruction of the third duodenal portion without clear malignant 
infiltration. Despite initial PEG–PEJ placement for decompression and nutrition, 
symptoms persisted. Following multidisciplinary evaluation, an EUS-guided 
gastroenterostomy using a 15 × 10 mm LAMS was performed, resulting in rap-
id symptom resolution, restored enteral continuity, and nutritional improve-
ment.
Conclusion:EUS-GE is a valuable minimally invasive therapeutic option for be-
nign or indeterminate GOO in oncologic patients, particularly when the dis-
tinction between malignant and benign etiologies is challenging. Current ESGE 
and ASGE guidelines, supported by recent meta-analyses, endorse its use in 
expert centers.
Keywords:  EUS-guided gastroenterostomy, lumen-apposing metal stent, 
gastric outlet obstruction, SMA syndrome–like compression, metastatic breast 
cancer
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP749V  Endoscopic Submucosal Dissection for a 
Giant Ulcerated Gastric Lipoma Presenting with 
Acute Bleeding: A Video Case Report
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Abstract Text
Gastric lipomas are rare benign tumors, and acute bleeding from these lesions 
is exceptionally uncommon, usually occurring in large ulcerated antral lipomas. 
A 65-year-old high-risk patient presented with melena, syncope, and acute 
anemia. Endoscopy revealed a giant ulcerated subepithelial mass in the antrum, 
and EUS confirmed a well-defined hyperechoic submucosal lesion consistent 
with a lipoma. After stabilization, the patient underwent ESD. ESD enabled 
complete en bloc removal without complications, with rapid clinical recovery 
and stabilization of hemoglobin. Histology confirmed a large submucosal lipo-
ma with ulceration. ESD is a safe and effective minimally invasive treatment for 
large or bleeding gastric lipomas, even in comorbid patients, offering a valid 
alternative to surgery.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/f21abb75-f150-488a-9475-f7eeb0bce9a0/Uploads/19978_Vid-
eo_Lipoma %202-0.mp4
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Aims  Dermatological findings are commonly observed among patients with 
IBD and significantly impact their quality of life. These skin-related issues, in-
cluding pyoderma gangrenosum, erythema nodosum, and psoriatic rashes, 
often become during the active phases of the disease. Recently, new biomark-
ers have been identified as being correlated with inflammatory bowel disease 
(IBD) activity and complications . Activin-A, a member of the Transforming 
Growth Factor-beta (TGF-β) superfamily, stands out as a noteworthy molecule 
[1, 2].
Methods  The present study was an observational investigation that enrolled 
34 patients with ulcerative colitis who were receiving treatment. The patients 
underwent a dermatological evaluation and their serum activin A levels were 
measured (▶Table 1).
Results  There was no significant difference in activin-α levels between the 
patients with and without dermatological involvemen
Normally distributed numerical variables are presented as means ± standard 
deviations, and categorical variables are presented as numbers ( %). Numerical 
variables that are not normally distributed are presented as medians (mini-
mum-maximum).
Conclusions  The role of activin-A in managing dermatological involvement in 
UC appears to be limited. Clinically, a broader panel of biomarkers should be 
used to assess the inflammatory status in these patients

▶Table 1	  Age, sex, activin-a levels and dermatologic findings among 
the group

Parameters Patient (n = 34)

Age 43.7415.16

Sex

Male 23 ( %67.6)

Female 11 ( %32.4)

Serum Activin-a 527.34 (231.68-2134.54)

Dermatologic involvement

Yes 21( %61,8)

No 13( %38,2)
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Aims  The aim of our study was to assess the frequency of digestive and ex-
tra-digestive cancers in IBD and to identify associated risk factors.
Methods  We conducted a retrospective–prospective monocentric cohort 
study based on hospitalization records from the Department of Gastroenter-
ology at CHU Mohamed Lamine Debaghine.All patients with a confirmed diag-
nosis of IBD—Crohn’s disease (CD) or ulcerative colitis (UC)—hospitalized be-
tween 2000 and 2025 were included [1–4].
For each patient, a standardized data sheet recorded demographic character-
istics, disease features, and any cancer that occurred during follow-up. We 
calculated the overall frequency of digestive and extra-digestive cancers as well 
as the frequency of each cancer type. We also analyzed potential risk factors.
Data entry and analysis were performed using Epi-Info 6.
Results  A total of 724 patients were included: 513 (70.9 %) with Crohn’s 
disease and 209 (28.9 %) with ulcerative colitis.Overall, 428 patients (59.1 %) 
had long-standing IBD ( > 10 years), with a mean disease duration of 
13.05 ± 7.82 years.
Thirty-five patients (4.8 %) developed cancer.Cancers were distributed as 
follows: Colorectal adenocarcinoma: 2.34 % (n = 17), B-cell lymphoma: 0.82 % 
(n = 6), Cholangiocarcinoma: 0.27 % (n = 2), Anal cancer: 0.27 % (n = 2), Small 
bowel adenocarcinoma: 0.13 % (n = 1), Non-melanoma skin cancer: 0.13 % 
(n = 1), Breast cancer: 0.41 % (n = 3), Lung cancer: 0.13 % (n = 1), Others: 0.27 % 
(n = 2)
We observed a significantly higher frequency of cancer in:UC patients 
(P < 0.008),IBD diagnosed after age 40 (P < 10−⁶),IBD associated with PSC 
(P < 0.0004),Patients exposed to immunosuppressants (P < 0.01).No signif-
icant association was found with:Sex (P = 0.3),Duration of IBD (P = 0.6),Exposure 
to combination therapy (P = 0.4),Exposure to anti-TNFα (Infliximab or Adali-
mumab) (P = 0.8).
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Conclusions  In our hospital-based series, colorectal cancer was the most fre-
quently observed malignancy.IBD diagnosed after age 40, UC phenotype, as-
sociated PSC, and exposure to immunosuppressive therapy were the main risk 
factors for cancer development in IBD patients
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Impaired immunoglobulin production is linked to Common 
Variable Immunodeficiency (CVID), which can be manifested as autoimmune 
or celiac-like enteropathy. Distinguishing between CVID-related enteropathy 
and true celiac disease can be difficult especially when there are no serological 
markers [1, 2].
Case Description:  A 52-year-old man who had been previously treated for 
lung adenocarcinoma and had a history of CVID on immunoglobulin replace-
ment therapy was assessed for persistent diarrhea. Lower limb edema and 
hypoalbuminemia were found during the initial work-up and paraneoplastic 
etiology was ruled out by imaging. The patient underwent upper and lower GI 
endoscopy which showed scalloping of the duodenal folds and histology con-
sistent with celiac disease.
After initial response to strict gluten-free diet the patient developed relapse 
with severe weight loss and protein loosing gastroenteropathy. Under the sus-
picion of CVID-related enteropathy rather than refractory celiac disease he was 
successfully treated with oral budesonide.
Conclusion:  Although celiac-like enteropathy in CVID may resemble classical 
celiac disease, it frequently exhibits no IgA serological response and may only 
partially respond to gluten-free diet. It is important to distinguish between 
CVID-associated enteropathy and true celiac disease especially in patients who 
continue to experience symptoms despite strict gluten withdrawal since they 
can successfully respond to immunomodulatory treatment like budesonide.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Validated performance metrics for colonoscopic polypectomy remain 
limited. The ESGE Training Curriculum Taskforce has recently introduced the 
Global Polypectomy Assessment Tool (GPAT). We aimed to evaluate GPAT in 
real-life endoscopic training by assessing a GI trainee’s learning curve and in-
terobserver agreement among raters with different levels of experience.
Methods  We conducted a prospective single-center study at Isola Tiberina–
Gemelli Isola Hospital from January to October 2025. Thirty colorectal endo-
scopic resections (polypectomy and endoscopic mucosal resection, EMR) were 
included: 10 performed by a GI trainee under supervision and 10 performed 
by each of two expert endoscopists. All procedures were video-recorded and 
independently evaluated using GPAT by all three raters. The trainee’s learning 
curve was assessed by comparing mean GPAT scores in the first 5 versus the last 
5 trainee cases (t-test). Interobserver agreement was measured using intraclass 
correlation coefficients (ICC), with p < 0.05 considered statistically significant.
Results  Thirty procedures in 23 patients were analyzed (median lesion size 25 
mm; 90 % conventional EMR; 57 % piecemeal resection). Adverse events includ-
ed 3 delayed bleedings (10 %) and no perforations. GPAT demonstrated pro-
gressive improvement in the trainee’s performance, with convergence of scores 
after the 6th case (▶Fig. 1). Overall interobserver agreement for GPAT was 
weak (ICC = 0.33, 95 %CI 0.09–0.57). Agreement between the two experts was 
poor (ICC = 0.21, 95 %CI − 0.08 to 0.50; p = 0.086). Agreement between the 
trainee and expert 1 was also poor (ICC = 0.38, 95 %CI 0.03–0.64; p = 0.017), 
while agreement between the trainee and expert 2 was fair (ICC = 0.44, 95 %CI 
0.01–0.72; p = 0.022). When analyzing only the trainee-performed videos, 
agreement among the three raters remained poor (ICC = 0.24). Interobserver 
agreement was weak for expert 1-performed cases (ICC = 0.39) and fair for 
expert 2-performed cases (ICC = 0.41).
Conclusions  GPAT offers a structured and practical method for assessing pol-
ypectomy competency during endoscopic training. Nevertheless, the low in-
ter-rater reliability observed in real-world conditions highlights the need for 
improved standardization in the interpretation and scoring of the tool. Struc-
tured training in score application, together with refinement of specific scoring 
criteria, may be required to enhance consistency and validity. Larger multi-
center studies are warranted to establish GPAT as a reliable standard for com-
petency assessment in colonoscopic polypectomy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In recent years, underwater endoscopic mucosal resection (UEMR) has 
gained widespread popularity. However, intestinal fluids, bubbles, or bleeding 
may impair visibility. Gel immersion endoscopic mucosal resection (GIEMR) has 

S734



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

been reported in some Asian series. The use of an electrolyte-free gelling agent 
may offer advantages over UEMR due to its higher viscosity, and transparency, 
providing luminal stability, requiring smaller volumes, and ensuring a clearer 
visual field by displacing particles while limiting dilution with blood. Moreover, 
its greater weight favours bleeding control through a “slowing effect”.
The main objective of the study was to evaluate the use of a food thickener 
(xanthan gum), as a gel easily prepared in the endoscopy room, for performing 
ft-GIEMR of non-pedunculated duodenal and colorectal polyps.
Methods  A longitudinal, observational, single-centre pilot study was conduct-
ed. Consecutive cases prospectively collected in a dedicated database, from 
January 2024 to June 2025 were retrospectively analysed. Lesions treated with 
ft-GIEMR (food thickener) were included. The primary endpoint was feasibility 
and improvement of the visual field. Secondary endpoints included complete 
and en bloc resection, adverse events and procedure duration. Recurrence data 
are pending.
Results  Among 180 complex lesions resected by EMR, UEMR, EFTR, or ESD, 
29 patients (58 % male; median age:70.3 years [IQR: 60–81]) with 29 lesions 
were selected for GIEMR. Lesion locations included duodenum (n = 2) and the 
colon and rectum (n = 27), with a median size of 43.5 mm (IQR:32.5–55). Par-
is classification included Is, 0-IIa, or Is + 0-IIa morphologies. Colorectal lesions 
were classified as LST-G homogenous (37 %, n = 10), LST-G nodular-mixed (37 %, 
n = 10), and LST-NG elevated (26 %, n = 7). Gel volumes ranged from 100 to 400 
mL per procedure. Median overall procedure time was 87 minutes [IQR:45–
120]. Complete resection was achieved in 93 % (27/29), with piecemeal in 27 
vs. en bloc resection in 2. One intraprocedural arterial bleed required conver-
sion to CO₂ insufflation and prolonged procedure time. Post-procedure bleed-
ing occurred in 3 cases. No intra or delayed perforations were observed.
Conclusions  The use of food thickener for GIEMR appears feasible, effective, 
and safe, with high complete resection rates (93 %) and no perforations. Pro-
spective comparative studies with UEMR are warranted to confirm these pre-
liminary findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate bowel preparation critically depends on the delivery of clear 
and comprehensible pre-procedural information. Although a recent study has 
assessed the effectiveness of AI chatbots (GoogleGemini and ChatGPT) in pro-
viding colonoscopy instructions, comparative evidence including the most 
widely disseminated chatbot, Meta, is still lacking, and no data are available 
concerning the readability of these systems. The objective of the present study 
was to systematically evaluate the performance and readability of the most 
widely accessible AI chatbots in generating patient-facing colonoscopy prepa-
ration instructions [1–7].
Methods  We conducted a prospective, single-center observational study at 
Maggiore Hospital Bologna between August and September 2025, in accord-
ance with the METRICS checklist. Frequently asked questions (FAQ) regarding 
colonoscopy were collected from Italian hospital websites and Quora, and 
subsequently submitted to MetaAI, ChatGPT, and Google Gemini. The chat-
bot-generated responses were independently evaluated by five gastroenterol-
ogists, who were blinded to the chatbot platform, using a 1–5 Likert scale to 
assess accuracy, completeness, clarity, evidence-based content, and the ab-
sence of irrelevant information. Text readability was assessed using Readabili-
ty Formulas (FRES score), expressed on a 0–100 scale.In addition, a subgroup 
performance analysis was conducted by categorizing questions into pre-pro-
cedural (e.g., split-dose bowel preparation), intra-procedural (e.g., how pol-
ypectomy is performed), and post-procedural aspects (e.g., post-sedation 
precautions).
Results  GoogleGemini achieved the highest overall performance, with mean 
scores for accuracy (3.14), completeness (3.12), clarity (3.13), evidence-based 
content (2.91) and relevance (2.99), outperforming ChatGPT and MetaAI. The 
most satisfactory results were observed for pre-procedural questions compared 
to intra- and post-procedural ones, especially for accuracy, completeness and 
relevance. ChatGPT ranked second, with slightly lower yet consistent values for 
accuracy (2.96), completeness (2.93), clarity (2.95), evidence-based content 
(2.80) and relevance (2.93), particularly in delivering accurate intraprocedural 
responses. Conversely, MetaAI showed the weakest performance, with signif-
icantly lower scores for accuracy (2.62), completeness (2.56), clarity (2.62), 
evidence-based content (2.60) and relevance (2.66). Regarding readability, 
ChatGPT (13.68) generated more understandable texts than GoogleGemini 
(6.35) and MetaAI (4.21). Post-procedural questions yielded more accessible 
answers with ChatGPT showing the best readability scores (17.17), followed 
by GoogleGemini (12.00) and MetaAI (6.50). In contrast, intra-procedural que-
ries produced the least satisfactory results with ChatGPT, GoogleGemini, and 
MetaAI scoring 11.00, 1.86 and 2.71, respectively. Overall, GoogleGemini pro-
vided the best response quality, ChatGPT slightly lower performance but better 
readability and MetaAI globally less favorable results (▶Table 1).

▶Table 1	 

ChatGPT MetaAI Gemini

Accu-
racy

Com-
plete-
ness

Clari-
ty

Evi-
dence-
based 
content

Rele-
vance

Accu-
racy

Com-
plete-
ness

Clari-
ty

Evi-
dence-
based 
content

Rele-
vance

Accu-
racy

Com-
plete-
ness

Clari-
ty

Evi-
dence-
based 
content

Rele-
vance

Pre-proce-
dure

2,96 2,88 2,99 2,79 2,97 2,49 2,37 2,49 2,41 2,59 3,22 3,18 3,18 2,94 3,1

Intra-proce-
dure

3 3,05 3 2,79 2,95 2,67 2,62 2,67 2,64 2,64 3,12 3,17 3,19 2,98 2,93

Post-proce-
dure

2,92 2,86 2,86 2,83 2,86 2,69 2,69 2,69 2,75 2,75 3,08 3,03 3,03 2,81 2,94

Overall 2,96 2,93 2,95 2,8 2,93 2,62 2,56 2,62 2,6 2,66 3,14 3,12 3,13 2,91 2,99
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Conclusions  This is the first study to evaluate both the accuracy and readabil-
ity of colonoscopy-related information generated by the most widely used 
chatbots. Further studies involving patient participation are warranted to con-
firm the clinical applicability of these models in real-life settings.
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Aims  The aim of our study was to describe the epidemiological, clinical, en-
doscopic, and outcome-related characteristics of UGIB [1–7].
Methods  We conducted a prospective, descriptive, single-center study at Bab 
El Oued University Hospital between January 2023 and August 2025. All pa-
tients admitted to the emergency units for overt upper gastrointestinal bleed-
ing and referred for upper endoscopy were included. Clinical, biological, endo-
scopic, therapeutic, and outcome data were collected and analyzed using SPSS 
23.0.
Results  A total of 281 patients were included, of whom 57.3 % were men, 
with a mean age of 65.50 ± 16.16 years. The main comorbidities were portal 
hypertension (48.2 %), ischemic heart disease (22.5 %), and end-stage renal 
disease (17.4 %). Anticoagulant therapy was documented in 21.1 % and anti-
platelet use in 3.9 % of cases.

UGIB presented as isolated hematemesis (32.4 %), isolated melena (37.7 %), 
hematemesis combined with melena (21.7 %), melena with hematochezia 
(5.7 %), and massive hematochezia (2.1 %). The mean Glasgow-Blatchford score 
was 10.56 ± 4.04. Endoscopy revealed: peptic gastroduodenal ulcer disease( 
33.3 %), gastroesophageal variceal rupture(26.9 %), ulcerative esophagitis 
(16.5 %) , neoplasia(5.8 %) ,angiodysplasia( 5.4 %) ,mallory-Weiss syndrome( 
4 %) ,erosive gastritis ( 7.1 %), dieulafoy’s lesion( 1.3 %) ,GAVE(0.6 %) and no 
lesion identified ( 9.3 %)
A blood transfusion was required in 64.8 % of patients. Endoscopic hemostasis 
was performed in 25.6 %, including band ligation (21.8 %), biological glue 
(2.5 %), APC (10.1 %), adrenaline injection (1.3 %), and hemostatic clips (2.5 %). 
Surgical intervention was necessary in 1.13 % of cases. During hospitalization, 
rebleeding occurred in 8.4 % of patients, and mortality was 2.1 %.
Conclusions  In our experience, peptic ulcer disease and esophageal variceal 
rupture remain the leading causes of UGIB. Despite a low rate of surgical inter-
vention and a relatively low in-hospital mortality, the rebleeding rate remains 
significant. These findings highlight the need for early, optimized management 
and further studies to identify predictive factors for recurrence
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Aims  To assess the impact of adopting an artificial intelligence computer-aid-
ed detection system, namely GI Genius by Medtronic, on the detection of pol-
yps and adenomas during routine colonoscopy in real-world clinical practice
Methods  A retrospective analysis was conducted, including all colonoscopies 
performed over a period of three months before and three months after AI 
implementation at a private hospital. Demographic data, the indication of co-
lonoscopy (screening, surveillance, diagnostic), and endoscopist experience 
(1 year, 3 years, > 10 years) were recorded. The number, size, location, mor-
phology according to Paris classification, and histology (adenoma, advanced 
adenoma, hyperplastic) of the detected polyps were documented for each 
examination. Categorical variables were analyzed using Chi-square testing, 
while continuous variables were analyzed using the Mann–Whitney U test [1].
Results  A total of 240 patients were included, of whom 55.4 % were male, with 
a mean age of 58.93 ± 13.88 years; 136 procedures (56.7 %) were performed 
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with AI. There were no differences in sex and age of patients between groups. 
In the AI-assisted cases, the presence of adenomas was significantly higher in 
screening colonoscopies (16.3 % vs 0 %, p = 0.018). There were no differences 
between the two groups regarding total polyp count, size, or morphology. 
Among endoscopists with 3 years of experience, AI significantly increased the 
detection of Paris Is polyps (40 % vs 18.9 %, p = 0.047) and right-sided polyps 
(27.7 % vs 8.1 %, p = 0.022). In the overall cohort, no significant differences were 
observed in the total number of polyps, size, morphology, or histology.
Conclusions  AI significantly increased adenoma detection in screening colo-
noscopies and improved the performance of intermediate-experience endos-
copists, especially for Paris Is and right-sided lesions. While overall polyp burden 
and histological findings were similar between the two groups, these results 
indicate the selective benefit of AI-assisted colonoscopy in enhancing exami-
nation quality.
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Abstract Text
Phytobezoars are concretions of indigestible plant materials in the gastrointes-
tinal tract. While Diospyros lotus-related bezoars are typically found in the 
stomach or small intestine, rectosigmoid localization is rare. Such bezoars may 
mimic other gastrointestinal conditions, including irritable bowel syndrome 
(IBS).A 48-year-old male presented with abdominal bloating, pain, and a sense 
of incomplete defecation for several weeks. He had no known systemic disease 
or regular medication use. He reported consuming large quantities of Diospy-
ros lotus fruit from a tree in his garden shortly before symptom onset.Colonos-
copy revealed two bezoars, each 3–4 cm in diameter, located in the rectum and 
sigmoid colon. These were fragmented and removed using a snare and basket 
catheter. A small number of Diospyros lotus seeds were identified within the 
bezoars. At follow-up, the patient was symptom-free.Rectosigmoid bezoars 
are uncommon and usually linked to seed ingestion (e.g., pumpkin, watermel-
on). Diospyros lotus typically causes gastric phytobezoars or small bowel ob-
struction. In this case, bezoar formation in the lower colon likely resulted from 
impaired passage due to anatomical narrowing. The symptom pattern resem-
bling constipation-dominant IBS adds clinical complexity and underscores the 
need for thorough evaluation in similar cases.This rare case highlights that 
Diospyros lotus can cause phytobezoars beyond the stomach, including the 
rectosigmoid colon. Clinicians should consider bezoars in the differential diag-
nosis of chronic constipation-like symptoms, especially with a relevant dietary 
history [1].
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Aims  Functional lumen imaging probe (FLIP) panometry was developed for 
real time assessment of esophagogastric junction opening and esophageal 
body contractile response during index endoscopy. Despite its proven value in 
functional esophageal disorders and its potential to reshape diagnostic path-
ways in Neurogastroenterology, substantial heterogeneity persists in catheter 
selection, procedural protocols and exam interpretation. In 2025 the Dallas 
Consensus provided standardized guidance on indications, performance, in-
terpretation and reporting, yet exam interpretation remains complex and 
largely confined to high expertise centers. Artificial intelligence offers a prag-
matic opportunity to simplify interpretation and support broader adoption of 
FLIP panometry in lower volume settings. This study aimed to develop an AI 
model capable of automatic interpretation of motility patterns during FLIP 
panometry according to the Dallas Consensus, with the goal of enabling more 
consistent and accessible use in clinical practice [1].
Methods  123 exams from 5 centers from both the European and American 
continents and performed with both 8- and 16-centimeter catheters were used 
for model development. Each procedure was classified with a two-expert based 
consensus decision according to the latest Dallas Consensus. Several machine 
learning models were trained and tested for evaluation of the esophagogastric 
junction opening and esophageal body contractile response. Data was divided 
in training and testing datasets with a 80 %/20 % patient split design, using 
5-fold cross validation in the training dataset. Models’ performance was eval-
uated with the testing dataset trough their accuracy and area under the receiv-
er-operating characteristic curve (AUC-ROC).
Results  Disorders of esophagogastric junction opening were detected by Cat-
Boost with 96.6 % accuracy and an AUC-ROC of 0.989. Regarding disorders of 
contractile response, they were detected by XGBoost with 78.2 % accuracy and 
an AUC-ROC of 0.913. Pathological planimetry patterns according to Dallas 
Consensus were identified by LightGBM with a mean accuracy of 92.1 % and 
AUC-ROC of 0.955.
Conclusions  This study represents the first application of AI analysis to FLIP 
panometry, incorporating data from multiple probe types and heterogeneous 
demographic contexts while adhering to the most recent Dallas Consensus 
criteria, demonstrating robust accuracy in identifying pathological planimetry 
patterns. Subsequent research will refine these findings through dedicated 
validation efforts and explore the capacity to discriminate among distinct mo-
tility abnormalities. The integration of AI into FLIP panometry has the potential 
to meaningfully advance the diagnostic evaluation of suspected esophageal 
disorders during endoscopy by improving interpretative precision, reinforcing 
procedural standardization and expanding access beyond specialized centers, 
thereby contributing to more timely and effective patient management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 75 years-old patient with metastatic pancreatic cancer presented with chol-
angitis and asymptomatic duodenal stenosis. An endoscopic ultrasound (EU-
S)-guided choledochoduodenostomy using a 6x8mm lumen apposing metal 
stent (LAMS) was decided. The patient presented with reflux cholangitis despite 
the use of coaxial stenting by plastic and fully covered metal stents. The recur-
rent cholangitis with significant cholestasis affected the oncological plan.
A closure of the choledochoduodenostomy by EUS-guided antegrade stenting 
combined with a hepaticogastrostomy assisted by a 7 French catheter in the 
intrahepatic bile duct through the LAMS was performed. A EUS-guided gastro-
jejunostomy was also performed in the same time.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/9e058200-3925-4212-a19e-deaec1ee0358/Uploads/19978_
Closure_CDS %20vEN.mp4
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Aims  Spontaneous gastrointestinal (GI) fistula is an uncommon but serious 
complication of necrotising pancreatitis, associated with significant morbidity 
and mortality. Early identification is crucial, yet published data on its presenta-
tion and management remain limited [1].
Methods  We retrospectively analysed a prospectively maintained database 
of 146 patients with acute pancreatitis who developed pancreatic fluid collec-
tions. Clinical presentation, imaging findings and management outcomes of 
patients with pancreatoenteric fistula were reviewed.
Results  Spontaneous pancreatoenteric fistula was identified in 5.3 % of pa-
tients using contrast enhanced CT with oral/rectal contrast and/or gastrointes-
tinal endoscopy. The most common clinical presentation was worsening or 
recurrent abdominal pain with intermittent fever, observed in 5 patients (50 %). 
Gastrointestinal bleeding occurred in 4 patients (40 %). Most patients were 
managed successfully with minimally invasive approaches: percutaneous drain-
age in 6 patients (60 %) and EUS guided cystogastrostomy in 2 patients (20 %). 
Only one patient required surgical intervention.
Conclusions  Spontaneous gastrointestinal fistula should be suspected in pa-
tients with necrotising pancreatitis who develop new or worsening abdominal 
pain, sepsis, or GI hemorrhage. Minimally invasive management including 
percutaneous drainage and EUS guided interventions forms the mainstay of 
treatment, while surgery should be reserved for patients who fail conservative 
management or show rapid clinical deterioration.
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Aims  Stent occlusion represents a major cause of recurrent biliary obstruction 
(RBO) after biliary stent placement. Whether ursodeoxycholic acid (UDCA) can 
reduce stent occlusion remains uncertain. This study aimed to evaluate the 
efficacy of UDCA following biliary stenting for RBO.
Methods  We performed a retrospective analysis of patients with RBO who 
underwent ERCP between January 2021 and December 2023 and required at 
least one reintervention within 36 months after initial stent placement. A total 
of 531 patients previously treated with either plastic or metallic stents were 
screened and included in the study cohort.
Results  Of the 492 eligible patients, 348 (70.7 %) received UDCA and 144 
(29.3 %) did not. Overall stent patency was longer in the UDCA group (median 
90 days, IQR 60–150) compared with non-UDCA patients (median 90 days, IQR 
60–90) (p = 0.03). Cholangitis at re-intervention occurred in 181/348 (52.0 %) 
UDCA users versus 58/144 (40.3 %) non-users (p = 0.02). In patients with plas-
tic stents (n = 320), patency was similar between groups (median 90 days, IQR 
60–120 for both; p = 0.55), as were cholangitis rates (51.3 % vs. 45.6 %; p = 0.42). 
In contrast, among patients with self-expandable metallic stents (SEMS; n = 81), 
patency was significantly longer with UDCA (median 180 days, IQR 120–180) 
than without (median 180 days, IQR 60–180) (p = 0.045), while cholangitis rates 
remained comparable (73.4 % vs. 64.7 %; p = 0.68). Sphincterotomy, performed 
in 92.7 % (455/492) of cases, showed a non-significant trend toward prolonged 
patency (median 90 vs. 60 days; p = 0.10).
Conclusions  UDCA improved overall stent patency, particularly in patients 
with metallic stents, supporting its role as a useful adjunct after ERCP. Although 
cholangitis rates were unchanged, the patency benefit suggests added value 
in the management of recurrent biliary obstruction
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  The best reference standard for size measurement after 
polypectomy so far is caliper-based size measurement. However, this is 
time-consuming and may be inaccurate because of polyp fragmentation, dis-
tortion, or other deformations due to piecemeal resection, retrieval-related 
damage, inappropriate compression, or folding. This underscores the need for 
novel measurement tools.
Innovation  MAGENTIQ-COLO (MAGENTIQ EYE, Haifa, Israel) is an AI-based 
system that offers real-time polyp size assessment during colonoscopy or ret-
rospective video evaluation. A video-based validation study was performed to 
assess the accuracy of this AI system compared to caliper-based size measure-
ment of colorectal polyps.
Results  A total of 77 polyps was measured in 55 patients (male sex, n ( %): 29 
(52.7 %), age median, interquartile range (IQR): 67 (13)). Colonoscopy indica-
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tions were surveillance in 38 (69.1 %), screening in 7 (12.7 %), and diagnostic 
in 10 patients (18.2 %). Of the 77 polyps, the majority of polyps were adenomas 
(n = 52; 67.5 %). Polyps were equally distributed through the colon. The AI-
based system correctly identified size in 37/46 polyps (80.4 %) as ≤ 5 mm and 
5/6 polyps (83.3 %) as ≥ 10 mm (▶Table 1). The system had a mean accuracy 
of 0.80 for ≤ 5 mm polyps (n = 46), 0.88 for 6-9 mm polyps (n = 25), and 0.83 
for ≥ 10 mm polyps (n = 6), with a total mean accuracy of 0.84. Accounting for 
the skewed number of polyps per size category, the weighted accuracy was 
0.83, with a weighted sensitivity and specificity of 0.83 and 0.92, respectively. 
The system reliably estimated polyp size, with a slightly higher accuracy for > 5 
mm polyps compared to ≤ 5 mm polyps. From initial polyp detection to show-
ing size, median latency was 5 frames ( ± 0.17 seconds).

▶Table 1	  Confusion matrix of ground truth polyp size by caliper and 
predicted polyp size by the AI-based system

AI system 
( ≤ 5 mm) 

AI system 
(6-9 mm) 

AI system 
( ≥ 10 mm) 

Caliper ( ≤ 5 
mm) 

37 9 0 

Caliper (6-9 
mm) 

1 22 2 

Caliper ( ≥ 10 
mm) 

0 1 5 

Conclusions  The novel AI-based system demonstrated a high accuracy com-
pared to the reference standard of calipers, signifying that the AI system cor-
rectly identified most polyps within their true size categories with a low risk of 
size misclassification. Furthermore, colonoscopy time only slightly increased, 
allowing timely size assessment. This system could well replace the caliper as 
the reference standard for in-vivo size measurement of polyps during colonos-
copy, but further prospective studies are needed.
Acknowledgement:  We express our gratitude to the MAGTENIQ-COLO study 
group for their contribution to drafting this abstract.
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Problem to solve  Artificial intelligence systems for endoscopic ultrasound 
(EUS) increasingly achieve high diagnostic accuracy for detecting pancreatic 
masses [1], yet their “black box” nature limits clinical acceptance. Clinicians 
must understand why and where an AI model identifies a lesion, yet existing 
explainability techniques (e.g., CAM-based methods) were designed for image 
classification, not for segmentation-based object detection. When applied to 
EUS, these methods often highlight irrelevant features such as depth markers, 
calipers or acoustic artifacts, producing misleading interpretations and reduc-
ing trust. As no dedicated explainability approach exists for segmentation 

models in abdominal EUS, there is a need for a reliable, clinically meaningful 
framework that provides anatomically accurate and artifact-free explanations.
Innovation  We developed a dedicated explainability framework for the PAN-
CRAIEUS model segmentation architecture used in pancreatic EUS, based on 
the initial training data of 32713 frames recorded in 202 patients1. The frame-
work integrates several adapted methods (GradCAM, EigenCAM, occlusion 
analysis and class-specific attention) technically optimized for the multi-scale, 
segmentation-based design. Building on this, we introduced two new segmen-
tation-guided strategies. The Hard Mask method restricts heatmaps strictly to 
detected structures, ensuring that explanations correspond only to pancreas, 
tumor or cyst regions. The Soft Focus method maintains overall anatomical 
context while gradually reducing irrelevant areas, producing fluid, intuitive 
visualizations suitable for real-time interpretation. Both methods were system-
atically assessed for anatomical fidelity, artifact suppression and clinical inter-
pretability (▶Table 1).

▶Table 1	 

Method Focus on 
Relevant 
Anatomy

Artifact 
Avoid-
ance

Clinical 
Usefulness

GradCAM Moderate Low Moderate

EigenCAM Moderate–High Moderate Moderate

Occlusion High High Lower (slow)

Hard Mask Very High Very High Excellent

Soft Focus High High Excellent (best 
visual 
continuity)

Results  When applied to representative EUS images and videos, standard 
CAM-based techniques frequently produced activations on image text, bright 
acoustic interfaces or shadow boundaries. In contrast, the segmentation-guid-
ed methods consistently generated precise, clinically coherent explanations. 
Hard Mask offered the strongest anatomical specificity, sharply delineating 
lesion borders and fully eliminating artifact-driven activations, making it useful 
for documentation and regulatory purposes. Soft Focus produced smoother 
gradients that preserved situational awareness while still suppressing irrelevant 
regions, making it more intuitive for teaching and potential live use. Across 
cases, the combined multi-method approach provided a more complete un-
derstanding of model behavior than any single technique alone.
Conclusions  This work presents the first explainability framework tailored to 
segmentation in pancreatic EUS and demonstrates its ability to produce accu-
rate, clinically trustworthy visual explanations. By integrating multiple adapted 
techniques with two novel segmentation-guided approaches, the framework 
enhances transparency, supports safer clinical implementation of AI, and aligns 
with emerging regulatory expectations for model interpretability. Further work 
will explore real-time integration and prospective clinical evaluation.
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/aee5dc14-d0dd-4384-94a4-1df688ddd4d7/Up-
loads/19990_Explainable_AI %20with %20titles.mp4
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eP765  Feasibility of aggressive endoscopic inter-
vention for delayed perforation after colonic endo-
scopic resection, a retrospective case series
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Hosaka H1, Kuribayashi S1, Uraoka T1
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Aims  Delayed perforation after colonic endoscopic resection has been thought 
to be fatal and could lead to serious adverse events. However, with the devel-
opment of endoscopic techniques, endoscopic intervention may avoid the need 
for emergency surgery. To validate the feasibility of aggressive endoscopic 
intervention for delayed perforation after colonic endoscopic resection.
Methods  Three cases with delayed perforation experienced from April 2023 
to March 2024 were enrolled in this retrospective case series. Patients’ back-
grounds, procedure-related factors, and outcomes were extracted from med-
ical records, and the feasibility of intensive endoscopic intervention was as-
sessed.
Results  The median age of the patients was 34 (range 15-49). Two of them 
were male. Two of them underwent endoscopic submucosal dissection (ESD) 
and one underwater endoscopic mucosal resection (UEMR). The median tumor 
size is 27mm (range 20 –33mm). The treated sites were sigmoid in two cases 
and the transverse colon in one. The median time to delayed perforation after 
endoscopic resection was 57 hours (range 20-69). All of them had no apparent 
perforation during endoscopic resection and showed severe abdominal pain 
and free air on abdominal CT, and no findings of peritonitis or septic shock. 
Emergency colonoscopy under sedation using midazolam and opioid analgesics 
was performed for all cases. The perforation site was confirmed endoscopical-
ly in two cases. One delayed perforation was closed with endo-clips, and the 
other two perforations were covered with polyglycolic acid sheets. Diet was 
resumed at a median of 9 (range 4-13) days after the aggressive endoscopic 
intervention.
Conclusions  Aggressive endoscopic intervention may be feasible for delayed 
perforation after colonic endoscopic resection, although an appropriate pa-
tients selection would be mandatory.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Recent molecular studies have suggested a biological link between hy-
perplastic polyps (HPs) and sessile serrated lesions (SSLs), as early serrated 
features and BRAFV600E-mutations are frequently found in specific HP sub-
types: goblet cell-rich HPs (GCHPs) and microvesicular HPs (MVHPs). This sup-
ports the hypothesis that GCHPs, MVHPs and SSLs belong to the serrated ne-
oplasia pathway. In previous work, we demonstrated that deep learning can 
differentiate GCHPs from MVHPs based on their endoscopic appearance. The 
present study builds further on this finding by investigating whether deep learn-
ing can also distinguish GCHPs, MVHPs and SSLs.

Methods  High-quality white light and i-scan virtual chromoendoscopy videos 
of polyps, acquired in our center with Pentax EC38-i20c and EC34-i10 endo-
scopes, were retrospectively collected, together with their histopathological 
analysis. Expert pathologists reviewed all cases and reclassified HPs into GCHPs 
and MVHPs, resulting in a dataset of 260 polyps from 194 patients: 138 GCHPs, 
54 MVHPs, and 68 SSLs. The dataset was split into training (70 %), validation 
(10 %) and test (20 %) sets. Three binary classifiers (GCHP vs MVHP, GCHP vs SSL 
and MVHP vs SSL) and one ternary classifier (GCHP vs MVHP vs SSL) were trained 
identically using an EfficientNet B0 backbone with a single video frame as input. 
Oversampling was applied to balance underrepresented classes. When apply-
ing these models to the test cases, predictions for different video frames were 
aggregated using majority voting.
Results  The test set contained 28 GCHPs, 14 MVHPs and 15 SSLs. The binary 
GCHP-MVHP model scored 82.7 % AUC and 71.4 % sensitivity for both classes. 
The GCHP-SSL model performed similarly with 82.1 % AUC and sensitivities of 
64.3 % and 86.7 % for GCHP and SSL respectively. The MVHP-SSL model achieved 
the highest performance with 87.6 % AUC and sensitivities of 71.4 % and 80 % 
for MVHP and SSL respectively. In contrast, the ternary model yielded sensitiv-
ities of 25 %, 64.3 % and 60 % for GCHP, MVHP and SSL respectively, with GCHP 
mostly misclassified as MVHP and SSL as GCHP.
Conclusions  Our findings demonstrate that deep learning can differentiate 
GCHPs, MVHPs and SSLs based on their endoscopic appearance using binary 
models. The consistently high sensitivity for SSL across the binary models sug-
gests that SSLs have more distinct endoscopic features while differences be-
tween GCHP and MVHP are more subtle. The ternary model struggled to reli-
ably discriminate the three classes directly, likely due to the complexity of the 
task and the limited dataset used. Overall, this study highlights the potential 
of AI to support endoscopists in recognising a broader spectrum of serrated 
polyp types, further enhancing diagnostic precision.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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to Pancreaticoscopy-Guided Removal of Migrated 
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Aims  Pancreatic stent migration is a recognized complication of therapeutic 
endoscopy, often posing significant technical challenges for retrieval. Migrated 
stents can lead to ductal obstruction, pancreatitis, or infection if not removed 
promptly. While several endoscopic accessories are available, there is limited 
prospective data comparing their utility in real-world scenarios. The aim of this 
prospective study was to evaluate the feasibility, safety, and success of different 
endoscopic techniques for removal of migrated pancreatic stents in a small 
cohort of patients, highlighting the role of pancreatoscopy and adjunctive la-
ser-assisted methods [1].
Methods  Between January 2024 and April 2025, eight consecutive patients 
presenting with migrated pancreatic stents were prospectively enrolled. De-
mographic data, clinical presentation, and procedural details were recorded. 
All procedures were performed under conscious sedation.
A stepwise approach was adopted, beginning with conventional endoscopic 
accessories (rat tooth forceps, stone retrieval balloon, hurricane balloon, so-
hendra stent retrieval) and escalating to advanced Spy glass pancreatoscopy 
– guided methods (SpyBite max forceps, Spyglass retrieval snare, and laser-as-
sisted fragmentation) when conventional techniques failed. Each patient’s final 
successful retrieval technique was documented. Procedural success was defined 
as complete removal of the migrated stent without need for surgical interven-
tion (▶Table 1).
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▶Table 1	 

No. Age Gender Diagnosis Duration of stent Use of spy Procedure duration 
(in min)

1 37 M CCP 8 years yes 124

2 45 M CCP 4 months yes 144

3 65 M CBD stone 2 months No 11

4 48 M CBD stone Immediately during prophylactic pd 
stent placement

No 66

5 19 F CCP 3 months yes 59

6 47 M CCP 6months No 28

7 28 M CCP 8 months Yes 88

8 35 M CCP 1 year Yes 80

Results  The cohort consisted of seven male patients and one female patient, 
with ages ranging from 19 to 65 years (mean age 40.5 years). All eight patients 
underwent successful endoscopic removal of the migrated pancreatic stent. 
Conventional techniques were effective in three patients: one with rat tooth 
forceps and two with a stone retrieval balloon. In five patients, advanced Pan-
creatoscopy-guided methods were required. SpyGlass-guided retrieval com-
bined with SpyBite max forceps was successful in one patient, while SpyGlass 
with laser fragmentation followed by Spyglass retrieval snare or SpyBite max 
forceps was required in four patients. Laser guided fragmentation of stent was 
performed in four patient as the ends of stent were impacted in the side branch.
No major complications such as perforation, severe bleeding, or pancreatitis 
were observed. Procedure times varied depending on technique, with mean 
procedure time was 75 minutes.
This prospective series demonstrates that while conventional accessories may 
suffice in select cases, migrated stents often necessitate advanced visualization 
and retrieval tools. The SpyGlass system, particularly when combined with laser 
fragmentation, provided enhanced ductal visualization and facilitated safe 
removal in complex scenarios.
Conclusions  This prospective series demonstrates that while conventional 
accessories may suffice in select cases, migrated stents often necessitate ad-
vanced visualization and retrieval tools. The SpyGlass system, particularly when 
combined with laser fragmentation, provided enhanced ductal visualization 
and facilitated safe removal in complex scenarios.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal cancer (CRC) screening reduces incidence and mortality, yet 
participation rates remain suboptimal worldwide. Large language models 
(LLMs), such as ChatGPT, may help overcome communication barriers by pro-
viding accessible, multilingual information. However, their performance across 
different languages and cultural contexts has never been systematically eval-
uated. This study aims to assess ChatGPT’s accuracy, completeness, and com-
prehensibility in answering colorectal cancer screening questions across 23 
languages and 28 countries, and to evaluate cross-linguistic variability in per-
formance.
Methods  Between April and June 2025, we conducted a cross-continental 
study involving 28 countries and 23 languages. A standardized set of 15 CRC 
screening–related questions was manually translated by native researchers to 
preserve linguistic accuracy and cultural nuances. Translated questions were 
submitted to ChatGPT (GPT-4o), and the generated responses were inde-
pendently assessed by 140 senior gastroenterologists (five per country). Each 
response was rated for accuracy, completeness, and comprehensibility using 
a 5-point Likert scale. Statistical analyses included t-tests, Chi-square tests, and 
two-way ANOVA.
Results  The study collected 2,100 expert ratings across six continents. Overall 
mean scores ( ± SD) were 4.1 ± 1.0 for accuracy, 4.1 ± 1.0 for completeness, and 
4.2 ± 0.9 for comprehensibility. High-quality performance (score ≥ 4) was ob-
served in 73.9 %, 86.9 %, and 82.6 % of languages for the three domains, respec-
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tively. Italian, Turkish, Swahili, and Japanese achieved the highest ratings, while 
Traditional Chinese, Dutch, and Greek consistently showed lower performance 
across all domains. Significant differences between languages were found for 
each metric (P < 0.001).
Subtle intra-language variability was also observed in languages spoken in 
multiple countries (e.g., Dutch in Belgium vs. the Netherlands; English in the 
UK, US, and Australia), although without statistically significant differences. 
Question-level analysis revealed a broad score dispersion across languages, 
with most ratings ranging between 3 and 5.
Conclusions  ChatGPT showed strong ability to answer CRC screening ques-
tions across multiple languages, supporting its promise as a multilingual patient 
education tool. However, a significant variability in performance across differ-
ent languages was demonstrated, highlighting the need for language-specific 
validation prior to widespread clinical implementation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In October 2024, a national screening program for colorectal cancer 
using the fecalimmunochemical test (FIT) for hemoglobin detection in stool 
was implemented for the firsttime in Greece. The aim of the present study is to 
describe colonoscopy findings inindividuals with a positive FIT test [1–3].
Methods  This is a retrospective observational study including patients aged 
50–70 years in the Atticaregion who were referred for colonoscopy due to a 
positive FIT test. Patients werecategorized based on prior endoscopic evalua-
tion, and colonoscopy findings were recorded:adenomas, advanced adenomas 
(size ≥ 10 mm), and cancer.
Results  A total of 140 patients were included. Of these, 96 (68.6 %) had never 
undergonecolonoscopy, 11 (7.9 %) had been examined more than 10 years 
earlier, and 2 (1.4 %) had ahistory of incomplete endoscopy. Adenomas were 
detected in 73 patients (52.1 %), of whom37 (26.4 %) had advanced features. 
Of the advanced adenomas, 30 (81.1 %) were located inthe left colon. Among 
the 41 patients with advanced adenomas or cancer, one (2.4 %) hadundergone 
a recent prior colonoscopy (3 years earlier), representing an interval advance-
dadenoma. Colorectal cancer was diagnosed in 4 patients (2.8 %), all stage I 
according to theTNM classification.
Conclusions  The implementation of the FIT test within the national screening 
program appears tosuccessfully target a population without prior adequate 
endoscopic evaluation and achievesneoplasia detection rates comparable to 
international reports. The high proportion of early-stage detections supports 
the importance of expanding and establishing the program at anational level.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP770  Diagnostic Yield of EUS-FNB in Solid Pancre-
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Aims  To evaluate the Diagnostic Yield (adequacy rate) of Endoscopic Ultra-
sound-Guided Fine Needle Biopsy (EUS-FNB) in a cohort of patients with solid 
pancreatic (NP) and solid non-pancreatic (OTHER) lesions, stratifying the results 
across four age groups ( < 50, 50-70, 71-80, > 81 years).
Methods  A single-center, retrospective analysis was conducted on data col-
lected over an extended period, between May 2019 and August 2025, to ensure 
technique homogeneity. The study included 398 patients who underwent EUS-
FNB of solid lesions; cystic lesions and pancreatic cysts were excluded from the 
analysis. Diagnostic Yield was calculated as the proportion of Adequate samples 
(Positive or Negative result, 1 + 3) relative to the total number of procedures, 
distinguishing between Pancreatic Neoplasm (NP) and Other Diagnoses (OTH-
ER) (▶Table 1).

▶Table 1	 

Age Group NP 
(n)

NP 
Adequate

OTHER 
(n)

OTHER 
Adequate

 < 50 yrs 22 95.5 % 20 95.0 %

50-70 yrs 106 93.4 % 41 92.7 %

71-80 yrs 121 99.2 % 31 96.8 %

 > 81 yrs 47 93.6 % 10 80.0 %

Total 296 95.9 % 102 93.1 %

Results  The overall Diagnostic Yield (Adequate) for EUS-FNB was 95.2 % 
(379/398). The age-stratified analysis yielded the following adequacy rates 
indicated in the table.
Conclusions  EUS-FNB for solid lesions provides an excellent and stable Diag-
nostic Yield ( > 93 %) for Pancreatic Neoplasm across all ages, aligning with the 
highest reported rates from high-volume centers in the literature. The proce-
dure is confirmed to be robust, and its effectiveness is not compromised by 
patient age. However, the risk of obtaining a non-adequate sample is concen-
trated particularly in patients over 81 with solid non-pancreatic lesions, em-
phasizing the need for further studies and optimized protocols for EUS-FNB in 
this frail population and challenging anatomical locations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate endoscopic assessment of mucosal inflammation is critical in 
managing Ulcerative Colitis (UC). Mayo endoscopic score (MES) and Ulcerative 
Colitis Endoscopic Index of Severity (UCEIS) have significant interobserver var-
iability. The role of Texture and Colour Enhancement Imaging (TXI) in assessing 
inflammation is uncertain. We aimed to assess the reliability of TXI in UC.
Methods  A multicentre international survey-based study was designed with 
20 sets of high-definition white light (HDWLE) images or videos matched with 
TXI. Each set had varying severities of inflammation as determined by Nancy 
and Picasso histopathology scores. The MES and UCEIS were rated along with 
confidence level (high vs low). To assess interobserver variability, we used per-
centage agreement and Kappa score with 95 % confidence intervals stratified 
by imaging modality and scoring system. A mixed logistic regression model 
was constructed to assess accuracy.
Results  30 gastroenterologists from 4 centres were included. 19 (63.3 %) were 
experts and 10 (33.3 %) had prior TXI experience. Interobserver variability was 
moderate overall with percentage agreement between 66-70 % and Kappa 
scores between 0.51-0.58. There was no difference in interobserver variability 
between HDWLE and TXI. Agreement was slightly higher for UCEIS than MES 
(▶Table 1). 75 % reported high confidence prediction with confidence consist-
ent across histological severity. Participants rated severity accurately 75 % of 
the time using MES with accuracy increasing with increase in histological se-
verity. Results for UCEIS were similar with accuracy of 74 %. There was no evi-
dence of a difference in accuracy between the two imaging modalities irrespec-
tive of the index used for scoring.

▶Table 1	  Interobserver variability results

Imaging 
modality

Mayo UCEIS

HDWLE Percent agree-
ment = 68 %
Kappa = 0.56 (0.45, 
0.67) *

Percent agree-
ment = 66 %
Kappa = 0.51 (0.40, 
0.63) *

TXI Percent agree-
ment = 67 %
Kappa = 0.55 (0.44, 
0.66) *

Percent agree-
ment = 70 %
Kappa = 0.58 (0.45, 
0.70) *

 *95 % confidence interval

Conclusions  Interobserver variability remains a challenge in accurately assess-
ing inflammation in UC despite advances in technology and validated scoring 
systems. Our study suggests that TXI achieves moderate interobserver agree-
ment with accuracy of 75 % and is not superior to HDWLE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small subepithelial lesions (SELs) in the upper gastrointestinal tract pres-
ent a diagnostic challenge; endoscopic ultrasound (EUS) often struggles to 
definitively differentiate between gastrointestinal stromal tumors (GISTs) and 
leiomyomas. This study evaluates the diagnostic yield and therapeutic efficacy 
of endoscopic full-thickness resection (EFTR) using a suction-based over-the-
scope clip system as a definitive "total biopsy" strategy for indeterminate SELs.
Methods  We retrospectively analyzed data from 28 consecutive patients with 
gastric or duodenal SELs who underwent device-assisted EFTR at a regional 
public hospital between January 2022 and October 2024. The procedure uti-
lized a suction-based over-the-scope clip (Padlock Clip; Steris, USA) and in-
volved routine mucosal incision to facilitate clear tumor exposure prior to clip 
deployment. The primary outcome was the definitive histological diagnosis 
rate, and secondary outcomes included the R0 resection rate, procedure time, 
and adverse events.
Results  A total of 28 patients (median age 57 years) were included. Lesions 
were located in the stomach (n = 24) and duodenum (n = 4), with a median size 
of 7 mm. The technique achieved a 100 % technical success and R0 resection 
rate. Histopathological analysis provided definitive diagnoses for all cases, re-
vealing low-grade GIST in 50.0 % (14/28), leiomyoma in 42.9 % (12/28), and 
ectopic pancreas in 7.1 % (2/28). This distinction was crucial as half of the cohort 
harbored lesions with malignant potential (GIST) that required distinct man-
agement compared to benign leiomyomas. The median procedure time was 
29 minutes. One patient (3.6 %) experienced delayed bleeding, managed en-
doscopically, with no perforations or other serious adverse events observed.
Conclusions  Suction-based over-the-scope clip-assisted EFTR is a safe and 
effective technique that serves a dual role in diagnosis and therapy for small 
upper GI SELs. By providing a full-thickness specimen, it enables precise histo-
logical differentiation between GISTs and benign mimics, ensuring appropriate 
risk stratification and curative treatment in a single session.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 50-years-old man presented with rectal bleeding and anemia. CT scan sug-
gested left colic diverticular bleeding. During the first colonoscopy a suspicious 
diverticulum was clipped. Three days later, the patient had recurrent bleeding 
and syncope. A second colonoscopy identified the bleeding diverticulum, treat-
ed with 5 endoclips. Rebleeding the following day required a third colonoscopy 
with hemostasis using an over-the-scope clip (OTSC). After 4 days the peridi-
verticular mucosa grasped by the OTSC bled and was treated with coagrasper. 
Recurrent bleeding required two superselective arterial embolizations, which 
finally stopped it after 13 days. Diverticular bleeding can be refractory despite 
repeated endoscopic and radiological interventions. The use of OTSC as a res-
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cue therapy can fail, as bleeding in the responsible diverticulum may exceed 
its haemostatic capacity.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/1bad8dfa-be89-4ed7-bb84-68b1ff880ebf/Uploads/19978_
refractory_diverticular %20bleeding %20agg.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Multiple artificial intelligence (AI) computer-aided detection (CADe) 
systems have been developed to improve adenoma detection rate (ADR) dur-
ing colonoscopy. However, their comparative effectiveness remains uncertain. 
This network meta-analysis aims to compare the efficacy of different AI-based 
CADe systems in increasing ADR.
Methods  We systematically searched MEDLINE, Embase, Scopus, and the 
Cochrane Library for randomized controlled trials (RCTs) comparing any CADe 
system with standard high-definition colonoscopy or with another CADe sys-
tem. The primary outcome was ADR, expressed as risk ratio (RR) with 95 % 
confidence interval (CI). A random-effects network meta-analysis (DerSimoni-
an and Laird method) was performed to synthesize direct and indirect evidence. 
The relative ranking of all interventions was estimated using the surface under 
the cumulative ranking curve (SUCRA). Methodological quality was assessed 
with the Cochrane risk-of-bias (RoB2) tool.
Results  The network included standard colonoscopy and 12 CADe systems 
(CAD EYE FujiFilm, CADe Henan, CADe LPIXEL, Deep2 FujiFilm, Eagle-Eye, ENDO-AID 
Olympus, Endoangel, Endoscreener, Endovigilant, GI Genius, MAGENTIQ-COLO, 
SKOUT, YOLOv3). Compared with standard colonoscopy, most CADe systems 
significantly increased ADR, with the highest effect estimates observed for 
YOLOv3 (RR 1.76; 95 %CI 1.35–2.30), CADe Henan (RR 1.64; 95 %CI 1.31–2.04), 
Endoangel (RR 1.55; 95 %CI 1.15–2.08), Deep2 FujiFilm (RR 1.37; 95 %CI 1.06–
1.76), ENDO-AID Olympus (RR 1.25; 95 %CI 1.14–1.38) and GI Genius (RR 1.13; 
95 %CI 1.06–1.21). On the other hand, Eagle-Eye, SKOUT, CADe LPIXEL, MAGEN-
TIQ-COLO, and Endovigilant did not reach statistical significance. SUCRA-based 
ranking showed YOLOv3, CADe Henan, Endoangel, Deep2 FujiFilm, and ENDO-AID 
Olympus as the top-performing systems, while Endovigilant ranked lowest. Most 
RCTs were of moderate or high risk of bias due to inability to blind endoscopists 
to the intervention.
Conclusions  This network meta-analysis provides a comprehensive compar-
ative assessment of the relative efficacy across all currently evaluated CADe 
systems, with YOLOv3, CADe Henan, Endoangel, Deep2 FujiFilm, and ENDO-AID 
Olympus emerging as the most effective. These findings may help endoscopy 
units prioritize AI solutions according to expected diagnostic yield and com-
parative performance.
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AstraZeneca and GenieBiome Ltd., and served as lecture speaker for Olympus 
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Aims  Gastric outlet obstruction (GOO) is a late complication of several malig-
nancies, markedly impairing quality of life. Surgical gastroenterostomy (S-GE) 
has long been the palliative standard, but outcomes are variable and morbidi-
ty remains considerable. Endoscopic ultrasound-guided gastroenterostomy 
(EUS-GE) has emerged as a minimally invasive alternative. We conducted a 
systematic review and meta-analysis comparing EUS-GE and S-GE, with a spe-
cific focus on malignant GOO.
Methods  MEDLINE, Embase, Scopus, and the Cochrane Library were searched 
through September 2025. Eligible studies directly compared EUS-GE and S-GE 
and reported clinical success (CS), adverse events (AEs), severe AEs, and recur-
rence/reintervention. Pooled odds ratios (OR) with 95 % confidence intervals 
(CI) were calculated using random-effects models.
Results  Thirteen studies (2 RCTs, 11 retrospective; 1,611 patients) were ana-
lyzed. Overall, EUS-GE achieved higher CS (OR 2.69; p = 0.007), fewer AEs (OR 
0.21; p < 0.001) and severe AEs (OR 0.54; p = 0.05) compared to S-GE, with no 
significant difference in recurrence/reintervention rate (OR 0.54; p = 0.22). In 
malignant GOO, CS (OR 1.90; p = 0.12) and recurrence/reintervention rate (OR 
0.68; p = 0.50) were comparable, while overall AEs remained lower with EUS-GE 
(OR 0.26; p < 0.01).
Conclusions  In malignant GOO, EUS-GE provides comparable clinical efficacy 
to S-GE with fewer overall AEs. These data support EUS-GE as a preferred min-
imally invasive option in selected patients.
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Aims  Endoscopic Endovacuum Therapy (EVT) is a safe and efficient method 
for treating post-surgical collections communicating with the gastrointestinal 
(GI) tract [1], but it requires longer hospitalization and repeated treatments. 
We aim to identify clinical factors that could predict the success or failure of 
EVT in treating post-surgical collections (▶Table 1).
Methods  We retrospectively analyzed patients treated with EVT in the last 2 
years, comparing 2 different centers (Policlinico Universitario Agostino Gemel-
li IRCCS, Rome, Italy; A.O.R.N. Moscati, Avellino, Italy). To avoid bias, we con-
sidered only patients who had oncological surgery of the rectum, with a diag-
nosis of colorectal dehiscence communicating with an extraluminal collection, 
and treated exclusively with EVT. The Endosponge (B. Braun Surgical) was used 
in all patients, with a negative continuous aspiration between 100 and 125 
mmHg; the sponges were exchanged every 72 ± 24 hours. All patients had  
a colostomy or ileostomy, as allowed adjuvant treatment. The success of EVT 
was defined as total drainage of the collection and closure of the dehiscence 
(▶Table 2).

▶Table 1	  Demographic characteristics

Sex (M/F) 7/10 (70 %) 7/9 (77,7 %)

Mean age (years) 62.6 ± 10.8 64 ± 18

Malignant disease 10/10 (100 %) 9/9 (100 %). 

Type of Surgery:

Anterior rectal resection 8/10 (80 %) 6/9 (66,7 %)

Ultra low rectal resection 1/10 (10 %) 1/9 (11,1 %)

Sigma resection 1/10 (10 %) 2/9 (22,2 %)

Neoadjuvant treatment 
(CHT ± RT)

5/10; (50 %) 5/9 (55 %)

M: male; F: female; CHT: chemotherapy; RT: radiotherapy

▶Table 2	  Clinical characteristics

Intestinal diversion 10/10; 
100 %

9/9; 100 %

Mean size of the collection 
(mm)

82.7 ± 61.5 38,8 ± 41,6

Median time from diagnosis to 
start EVT (days)

16.5 
(11–65)

7 (1-21)

Mean duration of EVT (days) 24.8 ± 15.0 17,5 ± 10,1

Mean number of sponge 
replacements

7 ± 3.2 4 ± 1,3 

Successful outcome of EVT 5/10 (50 %) 8/9; (88,8 %)

Complications 0; (0 %) 0; (0 %)

Results  A total of 19 patients were analyzed (10 vs 9). Age, sex, and neoadju-
vant treatment were comparable (62 vs 64 years; 7/10 vs 7/9 males; 5/10 vs 
5/9 patients treated). The outcome was different: 50 % (5/10) vs 88.8 % (8/9) 
had complete collection drainage and dehiscence closure. Significant differ-
ences were found in timing from diagnosis of the dehiscence to the start of EVT 
(median of 16.5 vs 7 days), the collection’s dimensions (mean 38,8 ± 41,6 mm 
vs 82.7 ± 61.5mm), and the treatment’s duration (mean 24.8 ± 15.0 vs 
17,5 ± 10,1 days). No complications observed due to EVT.

Conclusions  Late start of EVT and larger collection size could negatively impact 
the outcome of EVT. Longer treatment duration doesn’t seem to improve the 
results.
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Aims  This study aimed to evaluate the comparative effectiveness of conven-
tional fine-needle aspiration (FNA), fine-needle biopsy (FNB), and combined 
cytology–histology sampling (FNAB) using Franseen needles, and to determine 
whether a dual-modality sampling strategy enhances diagnostic accuracy 
across diverse pathologies
Methods Background:  For EUS guided tissue acquisition in the diagnosis of 
gastrointestinal, pancreatobiliary, and mediastinal diseases, Franseen-tip nee-
dles have shown superior tissue architecture preservation and improved his-
tology adequacy but evidence regarding their overall impact on diagnostic yield 
remains mixed. Furthermore, whether cytology and histology obtained con-
currently using the same needle—an approach now increasingly adopted—im-
proves diagnostic performance is not fully established.
Methods: We conducted a retrospective review of all patients who underwent 
EUS-guided tissue sampling at a tertiary referral center in Surat, India. Between 
January 2015 and March 2025, tissue acquisition predominantly involved FNA 
using 22G or 25G needles with slow-pull suction (Group A), and FNB using 22G 
ProCore needles when histology was required. From 2019 onward, Franseen 
needles were adopted as standard, and combined cytology and histology sam-
pling (FNAB) without stylet or suction became routine (Group B). Variables 
analyzed included tissue adequacy, sensitivity, specificity, malignancy predic-
tion, and disease-specific diagnostic yield. A propensity-matched analysis 
compared Groups A and B to control for confounders.
Results  A total of 989 patients were included; 631 (63.8 %) had malignant 
disease. The most common sampling sites were lymph nodes (n = 381), pan-
creatic lesions (n = 354), bile duct (n = 81), periampullary region (n = 45), gall-
bladder (n = 39), luminal wall (n = 42), and others. Franseen needles were used 
in 816 (82.5 %) procedures, while FNB was performed in 748 (75.5 %). Overall 
cytology adequacy was 92.5 %, while histology adequacy was 87.0 %. Cytology 
achieved a sensitivity of 92.4 % and specificity of 95.3 %. When combining cy-
tology and histology with Franseen needles (FNAB), adequacy significantly 
improved (97.4 % vs 91.9 % with non-Franseen FNA; p = 0.0012), as did speci-
ficity (94.8 % vs 87.7 %; p = 0.042). Sensitivity and PPV were higher with FNAB, 
though differences were not statistically significant. In malignant lesions, FNAB 
provided the highest adequacy (98.9 %) and sensitivity (96.4 %), significantly 
outperforming both standalone FNA (adequacy 94.1 %; p = 0.0004) and FNB 
(91.6 %; p < 0.001). In benign lesions, FNAB also demonstrated superior ade-
quacy (98.7 % vs 87.4 % with FNA; p = 0.0048) and higher sensitivity (95.5 % vs 
88.8 %; p = 0.0374). Disease-specific analysis revealed the greatest advantage 
of FNAB in pancreatic carcinoma (adequacy 98.9 % vs 89.4 % with FNB; 
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p = 0.0003) and tuberculosis (adequacy 98.7 % vs 91.0 % with FNA; p = 0.0048), 
particularly in lesions with fibrosis, necrosis, or firm tissue consistency. Propen-
sity-matched comparison of Groups A and B showed no significant difference 
in overall diagnostic adequacy (92.3 % vs 95.4 %; p = 0.36) or sensitivity (93.3 % 
vs 92.9 %; p = 1.00). Discordance between cytology and histology was low 
(3.7 %), with moderate agreement (κ = 0.49), indicating complementary con-
tributions rather than redundancy.
Discussion:Franseen needles, propensity-matched analysis showed that nee-
dle type alone does not determine diagnostic yield; rather, synergistic combi-
nation of cytology and histology enables optimal outcomes.
Conclusions  FNAB using Franseen needles offers the most robust diagnostic 
performance among all tissue acquisition approaches evaluated. The strategy 
provides higher adequacy and superior sensitivity in both malignant and benign 
diseases, with particular benefit in pancreatic cancer and tuberculosis. Incor-
porating both cytology and histology into routine
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Aims  Self-expanding metal stent (SEMS) migration is the most common com-
plication of oesophageal stent placement. A recent systematic review reported 
an overall migration rate of 17.2 %, with rates varying by indication. [1–3] To 
mitigate risk, fixation techniques have been deployed such as over the scope 
clips (OTSC), endoscopic suturing, and through the scope (TTS) clips. A recent 
meta analysis demonstrated that fixation significantly reduces migration com-
pared to non-fixation, with all fixation techniques superior to non-fixation. [4] 
However, real world efficacy remains uncertain due to a lack of guidance in 
indication for stent fixation. This audit aimed to identify clinical and anatomical 
predictors of migration in routine clinical practice.
Methods  Consecutive patients who underwent oesophageal SEMS placement 
under direct radiological screening between January 2022 and October 2025 
were reteroscpectively analysed. The primary outcome was stent migration by 
45 days in patients with and without fixation. Secondary outcomes included 
time-to-migration, migration rates by indication, age, lesion distance, lesion 
length, and crossing of the gastro-oesophageal junction (GOJ). Statistical anal-
ysis was performed using Fisher's exact test, Chi-Square test and Mann-Whitney 
U test. Multivariable logistic regression was used to assess independent asso-
ciations with migration.
Results  Sixty-six (66) patients were identified aged 33-88. Indications includ-
ed post operative leaks/ perforations, benign strictures and malignant stric-
tures. Overall migration rate was 9 % (n = 6). Stent fixation was not significantly 
associated with a change in migration rate: 15.4 % with fixation (2/13) com-
pared with 7.5 % without fixation (4/53), OR = 2.23, p = 0.337. Migration rates 
varied by fixation method: OTSC 10.0 % (1/10), Suture 33.3 % (1/3), clip 0 % 
(0/1), and no fixation 7.7 % (4/52). Patient numbers were not large enough to 
elucidate statistical significance. Six migration events occurred in stents cross-
ing the GOJ 15.0 % (6/40) compared with zero migration events in stents not 
crossing the GOJ 0 % (0/26), p = 0.074. Indication influenced migration risk: 
benign stricture 23.1 % (3/13), malignant stricture 5.0 % (2/40), OR = 5.70, 
p = 0.088; post-operative leaks/perforation 8.3 % (1/12). Mean age was similar 
in migrated (69.8 years) and non-migrated (66.6 years) groups (p = 0.55). Mean 
time to migration was longer with fixation (mean 39 days) than without (mean 
15 days), with patient numbers too low to draw statistical significance. Fixation 
was selectively used in higher risk indications: malignant 2.5 % (1/40), benign 
23.1 % (3/13), post-operative leaks/perforation 75.0 % (3/12). Multivariable 

regression showed fixation was not independently associated with migration 
(OR = 2.18, p = 0.523) after adjusting for indication.
Conclusions  This audit demonstrates that SEMS GOJ crossing is the strongest 
anatomical predictor of stent migration, with all migration events occurring in 
this context. Benign indication carries significantly higher migration risk than 
malignant disease, consistent with literature implicating the role of tumour 
anchoring.¹−³ In this cohort, stent fixation was preferentially used in inherent-
ly higher risk cases and we do not show that stent fixation was associated with 
reduced migration. We postulate that crude rates in fixation may reflect selec-
tion bias; fixation seems preferentially performed in inherently higher risk cas-
es, benign and post-operative leaks/perforation. Limitations included the lack 
of uniformity in endoscopy report documentation and the subjective interpre-
tation of SEMS positioning using radiology. These findings show varying real 
world practice. Further prospective research and larger sample sizes are re-
quired to interrogate the benefit of various stent fixation modalities, across all 
indications.
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Aims  Endoscopic resection for superficial pharyngeal carcinoma has been 
reported as a minimally invasive therapeutic option; however, the pharyngeal 
space is anatomically narrow, making the procedure technically challenging. 
We developed the underwater ESD with Water Pressure Method (WPM), which 
utilizes endoscopic waterjet pressure under immersion to facilitate submucosal 
entry, and previously reported its usefulness in pharyngeal ESD. In the narrow 
working space of the pharynx, a thin therapeutic endoscope may provide ad-
ditional technical advantages. This study evaluated the short-term treatment 
outcomes of pharyngeal ESD performed using WPM with a thin therapeutic 
endoscope.
Methods  We retrospectively reviewed lesions treated with pharyngeal ESD 
using WPM and a thin therapeutic endoscope under general anesthesia with 
laryngeal exposure at our institution between March 2022 and May 2025. 
Short-term outcomes were assessed. The submucosal dissection speed was 
compared with that of lesions treated during the same period using a conven-
tional-diameter therapeutic endoscope.
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Results  During the study period, 27 pharyngeal ESD procedures were per-
formed, of which 10 patients with 11 lesions were treated using the thin ther-
apeutic endoscope. All lesions were located in the hypopharynx: 3 in the pyri-
form sinus, 1 in the post-cricoid area, and 7 on the posterior wall. The median 
tumor diameter was 20 mm (range, 5–40 mm). Both the en bloc resection rate 
and procedural completion rate were 100 %, and the histological R0 resection 
rate was 82 %. The median procedure time was 14 minutes (range, 5–67 min-
utes). The median hospital stay was 6 days (range, 6–8 days).
During the same period, 17 patients with 20 lesions underwent ESD using a 
conventional-diameter therapeutic endoscope. The median dissection speed 
was faster with the thin therapeutic endoscope than with the conventional 
endoscope (22.7 vs. 15.5 mm²/min). No adverse events—including laryngeal 
edema, postoperative bleeding, or aspiration pneumonia—were observed.
Conclusions  In the anatomically narrow pharyngeal region, WPM-assisted ESD 
using a thin therapeutic endoscope enabled safe and efficient dissection, 
achieving a faster dissection speed compared with conventional-diameter en-
doscopes. This approach appears particularly useful for pharyngeal ESD in 
limited working spaces.
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Aims  Papilla morphology has been proposed as an anatomical determinant of 
difficulty in ERCP cannulation and in post-ERCP pancreatitis (PEP) risk, but evi-
dence regarding its predictive value remains inconsistent. We examined wheth-
er papilla type and the presence of periampullary diverticulum are associated 
with PEP in a large cohort of ERCP-naïve patients [1, 2].
Methods  A retrospective analysis was conducted on 891 ERCPs that were per-
formed on ERCP-naïve patients at General State Hospital of Athens " G. Genni-
matas ’’ during a three-year span. We included only ERCP-naïve patients with 
non-pathologic papillae; papillary adenomas and inflammatory or distorted 
ones were excluded from the study. Papillae were classified according to the 
Haraldsson classification as type I (normal), type II (small), type III (protruding) 
and type IV (creased/ridged). The diagnosis of PEP was determined according 
to the ESGE diagnostic criteria. Logistic regression assessed the association 
between papilla type and PEP while Chi-Square (χ²) tests were used to evaluate 
differences in PEP incidence across papilla types and the effect of diverticulum 
presence on PEP risk. Statistical analyses were performed using SPSS v.23.
Results  The papillae type distribution was: Type 1 = 83.4 %, Type 2 = 8,1 %, Type 
3 = 7,4 % and Type 4 = 1,1 %. Overall PEP incidence was 6.6 %. Chi-square analy-
sis demonstrated a statistically significant overall difference in PEP incidence 
across the four types (p = 0,026). Post-hoc pairwise comparisons showed that 
Type 3 papillae differed significantly from Type 1 and Type 2 (both p < 0.05). 
The Type 3 vs Type 4 comparison could not be reliably assessed by χ² due to 
sparse data (only 1 PEP case in Type 4). After logistic regression it was shown 
that Haraldsson type 3 papilla independently increased the odds of PEP 
(p = 0.009; OR 2.83, 95 % CI 1.31–6.16). Presence of periampullary diverticulum 
was recorded in 11.7 % of cases, but it was not associated with PEP (p = 0.94).
Conclusions  In this large ERCP-naïve cohort, Haraldsson Type 3 papilla 
emerged as a significant predictor of PEP, whereas periampullary diverticulum 
had no impact on risk of PEP. These findings support evidence stating that 
differences in papilla morphology are linked with alterations in cannulation 
complexity and PEP. Papilla morphology may represent a simple, visually ac-
cessible parameter to enhance pre-procedural risk stratification and guide 
PEP-prevention strategies.

Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study evaluates the efficacy, safety, and oncologic outcomes of 
colorectal Endoscopic Submucosal Dissection (ESD) at two tertiary care centers 
in Saudi Arabia.
Methods  We conducted a retrospective observational cohort study of patients 
undergoing colorectal ESD from January 2024 up to November 2025 at King 
Fahad Medical City and Security Forces Hospital. Inclusion criteria comprised 
all patients with colorectal neoplasms resected via ESD. The primary outcome 
was the en bloc resection rate. Secondary outcomes included R0 resection 
(negative lateral/vertical margins), curative resection, adverse events (bleed-
ing, perforation), and local recurrence. Statistical analysis was performed using 
the R statistical programming language [1–8].
Results  A total of 47 patients (mean age 59.5 ± 15.6 years; 52.2 % male) un-
derwent ESD. The cohort had a moderate comorbidity burden (ASA Class II: 
70.2 %). Lesions were mostly located in the rectum (46.8 %) and sigmoid colon 
(17.0 %), with a mean tumor size of 37.6 ± 17.1 mm. Preoperative imaging was 
performed in 60.9 % of cases. The classic ESD technique was employed in 89.4 % 
of cases, frequently using a Dual Knife (31.9 %). En bloc resection was achieved 
in 93.6 % (44/47) of patients. Histopathology revealed adenomas in 71.7 % and 
early carcinomas (Tis/T1) in 10.9 %. R0 resection was confirmed in 91.3 % for 
lateral margins and 89.1 % for deep margins. Among evaluable cases, 93.3 % 
achieved curative resection. The safety profile was favorable, with 95.7 % of 
patients experiencing no adverse events. Complications occurred in 4.3 % 
(2/47), comprising one intra-procedural bleeding event managed conserva-
tively and one delayed perforation requiring surgical intervention. Over the 
follow-up period, surveillance colonoscopy identified local recurrence in 6.4 % 
(3/47) of patients.
Conclusions  Colorectal ESD is a safe and effective modality in Saudi tertiary 
care settings, achieving high en bloc rates (93.6 %) and low recurrence (6.4 %) 
comparable to international benchmarks, supporting broader regional imple-
mentation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Esophageal perforation is a rare but serious complication of pneumatic dilation 
for achalasia, occurring in 1 %–3 % of procedures. Early recognition and rapid en-
doscopic management are crucial to prevent severe consequences such as medi-
astinitis or sepsis. We report a case of iatrogenic perforation diagnosed immedi-
ately after dilation and successfully managed with endoscopic stenting [1–4].
A 58-year-old woman with type II achalasia underwent her first pneumatic 
dilation using a 30-mm balloon inflated for one minute under sedation. Post-di-
lation endoscopic assessment revealed a 3-cm anterolateral tear. Shortly 
afterward, the patient developed severe epigastric pain. A thoraco-abdominal 
CT scan confirmed a 10-mm esophageal defect with mediastinal fat infiltra-
tion, consistent with perforation.
An early endoscopic intervention was performed, consisting of the placement 
of a fully covered self-expandable metal stent (SEMS) across the tear, secured 
with two clips to avoid migration. Supportive care included enteral feeding 
via a nasogastric tube, intravenous antibiotics, and proton pump inhibitors.
The patient remained clinically stable, without signs of sepsis or subcutaneous 
emphysema. A control CT scan at 48 hours showed correct stent positioning 
and absence of mediastinal leakage. Oral intake was progressively resumed 
after one week. The stent was removed two weeks later, and follow-up endos-
copy confirmed complete healing of the perforation.
This case highlights the importance of systematic post-dilation endoscopy 
and prompt imaging in symptomatic patients, allowing early diagnosis of per-
foration. Endoscopic stent placement with secure fixation is an effective, 
minimally invasive therapeutic option that can prevent surgical intervention 
and reduce morbidity. Early detection and rapid endoscopic management re-
main key factors in achieving favorable outcomes in iatrogenic esophageal 
perforation following pneumatic dilation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Most ERCPs in the UK are performed under conscious sedation, yet in-
creasing complexity and duration in HPB endoscopy can challenge patient 
tolerance. Deep sedation or general anaesthesia is recommended but not con-
sistently available. This study assessed the safety and feasibility of higher-dose 
conscious sedation delivered through a sedationist–endoscopist model sup-
ported by capnography and high flow nasal oxygen [1–3].
Methods  We conducted a retrospective review of all ERCPs, combined EUS – 
ERCPs, EUS-BD, EUS-GE, ampullectomies and cholangioscopies performed 
between 1 July 2024 and 30 June 2025. All eligible procedures during that 
period were included. All patients received high flow nasal oxygen with contin-
uous monitoring of oxygen saturation, heart rate and capnography. All patients 
received midazolam and fentanyl in increments of 1mg for Midazolam and 25μg 
for Fentanyl. This was administered by the sedationist (either trainee or trainer) 
while the other performed the endoscopy. Sedation doses were compared with 
JAG age-based thresholds. Outcomes included completion rates, need for re-
versal and sedation-related adverse events.
Results  Across 527 ERCPs, mean midazolam and fentanyl doses were 4 mg 
and 176.6 μg (median 4 mg and 150 μg). Thresholds were exceeded in 53.9 % 
and 83.3 % of patients. No ERCP was incomplete due to sedation. In 244 ad-
vanced HPB procedures, mean doses were 4.6 mg and 231.5 μg (median 4 mg 
and 200 μg). Thresholds were exceeded in 65.1 % and 93.4 % of cases. Three 
procedures (1.2 %) were incomplete due to sedation. Maximum doses reached 
12 mg midazolam and 850 μg fentanyl. No patient had hypoxaemia requiring 
intervention, no reversal agents were used and no sedation related adverse 
events were recorded.
Conclusions  This sedationist–endoscopist model with capnography and high 
flow nasal oxygen allowed higher dose conscious sedation to be used safely for 
ERCP and advanced HPB endoscopy. Completion rates were high and no seda-
tion related complications were observed. This approach provides a practical 
option where deep sedation or general anaesthesia is limited.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Placement of coils and embolism material by interventional radiology is 
crucial for the management of vascular bleedings caused by gastric varices, 
arterial aneurysms or gastrointestinal ulcers. In rare cases these particles mi-
grate through the gastrointestinal wall and become visible during endoscopy. 
Here a series of 7 patients with migrated coils was analyzed regarding their 
management and outcome.
Methods  Seven patients were retrospectively identified in 3 German tertiary 
hospitals in the years 2020-2024. Data on age, gender, indication of coil place-
ment, time to detection and anatomic location of migration, complications, 
and their management was collected.
Results  The 2 female and 5 male patients had a mean age of 64.7 ± 16.7 years 
at the time point of embolization by interventional radiology. Active bleeding 
necessitated interventional radiology in 4 patients, 3 of which were located in 
the duodenum and one from a pseudoaneurysm from the right hepatic artery. 
Prophylactic treatment reasoned the placement of embolism material in 2 pa-
tients with varices located in the gastric fundus and esophagus and in one 
patient with a pseudoaneurysm of the splenic artery. The mean time to detec-
tion of migration was 483 ± 523 days including two early migrations within the 
first 5 days. All patients were alive at the last follow-up after a mean of 619 ± 649 
days. Location of migration was the duodenum in 3 cases, the stomach in 2 
cases and the jejunum and pancreatic duct in one case each. In 6 of 7 of cases 
migrated material was left in place as patients remained asymptomatic. The 
patient with coil migration into the pancreatic duct presented with a pancrea-
titis 47 months after placement of 19 coils. In this specific case coils were ap-
plied for treatment of the dissection of a pseudoaneurysm of the splenic artery 
and coeliac trunk. Surgical resection of the left pancreas was performed to 
retrieve coil material which by itself was complicated by pancreatic fluid leakage 
from the resection margin resulting in EUS-guided drainage.
Conclusions  Coil migration represents a rare complication after vascular em-
bolization by interventional radiology. Our case series supports conservative 
management in the cases of migration into the lumen of the gastrointestinal 
tract. Penetration into the pancreatic duct was documented in one case requir-
ing surgical and endoscopic treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Malignant distal biliary obstruction (MDBO) is a common complication 
of peri-ampullary cancers associated with significant morbidity and mortality. 
Although, recent advances such as endosonography guided biliary drainage 
(EUS-BD) have emerged, methodological rigorous trials are needed to validate 
these promising developments. We aim to evaluate the quality of published 
randomized control trials (RCTs) on drainage of MDBO. Our findings are intend-
ed to a guide subsequent consensus on a methodological framework for clini-
cal trials in MDBO.
Methods  We conducted a systematic review of RCTs assessing biliary drainage 
in patients with MDBO (PRISMA 2020). We included RCTs published in full that 
compared at least two biliary drainage modalities or stents in MDBO. Studies 

involving hilar obstruction were excluded. A systematic search was conducted 
in MEDLINE, Embase, CENTRAL, and Web of Science from database inception 
to Jan. 9, 2025. Study quality was assessed using the revised risk of bias (ROB 
2.0).
Results  Overall, 4,663 citations were identified with 71 trials ultimately select-
ed. These RCTs compared ERCP stent types in 67.6 % with the remaining com-
paring different modalities of drainage including EUS-BD, percutaneous drain-
age, and surgery. Most trials assessed patients with unresectable or locally 
advanced cancer (87.3 %). A hypothesis statement was explicitly stated in only 
22.5 % of the studies. A sample size estimate was lacking in 26.8 % of the RCTs. 
In terms of randomization, timing was missing in 43.7 %, with 56.3 % of the 
studies having no consort randomization diagram. Moreover, information on 
blinding was not described in 47.9 % of the trials. In study results, key baseline 
characteristics such as performance status and comorbidity index were report-
ed in only 29.6 % and 11.3 % of the studies, respectively. The definition of biliary 
obstruction was heterogeneous with 12 different definitions identified. In terms 
of outcomes, stent dysfunction was the most common; however, a precise 
definition was missing in 19.7 % of the studies while 42 different definitions of 
stent dysfunction were used. Technical and clinical success were defined in only 
40.8 % and 47.9 % of the studies, respectively. Although adverse events were 
ubiquitously reported, only 36.6 % of the trials used a standardized lexicon for 
reporting. Hospital length of stay and quality of life data were reported in only 
21.1 % and 11.3 % of the trials, respectively. According to the ROB2, 85 % of the 
trials were at high-risk of bias in the measurement of outcomes (▶Table 1).

▶Table 1	 

N ( %), N = 71

Reports Performance status 21 (29.6 %)

Co-morbidity index included (ASA score) 8 (11.3 %)

Reports liver metastasis 9 (12.7 %)

Reports rate of GOO 9 (12.7 %)

Outcomes

Reports definition for stent dysfunction 57 (80.3 %)

Reports definition for technical success 29 (40.8 %)

Reports definition for clinical success 34 (47.9 %)

Uses Standardized definition for adverse events 26 (36.6 %)

Reports quality of life data 8 (11.3 %)

Reports hospital length of stay 19 (26.8 %)

Reports mortality/survival 67 (95.7 %)

Reports chemotherapy data 18 (25.4 %)

Reports surgical resection rate 14 (19.7 %)

Reports 30-days complication of pancreaticoduo-
denectomy

2 (22.2 %)

Conclusions  Our review highlights the methodological deficiencies and het-
erogeneity of current published trials in MDBO. A methodological framework 
and standardized definitions of outcomes are urgently needed to improve ev-
idence-based medicine for the management of MDBO
Conflicts of Interest  Alan Barkun is a consultant for Olympus and Cook Med-
icalJeremie Jacques is a consultant for ERBE, Fuji Medical, and Boston Scientifi-
cAmine Benmassaoud is a consultant for Cook MedicalYen-I Chen is a consult-
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Medical
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Abstract Text
Effective biliary drainage is critical in unresectable cholangiocarcinoma (CCA). 
The patient, a 53-year-old male, underwent several ERCP sessions for stent 
revisions and intraductal RFA. During the recent intervention with a novel lin-
ear EUS scope (EG-740UT, Fujifilm, Tokyo, Japan), a dilated duct in segment II 
was punctured using a 19G FNA needle, and a 0.025" curved-tip guidewire was 
advanced antegradely into the duodenum. The guidewire was retrieved with a 
pediatric biopsy forceps, achieving a single-scope transhepatic rendezvous. 
Using the same scope, multiple biliary branches were accessed, RFA was per-
formed, and four 8F plastic stents were placed for optimal drainage. This case 
highlights the principle of single scope rendezvous with a novel linear EUS 
scope, which offers stability and momentum for retrograde and antegrade 
instrumentation to overcome complex hilar strictures.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/d5c9026a-4bdd-4d1f-a6dc-39d5c1cc62c2/Uploads/19978_ESGE_
days %202026 %20Video %20case.mp4
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Aims  The increasing use of Glucagon-like peptide-1 receptor agonists (GLP-1 
RAs) presents a significant challenge for upper gastrointestinal endoscopy 
(OGD) due to their effect on delaying gastric emptying. Standard fasting pro-
tocols are frequently inadequate, leading to limited views and requiring repeat 
procedures. This study aimed to identify the key demographic, clinical and 
procedural predictors of endoscopic success in patients on GLP-1 RAs and eval-
uate strategies for optimizing outcomes.
Methods  We conducted an analysis of a prospective audit database including 
patients on injectable GLP-1 RAs undergoing OGD in a 6 month period from 
January to June 2025, across three sites in the UK. Data analysed included de-
mographics, clinical status (diabetes, insulin use, indication), GLP-1 RA type 
and procedural variables (preassessment, sedation, Nil By Mouth (NBM) dura-
tion). Multivariate logistic regression was employed to determine independent 
predictors of poor views as described by the endoscopist. Outcomes and NBM 
durations for initial and repeat procedures were compared.
Results  The analysis included 223 initial procedures. Poor mucosal views were 
demonstrated in 19 %(43/223) of cases. For the initial procedures, 98 % of pa-
tients followed a standard 6-hour fast. Multivariate analysis demonstrated that 
demographic factors, BMI, type of GLP-1 RA (Tirzepatide, Semaglutide and 
Liraglutide), indication and the presence of diabetes with or without insulin 

therapy were not significant predictors of obstructed views during diagnostic 
gastroscopy in individuals taking GLP- 1 RA.
Procedural factors showed strong protective trends with the utilization of se-
dation (OR 0.51; 95 % CI [0.24–1.09]; P = 0.082) and completion of a dedicated 
preassessment (OR 0.47; 95 % CI [0.20–1.09]; P = 0.078) reducing the odds of 
poor views by approximately 50 %.
Thirty-four patients required repeat endoscopy and nine did not as their indi-
cation was achieved on index endoscopy. The strategy for the second attempt 
involved significantly extending the mean NBM duration from 6.19 hours to 
14.62 hours (P < 0.0001). 91 % (31/34) of patients fasting for atleast 12 hours 
achieved good mucosal views.
Conclusions  In patients taking GLP-1 RAs, standard 6-hour fasting is inade-
quate in one-fifth of cases, irrespective of patient demographics or metabolic 
status. The key to ensuring successful endoscopy lies in meticulous procedural 
optimization rather than patient selection. Dedicated preassessment and crit-
ically, extending the NBM duration to at least 12 hours are recommended to 
ensure adequate visualization and minimize the need for repeat procedures in 
this high-risk cohort.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Embedded stents in gastrointestinal tract can be challenging to remove. When 
standard methods such as traction, compression necrosis or radiofrequency 
ablation fail, surgery maybe needed. Our case is of a 25-year-old man who 
presented with a common hepatic duct stricture following cholecystectomy 
for cholelithiasis. He underwent placement of a fully covered metal stent via 
percutaneous transhepatic biliary drainage (PTBD). Stent removal with stand-
ard methods with traction and radiofrequency ablation was unsuccessful. Pa-
tient declined surgery. ERC with Cholangioscopy was performed which showed 
stent embedded in the bile duct wall. Cholangioscopy guided laser ablation (30 
watts for 40 minutes) was performed to ablate the tissue overgrowth and frag-
ment the embedded portion of the stent. Ultimately the stent could be re-
moved succesfully.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/509c1468-4f76-4b67-b4ff-76b6db8ccba4/Uploads/19978_
Embedded_metal %20stent.mp4
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Aims  In patients with calculous acute cholecystitis who are not candidates for 
surgery, gallbladder drainage represents an effective strategy to control infec-
tion and prevent complications. Among the available options, endoscopic ul-
trasound-guided gallbladder drainage (EUS-GBD) stands out as a minimally 
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invasive, safe, and effective approach for frail patients.Despite its established 
efficacy, EUS-GBD requires specialized expertise available only in a limited num-
ber of centres, underscoring the need for a standardized approach to this tech-
nique. Moreover, the long-term management of lumen-apposing metal stents 
(LAMS) remains a matter of debate and lacks shared guidelines [1–8].
Methods  This single-centre retrospective study describes the experience in 
frail, high-risk surgical patients (Charlson Comorbidity Index Age-adjusted, 
A-CCI ≥ 5), evaluating the efficacy and safety of EUS-guided gallbladder drain-
age and proposing a potential long-term management algorithm for these 
patients (▶Table 1).

▶Table 1	 

N = 19( %)

Hot Axios 13 (68.4)

Trans-duodenal 16 (84.2)

Technical Success 19 (100)

Intraprocedural AEs 2 (10.5)

Long-term Clinical Success 18 (95)

Hospital Stay (Median) 13 (1-68)

LAMS removal with gallbladder clearance 6 (31.6)

Results  EUS-GBD procedures performed at a hub centre between November 
2023 and September 2025 were considered. In 19 patients (median A-CCI 8; 
ASA III–V 100 %), technical success was 100 % and clinical success 95 %, with a 
mean follow-up of 30 weeks. A transduodenal access was used in 84 % of cases 
and a transgastric access in 16 %. LAMS types included HOT AXIOS in 68 % and 
HOT SPAXUS in 32 % of procedures. One duodenal perforation occurred and 
was managed endoscopically during the same session. No bleeding events or 
buried LAMS syndrome were observed. Median hospital stay was 13 days. Dur-
ing long-term follow-up, three complications were recorded, all successfully 
treated endoscopically. Long-term mortality was 37 %, mainly due to non-biliary 
causes. Stent removal was performed in 32 % of patients after approximately 
51 days, following complete gallbladder clearance, resulting in definitive treat-
ment.In the most fragile patients, the LAMS was left in place, no complications 
related to its permanence were observed.
Conclusions  EUS-GBD is a safe and effective definitive treatment option for 
patients with calculous acute cholecystitis who are not candidates for surgery. 
Planned LAMS removal is recommended in patients who experience recovery 
of performance status after the procedure and achieve complete gallbladder 
clearance, whereas in frail patients the stent can be safely maintained in place. 
The study highlights the importance of a tailored approach that balances safe-
ty, efficacy, and patient tolerance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The prevalence of competence standards for the optical diagnosis of 
diminutive colorectal lesions (SODA competence standards) is unknown. We 
aimed to define the knowledge and adoption of these criteria and the role of 
artificial intelligence (AI) systems in this setting.
Methods  We conducted a survey during a nationwide event on quality in co-
lonoscopy held in Verona, Italy in May 2025 by a self-administered question-
naire. Descriptive analysis was conducted [1–3].
Results  50 out of 58 endoscopists (28/50 F/M) attended the survey, with mean 
age of 52 years and equal distribution of age, regions and public or private 
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practice. Most of participants (82 %) perform colonoscopy within a specific 
program for screening of colorectal cancer. Over 90 % stated real-time in-vivo 
diagnosis of diminutive colorectal polyps, usually by virtual chromoendoscopy, 
respectively with Narrow Band Imaging (NBI, 73 %), i-scan (14 %) and Blue Light 
Imaging (BLI, 13 %). The competence is mainly based as self-training.
82 % reports to monitor diagnostic accuracy and 77 % knows SODA criteria; 
however, most of them is unable to define its own sensitivity and sensibility in 
clinical practice. AI availability was confirmed in less than 30 %; its role is ex-
pected to improve future monitoring of appropriateness and quality standards 
of colonoscopy.
Conclusions  We found a general lack of adoption of SODA competence stand-
ards. Acquiring sensitivity and specificity in the optical diagnosis commonly 
performed in this setting should be the first step towards improving “resect 
and discard” or “leave in-situ” strategies in clinical practice.
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Introduction  The gastrointestinal tract is the most frequent site of extranod-
al lymphomas; however, primary intestinal lymphomas (1–4 %) remain uncom-
mon and represent a diagnostic challenge. The small bowel, given its length, 
location, and limited accessibility, is particularly difficult to evaluate using 
conventional techniques such as standard endoscopy or radiological imaging. 
As a result, advanced modalities including video capsule endoscopy (VCE) and 
enteroscopy have become indispensable for assessing suspected small-bowel 
disease. These tools allow high-resolution visualization, detection of subtle 
mucosal abnormalities, and targeted tissue sampling, thereby improving diag-
nostic accuracy in complex cases [1–7].
Clinical case  We describe the case of a 68-year-old woman undergoing sur-
veillance for previously surgically treated oral melanoma. She had no gastroin-
testinal symptoms and no significant medical history that could suggest 
small-bowel pathology. A PET-CT scan performed during routine follow-up 

revealed abnormal radiotracer uptake in the small intestine, a finding not cor-
related with the abdominopelvic CT, which showed no evident lesions. Given 
the inaccessibility of the suspected segment by conventional upper or lower 
endoscopy, a VCE was performed. The study identified an exophytic, ulcerated, 
and infiltrative lesion located in the proximal jejunum.
To further characterize the finding, single-balloon enteroscopy was carried out. 
This technique made it possible to reach the lesion directly, enabling precise 
localization, endoscopic marking for potential future interventions, and col-
lection of multiple biopsies. Additional samples were also obtained from an 
edematous area in the duodenum. Histopathological examination confirmed 
the diagnosis of primary intestinal follicular lymphoma (PI-FL).
Conclusions  PI-FL is a rare subtype of lymphoma (1–3.6 %), most commonly 
arising in the duodenum and often demonstrating multifocal involvement 
throughout the small bowel. Endoscopically, it may present as nodular, poly-
poid, plaque-like, or ulcerated lesions. Because these abnormalities can be 
subtle and may not produce luminal distortion, they often remain undetected 
on standard imaging such as CT scans. This case highlights the diagnostic val-
ue of VCE and enteroscopy, which proved crucial for identifying and sampling 
a lesion that would otherwise have remained inaccessible.
These advanced endoscopic techniques are more sensitive and specific for evalu-
ating small-bowel lymphomas, allowing accurate diagnosis and guiding appropri-
ate therapeutic planning. Following confirmation of PI-FL, the patient was referred 
to Hematology for specialized management and longitudinal follow-up.
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Aims  The optimal protocol for small bowel (SB) cleansing in capsule endosco-
py (CE) remains controversial. This study aimed to evaluate differences in SB 
cleansing quality between two low-volume polyethylene glycol (PEG) regimens.
Methods  Patients eligible for CE were prospectively enrolled in this sin-
gle-center, open-label study. All patients followed a low-fiber diet for three days 
and fasted for 12 hours prior to CE. They were randomly assigned to receive 
either 1 L of PEG 12 hours before CE (Group A) or 1 L of PEG 3 hours before CE 
(Group B). All CEs were reviewed by a single endoscopist. SB transit times (SBTT) 
were measured. Patients tolerability and side effects PEG related were record-
ed. SB cleanliness was assessed using the Small Bowel Cleansing Assessment 
and Report (SB-Clear) score and the Brotz score [1, 2].
Results  Between October 2024 and October 2025, 29 consecutive patients 
were prospectively enrolled. Thirteen patients (44.8 %) were randomly assigned 
to group A, sixteen patients (55.2 %) to group B. 55.2 % were males, 69 % were 
outpatients. The main indication to CE was obscure gastro-intestinal bleeding 
(16 patients, 55.2 %). No differences in compliance of the two PEG regimens 
were found; all patients received the whole volume of PEG without side effects. 
The main lesions observed were vascular ones (13 patients, 44.8 %).
There were no statistically significant differences in age (mean 65.4 ± 18.4 SD 
group A vs 55.1 ± 21.9 SD group B) and sex between the two groups. Overall 
SB cleansing was adeguate in 27 patients (93.1 %). Cleansing scores were sig-
nificantly higher in group B (SB-CLEAR mean 7.38 ± 0.9 SD vs 6.38 ± 1.4 SD, 
t-test p = 0.04; Brotz QI mean 6.18 ± 1.2 SD vs 5.07 ± 0.6 SD, t-test p = 0.008), 
no differences were found in Brotz QE and overall adequacy assessment (OAA). 
No statistically significant correlations were found among SBTT and SB cleans-
ing scores, even if in Group 2 a shorter SBTT was correlated to higher quality 
SB cleansing scores (SB-CLEAR Pearson r -0.220 p = 0.412; Brotz QI Pearson r 
-0.209 p = 0.437). No statistically significant differences were found between 
detection of vascular lesions and SB cleansing scores. Multivariate analysis were 
no reliable because of small sample size.
Conclusions  A low-volume, same-day PEG regimen is associated with im-
proved small bowel cleansing scores compared with a day-before PEG regimen.
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Aims  Clinically significant portal hypertension (PH) is defined as an elevation 
of the portal pressure gradient above 10–12 mmHg. While cirrhosis remains 
its most common cause, several non-cirrhotic forms exist, particularly in throm-
botic conditions. Among these, myeloproliferative neoplasms (MPNs) represent 
a rare but important etiology of non-cirrhotic PH because of their chronic pro-
thrombotic state.

The aim of this study was to describe the clinical and endoscopic features of PH 
associated with MPNs and to evaluate the impact of hematologic treatment on 
the evolution of complications.
Methods  This retrospective descriptive study spanned a four-year period. 
Included were adult patients with confirmed PH whose etiology was an MPN 
diagnosed either through the presence of JAK2, CALR, or MPL mutations, or 
through consistent bone marrow biopsy (BMB) findings. Clinical presentation, 
laboratory results, imaging, endoscopic features, and treatment outcomes 
were collected and analyzed.
Results  Of the 220 patients diagnosed with PH, 9 individuals (4.1 %) had an 
underlying myeloproliferative disorder. The mean age was 62.2 years (range 
40–84), and males predominated (66 %, male-to-female ratio 3:1).
The most common presenting symptom was upper gastrointestinal bleeding 
(44.4 %), followed by anemia-related symptoms (33.3 %) and abdominal pain 
(22.2 %). Splenomegaly was universal among patients (100 %), and two-thirds 
presented with massive splenomegaly extending to the umbilicus or left iliac 
fossa. Ascites, however, was present in less than half the cases (44.4 %), sug-
gesting that PH associated with MPNs may manifest differently from cirrho-
sis-related PH.
Ultrasound with Doppler revealed predominantly pre-hepatic causes of PH, 
with portal vein thrombosis (PVT) present in 77.7 % of patients. Intra-hepatic 
forms accounted for 22.2 % of cases. Notably, none of the patients exhibited 
Budd–Chiari syndrome, despite its known association with MPN-related throm-
bosis.
Genetic testing identified the JAK2 V617F mutation in 88.8 % of patients, in line 
with its recognized prothrombotic potential. Bone marrow biopsy allowed the 
diagnosis of primary myelofibrosis in 66.6 % of patients and essential throm-
bocythemia in 33.3 % of cases. No cases of polycythemia vera or chronic myeloid 
leukemia were detected.
Endoscopic examination revealed high-grade esophageal varices in a majority 
of patients: grade III varices with red signs in 55.5 %, grade II varices in 11.1 %, 
and grade I varices with red signs in 22.2 %. One patient had no esophageal 
varices but presented with hypertensive gastropathy. Gastric varices were found 
in 33.3 % of patients, and ectopic varices—duodenal and rectal—were observed 
in 22.2 %. Eight patients underwent endoscopic variceal ligation, with an aver-
age of 2.6 sessions (range 1–5), resulting in good clinical improvement.
Treatment combined management of PH (beta-blockers, endoscopic ligation, 
diuretics) with targeted therapy for the underlying MPN (hydroxyurea or rux-
olitinib) and anticoagulation for thrombosis. Cytoreductive therapy produced 
an overall favorable response, with a reduction in spleen size in 50 % of patients. 
Nonetheless, PH remained partially persistent, and no patient achieved re-ca-
nalization of the portal vein.
Complications during follow-up included two episodes of recurrent gastroin-
testinal bleeding (22.2 %), a recurrence of ascites in one patient (11.1 %), and 
one death (11.1 %).
Conclusions  Portal hypertension associated with myeloproliferative neo-
plasms displays a distinctive clinical profile. Presentation often includes inau-
gural gastrointestinal bleeding and marked splenomegaly, whereas ascites is 
less common. Endoscopic findings tend to be severe, with a high prevalence of 
advanced esophageal varices and frequent involvement of gastric or ectopic 
varices.
Although hematologic therapy does not reverse portal thrombosis, it provides 
significant stabilization of PH manifestations and contributes to the reduction 
of splenic enlargement in a substantial proportion of patients.
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Aims  Difficult biliary cannulation (DBC) remains a significant challenge in en-
doscopic retrograde cholangiopancreatography (ERCP) [1]. When cannulation 
fails, precut techniques are widely used as rescue techniques. Endoscopic ul-
trasound-guided rendezvous (EUS-RV) is increasingly used by experts as an 
alternative to precut for cannulating the bile duct. However, there is limited 
literature comparing these two techniques. This systematic review and me-
ta-analysis aimed to compare the efficacy and safety of EUS-RV versus precut 
techniques for biliary access in DBC.
Methods  A systematic search was conducted across PubMed, Embase, and 
Cochrane Library databases up to April 2025. Studies comparing EUS-RV and 
precut techniques in adult patients with DBC were included. Data were pooled 
using a random-effects model. Primary outcome was technical success rates; 
secondary outcome was adverse event rates. A P value < 0.05 was considered 
statistically significant.
Results  Five studies (two randomized controlled trials and three retrospective 
cohorts) comprising 875 patients were included. Pooled technical success was 
higher with EUS-RV compared with precut (95.9 % vs. 91.4 %; OR 2.77; 95 % CI, 
1.39–5.54; P = 0.004). Adverse event rates were 7.7 % for EUS-RV and 11.2 % 
for precut, with no statistically significant difference (OR 0.75; 95 % CI, 0.42–
1.33; P = 0.321).
Conclusions  EUS-RV is associated with higher technical success compared with 
precut techniques for rescue biliary cannulation after failed standard ERCP, with 
a comparable safety profile. These findings support EUS-RV may become the 
preferred rescue strategy, in specific settings, when expertise is available; how-
ever, further trials are needed to assess its safety, procedural duration, and 
learning curve.
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Aims  Pharyngeal observation is an essential but technically demanding step 
in esophagogastroduodenoscopy (EGD), particularly for trainees. This study 

evaluated the impact of sedation method on pharyngeal observation, proce-
dure efficiency, and safety, with a focus on trainee performance.
Methods  We retrospectively analyzed 444 consecutive EGDs performed be-
tween April 2024 and March 2025 (trainees, n = 327; attending physicians, 
n = 117). Patients were classified into a propofol group (n = 199) and a mida-
zolam group (n = 245). Patient characteristics were comparable between 
groups. Outcomes included pharyngeal observation rate, procedure time, 
safety (hypotension and oxygen desaturation), patient satisfaction, and dis-
comfort. Factors associated with successful pharyngeal observation were as-
sessed using multivariable analysis.
Results  Overall, the pharyngeal observation rate was significantly higher in 
the propofol group than in the midazolam group (91.5 % vs 83.3 %, p = 0.0110), 
with a shorter procedure time (6.7 ± 2.4 vs 7.9 ± 3.0 min, p < 0.0001). Safety 
and patient satisfaction were comparable between groups. Similar results were 
observed after excluding cases with biopsy.Among trainee-performed EGDs, 
the pharyngeal observation rate (89.9 % vs 80.3 %, p = 0.0205) and procedure 
time (7.2 ± 2.6 vs 8.6 ± 3.0 min, p < 0.0001) favored propofol sedation, where-
as no significant differences were observed among attending physicians. In the 
midazolam group, trainees had a significantly lower observation rate than at-
tending physicians (p = 0.0256), while no such difference was seen in the propo-
fol group. Multivariable analysis identified propofol use as an independent 
predictor of successful pharyngeal observation (OR 2.21, p = 0.0077) and short-
er procedure time.
Conclusions  In a real-world training setting, propofol sedation improved the 
pharyngeal observation rate and reduced procedure time during EGD, particu-
larly among trainees. Optimization of the sedation environment may enhance 
technical acquisition in the early learning phase without compromising safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Gastrointestinal stromal tumors (GISTs) are mesenchymal neo-
plasms arising from the gastrointestinal tract, most commonly from the stom-
ach and small intestine. They originate from the interstitial cells of Cajal or re-
lated stem-cell precursors and typically express KIT (CD117) or DOG1, which 
aid in diagnosis. For localized tumors, surgical resection with negative margins 
remains the treatment of choice. Endoscopy—particularly when combined with 
endoscopic ultrasound (EUS)—plays a crucial role in establishing an accurate 
diagnosis, characterizing tumor size and layer of origin, and assessing features 
associated with malignant potential. Moreover, intraoperative endoscopic 
guidance can be indispensable when managing lesions that are small, intralu-
minal, or located in anatomically challenging regions, enhancing the safety and 
precision of minimally invasive surgery [1–5].
Clinical case  We present the case of a 57-year-old man with no relevant med-
ical history who sought medical evaluation due to rectal bleeding, epigastric 
pain, and unintentional weight loss. A thoracoabdominopelvic CT scan identi-
fied a 36-mm mass on the lesser curvature of the stomach, raising suspicion 
for a GIST. Subsequent upper endoscopy, followed by EUS-guided biopsy, con-
firmed the diagnosis.
During laparoscopic exploration, external visualization did not allow complete 
identification of the mass due to its intramural and partially endophytic growth 
pattern. For this reason, intraoperative endoscopic assistance was employed. 
Through real-time intraluminal visualization, the endoscopy team was able to 
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precisely localize the lesion along the lesser curvature and delineate its margins. 
This guidance facilitated a targeted wedge gastrectomy with adequate onco-
logic margins, avoiding excessive gastric resection and eliminating the need 
for adjuvant therapy.
Conclusions  Intraoperative endoscopic assistance during laparoscopic GIST 
surgery constitutes a highly valuable tool, especially in cases where tumor lo-
cation is complex or when endophytic growth limits visualization from the 
serosal surface. This combined approach enhances intraoperative tumor iden-
tification, improves surgical accuracy, and reduces the risk of complications 
such as inadvertent perforation, incomplete resection, or tumor rupture—an 
event associated with worse prognosis.
This case highlights the importance of close collaboration between endosco-
pists and surgeons in digestive oncologic procedures. The integration of endo-
scopic expertise into minimally invasive surgery ensures precise localization, 
optimizes surgical strategy, and contributes to safer and more effective man-
agement of submucosal gastric tumors.
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Problem to solve  Current treatments for defects of the gastrointestinal and 
respiratory tract, such as fistulae and surgical anastomotic dehiscence, often 
involve complex surgical interventions and endoscopic procedures with the 
use of synthetic materials, which may lead to complications, prolonged hospi-
talization, poor outcomes, low quality of life, and death. For these reasons, we 
began applying regenerative medicine using mesenchymal stem cells derived 
from autologous adipose tissue, achieving good results [1–3, 5] in treating 
these conditions by promoting the growth and repair of damaged tissue. Still, 
in cases of larger defects, a structural support is required to facilitate better 
healing and complete closure of the defect. Thus, we aim to create a 3D bio-
printed patient-specific scaffold seeded with the mesenchymal stem cells [4].

Innovation  Fat tissue harvesting and mechanical emulsification of autologous 
adipose tissue will yield mesenchymal stem cells, as previously described [1–3]. 
A 3D bioprinter with dual extruder that allows for simultaneous deposition of 
materials using cartridges at different temperatures will be used to print com-
ponent I (mechanically strong material made of PLA/PGA or a combination of 
these materials) and component II (soft bioink for cell support made of colla-
gen, alginate, or hyaluronic acid or a combination). The composition of com-
ponents I and II is defined based on mechanical testing outcomes (mechanical 
resistance and flexibility) and on cell growth enhancement in a 3D environment 
[6–20].
Results  A 74-year-old man developed pneumaturia during chemotherapy + ra-
diotherapy performed after laparoscopic radical prostatectomy with lymphad-
enectomy + rectal raffia with colonostomy for prostatic adenocarcinoma (cT4). 
A CT scan confirmed the clinical suspicion of a rectovesical fistula. Two attempts 
at trans-anal closure of the fistula were performed without success. A further 
unsuccessful surgical closure attempt was also performed by an open trans-
vesical approach. As a last resort, a permanent urinary catheter was placed. 
Our rectoscopy showed a 10-mm fistula located on the anterior wall of the 
rectum, at 2 cm from the internal anal margin. On the rectal side, the mucosa 
around the fistula borders was massively fibrotic, because of the chronic in-
flammation due to several surgical closure attempts and radiotherapy. The 
patient was scheduled for repeated (4 procedures) endoscopic injection of 
autologous emulsified adipose tissue stromal vascular fraction (tSVFem). Each 
procedure was performed every 2 months, resulting in a progressive reduction 
of the fistula diameter to 2 mm, with reduced tissue fibrosis and improved 
tissue vascularity. Again, complete closure of the fistula was not achieved, and 
the patient continued to complain of symptoms. Then, we planned to implant 
a customised 3D-bioprinting-based treatment. The 3D scaffold was a blend of 
polylactic acid (PLA) and polybutylene adipate-co-terephthalate (PBAT), with 
a slight curvature and two holes for anchoring to the rectal wall. The scaffold 
was sutured with Apollo Overstitch, and the tSVFem was injected into the scaf-
fold and the submucosal layer at the fistula borders using a 22-Gauge needle. 
The post-procedural course was uneventful. The rectoscopy performed 14 days 
later documented complete healing of the fistula with vascularized mucosal 
overgrowth and complete degradation of the 3D-printed scaffold. At this stage, 
the urinary catheter was removed, and no fistula-related symptoms or rectal 
urinary loss were recorded thereafter. Eight months later, the fistula was still 
completely closed, and the patient had intestinal recanalisation, without com-
plication or recurrence of the fistula
Conclusions  This procedure offers promising advancements in the field of 
regenerative medicine. It allows tailored, safe, and effective treatments for 
complex post-surgical defects. Nevertheless, its effectiveness should be con-
firmed in a larger patient cohort.
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Aims  Endoscopic ultrasound (EUS)-guided portal pressure gradient (PPG) 
measurement and liver biopsy have become alternatives to the traditional 
transjugular methods, providing combined hemodynamic and histological 
assessment in patients with liver disease in a single session. However, data on 
the procedural learning curve remain limited. This study evaluates learning 
curves for combined EUS-guided PPG and LB during a single procedure, focus-
ing on proficiency, milestones, and safety as these techniques are integrated 
into clinical practice.
Methods  A learning curve analysis of a prospectively maintained EUS-guided 
PPG and LB database was conducted, which involved 29 consecutive outpa-
tients who underwent combined EUS-guided procedures performed by a single 
operator at a tertiary center. The procedures were performed by an endoscopist 
with 4 years of independent practice (approximately 2000 EUS procedures and 
1000 non-liver fine needle aspirations/biopsies). Before learning curve analysis, 
the operator had only carried out three EUS-guided PPG measurements and 
no prior LB. PPG reliability was defined as duplicate or triplicate measurements 
within 1mmHg of difference, LB adequacy was based on AASLD criteria ( ≥ 25 
mm length and ≥ 11 complete portal tracts), and procedure duration was de-
fined as duration between scope insertion and scope withdrawal. Learning 
curves were assessed using case-sequence–based logistic regression for bina-
ry outcomes (technical success, LB and PPG outcomes) and linear regression 
for procedure time.
Results  Technical success was achieved in 90 % of cases (n = 26), adequate LB 
were obtained in 93.1 % (n = 27), and reliable PPG measurements were obtained 
in 82.8 % (n = 24). A learning curve analysis of EUS-guided LB showed no signif-
icant improvement in obtaining adequate biopsy specimens over consecutive 
cases. For the primary endpoint—adequate liver tissue the odds ratio (OR) per 
case was 0.98 (95 % CI: 0.82–1.61), indicating a slight non-significant 2.3 % 
decrease in odds of adequacy per additional case. When both adequate LB and 
reliable PPG were considered, the OR was 1.00 (95 % CI: 0.89–1.12), showing 
negligible change with experience. For secondary outcomes, technical success 
increased marginally with experience (OR 1.02, 95 % CI: 0.89–1.18), represent-
ing a 2 % improvement per additional case. The mean procedure time for com-
bined EUS-guided LB and PPG was 20.7 ± 4.8 minutes and procedural time 
showed a non-significant negligible trend toward increase (slope = 0.08 min/
case, p = 0.46, R² = 0.02), suggesting time efficiency was achieved early, with 
case number explaining only 2 % of time variability. There was only 1 (3.4 %) 
mild adverse event related to the intervention (abdominal pain).
Conclusions  In the hands of an endosonographer with 4 years of independent 
practice, the learning curve for EUS-guided PPG and LB was minimal, with con-
sistent high performance observed across cases with technical success above 
90 %, rates of adequate LB above 90 % and 80 % reliable PPG. These findings 
suggest that combined EUS-guided LB and PPG measurement in the same ses-
sion can be performed effectively with high success rates and very short learn-
ing curve.
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Aims  Outpatient ERCP is increasingly being adopted and already recommend-
ed in selected patients to optimise resource allocation without compromising 
safety, yet unplanned hospital readmission remains a key concern, particularly 
when driven by post-procedure complications. This study evaluated 30-day 
readmission after outpatient ERCP in a medium-volume centre performing 
200–300 ERCPs/year, aiming to characterise real-world safety outcomes and 
identify independent predictors of early unplanned admission [1–4].
Methods  A retrospective analysis was conducted of all ERCPs performed be-
tween January 2021 and December 2024 (n = 840). Of these, 304 ERCPs were 
undertaken in the outpatient setting and were included in the primary analysis. 
The outcome was 30-day unplanned hospital readmission. Variables were 
grouped into patient, indication, findings, and procedure-related categories. 
Logistic regression was used for univariate analysis, and variables with p < 0.15 
were included in a multivariate model (stepwise). A p-value < 0.05 was consid-
ered significant. Statistical analysis was done with SPSS v29.0 (▶Table 1).
Results  Among 304 outpatient ERCPs, the 30-day readmission rate was 9.5 % 
(29/304). Readmissions were mainly complication-driven, most frequently due 
to post-ERCP pancreatitis in 1.6 % (5/304), cholangitis in 3.3 % (10/304), chol-
ecystitis in 2.0 % (6/304), perforation in 0.3 % (1/304), and other complications 
in 2.3 % (7/304). Overall cannulation success was high, at 289/298 (97.0 %), 
including 154/161 (95.7 %) in naïve papillae. In univariate analysis, several var-
iables were significantly associated with 30-day readmission. Malignant ob-
struction as the index indication increased the odds of readmission (OR 3.23, 
CI 1.15–9.11), as did malignant obstruction confirmed during ERCP (OR 2.76, 
CI 1.25–6.11). Sphincterotomy was also associated with increased risk (OR 2.29, 
CI 1.05–4.99). Conversely, a previous ERCP status (with sphincterotomy) re-
duced the risk of hospital admission (OR 0.35, CI 0.14–0.85), as did suspected 
choledocholithiasis as the indication (OR 0.45, CI 0.21–0.97). Male sex also 
showed a near significant protective trend (OR 0.48, CI 0.20–1.12, p = 0.09). 
The multivariable model retained three variables. Previous sphincterotomy 
remained independently protective for readmission (OR 0.30, CI 0.11–0.83), 
suggesting that patients with an already-accessed papilla may have lower pro-
cedural complexity and fewer early adverse events. Male sex continued to show 
a near-significant protective effect (OR 0.43, CI 0.18–1.03, p = 0.06). Malignant 
obstruction as indication emerged as the strongest independent predictor of 
early readmission (OR 5.46, CI 2.07–14.42), consistent with more severe un-
derlying disease and greater procedural complexity.
Conclusions  In our medium-volume centre, outpatient ERCP was safe, with a 
low rate of early unplanned hospitalisation and high cannulation success. Ma-
lignant obstruction as the indication remained the primary driver of early re-
admission, highlighting the need for enhanced peri-procedural planning and 
post-procedural vigilance in this subgroup. Protective factors, including previ-
ous sphincterotomy and male sex, may help refine risk stratification. These 
findings contribute real-world data supporting the safety of ambulatory ERCP 
and offer practical insight into patient selection and identifying higher-risk 
patients who may benefit from tailored monitoring strategies and more selec-
tive outpatient scheduling.
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▶Table 1	 

Variable Univariate OR (95 % 
CI)

p-value Multivariate aOR 
(95 % CI)

p-value

Male sex 0.48 (0.20–1.12) 0.09 0.43 (0.18–1.03) 0.06

Previous sphincterotomy 0.39 (0.18–0.86) 0.02 0.30 (0.11–0.83) 0.02

Suspected choledocholithiasis 0.45 (0.21–0.97) 0.04 – –

Malignant obstruction (indication) 3.23 (1.10–9.48) 0.03 5.46 (2.07–14.42) 0.02

Malignant obstruction confirmed (ERCP finding) 2.76 (1.25–6.11) 0.01 – –

Sphincterotomy 2.29 (1.05–4.99) 0.03 – –
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Aims  EUS-guided gastroenterostomy (EUS-GE) has been reported as a safe 
and effective treatment strategy for patients with malignant gastric outlet ob-
struction (GOO). The aim of this study was to report the technical/clinical out-
comes and the re-intervention rate of EUS-GE in malignant GOO after the in-
troduction of the technique in one center.
Methods  This is a retrospective single-center study including patients who 
underwent EUS-GE for malignant GOO at our institution. All the procedure were 
performed by one operator using the Wireless Endoscopic Simplified Technique 
(WEST) after a period of supervised training. Patients with post-surgical anat-
omy were excluded. Patient characteristics, technical success, clinical success 
(post-procedure GOO Score ≥ 2), adverse events, and re-interventions were 
analyzed [1–5].
Results  From August 2023 to October 2025, 27 patients underwent EUS-GE 
for malignant GOO. One patient with post-surgical anatomy was excluded; 26 
were included in the analysis (15 females, 57.7 %; median age 71 years, range 
42–95). Most patients had pancreatic cancer (20/26; 76.9 %). Overall technical 
success was 26/26 (100 %). One patient experienced intraprocedural stent mis-
deployment, which was successfully managed with placement of a new stent. 
Clinical success was achieved in 24/26 patients (92.3 %). In patients with clinical 

failure, endoscopic re-intervention (LAMS balloon dilation and placement of a 
SEMS through the LAMS, respectively) resulted in clinical success. The adverse 
event rate was 1/27 (3.7 %; fever treated with antibiotics). Median follow-up 
was 58 days (range 19–311). One patient developed GE dysfunction secondary 
to food impaction after 249 days, which was successfully treated with endo-
scopic LAMS cleansing.
Conclusions  EUS-GE shows excellent efficacy and safety in patients with ma-
lignant GOO. The endoscopic re-intervention rate is low, with high success both 
in cases of primary clinical failure and in patients with delayed dysfunction.
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Aims  Same-session endoscopic ultrasound (EUS)-endoscopic retrograde chol-
angiopancreatography (ERCP) and therapeutic EUS (tEUS) are increasingly 
adopted for diagnosis and management of pancreaticobiliary diseases. While 
traditionally performed under deep sedation or general anaesthesia, evidence 
on moderate sedation strategies remains limited. Moreover, moderate sedo-
analgesia may represent an opportunity for non-third-level centres lacking 
anaesthesiology support for endoscopic procedures. We prospectively evalu-
ated the feasibility, safety, and patient-reported outcomes of performing com-
bined EUS-ERCP and tEUS under moderate sedoanalgesia with intravenous 
midazolam and meperidine.
Methods  The PETI-MIDA study is a prospective observational study conduct-
ed in a non-third-level hospital between April and November 2025. All consec-
utive adults undergoing same-session EUS–ERCP or tEUS under moderate se-
doanalgesia with midazolam and meperidine were included. Primary outcomes 
were procedural completion, safety, and patient-reported experience assessed 
using a validated tool (PROSAS score). Patients and sedation characteristics, 
clinical parameters, and adverse events (AEs) were collected in a standardized 
Case Report Form (CRF). A multivariate logistic regression explored any corre-
lation between clinical characteristics and patient-reported outcomes.
Results  In total, 35 patients were enrolled, the median age was 75 years (IQR 
63–83), and the median body mass index (BMI) was 26.1 kg/m² (IQR 22.9–
30.0). Median Charlson Comorbidity Index was 4 (IQR 2–6), and median ASA 
score was 2 (IQR 1–3). Indications for endoscopy included choledocholithiasis 
(65.7 %), malignant biliary obstruction (14.3 %), and indeterminate biliary stric-
ture (20 %). EUS-guided fine-needle biopsy (FNB) was performed in 11 patients 
(31.4 %), biliary stenting in 10 (28.6 %), and 3 patients (8.6 %) underwent 
EUS-guided gallbladder drainage (EUS-GBD). Mean midazolam dose adminis-
tered was 5.6 mg ( ± 2.1), while meperidine was 64.2 mg ( ± 13.6). No proce-
dure-related AEs occurred among the cases performed. Most of the patients 
(88.6 %) were adequately cooperative and no procedures were interrupted due 
to lack of patients’ cooperation. Sedation-related AEs included one (2.9 %) ox-
ygen desaturation, two (5.8 %) tachycardia and one (2.9 %) hypotension, all 
managed without the need for anaesthesiology support and without leading 
to an endoscopy interruption. In 29 cases (82.9 %), patients reported satisfac-
tion with the sedation level achieved. On a 0–10 numeric scale administered 
to assess intraprocedural discomfort (0 indicating no pain and 10 indicating 
severe pain), the median score was 1 (IQR 0–2). In the multivariate analysis, 
intraprocedural discomfort level was related to BMI (p-value = 0.03).
Conclusions  Moderate sedoanalgesia is an appropriate sedation strategy for 
same-session EUS–ERCP and tEUS, demonstrating low complication rates and 
high patient tolerability.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP802  Predictors of 30-day mortality in upper 
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Authors  Kovács BT1, Kozma MD1, Vilmos F1, Morár A1, Csókay BK1, Lalák K1, 
Papp V1, Horváth M1, Hagymási K1, Müllner K1, Péter Z1, Székely H1, 
Imecz J2, Fenyves BG2, Melicher D2, Varga C2, Szijártó A1, Miheller P1, 
Hritz I1, Patai AV1

Institutes  1  Department of Surgery, Transplantation and Gastroenterology, 
Semmelweis University, Budapest, Hungary; 2  Department of Emergency 
Medicine, Semmelweis University, Budapest, Hungary
DOI  10.1055/s-0046-1822129
Aims  Upper gastrointestinal bleeding (UGIB) is a heterogeneous condition 
with variceal (V), high-risk non-variceal (HRNV) and low-risk non-variceal 
(LRNV) subgroups. We aimed to identify clinical and laboratory parameters 
associated with 30-day mortality in these three subgroups in a tertiary care 
center.

Methods  We retrospectively analyzed all patients undergoing emergency 
upper endoscopy for UGIB at the Department of Emergency Medicine, Sem-
melweis University, between 1 January 2022 and 31 December 2023. Within 
each subgroup we performed univariable tests and univariable and multivari-
able logistic regression. Associations with 30-day mortality were described 
using odds ratios (OR) and p-values.
Results  The data of 654 patients (V = 126; HRNV = 99; LRNV = 429) were ana-
lyzed.
In the variceal group, non-survivors had lower albumin (p < 0.0001), higher 
creatinine and urea levels, lower GFR (p < 0.0001) and more frequently had 
cardiovascular disease (p = 0.003). Univariable analyses showed that GFR 30-60 
and 15-30 ml/min markedly increased mortality risk (OR = 10.8 and 7.05), as 
did cardiovascular disease (OR = 5.04) and vasopressor requirement (OR = 3.67), 
whereas each 1 g/L increase in albumin reduced the odds of death by 22 % 
(OR = 0.78). In multivariable models, liver disease (OR = 2506), lower albumin 
(OR = 0.62) and rising urea (OR = 5.6) remained independent predictors.
In the HRNV group, non-survivors presented with lower blood pressure (all 
components p ≤ 0.006), older age and more frequent noradrenaline use 
(p = 0.026). Univariable analyses indicated that higher systolic/diastolic blood 
pressure and MAP were protective (OR = 0.95-0.96 per mmHg), whereas no-
radrenaline use (OR = 3.75) and elevated INR (OR = 4.5) were risk factors. In 
multivariable analysis, increasing urea remained an independent predictor 
(OR = 1.47).
In the LRNV group, non-survivors showed more severe hemodynamic instabil-
ity (p < 0.0001), worse renal function (creatinine p < 0.0001), lower albumin 
(p = 0.0010) and more frequent chronic high-dose PPI use (p = 0.0215). Univar-
iable analyses demonstrated that lower GFR values (CKD III-V. stages; OR = 5.7-
7.2) and rising urea values (OR = 1.17) increased, whereas albumin (OR = 0.90 
per g/L) decreased the mortality risk. In multivariable models, albumin 
(OR = 0.87) and rising urea (OR = 1.15) remained independent predictors.
Conclusions  Across all three etiologic subgroups, hemodynamic instability, 
hypoalbuminaemia and urea dynamics were closely linked to 30-day mortality 
and may serve as a basis for etiology-specific risk stratification in UGIB.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP803  Diagnostic Performance of Artificial Intelli-
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Authors  Salvato D1, De Conte A2, Schettino P3, Carrato P3, Marmo R3

Institutes  1  Digestive Endoscopy Unit, Luigi Curto Hospital, Polla, Salerno, 
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DOI  10.1055/s-0046-1822130
Aims  Gastric cancer remains a major cause of cancer-related mortality world-
wide. Endoscopy is the most reliable modality for detecting early gastric cancer 
(EGC), yet the identification of subtle early lesions is often challenging. Artificial 
intelligence (AI) has emerged as a promising tool to support endoscopic diag-
nosis. This meta-analysis aimed to compare the diagnostic performance of AI 
systems with that of human endoscopists in detecting EGC
Methods  PubMed, Embase, Google Scholar, Cochrane, and Web of Science 
were searched for articles. Studies were eligible if they allowed extraction of 
TP, FP, TN, FN. Histopathology was the gold standard. Endoscopists were clas-
sified as experts or non-experts. Pooled sensitivity and specificity were esti-
mated using random-effects models; an SROC curve was constructed, and AUC 
calculated [1–41]
Results  Eight studies from Asia were included. A total of 3409 patients were 
analyzed, comprising 1444 with EGC and 1965 with non-neoplastic conditions. 
AI achieved a sensitivity of 92 % (95 % CI, 89–94 %) and a specificity of 87 % (95 % 
CI, 84–90 %). Expert endoscopists reached a sensitivity of 90 % (95 % CI, 86–
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93 %) and specificity of 90 % (95 % CI, 80–95 %). Non-expert endoscopists 
showed sensitivity of 78 % (95 % CI, 72–83 %) and specificity of 78 % (95 % CI, 
69–85 %). AI performance was comparable to that of experts and significantly 
superior to non-experts (sensitivity p ≤ 0.001; specificity p ≤ 0.01)
Conclusions  AI-assisted endoscopy demonstrates high diagnostic accuracy 
for early gastric cancer. Its performance closely parallels that of expert endos-
copists and substantially exceeds that of non-experts
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP804  Etiological Profile of Benign Esophageal 
Strictures
Authors  bennani B1, Belabbes F1, Bennani Y1, Benjelloun N1, Delsa H1, 
Ben El Barhdadi I1

Institute  1  Cheikh Khalifa International University Hospital, Mohammed VI 
University of Sciences and Health, Casablanca, Morocco
DOI  10.1055/s-0046-1822131
Aims  Benign esophageal strictures are defined as a narrowing of the esopha-
geal lumen not directly related to neoplastic or functional pathology. They 
represent a frequent cause of dysphagia. Upper gastrointestinal endoscopy 
plays a central role, both diagnostically and therapeutically, through dilation 
techniques or stent placement. This study aimed to describe the etiological 
and therapeutic profile of benign esophageal strictures.
Methods  This was a retrospective observational study. We reviewed all med-
ical records of patients diagnosed with benign esophageal strictures over a 
5-year period, from January 2020 to January 2025.
Results  Among 48 patients presenting with dysphagia, 29 had benign esoph-
ageal strictures (60.4 %). There was a slight female predominance (51.7 %), with 
a median age of 49 years (range 5–81). Past medical history included gastroe-
sophageal reflux disease in 55.2 %, esogastric surgery in 34.5 %, anemia in 
24.1 %, caustic ingestion in 24.1 %, toxic habits in 24.1 %, and a history of radi-
otherapy in 20.7 %. Clinically, dysphagia was constant—most often distal 
(82.8 %)—and was frequently associated with weight loss (58.6 %), odynophagia 
(48.3 %), and anemia (34.5 %). Upper endoscopy revealed peptic strictures 
(27.6 %), caustic strictures (24.1 %), postoperative strictures (17.2 %), Plum-
mer–Vinson syndrome (13.8 %), post-radiation strictures (6.9 %), and two cas-
es of epidermolysis bullosa with esophageal involvement and extrinsic com-
pression (3.4 % each). Management relied on balloon dilation (55.2 %), bougie 
dilation (41.4 %), and metallic stent placement (13.8 %). Clinical evolution 
showed complete symptom resolution in 69 % of cases. Immediate complica-
tions were rare. In the medium term, post-dilation gastroesophageal reflux 
occurred in 17.2 %, and stricture recurrence in 55.2 %.
Conclusions  In our cohort, benign esophageal strictures were predominantly 
peptic and caustic, accounting for more than 51.7 % of cases. Upper endosco-
py remains essential for both etiological diagnosis and treatment through di-
lation or stenting. However, the high recurrence rate highlights the need for 
close and prolonged follow-up.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 61-year-old patient with a large duodenal laterally spreading tumor (LST-G 
6.5 × 4 cm) below the papilla of Vater. Literature reports superficial non-amp-
ullary duodenal tumor (SNADT) prevalence at 1.0–1.5 % in retrospective series 
and 4.6 % prospectively, with adenomas at 0.03–0.4 %.In collaboration with a 
visiting expert, enbloc underwater endoscopic submucosal dissection (ESD) 
was accomplished without complications.Histopathology confirmed R0 resec-
tion of a tubular adenoma with low-grade dysplasia and focally high-grade 
dysplasia.The water immersion technique enhanced visualization, endoscope 
stability, and mucosal-submucosal separation, reducing risk of perforation in 
this delicate area.Our center's treatment alternative,Whipple surgery,highlights 
ESD as a safe,minimally invasive option for selected large duodenal polyps by 
skilled expert [1, 2].

Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/68837fb5-cb9e-4583-8931-70de1bd36c06/Uploads/19978_underwa-
ter_ESD %20duodenum.mp4
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Abstract Text
A 59-year-old female with hilar cholangiocarcinoma and indwelling biliary 
stents was admitted for cholangitis and gastric outlet obstruction. ERCP failed 
due to neoplastic duodenal stenosis. The patient underwent EUS-gastroen-
terostomy (GE) with a 20 mm LAMS, and EUS-directed transduodenal ERCP 
(EDDE) was attempted. However, access to the papillary region was not possi-
ble due to unfavorable angulation of the GE. A guidewire was passed through 
the duodenal stenosis in an antegrade manner toward the LAMS and then into 
the stomach through the LAMS. Using a rendezvous (RV) technique, the gas-
troscope was reintroduced alongside the guidewire, which was retrieved 
through the working channel. This maneuver allowed the gastroscope to ad-
vance efficiently through the LAMS up to the papillary region using double 
traction. ERCP was then successfully completed with placement of a new biliary 
stent [1–2]
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/8e64c6b4-b7d5-4f34-967f-39b4c6e9d905/Uploads/19978_
VH_1EDIT.mp4
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Aims  Bowel preparation is essential for achieving high-quality colonoscopy 
outcomes. Common preparatory protocols include the conventional sin-
gle-dose polyethylene glycol (PEG) regimen and the increasingly utilized split-
dose regimen. Our study aims to compare the quality of colonoscopies ob-
tained using different protocols, based on the Boston Bowel Preparation Scale 
(BBPS).
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Methods  This was a prospective, single-center study conducted in an endos-
copy unit. All patients referred for diagnostic, screening, follow-up, or thera-
peutic colonoscopy were included.
All patients underwent bowel preparation along with a low-residue diet for one 
to three days. Participants were divided into two groups: Group 1( standard 
single-dose preparation of 4L the day before colonoscopy) and Group 2 (split-
dose preparation, with 3 subgroups: A = 3L the day before and 1L the morning 
of the examination, B = 2L the night before + 2L in the morning of the examina-
tion and C = 4L the day before and 2L the morning of the examination). Several 
parameters were studied: Tolerance of the preparation, adherence to the 
low-residue diet, BBPS, polyp detection rate (PDR), adenoma detection rate 
(ADR), mean number of polyps (MNP), and mean number of adenomas (MNA). 
Comparative statistical analysis of the different groups was performed using 
JAMOVI software.
Results  248 patients were included in the study, with a median age of 57 years 
and a male-to-female ratio of 113/135. The indications for colonoscopies were: 
77 % diagnostic, 7.3 % screening, 13.3 % follow-up or surveillance, and 2.4 % 
therapeutic.
Comparison of groups 1 and 2 with respect to bowel preparation quality and 
the detection rate of polyps and adenomas did not reveal any statistically sig-
nificant difference. However, within group 2, subgroup b (2L the evening be-
fore + 2L the morning of) showed a significant superiority compared to the 
other subgroups and group 1, with a significant p-value of 0.011.
Multivariate analysis using binomial regression confirmed the absence of a 
significant influence of age, sex, or indication on bowel preparation quality.
The split-dose protocol, particularly subgroup b was better tolerated than the 
standard preparation, with a significant reduction in side effects (nausea, vom-
iting), and a p-value < 0.001.
Conclusions  The split-dose preparation proved more effective than the standard 
preparation in achieving good bowel preparation quality, as it was better tolerated. 
Among the different split-dose protocols, the subgroup 2b regimen offered the 
best compromise between efficacy and tolerability. Conversely, the 6L dose did 
not demonstrate superiority and proved more burdensome for patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Liver transplant (LT) recipients frequently require biliary interventions 
to manage post-transplant complications and remain at increased risk for in-
fectious adverse events. This study aimed [1] to evaluate the prevalence of 
infectious complications following biliary drainage in LT recipients and to iden-
tify associated clinical and intraprocedural risk factors, and [2] to describe the 
biliary and intestinal microbiological profile, including bile culture results and 
rectal colonization patterns.

Methods  We conducted a retrospective single-centre study including all adult 
patients who underwent LT at our institution between January 2017 and De-
cember 2022. Among these, we selected those who underwent Endoscopic 
Retrograde Cholangiopancreatography (ERCP), Double-Balloon Enteroscope–
assisted ERCP (DBE-ERCP), or Percutaneous Transhepatic Cholangiography 
(PTC) within 24 months from transplantation. We collected clinical, microbio-
logical and interventional data, including indication for biliary drainage, pro-
cedure type, endoscopic interventions (sphincterotomy, balloon dilation, stent 
placement or removal, endoscopic device configuration), bile culture and rectal 
swab results, and antimicrobial exposure. Clinically significant infectious events 
occurring within 30 days after the procedure including cholangitis, primary blood-
stream infection, intra-abdominal infection, surgical site infection, liver abscess, 
and acute bacterial skin and skin structure infection, were recorded. Continuous 
variables were summarised as mean (SD) or median (IQR), and categorical variables 
as counts and percentages. Associations with infectious events were assessed by 
univariable logistic regression, reporting unadjusted odds ratios (OR) with 95 % 
confidence intervals, while group comparisons used chi-square or Fisher’s exact 
tests as appropriate. A p-value < 0.05 was considered statistically significant. Anal-
yses were performed using R (version 4.5.1).
Results  Seventy-one LT recipients (mean age 55.5 ± 9.9 years, 74.6 % males) 
underwent 238 biliary procedures (81.5 % ERCP, 17.6 % PTC, 0.8 % DBE-ERCP). 
Indications included anastomotic strictures (58.8 %), stent removal (18.9 %), 
bile leakage (8.8 %), biliary fistula (6.3 %), bile duct stones (5.9 %), and proce-
dures performed to treat active biliary infection (26.9 %). Bile cultures were 
obtained in 110 procedures (46.2 %) and showed a high diagnostic yield, with 
81.8 % positivity. Enterobacterales accounted for the majority of isolates 
(85.6 %), followed by Enterococcus faecium (14.4 %). Multidrug-resistant organ-
isms were identified in 22.2 % of positive cultures. Rectal swabs performed 
within 90 days before the procedure were available for 147 procedures (61.8 %) 
and were positive in 41.5 % of cases. Infections following biliary procedures 
were found in 44 out of 238 procedures (18.5 %), accounting for a total of 49 
infectious episodes, as some patients developed more than one event during 
the follow-up period. Infectious events were significantly associated with LT for 
primary or secondary sclerosing cholangitis (OR 5.97, 95 %CI 1.72–21.7; 
p = 0.0046), with early biliary complications after LT such as leaks or strictures 
(OR 2.03, 95 %CI 1.05–3.96; p = 0.036), and with younger age at LT, assessed 
as a per-year decrease in age (OR 0.96, 95 %CI 0.93–0.99; p = 0.0347). On the 
contrary, a significantly lower risk of infectious was observed in case of biliary 
re-intervention leading to stent removal (OR 0.27; 95 %CI 0.06–0.77; 
p = 0.0329;) and when ERCP was conduct using duodenoscope equipped with 
a single-use tip (OR 0.35, 95 %CI 0.18–0.64, p = 0.002). The rate of infectious 
complications following biliary drainage was not affect by sphincterotomy or 
stent placement, as well by antibiotic exposure, either prophylactic or thera-
peutic [3, 4].
Conclusions  In LT recipients undergoing biliary procedures, primary or sec-
ondary sclerosing cholangitis at LT and early post-LT biliary complications are 
linked to a higher risk of clinically relevant infections after drainage. The pro-
tective effect of single-use duodenoscope tips and the high diagnostic yield of 
bile cultures for multidrug-resistant pathogens highlight the role of procedur-
al optimization in preventing infections. These results support an integrated 
approach in which microbiological sampling and endoscopic or radiologic in-
terventions guide personalized management. Prospective studies are needed 
to define optimal antimicrobial and biliary drainage strategies in high-risk pa-
tients.
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Aims  Precut techniques remain a subject of debate in ERCP, traditionally 
viewed as higher-risk approaches for biliary access, particularly in naïve papillae. 
While contemporary evidence suggests that early precut may be safe when 
performed by experienced endoscopists, data from the outpatient setting are 
scarce, and few studies provide detailed statistical comparisons of complication 
rates, time-to-event outcomes, and readmissions. This study aimed to evaluate 
the safety of precut versus standard sphincterotomy in outpatient ERCP among 
patients with naïve papillae, with specific attention to statistically robust com-
parison of post-procedural complications and hospital admissions [1, 2].
Methods  A retrospective cohort analysis was conducted using a prospective-
ly maintained database of consecutive outpatient ERCPs. Only naïve papillae 
were included. Patients were stratified into a standard sphincterotomy group 
and a precut group. Primary endpoints were post-procedural complications: 
pancreatitis, cholangitis, perforation, cholecystitis and other clinically relevant 
events. Secondary endpoints included 30-day unplanned admission (all-cause 
and ERCP-related). Fisher’s exact test was used for group comparisons, with 
significance defined as p < 0.05. Statistical analysis was made with SPSS v29.0 
(▶Table 1).

▶Table 1	 

Variable Overall (n = 166) Standard Sphincterotomy 
(n = 121)

Precut Techniques 
(n = 45)

p-value

Baseline

Age, median (IQR) 71 (23) 70 (27) 73 (14) 0.144

Sex, male n ( %) 72 (43) 55 (45.5) 17 (37.8) 0.481

Suspected choledocholithiasis n ( %) 109 (65.7) 86 (71.1) 23 (51.1) 0.027

Suspected malignant obstruction n ( %) 52 (31.3) 33 (27.3) 19 (42.2) 0.089

Benign stricture n ( %) 6 (3.6) 2 (1.7) 4 (8.9) 0.047

Complications and Outcomes

Post-procedural complication n ( %) 23 (13.9) 17 (14.0) 6 (13.3) 1.000

Pancreatitis n ( %) 5 (3.0) 4 (3.3) 1 (2.2) 1.000

Cholangitis n ( %) 6 (3.6) 4 (3.3) 2 (4.4) 0.663

Cholecystitis n ( %) 6 (3.6) 6 (5.0) 0 (0.0) 0.192

Perforation n ( %) 1 (0.6) 1 (0.8) 0 (0.0) 1.000

Other complication ( %) 5 (3.0) 2 (1.7) 3 (6.7) 0.124

30-day admission 23 (13.9) 17 (14.0) 6 (13.3) 1.000

Results  A total of 166 outpatient ERCPs performed in naïve papillae were in-
cluded, comprising 121 standard sphincterotomy cases and 45 precut cases. 
Cannulation success was achieved in all standard sphincterotomy procedures 
(121/121, 100 %) and in 84.4 % of precut procedures (38/45). Overall post-pro-
cedural complication rates were low and comparable between groups 
(p = 1.00). No significant differences were observed across specific complication 
types: pancreatitis occurred in 3.3 % vs 2.2 % (p = 1.00), cholangitis in 3.3 % vs 
4.4 % (p = 0.663), perforation in 0.8 % vs 0 % (p = 1.00), and cholecystitis in 5.0 % 
vs 0 % (p = 0.192) for standard versus precut, respectively. Thirty-day all-cause 
admission rates were nearly identical between standard sphincterotomy and 
precut groups (14.0 % vs 13.3 %, p = 1.00), and ERCP-related readmission rates 
showed no significant difference (9.1 % vs 6.7 %, p = 1.00).
Conclusions  In this real-world outpatient cohort restricted to naïve papillae, 
precut techniques displayed a safety profile statistically indistinguishable from 
standard sphincterotomy, with no increase in post-procedural complications, 
delayed complication timing, or 30-day hospital readmission. These findings 
support the selective, expert-driven use of precut for biliary access in outpatient 
ERCP, demonstrating that precut is not an independent risk factor for adverse 
outcomes in this setting.
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Abstract Text
“Carpeting” of gastric varices is uncommon finding seen in patients of portal 
hypertension with dilated tortuous venous channels widespread across the 
gastric lumen. Typically, endoscopic management is not considered feasible 
for these patients due to multiple columns of varices.
Case # 1: 37-year-old male with chronic pancreatitis with left-sided portal hy-
pertension with multiple episodes of melena secondary to multiple gastric 
varices carpeting the body and fundus. Case # 2: 38 year-old-male with ex-
tra-hepatic portal venous obstruction with hematemesis and melena with 
fundal varices and multiple columns of “carpeting” varices. Both patients un-
derwent EUS-guided coil and glue injection successfully, with obliteration. Both 
had no adverse events and bleeding on 3-month follow-up evaluation. EUS 
guided management of carpeiting gastric varices is a viable option.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/b0505929-2b56-4163-acf8-6ae6aeafa12c/Uploads/19978_EUS_
glue %20coil %20with %20audio.mp4
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Aims  The aim of our study was to evaluate the contribution of fine-needle 
biopsy (FNB) coupled with ultrasound endoscopy for the exploration and diag-
nosis of mediastinal and abdominal lymph nodes.
Methods  This was a descriptive retrospective study over a period of 3 years 
from July 2021 to March 2024 within a hepatogastroenterology department 
at Ibn Sina University Hospital in Rabat, including all patients who underwent 
fine-needle biopsy (FNB) of lymphadenopathy under endoscopic ultrasound. 
Exclusion criteria included patients already diagnosed with granulomatosis, or 
with metastatic digestive cancer, and those with lymph nodes that are difficult 
to access to fine-needle biopsy under endoscopic ultrasound or less than one 
centimeter in size.
Results  A total of 22 patients were included during the study period out of a 
total of 274 patients that underwent ultra sound endoscopy. Patients were 10 
males and 12 females with a mean age of 53 years (range: 20-82).
The circumstances of discovery were as follows: in 45 % of cases (n = 10), there 
was cholestatic jaundice, associated with epigastric pain in 9 % of cases. Four 
patients presented with weight loss, three cases were incidentally discovered 
during exploration of a pancreatic mass, one case presented with hemorrhag-
ic syndrome, one case with dyspnea and hemoptysis, and one case with algic 
syndrome.
Imaging was performed in all patients. Abdominal-pelvic CT scans were con-
ducted in 85 % of patients, and MRCP in 20 % of patients. Imaging revealed in 
41 % of cases a cluster of mediastinal lymphadenopathies, associated or not 
with abdominal lymphadenopathies, in 32 % of cases, the presence of a pan-
creatic lesion with lymph node involvement; and in 18 % of cases, thickening of 
the main bile duct. Two cases of gastric thickening were noted.
The site of fine-needle biopsy was abdominal in 64 % of cases (n = 14), abdom-
inal and mediastinal in 14 % (n = 3), and mediastinal in 23 % (n = 5). For abdom-
inal lymph nodes, 50 % were located at the hepatic hilum, 36 % at the celiac 
level, and 21 % at the perigastric level. For mediastinal lymph nodes, fine-needle 

biopsy was performed at station 7 in 85 % of cases and at station 9 in 15 % of 
cases.
The average size of lymph nodes was 23mm [range: 10-45]. The needle gauge 
used was 20G in 55 % of cases and 22G in 45 % of cases. The number of passag-
es ranged from 1 to 3 per biopsy with fanning technique.
The diagnosis was malignant in 36 % of cases: 5 cases of pancreatic adenocar-
cinoma, 1 case of lymphoma, 1 case of neuroendocrine carcinoma, and 1 case 
of undifferentiated carcinoma. In 18 % of cases, biopsy results favored granu-
lomatosis in 4 patients: 2 cases of sarcoidosis and 2 cases of tuberculosis. Fi-
nally, reactive adenitis was found in 41 % of cases, and hemorrhagic content 
was observed in 5 % of cases.
It is noteworthy that no complications related to FNB during EUS were observed.
Conclusions  Endoscopic ultrasound coupled with FNB is at the forefront for 
diagnosing deep lymph nodes, whether they are mediastinal or abdominal. In 
our study, the diagnostic yield was 95 % after initial histopathological analysis.
This technique remains minimally invasive and effective. It allows not only to 
exclude metastatic lymph nodes but also the initiation of specific treatment 
once the pathology is documented.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Upper gastrointestinal (UGI) bleeding in the setting of locally 
advanced pancreatic adenocarcinoma is a challenging clinical problem, often 
exacerbated by tumor invasion, altered postoperative anatomy, and friable 
mucosa. When standard endoscopic strategies are insufficient, a multimodal 
approach may be required to achieve durable hemostasis. This case-report 
describes the complex management of recurrent UGI hemorrhage arising after 
ERCP and palliative Roux-en-Y gastrojejunostomy in a patient with pancreatic 
cancer, highlighting the role of sequential endoscopic interventions and cov-
ered self-expandable metal stents (SEMS) [1, 2].
Case Presentation  A 78 year-old patient with locally advanced pancreatic 
adenocarcinoma presented with acute cholangitis characterized by fever, jaun-
dice, and elevated cholestatic markers. ERCP was performed promptly, achiev-
ing biliary decompression through successful cannulation and stent placement. 
Given symptoms of gastric outlet obstruction due to the tumor’s mass effect, 
the patient subsequently underwent a palliative Roux-en-Y gastrojejunostomy.
During the postoperative period, the patient developed melena accompanied 
by a significant hemoglobin drop. Urgent endoscopy revealed a bleeding ulcer 
at the gastro-enteral anastomosis. Hemostasis was initially achieved with nor-
epinephrine injection, followed by thermal coagulation using a Coagrasper 
device, resulting in short-term stabilization.Over the following weeks, the pa-
tient experienced multiple hospital readmissions for recurrent UGI bleeding. 
Each episode required repeated endoscopic evaluations, but the distorted 
postoperative anatomy and presence of friable ulcerated tissue limited the 
effectiveness of conventional techniques.
Given persistent and recurrent hemorrhage, the multidisciplinary team opted 
for advanced endoscopic intervention. A fully covered SEMS was positioned 
across the gastro-enteral anastomosis to tamponade the ulcerated bleeding 
site. The patient initially improved, but another episode of bleeding occurred, 
prompting a second endoscopic procedure. A second covered SEMS was de-
ployed to reinforce the area and extend the zone of mechanical hemostasis. 
Following this intervention, the bleeding resolved definitively.
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Discussion and Conclusions  This case illustrates the difficulty of managing 
recurrent anastomotic ulcer bleeding in patients with pancreatic malignancy 
and surgically altered anatomy. Multidisciplinary coordination is essential for 
successful outcomes in such complex postoperative bleeding scenarios. Stand-
ard endoscopic hemostatic techniques often fail when bleeding arises from 
unstable, tumor-influenced tissue. The use of covered SEMS, while more com-
monly applied for malignant obstruction, proved crucial in achieving sustained 
hemostasis by exerting tamponade on the ulcerated region and stabilizing the 
anastomotic site.
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Abstract Text
Immune-checkpoint inhibitors (ICIs) are an essential therapeutic option for 
many types of cancers; their mechanism of action involves the activation of 
cytotoxic T cells through targeting PD-1, PD-L1 and CTLA4. Gastrointestinal 
adverse events due to ICI toxicity can occur, ranging from mild diarrhoea to 
severe colitis mimicking inflammatory bowel disease [1, 2]; pancreas, liver and 
small bowel involvement, although possible, are less frequent [1, 3]. We pres-
ent the case of a ICI-related acute pancreatitis, asymptomatic hepatitis and a 
steroid-refractory small bowel ulcerative and atrophic enteropathy.
A 57 years-old woman with history of triple-negative breast cancer treated with 
6 months of neoadjuvant paclitaxel, carboplatin, doxorubicin, cyclophospha-
mide and pembrolizumab, followed by mastectomy and adjuvant pembroli-
zumab was referred to our department for chronic severe diarrhoea and weight 
loss in the last 4 months. She suffered from ICI-related mild acute oedematous 
pancreatitis 3 months before, which led to pembrolizumab discontinuation.
Laboratory test showed normocytic anaemia (Hb 11.7 g/dL), asymptomatic 
elevation of liver enzymes (GGT 1085 U/L, total bilirubin 2.1 mg/dL, direct 
bilirubin 1.45 mg/dL) and high levels of faecal calprotectin (403 mg/kg) with 
negativity of coeliac serology, C. difficile serology, stool culture and stool par-
asites.
Colonoscopy revealed a mosaic pattern in the ileum and normal findings in all 
the colon, with histological evidence of focal criptitis in the descending colon 
only. Gastroscopy showed a severe ulcerative duodenitis, with severe villous 
atrophy at the histopathological examination. Capsule endoscopy revealed 
multiple duodenal ulcerations and severe duodenal and ileal villous atrophy 
with only mild villous blunting in the jejunum.
Prednisone 1 mg/kg/day for 3 weeks was started, but without any improvement 
in symptoms or laboratory findings. Capsule endoscopy was repeated, showing 
healing of the duodenal ulcers but persistence of villous atrophy in the duode-
num and ileum. Budesonide 9 mg daily and cholestyramine 4 g twice daily were 
added, but without any significant clinical improvement. The patient was there-
fore referred to a tertiary centre.

This case emphasises the necessity for clinicians to perform an exhaustive eval-
uation in patients undergoing ICIs therapy with clinical or endoscopic suspicion 
of gastrointestinal toxicity, in order to reduce diagnostic delay and the conse-
quent risk of steroid inefficacy and related complications.
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Abstract Text
A 50-year-old female was referred for colonoscopy via the UK Bowel Cancer 
Screening Programme. Six months earlier, after travel to India, she developed 
lethargy, nausea, and severe bloody diarrhoea. Symptoms began two weeks 
after returning to the UK. She denied abdominal pain, weight loss or red-flag 
features. Past history included unilateral nephrectomy, no regular medications 
and no family history of IBD or GI malignancy [1–4].
Initial investigations included stool PCR, Clostridioides difficile testing, ova/
cysts/parasites examination and blood cultures. She tested positive for Giardia 
lamblia and completed a 7-day course of metronidazole. Her systemic symp-
toms improved, but loose stools and rectal bleeding persisted. During this 
period, she completed the home FIT test, which was positive, prompting BCSP 
referral.
Colonoscopy revealed marked ulceration localised to the caecum. Biopsies were 
taken for histology and mycobacterial culture. Histopathology demonstrated 
trophozoites of Entamoeba histolytica, confirming amoebic colitis.The patient 
was treated with a 1-week course of paromomycin for luminal eradication, 
resulting in complete symptom resolution.
Amoebic colitis is uncommon in the UK but remains a significant differential 
diagnosis in patients with persistent gastrointestinal symptoms following trav-
el to endemic regions. Surveillance data indicates approximately 100 labora-
tory-reported cases in the UK annually, the vast majority occurring in returning 
travellers from endemic regions1. E. histolytica often mimics IBD or colorectal 
cancer, both clinically and endoscopically, with caecal involvement being most 
typical2,3. Delayed or missed diagnosis is well documented, especially when 
co-infection with other parasites, such as Giardia, creates diagnostic anchoring 
bias.
Literature also emphasises that FIT positivity is not specific for neoplasia and 
can occur in a range of inflammatory and infectious conditions, including amoe-
biasis 4. E. histolytica associated ulceration can produce bleeding significant 
enough to trigger FIT positivity, leading to endoscopic identification.
Inadequate treatment is a recognised pitfall: while nitroimidazoles, such as 
Metronidazole, treat invasive disease, luminal agents such as paromomycin are 
required to prevent relapse or chronic carriage. Partial treatment, or treatment 
directed only at co-infecting organisms, can result in persistent symptoms and 
late diagnosis.
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Clinicians should consider amoebic colitis in returning travellers with ongoing 
gastrointestinal symptoms, even when an initial pathogen has been identified. 
It also demonstrates how FIT-based screening may reveal non-neoplastic but 
clinically significant pathology. Awareness of travel-related infectious mimics 
is essential to avoid misdiagnosis, ensure appropriate therapy and prevent 
complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Case Report:  A 58-year-old woman underwent multivisceral transplantation 
(liver, pancreas, intestine, and stomach with gastro-gastric reconstruction) for 
ultrashort bowel syndrome due to intestinal ischemia following complications 
from resection of a symptomatic duodenal cyst, which led to multiple subse-
quent electrolyte and nutritional complications. Eight days after surgery, the 
patient developed fistulization of the gastric suture documented on CT, initial-
ly managed conservatively with complete bowel rest and percutaneous drain-
age. After 10 days without improvement and with radiologic confirmation of 
an approximately 5 cm gastro-gastric anastomotic dehiscence, endoscopic 
vacuum therapy with sponge placement (EVT) was initiated. Over 50 days, 13 
sponge exchanges were performed, with an incomplete response and persis-
tence of a fistulous tract up to 25 mm in maximal diameter. Given the patient’s 
instability and severe post-transplant complications, surgical reintervention 
was deemed unfeasible. Therefore, endoscopic suturing was attempted to close 
the defect, first refreshing the fistulous edges with argon plasma coagulation 
(60 W, 1.2 L/min) to promote healing. The entire discontinuity was closed using 
a single 2-0 polypropylene suture in a continuous Z-pattern, supplemented by 
2 hemostatic clips placed at one margin. Subsequent radiologic and endoscop-
ic follow-up demonstrated complete closure of the dehiscence without com-
plications, despite being closed two months after its onset — a factor typically 
associated with reduced efficacy.
Discussion:  Anastomotic dehiscence is a common postoperative complication 
in gastro-gastric anastomoses. EVT is currently considered the first-line man-
agement for dehiscence at this level. However, failure rates of up to 20 % have 
been reported when used as monotherapy, requiring access to alternative 
therapeutic options. Full-thickness endoscopic suturing systems enable the 
placement of transmural sutures that provide robust tissue approximation 
without requiring surgical intervention [1]. These systems are currently ap-
proved for bariatric procedures, as well as for postoperative defects closure, 
with early diagnosis being a key factor in improving clinical success [2]. Our 
case highlights the role of these systems as a rescue therapy even in chronic 
defects, particularly in poor surgical candidates. Limited number of targeted 
studies and requirement for specialized training remain barriers to their broad-
er implementation in high-volume centers.

Conclusions:  Endoscopic suturing shows promising outcomes for the closure 
of mural defects such as gastro-gastric anastomotic dehiscence and may be 
particularly useful in high volume units of complex surgical cases. Comparative 
studies against EVT, as well as specialized training programs, are needed to 
expand the reach and clinical adoption of this technique.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study assesses the effectiveness of large language models (LLMs) in 
generating lay summaries for patient education on the management of pre-
cancerous lesions and early neoplasia in the stomach.
Methods  In this pilot study, we used a two-period, crossover, blinded design 
to compare two summary versions: a ChatGPT-4o summary and a summary 
from Digestive Cancers Europe (DiCE). Two panels participated in the ratings: 
an expert physician panel and a patient panel composed of members of the 
DiCE Patient Advisory Committee (PAC). Experts rated accuracy (6-point), com-
pleteness (5-point), comprehensibility (5-point), and satisfaction (5-point) 
across five sections of the summary. Patients rated overall summary complete-
ness, comprehensibility, and satisfaction. The paired design allowed all raters 
to serve as their own control. Results are reported as medians with ranges and 
interquartile ranges (IQRs), and p values for the comparison between the two 
summaries were derived from the mixed-effects estimates. Objective reada-
bility score was calculated with Flesch–Kincaid Grade Level (FKGL) and SMOG 
Index.
Results  Median expert ratings were similar between materials across metrics: 
For the overall summary, median (range; IQR) scores were: accuracy 5 (4–6; 
0.75) for ChatGPT-4o vs 5 (3–6; 1) for DiCE with p = 0.102; completeness 4 
(3–5; 1) vs 4 (2–5; 1) with p = 0.272; comprehensibility 4 (3–5; 1) vs 4 (2–5; 1), 
with p = 0.329; and satisfaction 4 (2–5; 1) vs 3 (1–5; 2) with p = 0.329. Patient 
ratings mirrored experts, with very similar results on completeness, compre-
hensibility, or satisfaction. Readability failed to meet guideline recommenda-

S765



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

tions for both summaries with both FKGL and SMOG score; DiCE read lower 
than ChatGPT-4o (FKGL: 11.16 vs 12.92; SMOG: 12.96 vs 14.84).
Conclusions  ChatGPT-4o produced patient materials comparable to DiCE, but 
both require readability optimization; a human-in-the-loop workflow and future 
tests across prompts and models are warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 52-year-old male with prior right hemicolectomy for colorectal cancer un-
derwent endoscopic resection of a large duodenal adenoma involving 95 % of 
the luminal circumference in the third duodenal part. Circumferential (360 °) 
resection of the lesion was followed by partial closure of mucosal defect using 
Mantis and TTS clips. Focal capillary bleeding was controlled with a hemostat-
ic coagrasper and adjunctive hemostatic powder. A post procedural CT scan 
revealed a small volume of peri-duodenal air and fluid, which resolved sponta-
neously without the need for intervention. Scheduled surveillance endoscopies 
at 20, 30 and 40 days after resection were performed and included circumfer-
ential submucosal triamcinolone injection to prevent post-procedural stenosis. 
This was well tolerated and effectively prevented lumen narrowing, with main-
tained patency on follow-up.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/5cae689e-58dc-4e84-9931-d5d9602247e3/Uploads/19978_Maintin-
ing_lumen's %20patency %20after %20a %20360 %20duodenal %20adeno-
ma %20resection.wmv
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Aims  Endoscopic ultrasound-guided gallbladder drainage (EUS-GBD) using 
lumen-apposing metal stents (LAMS) provides excellent technical and short-
term clinical success. However, being a relatively recent technique, limited 
evidence is available regarding its long-term performance. The aim of this study 
was to evaluate long-term clinical outcomes and adverse events (AEs) following 
EUS-GBD with LAMS.
Methods  All EUS-GBD procedures performed in our Digestive Endoscopy Unit 
between January 2022 and November 2025 were retrospectively reviewed. 
Patients who underwent LAMS placement and had at least 30 days of follow-up 
were included. Technical outcomes, long-term clinical outcomes ( > 30 days), 
and long-term AEs ( > 30 days) were collected and analysed.
Results  A total of 99 patients were included (44.9 % male; median age 84 years, 
range 64–97).

EUS-GBD was performed for acute cholecystitis (AC) in non-surgical candidates 
in 90.9 % of cases and for failed ERCP in 9 %. LAMS was deployed from the stom-
ach in 38.4 % of patients and from duodenal bulb in 61.6 %. Technical success 
was achieved in 96/99 procedures (97 %), and initial clinical success in 95/99 
(96 %).
Median follow-up was 922 days (range 30-1416). Long term clinical success 
was observed in 90.9 % of patients. AEs occurred in 9 of 99 patients (9 %); only 
one AE occurred within 30 days, while 88.8 % occurred during long-term fol-
low-up.
Late LAMS migration was reported in 3 patients (33.3 % of long-term AEs). In 
all 3 cases the LAMS migrated in the gastrointestinal lumen and patients re-
mained asymptomatic. Migration was incidentally detected during surveillance 
ultrasound and confirmed by CT imaging. The median time to migration was 
474 days (range 358–523) fromEUS-GBD.
Recurrent AC occurred in 6 patients (66.7 % of long-term AEs). AC was caused 
by LAMS occlusion by food impaction in 5/6 cases and in all cases LAMS was 
deployed form the stomach. All LAMS occlusions were successfully treated 
endoscopically and the median hospitalisation for recurrent AC was 5 days.
Multivariate analysis showed no association between long-term outcomes and 
patient age, LAMS size or type, or EUS-GBD indication (AC vs. ERCP failure). 
However, transgastric LAMS placement was significantly associated with long-
term AEs (p < 0.005).
LAMS removal was performed in 12 patients (12.1 %). There was no statistical 
difference in long term AEs between patients with or without stent removal.
During follow-up, overall mortality was 47.5 %, with no deaths attributable to 
EUS-GBD or related AEs. Median time to death was 347 days post-procedure.
Conclusions  EUS-GBD with LAMS is a safe and effective procedure not only in 
the short term but also over extended follow-up. Long-term clinical efficacy 
remained high, and the incidence of late AEs was low, supporting the durabil-
ity and safety of this intervention for patients unfit for surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Boston Bowel Preparation Scale (BBPS) is a widely used, validated 
tool to assess bowel cleanliness, but its reliability is limited by inter-observer 
variability among endoscopists. Central reading can reduce variability and im-
prove the consistency in clinical trials.
Methods  We prospectively included 494 patients scheduled for colonoscopy 
in UZ Leuven (Leuven, Belgium), to assess the impact of a low-fiber dinner the 
evening prior to colonoscopy. Participants were randomized (1:1) to either a 
standard regimen or a more lenient regime allowing a low-fiber dinner up to 2 
hours before start of the bowel preparation procedure. In this analysis, we aim 
to compare the assessment of adequate ( > 6) and optimal BBPS (8-9) by the 
endoscopist and an independent central reader who was not involved in the 
procedure. Comparison of BBPS scoring performance using Fisher’s exact test, 
inter-observer agreement was calculated using weighted Cohen’s k-statistics.
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Results  By endoscopists scoring, adequate BBPS scoring was achieved in 99.0 % 
(489/494) and optimal bowel preparation was achieved in 98.0 % (484/494) of 
the cases.
After central reading, both scorings for adequate and optimal bowel prepara-
tion decreased significantly to 86.4.0 % (427/494) and 64.6 % (319/494), re-
spectively (p < 0.00001).
On the 494 BBPS scorings, 217 (43.9 %) were agreed upon after central reading 
(k = 0.154, 95 %CI 0.044-0.244). Based on endoscopist scoring 4 patients had 
right-sided BBPS 0-1 (1 control and 3 in the interventional group), but only 2 
were equally scored after central reading (1 was total BBPS 2 and 1 total BBPS 
3). Overall, central readers scored 6 patients with a right-sided BBPS 0-1 (1.2 %), 
whereas by endoscopist’s scoring only 2 were similarly scored (0.04 %).
Conclusions  Validated bowel preparation scoring systems like BBPS are well-in-
tegrated though prone to high-interrater disagreement, up to 56.1 % in this 
study, potentially affecting clinical trial outcomes and quality assessment. Ob-
jective and continuous quantification by artificial intelligence may overcome 
this weakness and improve future practice and research.
Conflicts of Interest  Consultancy fee Norgine NV
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Problem to solve  Submucosal tunneling endoscopic resection (STER) is effec-
tive for resecting gastric subepithelial lesions (SELs) but requires precise tunnel 
orientation. Misdirected tunneling is a common challenge, particularly for small 
lesions, in large or roomy organs such as the stomach, and in procedures per-
formed by trainees. Loss of direction can significantly prolong procedure time 
and lead to complications including bleeding and / or mucosal breach, making 
safe closure difficult. Rescue techniques for regaining orientation in such situ-
ations have not been adequately described. We report the innovative use of 
indocyanine green (ICG) which appears emerald green under white-light en-
doscopy to localize a missed lesion and redirect a tunnel during STER.
Innovation  A small proximal gastric body SEL on posterior wall was planned 
for STER. A mucosal incision was made below the gastroesophageal junction 
(GEJ) and tunneling was commenced. The tunnel deviated from the intended 
plane, resulting in loss of lesion orientation and a small mucosal breach, com-
plicating closure. As a rescue strategy, 1.25 mg/mL ICG was injected around 
the lesion using a direct transluminal approach and retroflexion. STER was 
continued using white light endoscopy, relying on ICG’s distinctive green color 
under white light.
Results  On re-entering the tunnel, the emerald green ICG staining clearly de-
lineated the correct trajectory, enabling precise redirection toward the SEL. 
The SEL was thus identified and resected enbloc. Mucosal closure was complet-
ed successfully, and the patient had an uneventful recovery.
Conclusions  White-light ICG marking is a safe, easily available, non-allergen-
ic adjunct for real-time localization during challenging STER cases. ICG dissi-
pates naturally without leaving foreign material, and unlike India ink, it does 
not trigger inflammatory reactions, abscesses, or adhesions if minor leakage 
occurs into the peritoneum. Methylene blue has already stained the submuco-
sa blue – ICG offers a different color which stands out over and above the blue. 
This technique therefore offers an effective rescue method to manage misdi-
rected tunneling, reduce complications, procedure time and enhance proce-
dural success representing a meaningful innovation in third-space endoscopy.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/435d6c81-6f52-412e-89bd-7dd4af1d79f4/Uploads/19990_
Final_video %20 %201-720p30.mov
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Early identification of malignant potential and appropriate endoscopic 
resection technique are essential to optimize curative resection and minimize 
complications in colorectal neoplasia. Although artificial intelligence (AI) sys-
tems have demonstrated high accuracy in real-time optical diagnosis, large 
language models (LLMs) have not been systematically assessed for their ability 
to integrate morphology, optical classifications and ability to predict histology 
and recommend resection strategy. This study evaluates the diagnostic per-
formance of a widely used, commercially available LLM for predicting polyp 
histology and recommending an optimal resection strategy, aiming to deter-
mine whether it can function as a decision-support tool in advanced endoscop-
ic resections such as ESD (▶Table 1).

▶Table 1	 

Resection method informed

No Yes Total p-value1

Resection 
method photos

 < 0.001

No 6 12 18

Yes 0 44 44

Total 6 56 62

1Fisher's exact test

Methods  Early identification of malignant potential and appropriate endo-
scopic resection technique are essential to optimize curative resection and 
minimize complications in colorectal neoplasia. Although artificial intelligence 
(AI) systems have demonstrated high accuracy in real-time optical diagnosis, 
large language models (LLMs) have not been systematically assessed for their 
ability to integrate morphology, optical classifications and ability to predict 
histology and recommend resection strategy. This study evaluates the diag-
nostic performance of a widely used, commercially available LLM for predicting 
polyp histology and recommending an optimal resection strategy, aiming to 
determine whether it can function as a decision-support tool in advanced en-
doscopic resections such as ESD.
Results  The study included 62 colorectal lesions from 58 patients; 45 % were 
females and ages ranged from 18-89 years (mean 66 years). Lesions were most 
commonly located in the sigmoid colon (29.03 %), rectum (22.5 %) and ascend-
ing colon (20.96 %). Clinical information provided to the AI software in the in-
formed condition included age, sex, relevant medical history (prior CRC, adju-
vant therapy, surgery), lesion size and location and optical classifications 
(Paris/JNET/Kudo). For resection strategy selection, the LLM showed 70.96 % 
agreement with expert’s decisions in the photos only conditions (κ = 0.59), 
which increased to 90.32 % in the informed condition (κ = 0.751). Direct com-
parison between outputs in the two conditions demonstrated that 12 cases 
improved to match the expert’s recommendation when clinical and optical 
classification data were added (κ = 0.415, p < 0.001). For histology prediction, 
accuracy compared with final pathology was 72.72 % in the photos only condi-
tion (κ = 0.408) and increased to 87.03 % in the informed condition (κ = 0.758). 
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Comparison of the two conditions identified 7 lesions for which histology cat-
egorization improved with additional clinical and optical data (κ = 0.624, 
p < 0.001). Response time for each case remained under 45 seconds to support 
feasibility for real-time use.
Conclusions  This study provides the first evaluation of a widely used LLM as a 
decision-support tool for colorectal lesion characterization, histology predic-
tion and resection strategy selection especially in lesions requiring advanced 
resection techniques as ESD. Our data has shown that performance improved 
markedly when clinical and endoscopic information supplemented photos, 
highlighting the importance of multi-modal input. These findings suggest that 
general-purpose LLMs could complement existing AI systems and offer practi-
cal decision support in settings where advanced resection expertise is limited.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal stromal tumors (GISTs) are the most common mesen-
chymal tumors of the GI tract. While surgical resection remains standard for 
localized disease, the low risk of lymph node spread makes organ-preserving 
endoscopic resection a viable alternative. Neoadjuvant imatinib further en-
hances this approach by shrinking tumors, reducing bleeding risk, and enabling 
safe en-bloc endoscopic removal in anatomically challenging locations
Methods  Retrospective analysis of prospectively maintained database of 5 
patients with large GISTs undergoing neoadjuvant imatinib followed by endo-
scopic resection. Assessed for demographics, tumor characteristics, imatinib 
response, resection/closure techniques; outcomes including histology with 
chemotherapy related changes and residual viable tumor, margins, complica-
tions, length of stay and follow-up.
Results  5 patients with anatomically difficult location – 2 rectal (involving 
internal anal sphincter and abutting the external anal sphincter), 2 duodenal 
(1- D3, 1- D1-D2 junction), 1 – exophytic gastric lesion. Mean baseline tumor 
size (mm) – 38 [SD 9.30]. Layer of origin on EUS – all arising from muscularis 
propria (MP) and 1 involving the gastric serosa. Clinical presentation – G.I bleed 
– 3 (ulcerated lesions), abdominal pain – 1 and dyspepsia – 1. Tumor grade 4 
– low grade (Mitotic index < 2/50 hpf), 1 – high grade ( > 5/50 hpf).
Neoadjuvant imatinib (400-800 mg OD) for 13 -24 weeks. 3 patients tolerated 
Imatinib well. 2- diarrhoea – managed symptomatically. None of the ulcerated 
lesions had bleeding episodes while on imatinib and achieved a mean size re-
duction- 54 % i.e 20.6 mm(SD-4.66) on CECT.
Resection modalities EFTR-3, STER-1, ETSSD-1 (endoscopic tunneling and sub-
serosal dissection). Primary closure techniques used: 2 – endoscopic suturing, 
2 – endoclips and 1 – endoclips + intraluminal EVT.
Mean total procedure time – 191 min [SD30.33]. Enbloc resection achieved in 
all, no complications, with mean length of hospital stay 7 days. R0 resection 
with treatment related changes on HPE. Adjuvant Imatinib continued in all.
Follow up PET scan at most recent follow up- negative for recurrence/metas-
tasis. Rectal lesions resected – no stool incontinence on follow-up. Median 
follow up 22 months and maximum 38 months.
Conclusions  Neoadjuvant imatinib substantially downsizes large non-meta-
static GISTs and enhances tissue planes, enabling safe, effective, organ-pre-
serving en-bloc endoscopic resection even in anatomically challenging loca-
tions where surgery would otherwise require morbid surgeries. This strategy 
achieves high R0 rates, preventing morbidity, suggesting that neoadjuvant 
imatinib may serve as a viable alternative to radical surgery for selected large 

localised GISTs amenable to endoscopic resection. Prospective studies are 
needed to validate and expand its use beyond expert centers.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is a technically demanding 
procedure with a steep learning curve. The European Society of Gastrointesti-
nal Endoscopy (ESGE), as most international societies, recommends training 
on animal models prior to performing ESD in humans, and guidelines emphasize 
the importance of structured programs to achieve competency.
In this context, we evaluated the feasibility of ex-vivo animal model training 
through unsupervised procedures, in addition to participation in such dedicat-
ed curriculum (SFED program, including both in-vivo and ex-vivo training).
Methods  Performance was assessed over 14 unsupervised ex-vivo procedures 
before and 14 procedures after a one-week supervised intensive training course 
in a specialized facility, with the aim of determining whether there was a meas-
urable improvement in outcomes.
Results  The mean area of resected ex-vivo specimens prior to the course was 
261 mm² (range 33–777), compared with 240 mm² (range 80–667) after the 
course, with no statistically significant difference between groups. The mean 
duration of the procedures was significantly reduced, from 31 minutes pre-
course (range 17–54; SD 10.8) to 16.5 minutes post-course (range 12–24; SD 
3.2). Six perforations occurred before the course, representing 43 % of proce-
dures (2 complete and 4 incomplete perforations), whereas no perforations 
were observed after the course. Two initial procedures were excluded from the 
analysis due to extensive perforations that made completion of the dissection 
impossible.
When dissection characteristics of the ex-vivo specimens were analyzed, the 
mean dissection speed increased from 8.7 mm²/min (range 1.3–15.3; SD 5.2) 
before the course to 14.2 mm²/min (range 3.9–44.5; SD 11.2) after the course, 
corresponding to a 62.6 % improvement in speed. This improvement in efficien-
cy was achieved without compromising specimen size and was associated with 
a marked reduction in perforation rate.
Conclusions  A one-week intensive supervised training program significantly 
increased dissection speed on an ex-vivo animal model and markedly reduced 
the perforation rate during unsupervised ESD procedures. These findings sup-
port the value of structured, short-term intensive training within dedicated 
curricula to enhance both efficiency and safety in the early phase of ESD skill 
acquisition.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Patients with inflammatory bowel disease (IBD) carries an increased risk of 
colorectal cancer. High-risk colitis-associated neoplasia (HR-CAN) is a recently 
validated definition, which encompasses all non polipoid lesion > 20 mm or 
polipoid lesion with submucosal invasion stigmata independently from diam-
eter, arising in an inflammed or mucosal healing segment.
These lesions are thought to carry higher neoplastic risk, so that they should 
be resected en bloc, preferably with endoscopic submucosal dissection (ESD), 
even though this approach is often markedly challenging, as a consequence of 
severe fibrosis [1].
We present a case where undersaline pocket method strategy allowed safe, 
quick and efficient en bloc resection of a descendent colon HR-CAN.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/15d27881-7c98-435c-8028-9e06888f5295/Uploads/19978_
Video_ESD %20HR-CAN %20for %20submission.mp4
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Introduction  An 82-year-old woman who had been evaluated for iron-defi-
ciency anemia and a positive fecal occult blood test. Gastroscopy and colonos-
copy showed no abnormalities. She was lost to follow-up until 3 years later, 
when Primary Care requested a new colonoscopy due to altered bowel habits.
Endoscopy  Colonoscopy revealed flat polyps (Paris 0-IIa) smaller than 5 mm 
in the rectum, which were biopsied, demonstrating infiltration by mantle cell 
lymphoma, classic variant. As part of the staging work-up, an upper endosco-
py was performed, showing erythematous areas with loss of glandular pattern 
and irregular vessels in the gastric fundus; in addition, 3–5 mm eroded nodular 
lesions were seen in the duodenal bulb. Both sites were biopsied, with results 
consistent with infiltration by the same lymphoma.
A PET-CT scan demonstrated uptake in the gastric fundus, supra- and infradi-
aphragmatic lymph nodes, and intestinal involvement. Capsule endoscopy 
revealed multiple nodular lesions (3–5 mm) in the duodenal bulb, some of them 
eroded, compatible with mantle cell lymphoma. In the distal ileum, millimetric 
nodular lesions (2–3 mm), some eroded, were identified, highly suggestive of 
infiltration at this level.
Comments/Conclusions  Gastrointestinal mantle cell lymphoma is uncom-
mon, with the small intestine being its most typical site of involvement. Endo-
scopic diagnosis requires a high degree of clinical suspicion and targeted biop-
sies. This case illustrates multifocal involvement of the gastrointestinal tract, 
from the colon to the ileum, highlighting the key role of endoscopy and capsule 
endoscopy in diagnosis and staging. The patient is currently under Hematolo-
gy follow-up and has initiated treatment with bendamustine and rituximab.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) remains a key 
procedure in the therapeutic management of biliary and pancreatic diseases, 
particularly lithiasis. Its complications are mainly dominated by acute pancre-
atitis.The aim of our study is to assess the frequency and predictive factors of 
ERCP-related complications.
Methods  We retrospectively included all patients who underwent ERCP be-
tween September 2024 and September 2025 for lithiasic disease.Statistical 
analysis was performed using the Jamovi software. The associated factors stud-
ied were: age, sex, history of ERCP, use of NSAIDs before the procedure, can-
nulation of the pancreatic duct and the number of passages into the Wirsung 
duct, performance of a precut, and the total duration of the procedure.
Results  A total of 31 patients were included. The mean age was 58.4 ± 15.3 
years, with a sex ratio of 0.47. Four patients (12.9 %) had a history of ERCP. 
Twenty-four patients (80 %) received NSAIDs prior to the procedure. Sphinc-
terotomy was performed in 30 patients (96.8 %), and a precut was required in 
2 patients (6.7 %). Accidental cannulation of the Wirsung duct occurred in 13 
patients. The stone extraction success rate was 80.6 %.
Regarding complications, 3 patients developed acute pancreatitis, and 1 patient 
experienced bleeding, which was controlled by pneumatic compression of the 
margins.
In univariate analysis, factors associated with the occurrence of complications 
were: the number of passages into the Wirsung duct, procedure duration, and 
NSAID use before the procedure.In multivariate analysis, only the number of 
passages into the Wirsung duct appeared to be associated with the occurrence 
of complications (p = 0.04; OR = 1.7; 95 % CI [0.9–2.3]).
Conclusions  Only the number of passages into the Wirsung duct appears to 
be a predictive factor for the occurrence of complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Upper-GI postsurgical leaks are a major complication after esophagec-
tomy, gastrectomy or bariatric surgery. Endoscopic techniques for leak man-
agement have evolved — from simple stent-based sealing toward strategies 
combining luminal coverage with cavity drainage and negative-pressure ther-
apy. Among these, three widely adopted methods are: (1) fully covered self-ex-
panding metal stents (FCSEMS) combined with naso-cavitary drainage (NTCD), 
(2) endoscopic vacuum therapy (EVT) using sponge devices (e.g., EsoSponge), 
and (3) hybrid systems combining stent and vacuum therapy such as VACStent. 
A missing datum in the available literature is to establish a correct rationale in 
terms of selected ideal indications to understand their real efficacy and limita-
tions [1, 2].
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Methods  A retrospective study to evaluate the efficacy related to predecided 
indications was performed and data on technical and clinical successes of our 
cohorts were compared to the ones available in the international literature. The 
pre-established indication were based on the morphology of the leak: 
FCSEMS + naso-cavitary drainage was used to treat dehiescence associated with 
not-drained cavity with or without fistolous tract, EsoSponge EVT was used in 
case of wide paraluminal cavity, and VACStent was used for early detected leaks 
without paraluminal collections or well-drained paraluminal collections. Data 
on the three groups were compared in terms of clinical success and timing to 
complete closure of the leak.
Results  A total of 110 patients were included in the present study, 53 with 
gastric leaks and 57 with esophageal leaks, from 2018 to november 2025
97 patients were treated with FCSEMS + NTCD, 5 with gastric leak and 92 with 
esophageal leak. This technique provides leak coverage while allowing drainage 
of the external collection. In 89 patients, an intrastent naso-luminal tube in 
continuos suction was placed. Reported clinical success (leak closure) rates 
range between 60–80 %. Our technical success was 100 % while clinical success 
was 90 %. Mean time for closure was 21 days.
10 patients were treated by EVT, 2 with gastric leak, 8 with esophageal leaks. 
EVT exerts continuous negative-pressure therapy that promotes collapse of 
the leak cavity, granulation tissue formation, and closure. Several series report 
closure rates of 75–95 %. Our technical success was 100 % and clinical success 
was 100 % in our case series. Mean time for closure was 32 days.
Remaning 3 patients were treated by VACStent. Two patients had esophageal 
leaks, 1 patient had gastric leak post-bariatric surgery. By combining a fully 
covered stent with an external vacuum sponge, VACStent offers internal drain-
age plus maintenance of luminal patency. Early clinical reports indicate closure 
rates around 80–90 %. Our technical success was 100 % but clinical success was 
67 % with significant lower time to closure than standard stenting (7 days vs 21 
days).
From comparison of the three technqiues, technical success was not different 
while clinical success was not statistically different between FCSEMS + NTCD 
(p = 0,8). However, clinical success of VAC stent was statistically lower than the 
other tecniques (p < 0,01). This finding can be limited by small case series both 
in EVT and VACStent group.
On the other hand, the VACStent when successful, has the most rapid time to 
closure (p < 0,05). The other two techniques showed no statistically different 
time to closure (p = 0,09).
Conclusions  Tailored endoscopic management of upper-GI postsurgical leaks 
can be effectively improved by the study of leak morphology, size of leak cavi-
ty, and patient condition. FCSEMS + NTCD remains an option for leaks with not 
well-drained collections; EVT is preferred when rapid cavity collapse and gran-
ulation of parluminal cavities are required; and VACStent appears as a promis-
ing hybrid in case of early detected leaks. Prospective multicentric larger com-
parative studies are warranted to define standardized treatment algorithms 
and identify predictors of success and failure for each modality.
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Abstract Text
Endoscopic submucosal dissection (ESD) of the ileocecal valve (ICV) is techni-
cally demanding. We report a case of a laterally spreading tumor involving both 
lips of the ICV and extending 1 cm into the terminal ileum. After performing a 
circumferential underwater dissection with a colonoscope fitted with a conic 
hood, we adopted several strategies to prevent adverse events. These included 
intraprocedural coagulation of visible vessels and eversion of the ileal margin, 
which was then clipped to the distal colon to achieve a 180 ° closure. On the 
contralateral side, we applied a self-assembling peptide matrix. This approach 
avoided the creation of a circumferential defect and promoted optimal healing. 
No adverse events occurred, and at 1-year follow-up the ileocecal valve re-
mained widely patent, with no evidence of stenosis.
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Introduction  Intestinal pseudomelanosis is an uncommon condition, more 
frequently observed in the colon, with a prevalence of 10–15 % in patients re-
ceiving iron supplementation, activated charcoal, or with chronic metabolic 
diseases. It is characterized by the accumulation of iron- and lipofuscin-derived 
pigments within macrophages of the lamina propria. Although benign, its di-
agnosis is important to differentiate it from serious pigmented pathologies. It 
has been associated with comorbidities such as hypertension, chronic kidney 
disease, or iron supplementation. Histological confirmation is key to avoid in-
appropriate management.
Endoscopy  A 78-year-old man with hypertension was referred from Primary 
Care for colorectal cancer screening due to a family history of polyposis. His 
last colonoscopy revealed a spastic colon and dolichocolon. Complete colonos-
copy with cecal intubation and distal ileum visualization was performed, show-
ing areas of edematous mucosa with patchy dark pigmentation and villous 
atrophy. Ileal biopsies were taken. Histopathology confirmed ileal pseudomela-
nosis. Melanosis coli was also observed throughout the explored colon.
Comments/Conclusions  Ileal pseudomelanosis is very rare, and its endoscop-
ic recognition may raise diagnostic doubts, especially due to its pigmented 
appearance, which can mimic serious conditions such as metastatic melanoma. 
Histology is essential for confirmation. Its association with melanosis coli and 
a history of chronic treatments supports its benign nature. No formal follow-up 
guidelines exist, but accurate identification allows avoidance of unnecessary 
tests or treatments, optimizing clinical management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Up to 22 % of polyps are missed during colonoscopy and 
current solutions relay on improving the endoscopic image or using AI.
Innovation  Microwave-based colonoscopy (MWC) is a disruptive new solution 
that has proved to be safe and feasible in a human pilot study. MWC can differ-
entiate polyps from normal tissue based on their different dielectric properties 
and consists on three elements: the acquisitor (an add-on ring-shaped device 
provided with microwave antennas), the analyzer (external unit) and the soft-
ware (embedded in the analyzer). The software analyses the signals received 
and provides with an output (sound). Unfortunately, there are no available 
microwave signal databases for colorectal polyps that can be used for training 
the algorithm and we need more representative examples to improve the per-
formance. For this reason, we designed a dedicated phantom using an ex-vivo 
porcine colon that included six synthetic polyps selected from a set of models 
with different morphologies, including flat polyps 2 mm in height and 25, 10 
or 7 mm in diameter, as well as polyps 10 mm in diameter and 5 or 10 mm in 
height. Performance metrics were evaluated after the explorations. We used 
the optical colonoscopy video as ground truth. The optical video from colonos-
copy was examined and temporally segmented into sets of consecutive and 
homogeneous frames [1].
Results  We performed a total of 24 colonoscopies with a total of 144 polyps 
and 32,441 frames. A convolutional neural network (CNN) was trained on these 
data, and each detection was labelled as TP, TN, FP and FN. The CNN was then 
validated using six new trajectories that included 36 flat polyps. The sensitivity 
and specificity for polyp detection were globally 80.5 % and 75.0 %. respective-
ly. Sensitivity increased up to 93.3 % for flat polyps.
Conclusions  MWC has the potential for detecting colon flat polyps and can be 
trained in dedicated synthetic phantoms.
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Abstract Text
Eosinophilic gastroenteritis(EGE) is a rare immune-mediated disorder marked 
by gastrointestinal mucosal dysfunction and eosinophil inflammation. We eval-
uated mucosal dysfunction and intestinal permeability in two patients using 
endoscopy, histology, and probe-based confocal laser endomicroscopy (pCLE) 
at diagnosis and after five weeks of corticosteroid therapy. Baseline histology 
confirmed marked eosinophilic infiltration, while pCLE revealed interstitial 
leakage and increased epithelial permeability even in endoscopically and his-
tologically normal mucosa. Treatment induced clinical, endoscopic and histo-
logic remission but pCLE continued to detect subtle, persistent barrier defects 
in regions with normalized endoscopy and histology, suggesting residual sub-
clinical disease. These findings suggest that achieving “functional healing” of 
the gut barrier may represent a critical, new therapeutic frontier [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
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Aims  Endoscopic ultrasound-guided radiofrequency ablation (EUS-RFA) is an 
emerging and minimally invasive modality that may offer a therapeuthic alter-
native to surgery in selected patients with pancreatic neuroendocrine tumors 
(pNETs). This study reports a single-center experience with EUS-RFA for 
pNETs ≤ 2 cm, with emphasis on its safety and efficacy.
Methods  A total of 62 patients with 65 histologically proven G1 pNETs under-
went EUS-RFA and were included in this retrospective analysis. Surveillane was 
perfomed using EUS and/or contrast enhanced computed tomography (CT). 
Adverse events were classified according to the AGREE criteria.
Results  Sixty two patients (25 males; mean age 53 years) with 65 lesions (mean 
lesion size 12.1mm; range 7-25) were treated with EUS-RFA (mean total abla-
tion time for lesion 39.9 ± 33s; range 5-168s; mean session number 1.52; range 
1-5). The cohort comprised 57 non-functioning pNETs (88 %) and 8 insulinomas 
(12 %). All patients with insulinomas remained asymptomatic during follow-up. 
Overall, 78 % of patients achieved complete regression, defined as no contrast 
enhancement in CT or/and EUS, while 22 % demonstrated partial response 
(mean follow-up 18.7 ±  15.3 months; range 3-56 months). Regarding safety, 
most patients (88 %) presented no adverse events. Three patients (5 %) devel-
oped Grade I AEs, four (6 %) Grade II AEs and one (1.5 %) Grade IIIA AE.
Conclusions  EUS-RFA appears to be an effective and safe treatment option for 
small pNETs. Prospective studies with longer follow-up are warranted to better 
define long-term outcomes and recurrence rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP834  ChatGPT 5 vs Expert Endoscopists: A Com-
parative Evaluation of Adherence to the ESGE STAR 
Project
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Aims  The ESGE STAR Project provides a 55-item standardized framework for 
upper GI endoscopy reporting, based on expert consensus due to the absence 
of high-quality evidence. The ability of artificial intelligence (AI) systems to 
apply these structured criteria remains unknown. This study compares the 
adherence of ChatGPT-Audio, using voice-dictation input, to that of expert 
endoscopists when both are instructed to follow the STAR recommendations.
Methods  A total of 104 EGD reports were analyzed: 52 generated by ChatGPT 
5.1 and 52 written by expert endoscopists, all under explicit instruction to 
follow the 55-item ESGE STAR checklist. Two blinded senior reviewers inde-
pendently evaluated each report for item-level compliance across pre-, intra- 
and post-procedural domains. Primary outcome: overall compliance rate. 
Secondary outcomes: domain-specific compliance, number of missing items, 
inter-rater reliability (κ), and ROC analysis.
Results  Overall compliance was 87.6 % ± 4.8 for ChatGPT-Audio and 93.1 % ± 3.5 
for experts (p = 0.002). ChatGPT-Audio missed 6.8 ± 3.2 items per report com-
pared with 3.7 ± 2.1 for experts. Domain-specific compliance was:• Pre-pro-
cedural: 81 % vs 94 %• Intra-procedural: 92 % vs 95 %• Classification usage (LA, 
Prague, Forrest, Paris): 89 % vs 94 %• Post-procedural: 76 % vs 90 %Inter-rater 
agreement was excellent (κ = 0.84). ROC analysis identified a threshold of ≥ 90 % 
compliance (AUC = 0.86).
Conclusions  When explicitly instructed to apply the ESGE STAR criteria, 
ChatGPT-Audio produced highly structured and guideline-conformant EGD 
reports, approaching expert performance. Human endoscopists nonetheless 
demonstrated superior compliance, particularly regarding pre- and post-pro-
cedural elements. This study provides the first controlled assessment of an AI 
voice-dictation system’s ability to apply the ESGE STAR reporting standard and 
supports its potential role in advancing standardized endoscopy documenta-
tion.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Red Dichromatic Imaging (RDI) is a novel image-enhancement modality 
designed to highlight bleeding points more clearly during endoscopic proce-
dures. Although early studies suggest improved visualization, its overall clinical 
impact across different bleeding scenarios has not been quantified. This study 
aimed to evaluate the effect of RDI compared with White Light Imaging (WLI) 
on bleeding visibility and hemostasis performance.
Methods  Comparative studies assessing RDI versus WLI during active gastro-
intestinal bleeding or bleeding-related interventions were systematically re-
viewed.Random-effects meta-analyses were performed for visibility scores 
(standardized mean difference, SMD) and for hemostasis or treatment time 
(mean difference, MD). Three studies reported visibility outcomes (n = 175 
observations) and two studies provided procedural time data (n = 2,064 hemo-
static actions).
Results  RDI significantly improved blee
ding visibility compared with WLI (SMD 0.79; 95 % CI 0.56–1.02; p < 0.00001; 
I² = 7 %). Overall hemostasis/treatment time was not significantly different be-

tween modalities (MD − 0.13 min; 95 % CI − 10.55 to 10.30; p = 0.98; I² = 83 %). 
However, in variceal EIS/EISL procedures RDI markedly shortened treatment 
time (MD − 4.67 min), while ESD-related hemostasis times were comparable.
Conclusions  RDI provides a consistent and clinically meaningful improvement 
in bleeding visibility. Although overall hemostasis time was not reduced, RDI 
substantially accelerates variceal therapy. These findings support RDI as an 
emerging tool for enhancing real-time endoscopic bleeding management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 62-year-old man, with no comorbidities or regular medication, underwent 
POEM for symptomatic type I achalasia (Eckardt score 7). The procedure was 
uneventful, using an anterior approach with partial full-thickness myotomy, 
and mucosal integrity was confirmed at the end of the procedure [1–3].
Twelve hours later, he developed shock with hypotension and prostration, as-
sociated with a hemoglobin drop to 8 g/dL. CT imaging showed the stomach 
filled with blood and a small esophagogastric wall hematoma (3 × 5 cm), with-
out signs of active bleeding. Endoscopy revealed an intact mucosotomy closure 
and a small bulge compatible with an intramural hematoma extending from 
the distal esophagus to the gastric body. The stomach contained abundant 
fresh and clotted blood. After aspiration and repositioning, a 10-mm mucosal 
laceration was identified in the proximal gastric body with adherent clots, con-
sistent with the rupture point on the gastric side of the tunnel. As there was no 
active bleeding or significant intra-tunnel hematoma, a conservative approach 
with close monitoring was chosen.
The patient remained hospitalized for five days under pantoprazole and anti-
biotics, requiring two units of packed red blood cells. He progressed favorably 
without recurrent bleeding and remained asymptomatic at one-year follow-up.
This case highlights a rare but clinically significant delayed post-POEM hemor-
rhage. Although many reports advocate re-entry into the tunnel for clot evacu-
ation and hemostasis, this case demonstrates that conservative management may 
be appropriate in selected patients, depending on the specific characteristics of 
the lesion and clinical stability. Iconography and video are provided.
The authors present a rare but potentially severe delayed complication of POEM, 
occurring in 0.2 to 0.7 % of procedures. Due to its rarity, optimal management is 
not well established, with many reports describing re-entry into the tunnel, clot 
clearance and identification and coagulation of visible vessels. This case illustrates 
successful conservative management of severe post-POEM hemorrhage, guid-
ed by specific patient characteristics. Iconography is provided.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP837V  Bouveret syndrome (BS): a rare cause of 
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Introduction  Bouveret syndrome is a rare form of gallstone ileus in which a 
stone passes through a fistula and becomes impacted in the duodenum. Al-
though surgery is the standard treatment, we present a case resolved endo-
scopically.
Clinical Case  An 87-year-old woman referred to our centre due to obstruction 
from a 4 cm stone impacted in the duodenum after passing through a chole-
cystoduodenal fistula. Surgery was dismissed, so endoscopic therapy was used 
in three sessions. Initial EHL and polypectomy-snare attempts failed. Holmium 
laser lithotripsy (HLS) enabled partial fragmentation, and further fragmentation 
was achieved with a loop-shaped guidewire. Total fragmentation required HLS 
and EHL. The fragments were moved to the stomach, mechanically broken, and 
removed.
Discussion  Endoscopic management can be effective in BS when surgery is 
contraindicated.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/845c8562-3938-4c37-848e-3626923b881a/Uploads/19978_
Bouveret_ESGE.mp4
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Aims  The use of simulator training offers new avenues for high-quality educa-
tion in endoscopy. Nevertheless, even with the availability of various simulators, 
their validation and impact on training remain marginalized. Therefore, we 
evaluated the novel "Endonix" simulator, a 3D-printed simulator comprising an 
endoscope handle connected to a computer that does not require cumbersome 
technical setup (“plug-and-play”), allowing easy training access. The aim of this 
study was to prospectively evaluate the simulator's validity, feasibility and us-
ability in novices, beginners and experienced endoscopists as well as to assess 
participants' perception of the simulator and simulation training in general.
Methods  Delegates at two international conferences (DGVS and ENDOCLUB-
NORD, both 2024 in Germany) were invited to participate in this study. Study 
participants were asked to complete a pre-testing questionnaire requesting 
their perception of endoscopy simulation training. Afterwards, two exercises 
were performed, covering line markings and ESD markings in a virtual environ-
ment. Following the simulation, participants were asked to complete the Sys-
tem usability scale (SUS) and NASA Task Load Index as well as a questionnaire 
evaluating the simulator.
Results  A total of 310 participants completed the study (n = 146 DGVS, n = 164 
EndoClub), comprising 114 novices, 49 beginners, and 147 experts. The ma-
jority reported no access to simulation training at their institution (83.9 %), and 
only a minority had structured curricula available (21 %). The majority of par-
ticipants supported endoscopy simulation training (83.1 %) and the require-
ment of simulation training before first patient encounters (61.9 %). The ma-
jority of all three groups (novices: 74.4 %, beginners: 62.2 %, and experts: 
63.1 %) supported the introduction of the simulator at their institution, reveal-
ing rather good face validity. However, while the majority of novices (57.3 %) 
found the simulator realistic, compared to a minority of beginners (34.9 %) and 
experts (37.2 %), revealing merely sufficient content validity. In contrast, con-
struct validity was also favorable as experienced endoscopists completed both 
modules faster than novices or beginners. Criterion validity was assessed using 
the correlation of training time and experience level, which showed significant 
correlation for both exercises. The SUS yielded 75 out of 100 points (corre-
sponding to good usability) with no discernible difference between novices, 
beginners and experienced endoscopists. The NASA-TLX, ranging from 0 to 
600 points, reflecting level of exhaustion, exhibited a higher score in novices 
and beginners than experienced endoscopists (285 vs. 210 vs. 225 points, re-
spectively, P < 0.001).
Conclusions  The first validation of a novel virtual simulator demonstrated its 
feasibility and usability, with mostly sufficient validity. Many participants fa-
vored its implementation in endoscopy training, particularly for novice and 
beginner endoscopists, who were identified as the most suitable target learn-
ers. The availability of simulation training is currently not meeting the needs 
of trainees and trainers, demonstrating potential for inclusion in endoscopy 
training.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The use of upfront direct endoscopic necrosectomy (DEN) at the index 
drainage of pancreatic walled-off necrosis (WON) remains controversial when 
compared with on-demand necrosectomy, particularly in patients presenting 
with severe sepsis. Moreover, the exact role of SOFA score in selecting candi-
dates for upfront DEN has not been established yet. The aim of our study was 
to assess the upfront endoscopic necrosectomy for infected WON based on 
SOFA score > 2 in choosing upfront DEN [1–3].
Methods  A retrospective analysis of a prospectively collected database was 
conducted on patients who underwent endoscopic drainage and necrosecto-
my for symptomatic pancreatic WON at one tertiary referral center between 
September 2023 and September 2025. Patients were divided into: Group 1 
included patients with upfront DEN and infection with SOFA score > 2 and group 
2 with step-up therapy with infections and SOFA score < 2 or no infection. QNI 
classification was used for initial characterization of WON. The choice of LAMS 
or plastic stent was performed by the endoscopist according to the WON fea-
tures. Infection resolution was defined by clinical improvement (absence of 
fever and septic signs) and biochemical response (reduction of CRP < 2 mg/dl 
or normalization of procalcitonin). Radiological improvement was recorded 
when available, but was not required for defining infection clearance. Clinical 
success was based on radiological WON resolution < 30 mm at the 3-month 
imaging follow-up.
Results  The distribution of patients into group 1 (n = 11) and group 2 (n = 49) 
was similar for age, sex, and size of WON (120.45 ± 36.95 mm vs 103 ± 40 
mm), ≥ 3 quadrants involvement (54.5 % vs 30.6 %, p = 0.169) or necrosis ≥ 30 % 
(81.8 % vs 49 %, p = 0.091). Infected WON were significantly more common in 
the group 1 compared with the group 2 (100 % vs 16.3 %, p < 0.001).
LAMS were used similarly in the two groups (6/11, 55 % in Group 1 vs 26/49, 
53 % in Group 2, p = 1.00). The mean number of DEN sessions (2.64 ± 1.57 vs 
2.04 ± 1.51, p = 0.270), the need for > 3 DEN (36.4 % vs 22.4 %, p = 0.563) or 
additional percutaneous, surgical, or ERCP procedures did not differ significant-
ly (3/11 vs 10/49, p = 0.690).
Clinical success was 100 % and 81,6 % (p = 0,15), while time to infection resolu-
tion was 13.9 days in Group 1 and 10.9 days in Group 2 (p = 0,054). Complica-
tion rates (18.2 % vs 16.32 %, p = 0.847) and overall mortality at 3 months (0 % 
vs 8.2 %, p = 1.00) were similar between groups.
Conclusions  Selection based on high SOFA score for upfront DEN in WON as-
sures similar outcome to lower SOFA scores patients, without influencing the 
outcome, the number of DEN or additional procedures, complications or mor-
tality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate characterization of colorectal polyps is essential for estimating 
neoplastic risk and guiding appropriate therapeutic management. However, 
endoscopic interpretation varies among clinicians, particularly in the classifi-
cation of polyp morphology and surface patterns. Artificial intelligence (AI) 
systems may assist clinicians by improving diagnostic consistency.
Methods  This single-center, retrospective observational study evaluated the 
agreement between ChatGPT-5 and two expert endoscopists in interpreting 
colonoscopic images of colorectal polyps. A total of 45 images were analyzed. 
ChatGPT-5 was prompted to assign Paris and NICE classifications and to predict 
neoplasia. The primary outcome was the level of agreement between 
ChatGPT-5 and experts across classification systems. Secondary outcomes 
included diagnostic accuracy for neoplasia prediction.
Results  ChatGPT-5 demonstrated moderate agreement with endoscopists for 
neoplasia prediction (κ = 0.42), but lower agreement for Paris (κ = 0.31) and 
NICE classification (κ = 0.39). Diagnostic performance showed an overall accu-
racy of 71.1 %, sensitivity 76.0 %, specificity 66.7 %, PPV 72.0 %, NPV 71.0 %, and 
an AUC of 0.74. Notably, ChatGPT-5 struggled with flat lesions and subtle vas-
cular patterns, leading to discrepancies in classification compared with experts.
Conclusions  ChatGPT-5 demonstrates moderate accuracy in the visual inter-
pretation of colorectal polyp images but remains inferior to expert assessment, 
particularly for detailed morphological classifications. While its performance 
indicates potential as an adjunctive support tool, significant limitations persist, 
and further refinement is required before integration into routine colonoscop-
ic decision-making.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP841V  Cold- Endoscopic Submucosal Dissection: 
Time to Go Further?
Authors  Fraile-Lopez M1, Terán Á1, Cagigal ML2, Adolfo PB3

Institutes  1  Gastroenterology and Hepatology Department, Marqués de 
Valdecilla University Hospital, Santander, Spain; 2  Pathology Department, 
Marqués de Valdecilla University Hospital, Santander, Spain; 3  Nottingham 
City Hospital Campus, Nottingham University Hospitals NHS Trust, 
Nottingham, United Kingdom
DOI  10.1055/s-0046-1822168
Abstract Text
Colonic ESD is increasingly popular in Western countries. However, it still not 
fully implemented due to its long learning curve and associated risks. A 68-year-
old woman presented a 30-mm flat serrated lesion in the transverse colon with 
a 12-mm dysplastic area (JNET 2B, Kudo IIIL) proposing for en-bloc resection. 
Cold-ESD, minimizes electrocautery to reduce thermal injury and perforation 
risk. After submucosal injection, a stepwise mucosal incision was created using 
biopsy forceps, followed by early clip-band traction. Submucosal dissection 
proceeded with rotatable scissor-type knives (Clutch-Cutter/Coag Dissector), 
enabling blunt dissection and vessel coagulation. Histology confirmed HGD 
with clear margins. Cold-ESD appears to enhance safety for colonic ESD. Further 
development of dedicated instruments may facilitate broader adoption [1–10].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/79957f80-c2a1-409c-8d6d-4483a79d96ff/Uploads/19978_Cold_
ESD %20colon %202 %20min %2040 %20seg %20MP4 %20(video-convert-
er-com).mp4
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Aims  Endoscopy, laparoscopy, and robotic surgery share similar training diffi-
culties; new hand movements and interpretation of real-life three-dimension-
al environments on two-dimensional screens. Such adjustments overlap with 
video gaming which may offer repeated, low-stakes opportunities to develop 
the common psychomotor, visuo-spatial, and perceptual speed abilities. 
Whether this skill transferability may be harnessed as a training adjunct for 
procedural novices is the subject of multiple studies to date. This systematic 
review aims to summarise and analyse the evidence for the use of video game 
interventions in training clinical technical skills.
Methods  A systematic search of PUBMED, EMBASE, CINAHL, and SCOPUS was 
performed using a combination of MeSH/Emtree/CINAHL/free terms. The 
searches were formulated using the Population (novice proceduralists), Inter-
vention (video gaming), Comparator (any), Outcome (procedural performance) 
(PICO) framework. Peer review of the electronic search strategy was performed 
prior to search performance on October 1st, 2025. Citation searching was also 
performed. Inclusion criteria were full published English language texts, of 
prospective nature, including videogame intervention(s), aimed at procedural 
competency, involving healthcare professionals in training or service. Texts 
were excluded if no procedural assessment was performed, or medical content 
focused serious games were used in the intervention. Risk of bias in studies was 
assessed using Cochrane’s ROB2 and ROBINS-I V2 tools for randomised and 
non-randomised studies respectively. Studies determined to be at high or se-
rious/critical risk of bias were excluded. The systematic review was performed 
in accordance with PRISMA guidelines. The review was registered on PROSPERO 
(CRD420251159486).
Results  1418 records were identified. Following the removal of duplicates 
(451), abstract screening (886), eligibility evaluation (55), and bias assessment 
(9), seventeen records were included in the review. Two included studies pertain 
to endoscopy. The remainder relate to laparoscopy (9), microsurgery (3), bron-
choscopy (1), suturing (1), and ultrasound (1). Narrative synthesis was per-
formed owing to the heterogeneity of study designs and outcome measures. 
Two study approaches were identified; the use of video games for task warm-
up, and the use of video games as non-procedural training. Of five studies using 
videogames for task warm-up, four demonstrated positive result elements. 
Positive results have been demonstrated in the contexts of both task naivety 
and prior exposure. Eight of twelve studies using video games as non-proce-
dural training demonstrated positive result elements. Of all included studies, 
only one study included patient-based assessment. Seven studies tested clini-
cians, with the remainder involving students only. The Nintendo Wii was the 
most utilised console, used in six of seventeen studies.
Conclusions  By comparison to surgical skills, there is a dearth of quality liter-
ature on the use of video games to aid the performance of novice endoscopists. 
Videogames have been repeatedly demonstrated to benefit technical skills 
performance, in the context of procedural warm-up and training. More 
high-quality studies are needed in endoscopy to determine if videogames may 

lead to improved performance. Additionally, studies are required on the trans-
ferability of skills to patient based clinical performance.
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Aims  To evaluate efficacy and safety of Argon Plasma Coagulation (APC) in the 
treatment of various gastrointestinal lesions
Methods  This is a retrospective, descriptive, and monocentric study conduct-
ed at the gastroenterology department of the Bab El Oued university hospital, 
including all patients who underwent APC for various indications between 
January 2022 and October 2025. Data on patient demographics, indications, 
technical success, complications, and follow-up were collected and analyzed.
Results  We collected data from 114 patients with a mean age of 67.69 years 
and a sex ratio of 1.92. The indications for APC were gastrointestinal bleeding 
related to: angiodysplasias in 45.61 % of cases (80.76 % colonic, 15.38 % gastric, 
and 3.86 % duodenal), radiation proctitis in 35.08 % of cases (32 cases of pros-
tate cancer and 8 cases of cervical cancer) , severe hypertensive gastropathy in 
14.03 % of cases, and solitary rectal ulcer in 5.28 % of cases. Most patients re-
quired multiple APC sessions, and technical success was achieved in 111 pa-
tients (97.37 %). No complications were observed in this series.
Conclusions  APC is a reliable and well-tolerated treatment option for patients 
with gastro-intestinal bleeding and other lesions, offering a high technical suc-
cess rate and minimal risk of complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The development of EUS-GJ has largely replaced GPGJ, the traditional 
surgical approach, for patients with MGOO. However, in patients with higher 
survival, there are doubts as to whether this approach offers better results, due 
to the lower recurrence rate it has classically been associated with.
The main objective of the study was to compare the recurrence rate of MGOO 
symptoms between EUS-GJ and GPGJ in patients with longer survival. The sec-
ondary objectives were to compare the baseline characteristics, survival rates, 
technical aspects and adverse events between EUS-GJ and GPGJ in patients with 
MGOO and longer survival.
Methods  We designed a retrospective, single-centre, observational study. 
Patients with MGOO and > 5 months post-procedure survival were considered. 
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A search in the clinical history of these patients was conducted, including suit-
able patients until October 2025. We defined clinical success as the recovery 
of oral tolerance (GOOS ≥ 2) after the procedure and recurrence as a loss of oral 
tolerance (GOOSS = 0) at any point after the procedure.
Results  In total, 36 patients were included (26 EUS-GJ vs. 10 GPGJ). The only 
statistically significant differences we found in their baseline characteristics 
were in tumoral etiology (the GPGJ group only included gastric and duodenal 
tumors, while the EUS-GJ group included other etiologies, p = 0.043) and stric-
ture location (the GPGJ group mostly included pyloric stricture, while the EUS-
GJ group included strictures at other locations, p = 0.081).
There were no statistically significant differences in clinical success (100 % for 
both groups) or immediate adverse events (11.54 % EUS-GJ vs. 0 % GPGJ, 
p = 0.262). All the adverse events were managed during the index endoscopic 
procedure itself (AGREE IIIa). There were also no significant differences in the 
days of admission between both groups (13.3 EUS-GJ vs. 19.1 GPGJ, p = 0.1211).
After a median survival time of 286 days, we observed 3 recurrences in the GPGJ 
group, compared to 1 in the EUS-GJ group. The cumulative incidence of recur-
rence at 6 and 12 months was 20 % and 30 % (GPGJ) vs. 3.84 % and 3.84 % (EUS-
GJ). The log-rank test showed a significant difference in recurrence-free surviv-
al between both groups (p = 0.016). The recurrences in the GPGJ group were 
all managed conservatively, while the recurrence in the EUS-GJ group could be 
treated with the placement of a new stent.
No statistically significant differences were found between the survival rates of 
both groups (p = 0.8682).
Conclusions  We found EUS-GJ is an effective approach for the treatment of 
MGOO in patients with longer survival. In comparison with GPJG, EUS-GJ is less 
invasive, and in our study, it even presents a lower rate of recurrence. Therefore, 
EUS-GJ could be considered as a first-line therapy for these patients. However, 
these results need to be confirmed with prospective intervention studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Investigate the rate and types of biliary complications post-liver trans-
plant and the management via endoscopic treatment in Bulgaria.
Methods  A retrospective observational study was conducted on 37 patients 
who underwent orthotopic liver transplantation (OLT) from a deceased donor 
over five years (from May 2021 until Sept 2025). Biliary complications were 
assessed through patient history, lab tests, and imaging (computed tomogra-
phy (CT)/magnetic resonance cholangiopancreatography (MRCP). Endoscopic 
treatment was performed via endoscopic retrograde cholangiopancreatogra-
phy (ERCP). We utilized frequency distribution to analyze the occurrence of 
various biliary complications and descriptive statistics to assess the proportion 
of patients who achieved successful endoscopic treatment.
Results  Fourteen patients (approximately 37.8 %) experienced biliary compli-
cations – had signs of cholangitis, jaundice or pruritus, presented with elevat-
ed liver enzymes with or without high bilirubin levels, had CT/MRCP showing 
biliary changes. Early complications (within 6 months) were noted in 11 pa-
tients; late complications (after 6 months) in 3. Main complication was steno-
sis of the biliary anastomosis (10 patients), the remaining 4 patients experi-
enced the following complications: 2 had necrosis at the biliary anastomosis 
site, 1 presented with a leakage, and 1 had both leakage and stenosis at the 
biliary anastomosis. Nine patients were treated endoscopically, 4 surgically, 
and 1 conservatively. Eight of these 9 patients had stenosis of the anastomosis. 

The endoscopic group showed a resolution rate of 66.7 % (6 out of 9), 2 other 
patients are still undergoing treatment, and 1 patient unfortunately passed 
away due to complications related to thrombosis of the arterial anastomosis 
and sepsis. Six patients were treated with multiple plastic stents, and 3 patients 
received self-expandable metal stents (SEMS). For the group treated with plas-
tic stents, an average of 5 ERCP procedures and 3 or 4 stents were required for 
successful treatment. In the SEMS group, 2 patients achieved resolution of the 
stenosis after a single ERCP session for stent insertion, with the SEMS removed 
after 10 months. The use of single-operator cholangioscopy (SOC) aided com-
plex cases (3 patients).
Conclusions  The incidence of biliary complications has decreased in recent 
years (from 42.8 % in previous years (2007-2019, no OLT were performed in 
2020) to 37.8 % in the study period). The predominant issue identified was 
stenosis of the biliary anastomosis, which occurred in the majority of cases. 
Endoscopic treatment emerged as a key approach. Notably, the use of SEMS 
proved effective, with successful outcomes achieved after fewer ERCP sessions 
compared to plastic stents which leads to lower risk of infections in this immu-
nocompromised cohort of patients and also lower costs. However, the small 
sample size limits definitive conclusions. The implementation of single-oper-
ator cholangioscopy (SOC) also showed promise in addressing complex cases. 
Further studies with larger cohorts are warranted to refine treatment protocols 
and improve patient outcomes in this challenging area of post-transplant care.
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Abstract Text
A 74-year-old woman presented to the emergency department with a three-
day history of nausea, vomiting and melena. Her medical history included 
chronic obstructive pulmonary disease and a curative resection of pancreatic 
adenocarcinoma with duodenojejunostomy performed three months ago. Her 
regular medication included torasemide, pantoprazole, pravastatin, duloxetine 
and olanzapine, while recent intake of other substances was denied. On admis-
sion she was hypotensive, hypothermic and she had a heartrate of 93 bpm. The 
further clinical physical examination was unremarkable. Laboratory testing 
revealed markedly elevated inflammation parameters while hemoglobin and 
lactate levels were normal.
Emergency esophagogastroduodenoscopy (EGD) was performed for suspect-
ed gastrointestinal bleeding and revealed a circumferential black discoloration 
of the lower two thirds of the esophagus with a sharp demarcation at the gas-
troesophageal junction and no involvement of the stomach. Beyond the stom-
ach, the small intestine also exhibited blackened friable mucosa. No active 
bleeding was detected. (Panel A)
Based on the clinical, laboratory and endoscopic findings, what is the di-
agnosis? -  Acute esophageal necrosis (AEN) accompanied by concurrent small 
bowel necrosis was established.
AEN, also known as “black esophagus”, is associated with high mortality rates 
of about 30 % [1, 2]. AEN is commonly associated with cardiovascular disease, 
malignancy, hyperglycemia, malnutrition, cocaine use and sepsis. [3, 4].
Patients commonly present with signs of gastrointestinal bleeding, with the 
diagnosis typically made via endoscopy. While some cases of AEN have been 
reported previously, simultaneous small bowel involvement is very rare [2]. 
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The pathogenesis of this phenomenon is incompletely understood and prob-
ably results from synergistic effects of ischemic insult and impaired mucosal 
defense against gastric acid, particularly in the hypoperfused regions supplied 
by the celiac axis. Further management includes the exclusion of complications 
such as esophageal perforation, supportive pharmacotherapy with proton 
pump inhibitors and treatment of comorbidities.
Subsequent contrast-enhanced tomography showed no signs of perforation 
or vascular abnormality. The patient was treated with high-dose proton pump 
inhibitors and broad spectrum antibiotics. A follow-up EGD on day three re-
vealed substantial mucosal healing (Panel B). Enteral nutrition was gradually 
reintroduced and tolerated well. Inflammatory parameters normalized and the 
patient was referred to a local hospital for further rehabilitation after 14 days.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 76-year-old male liver-transplant recipient (HBV-associated cirrhosis with 
prior HCC) initially presented for routine check-up without complaints. Short-
ly afterwards, he developed a superficial leg vein thrombosis and was started 
on rivaroxaban by his GP. Three weeks later, he returned with weakness and 
melaena to our hospital. Laboratory tests revealed severe anaemia (haemoglo-
bin 6.5 g/dL) with otherwise stable liver and renal parameters. Emergency 
gastroscopy showed active periampullary bleeding with clot and a suspected 
subepithelial mass. A side-view examination was attempted but adequate vis-
ualization was impossible due to persistent bleeding. CT angiography demon-
strated active extravasation from the gastroduodenal artery and a 2.9-cm 
duodenal mass. Selective angiography confirmed bleeding from the pancrea-
ticoduodenal arcade, which was temporarily controlled by embolization.
Subsequent ERCP excluded papillary bleeding but revealed an infiltrative peri-
ampullary lesion. Histology confirmed moderately differentiated duodenal 
adenocarcinoma. Staging showed no metastases, and surgery was planned. In 
March, exploratory laparoscopy demonstrated tumour infiltration of the mes-
enteric root, rendering resection unfeasible. Palliative treatment was initiated.
Following surgery, galliferous wound drainage and cholangitis developed, ac-
companied by multiple enterocutaneous fistulas requiring continuous wound-
bag management. Progressive distal bile duct obstruction prompted repeated 
ERCPs with metal-stent placement and extensive lavage. Due to pronounced 
intra- and extrahepatic cholestasis with severe cholangitis, an emergency 
CT-guided PTCD was placed but could not be internalized into the small intes-
tine. Via subsequent ERCP a covered self-expandable metall stent was placed 
to allow for internal drainage.
The patient’s condition deteriorated with abdominal pain, weakness, and mal-
nutrition. Planned palliative chemotherapy was cancelled owing to reduced 

performance status. He was transferred to the palliative care unit 2 months 
later with ECOG 3–4 status, persistent fistulas, post-prandial pain, and general 
decline. Supportive care included nutritional support, analgesic optimization, 
antibiotics for recurrent cholangitis, wound and stoma care, physiotherapy, 
and psycho-oncology. Gradual stabilization allowed discharge to a hospice care 
1 month later, where he passed shortly thereafter.
This case underscores the complexity of managing periampullary malignancy 
in transplant recipients, requiring tightly coordinated multimodal and palliative 
care.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Alterations of the upper esophageal sphincter (UES) are frequently re-
ported in patients with esophageal achalasia and appear to relate to the degree 
of esophageal pressurization and impaired bolus transit. Several retrospective 
and short-term series suggest that POEM, while targeted to the lower esoph-
ageal sphincter (LES), may also change proximal esophageal motility and reduce 
UES resting and residual pressures with symptom improvement.
The aim of the study was to prospectively quantify UES structural/functional 
abnormalities in treatment-naïve achalasia patients, and to determine the long-
term effects of POEM on UES metrics, proximal esophageal motility, and rele-
vant clinical outcomes (dysphagia, regurgitation, cough, aspiration risk) [1].
Methods  Study design: single-center prospective observational cohort.
Population: consecutive adult patients with manometrically confirmed acha-
lasia (Chicago Classification v4.0) scheduled for primary POEM.
Assessments and timing: High-resolution manometry (HRM) with standardized 
UES protocol (resting pressure, residual pressure during wet swallows), at base-
line and 12 months post-POEM.
Symptom scores: Eckardt score at baseline and 12 months after POEM
Primary endpoint: change in UES basal and residual pressure (pre- to 12 month 
post-POEM) 1) evaluation of changes in UES pressures before and after POEM; 
2) correlation between Eckradt score and changes in UES pressures.
Secondary endpoints: try to obtain a cut-off value of UES change and symptom 
improvement (Eckardt score) after POEM; define risk factors to residual UES 
dysfunction.
Results  Out of 179 patients from 2019 to 2024, 27 were selected for the pres-
ent study. 152 have missing data needed to obtain primary and secondary 
outcomes or were affected by other esophageal motility disorders. Three pa-
tients had achalasia type I with mean UES basal pressure 51,5 mmHg with mean 
residual pressure 9,3 mmHg. After POEM, these patients had mean UES basal 
pressure 86,7 mmHg and UES residual pressure 10,7 mmHg.
Eckardt score generally decreased in these patients with a mean 7 before and 
a mean 2 after POEM.
22 patients had type II achalasia with mean UES basal pressure 75,1 mmHg and 
residual pressure 17,7 mmHg. After POEM, mean UES basal pressure became 
66,9 mmHg and residual pressure 9,5 mmHg. Eckardt score generally decreased 
also in this group with a mean value of 8 before and a mean value of 1 after 
POEM.
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The remaining two patients had type III achalasia with a mean UES basal pres-
sure 45,8 mmHg and residual pressure 6,4 mmHg. After POEM, mean UES 
basal pressure and residual pressure were reported respectively 52,6 mmHg 
and 2,8 mmHg.
Eckardt score decreased in both cases from a mean of 8,5 to a mean of 1 after 
POEM.
Although in type I and III significant correlations cannot be found due to the 
small number of patients, in type II patients > 65 years tend to have lesser 
post-POEM UES pressures decrease (mean pre-POEM UES basal 45,5 mmHg 
residual 15,3 mmHg vs post-POEM UES basal 42,2 mmHg residual 10,3 mmHg).
Furthermore, higher post-POEM UES residual pressure > 12 mmHg was related 
to higher Eckardt score that points to a role of UES pressure on dysphagic symp-
toms (mean post-POEM Eckardt score 3 vs mean post-POEM Eckardt score 1,2).
Conclusions  Our prospective, standardized evaluation of UES metrics before 
and after POEM evidenced the prevalence and mechanisms of proximal sphinc-
ter dysfunction in achalasia, define the UES recovery after LES myotomy espe-
cially in achalasia type II, and identify older age and post-POEM UES residual 
pressure > 12mmHg as risks for persistent symptoms.
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Aims  A biliary stricture is a narrowing of the bile ducts with upstream dilata-
tion. Since most cases are malignant, histological diagnosis is essential. ESGE 
guidelines recommend an integrated diagnostic approach that combines mul-
tiple techniques to improve diagnostic accuracy. In this setting, Endoscopic 
ultrasound (EUS) tissue acquisition (TA) has demonstrated good sensitivity 
(83 %) being the preferred diagnostic modality for both imaging and TA, even 
in absence of abnormal laboratory test. The introduction of ancillary techniques 
as DFI (Detective Flow Imaging), which enables the detection of low-velocity 
blood flow without the use of contrast media, represents a potential useful 
addition in the diagnostic algorithm. The aim of this study is to assess the 
feasibility of performing the novel DFI-EUS technique in the setting of biliary 
stricture and its capability to evaluate the presence and type of stricture mi-
crovascularization [1–3].
Methods  Single-centre retrospective study on the role of EUS-DFI in charac-
terizing unexplained biliary strictures and CBD dilatation. We included consec-
utive patients with unexplained biliary strictures/CBD dilatation who under-
went biliopancreatic EUS between January 2024 and October 2025 at the 
Digestive Diseases Unit of Sant’Andrea University Hospital, Rome. A convex 

echoendoscope (EG-740UT; Fujifilm) and an ultrasound system (ARIETTA 850; 
FUJIFILM Medical Co., Ltd., Tokyo, Japan) were used. During EUS for biliary stric-
ture evaluation (lesions or thickening of CBD wall), DFI was performed and if 
microvascularization was observed, vascular pattern was classified as regular 
or irregular. Results were compared with the final diagnosis, defined by histo-
pathology obtained with EUS-TA or ERCP-based sampling and/or ≥ 6 months 
clinical follow-up as gold standard. TA was performed with EUS-FNB (fine nee-
dle biopsy) and/or ERCP (Endoscopic Retrograde Cholangiopancreatography) 
intraductal biopsies/brushing (▶Table 1).

▶Table 1	 

Type of CBD 
Stric-
ture(n = 19)

Hypo-
vascu-
lariza-
tion 
(n = 2)

Micro-
vas-
cu-lari-
zation 
(n = 17)

Regu-
lar 
pat-
tern 
(n = 3)

Irregular 
pattern 
(n = 14)

Fibroinflam-
matory (n = 4)

3/3 2 1

PDAC (n = 4) 1/4 3/4 3

Cholangiocar-
cinoma (n = 8)

8/8 8

Dysplasia 
(n = 3)

1/3 2/3 2

Results  Nineteen patients included (12(63 %) male; median age 75). All un-
derwent MRI/ Contrast-Enhanced CT as first line imaging: 4(21.1 %) had a per-
ihilar stricture, 14 (73.7 %) a medio-distal, 1(5.3 %) had “in toto” CBD thicken-
ing. Among all, EUS identified 16 (84 %) lesions (mean diameter 17 mm) and 3 
(15.8 %) CBD wall thickening. Eighteen (94 %) strictures were hypoechoic, 1 
(6 %) isoechoic. EUS-TA was performed in all patients, revealing 12(63 %) ma-
lignancies (8 cholangiocarcinomas, 4 PDAC), 3 (16 %) dysplasias, 4 (21 %) fi-
broinflammatory strictures. In 6 cases (31.6 %) a second look TA < 6 months was 
needed to obtain the final diagnosis. In all pts DFI-EUS was feasible. Microvas-
cularization was detected in 17 cases (89 %), with an irregular pattern observed 
in 14(73.7 %) patients. Among these, 8(57 %) cholangiocarcinoma, 3(14.3 %) 
PDAC, 2(14.3 %) dysplasia, 1(7.1 %) inflammatory disease. A regular pattern was 
detected in 3 (15.8 %; all benign strictures). Hypovascularization was shown in 
2(10.5 %) cases (1 PDAC; 1 dysplasia).
Conclusions  In a small cohort of patients with indeterminate biliary strictures, 
the novel DFI-EUS technique proved to be feasible for assessing microvascular-
ization in CBD stenosis and revealed characteristic irregular patterns or hypo-
vascularization in malignant lesions and dysplasia. Further prospective studies 
with larger population are needed to confirm these preliminary findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Capsule endoscopy (CE) is a non-invasive diagnostic modality that has 
become a valuable tool for evaluating small bowel (SB) pathology. Despite its 
clinical value, it is limited by the time required for complete video interpretation 
and the associated reader fatigue. Studies have shown that accuracy drops even 
in the hand of experts after just one video. Artificial intelligence software has 
been developed to assist the reporting process. TOP100 is an integrated soft-
ware that selects 100 images most likely to contain abnormalities (1). The aim 
of this study was to assess the overall diagnostic performance of TOP100 for 
specific SB findings in real-life clinical practice, by comparison with the standard 
reader together with its performance across different clinical indications [1].
Methods  A retrospective single-centre cohort study was conducted at our 
tertiary referral centre. We included all consecutive patients who underwent 
CE using the PillCam SB3 system between January 2024 to August 2025. Data 
collected included: baseline demographics, comorbidities, previous endosco-
py and laboratory findings, indications for CE, adequacy of bowel preparation. 
CE findings were compared between the standard reader (SR) and a second 
reader using the TOP100 images, who was blinded to the original report. All CE 
readers had read > 500 CE in their lifetime.
The sensitivity, specificity, positive predictive value (PPV) and negative predic-
tive value (NVP) of TOP100 were compared to the SR (gold standard) for each 
type of CE finding (inflammatory, bleeding etc). A sub-analysis of diagnostic 
accuracy was also performed based on the CE indication.
Results  A total of 812 patients were included, however 5 were excluded from 
the analysis, with 3 unable to swallow the capsule and 2 lacking available 
Top100 readings. The final analysis comprised of 807 patients (57 % female, 
median age 53 years, IQR 34–65). The most common indications were suspect-
ed or known inflammatory bowel disease (IBD) (50 %), and iron-deficiency 
anaemia (24 %). In 88 % of patients the bowel prep was adequate and 90 % had 
a complete examination. Median SB transit time was 3h51mins (2h46 – 
4h50m).
The diagnostic yield of findings at CE was significantly higher by SR compared 
to TOP100 (40 % vs 29 %, p < 0.01). For any indication, the sensitivity and spec-
ificity of TOP100 for active bleeding was 58 % (54 %-61 %) and 97 % (95 %-98 %), 
and for angiodysplasias was 58 % (54 %-61 %) and 97 % (95 %-98 %), respective-
ly. In patients with overt bleeding, TOP100 identified 80 % of the total angiod-
ysplasias and 71 % of active bleeding reported by SR, with a sensitivity and 
specificity for P2 lesions of 65 % (59 %-77 %) and 100 % (100 %-100 %), respec-
tively. The overall sensitivity and specificity of TOP100 for ulcers was 53 % 
(49 %-56 %) and 96 % (94 %-97 %), and for erosions was 40 % (40 %-44 %) and 90 % 
(88 %-92 %). In patients with suspected or known IBD, the diagnostic perfor-
mance of TOP100 for ulcers was similar, while sensitivity improved for erosions 
by almost 12 %.
Conclusions  SR remains the reference standard for reading and reporting CE, 
however TOP100 can be a useful tool for quick preview of the video to assist in 
capsule reading and identifying cases that needs to be prioritized – especially 
in high volume centres. The diagnostic performance is also dependent on the 
indication of CE with improved performance noted in bleeding and IBD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP851V  Complex Hepatico-jejunostomy Stricture 
(HJS): Single-session Drainage using EUS-guided 
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Abstract Text
EDEE failed despite successful through-the-LAMS limb access in a post-Whipple 
patient with relapsing cholangitis and a complex benign HJS without intrahe-
patic dilatation. Direct jejunal EUS-guided needle puncture from the efferent 
jejunum allowed target distention and freehand 20-mm LAMS placement into 
the afferent limb. After jejuno-jejunal LAMS-balloon dilation a gastroscope was 
advanced to the HJS. The surgical anastomosis could not be found. A linear EUS 
scope was then carefully passed through the LAMS. The left hepatic duct was 
imaged and punctured under combined EUS & fluoroscopy. Cholangiography 
confirmed bilateral HJS stricture with sclerosing cholangitis. A plastic stent was 
placed into the LHD from the afferent jejunum. Post-procedure bleeding was 
managed endoscopically and biliary drainage re-established.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/1d8669fa-f292-4a00-a1c0-9c02f14e2f33/Uploads/19978_
EDEE_ESGE_26(1).mov
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Bowel obstruction is a common clinical manifestation in colorectal can-
cer, occurring in up to 29 % of cases, and the prognosis for these patients is 
significantly worse at the same stage. Self-expanding metal colonic stents 
represent a therapeutic alternative to surgery for the urgent relief of acute 
colonic obstruction prior to curative surgery or for palliative treatment in inop-
erable patients. The aim of this study is to evaluate the effectiveness of self-ex-
panding metal colonic stents and to define their role in the management of 
tumor-related colonic obstruction.
Methods  This is a retrospective study conducted in our department over a 
4-year period between September 2021 and September 2025. Twenty-five 
patients with tumor-related colonic obstruction who were treated with colon-
ic stents were included.
Results  The mean age of our patients was 53 years, with a sex ratio of 2.57. 
Most patients presented clinically with a bowel obstruction syndrome, includ-
ing cessation of stool and gas passage. Abdominal X-rays showed air-fluid lev-
els in all patients, and CT scans revealed a stenosing colonic tumor with up-
stream bowel dilation in 19 patients.
The indication for colonic stent placement was palliative in 20 cases and pre-
operative in 5 cases. All patients underwent stent placement via colonoscopy 
under general anesthesia.
Subsequent treatments following stent placement included chemotherapy in 
11 cases, curative surgical resection in 5 cases, and a stoma in 2 cases, while 
the remaining 7 patients received no further treatment.
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The technical success rate, defined by proper placement and deployment of 
the colonic stent, was 95 %. Clinical success, defined as relief of colonic obstruc-
tion within 48 hours without the need for re-intervention, was achieved in 90 % 
of cases.
Immediate outcomes were favorable in all patients. No immediate complica-
tions were reported, and the mean hospital stay was three days. Stent migration 
occurred in one patient after 8 months.
Conclusions  Colonic stents represent an effective alternative to surgical treat-
ment for symptomatic tumor-related colonic strictures, either to allow prepa-
ration for elective curative surgery or for palliative purposes before initiating 
potential chemotherapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric antral vascular ectasia (GAVE) is an uncommon but clinically sig-
nificant cause of chronic gastrointestinal bleeding and iron-deficiency anemia. 
Endoscopic therapy is the mainstay of treatment, particularly when medical 
management is insufficient. Multiple modalities have been evaluated, with differ-
ences in depth of injury, technical complexity, durability, and recurrence rates. 
Missing data on therapy related to morphology of GAVE are still awaiting [1].
The aim of the present study was to start to fill the literature gap to define an 
endoscopic rationale for treatment of GAVE
Methods  A retrospective analysis on endoscopic treatment of GAVE was con-
ducted in our tertiary referral center. The patients were divided in two groups 
depending on the morphology of GAVE: diffuse or nodular type. Primary end-
point was clinical success based on absence of Hb decrease and no need for 
blood transfusion at 6 months. Statistical analysis was accordingly performed.
Results  277 patients were included in the present study, 195 affected by dif-
fuse type and 82 by nodular type. All patients with diffuse type were treated 
by thermal ablation (APC or dual emission laser ablation) showing 80 % of clin-
ical success as defined in Methods. No patients with clinical insuccess were 
treated by EBL in this group.
Patients with nodular type were generally treated by APC as first line treatment 
(80 patients) and in two cases directly by EBL. APC treatment showed in this 
setting 60 % of clinical success (significantly lower than in the diffuse type). 
Furthermore, only 20 patients out of 80 were treated by EBL as secondary ap-
proach. These patients showed a cumulative clinical success of 87,5 %.
Statistical analysis confirmed a significant difference of clinical success in nod-
ular type group between APC treatment and EBL (p = 0,01).
Conclusions  Our study preliminarly demonstrate that thermal ablation is ef-
fective in diffuse type of GAVE while nodular type is better treated by EBL.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small bowel capsule endoscopy (SBCE) is a key modality for evaluating 
obscure gastrointestinal bleeding, iron-deficiency anemia, and suspected small 
bowel disease. The dual-camera MiroCam capsule, increasingly used in the 
United Arab Emirates (UAE), provides enhanced mucosal visualization. Re-
al-world dataOK from the region remain limited. This study evaluates the per-
formance and diagnostic patterns of SBCE using the dual-camera MiroCam 
system in routine clinical practice.
Methods  A retrospective review of 463 consecutive SBCE examinations per-
formed in a UAE tertiary center was conducted. Variables collected included 
demographics, completion rate, visualization quality, capsule retention, and 
predefined diagnostic categories (normal, inflammatory, ulcerative, vascular, 
structural). Descriptive statistics were generated.
Results  A total of 463 patients were included (mean age 48.7 years, 55 % 
female).Technical performance was high:

▪▪ Completion rate: 92 %
▪▪ Good/fair visualization: 96 %
▪▪ Capsule retention: 2.6 %Diagnostic patterns (n = 463):
▪▪ Normal studies:  32.4 % (150/463)
▪▪ Inflammatory lesions (mild–severe):  36.1 % (167/463)
▪▪ Vascular lesions:  16.8 % (78/463)
▪▪ Ulcerative lesions:  11.2 % (52/463)
▪▪ Structural abnormalities:  1.9 % (9/463)

Inflammatory and vascular findings accounted for the majority of abnormal exam-
inations. The dual-camera system provided high-quality visualization throughout 
the small bowel, supporting detection of both subtle and extensive lesions.
Conclusions  In this real-world UAE cohort, dual-camera MiroCam SBCE 
demonstrated excellent completion and visualization rates with a low retention 
rate. Clinically relevant abnormalities were identified in over two-thirds of ab-
normal studies. These findings support the routine clinical use of dual-camera 
MiroCam SBCE for comprehensive small bowel evaluation in the UAE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Evaluation of prognostic factors associated with proton pump inhibitors 
(PPIs) treatment failure and the need for second-line therapy in patients with EoE.
Methods  Retrospective study of patients with EoE treated with PPIs, during 
the decade 9/2013-9/2023. Data were collected prospectively. Demographic, 
clinical, endoscopic [Endoscopic Reference Score – EREFS] and histological 
characteristics were analyzed at diagnosis, at 24 weeks and then annually. 
Non-response was defined as a decrease of < 50 % in the Dysphagia Symptom 
Questionnaire (DSQ) score and/or > 15 eosinophils/hpf at histology at week 24, 
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while loss of response was defined as a relapse of the same parameters at the 
week 52 after an initial response.
Results  Thirty-five patients (26Males/9Females), with a median age of 37 years 
[IQR (31-56)] and a median follow-up of 45 months [IQR (19-116)], were in-
cluded. All patients received initial treatment with PPIs. Six (17.1 %) patients 
required second-line treatment, five (14.3 %) due to lack of initial treatment 
response and one (2.8 %) due to loss of response to PPIs within 20.5 months, 
[IQR (14.2-61). The number of eosinophils at histology at diagnosis [44.5 IQR 
(41.5 -66.3)] was higher than in PPIs responders [35, IQR (26-42)] (p = 0.009). 
These patients were also younger (median age 31.0 vs 30.5) and had a higher 
DSQ at diagnosis (mean 4.33 ± 0.76 vs 4.10 ± 0.24) though without statistical-
ly significant differences. In the ROC curve (AUC = 0.845, p = 0.009), the eosin-
ophil count ≥ 41 predicted the need for second-line therapy with a sensitivity 
of 83.3 % and specificity of 71.4 % (PPV = 37.4 %, NPV = 95 %).
Conclusions  1) An increased number of eosinophils histologically at diagnosis 
is strongly correlated with failure of first-line treatment with PPIs in patients 
with Eosinophilic Esophagitis. 2) It may help predict PPI failure and indicate the 
need for earlier aggressive treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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in endoscopy
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Aims  This retrospective study of 8264 patients in the Western Trust aims to 
establish the threshold at which faecal calprotectin levels are correlated with 
colonoscopy findings.
Methods  The following retrospective observational study included a total of 
8,264 patients who underwent colonoscopy at the Western Trust between 
2022 and 2024. NIECR was used to view endoscopy reports. This allowed for a 
comparison of referral reasons and findings on colonoscopy, and subsequent 
correlation with FC levels, if included in the referral. Referral reasons included: 
raised faecal calprotectin over 50 µg/g, altered bowel habit, PR bleeding, IBD 
screening, IDA workup, and polyp/cancer screening. Findings on colonoscopy 
included polyps, Diverticulosis, haemorrhoids, known IBD, non-specific inflam-
mation, tumours, new IBD, and normal findings.
Results  Referral indications were: polyp/cancer screening (3,060), altered 
bowel habit (2,058), PR bleeding (1,627), iron deficiency anaemia (IDA) workup 
(446), raised FC (413), and IBD assessment (660). The Colonoscopy findings 
included polyps (2,959), Diverticulosis (1,736), haemorrhoids (941), known 
IBD (453), non-specific inflammation (248), tumours (161), new IBD (63; CD 
10, UC 53), and normal findings (1,689).
Among the 413 patients referred for raised FC, 25 (6 %) were only diagnosed with 
new IBD (Female 10; Male 15; average age 46). The referral indications of the re-
maining 38 newly diagnosed IBD patients were PR bleeding (12), IBD screening 
(8), altered bowel habit (9), polyp/cancer screening (5), and IDA workup (4).
The vast majority of new IBD cases (70 %) had FC levels > 300 µg/g. Interesting-
ly, the scope findings in the remaining 350 patients referred with raised FC were, 
Haemorrhoids (43), 25 % had FC levels > 300 µg/g, Diverticulosis (98) 25 % had 
FC levels > 300 µg/g, Polyps (62) 29 % had FC levels > 300 µg/g, indeterminate 
colitis and radiation proctitis (24) 37 % had FC levels > 300 µg/g, Tumour (7) 42 
had FC levels > 300 µg/g, Normal (116), 22 % had FC levels > 300 µg/g.
Conclusions  The study results affirm that although FC is as useful as a screen-
ing tool for IBD — particularly at levels greater than 300 µg/g — its value remains 
limited. One should be mindful of this when considering isolated rises in FC. 
Such results should be interpreted in the context of clinical presentation. Es-
tablishing a local threshold for FC-guided referral is thus essential to ensure 

appropriate use of endoscopy services for patients with gastrointestinal symp-
toms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Conscious sedation (CS) failure in diagnostic endoscopic ultrasound 
(dEUS) remains poorly characterised. Understanding the demographic and 
clinical characteristics of patients who experience sedation failure with CS dur-
ing dEUS is useful for risk stratification and the development of pre-procedural 
screening tools.
This study aims to characterise patients experiencing CS failure during dEUS 
procedures at a tertiary referral centre.
Methods  A retrospective analysis was conducted on all patients undergoing 
dEUS, between October 2024 and September 2025. CS failure was defined as 
an incomplete procedure attributed to inadequate patient tolerance of sedation 
(agitation, paradoxical reaction, or intolerance to standard sedation regimens). 
Demographic data, comorbidities, sedation dosages, and clinical outcomes 
were extracted and described.
Results  Thirteen patients (1.7 % of 765 procedures) experienced CS failure. 
The cohort was predominantly female (61.5 %, n = 8) with median age 60 ± 13.9 
years (range 33–78). 23.1 % were current smokers (n = 3) and 15.4 % ex-smok-
ers (n = 2). 23.1 % reported active alcohol use (n = 3). Complex comorbidities 
were prevalent, including chronic obstructive pulmonary disease (n = 2), chron-
ic kidney disease/end-stage renal disease (n = 2), type 2 diabetes mellitus (n = 2), 
and psychiatric conditions including depression and prior intravenous drug use 
(n = 2). Despite high sedation doses – mean fentanyl 104.2 ± 30.3 mcg and 
mean midazolam 5.8 ± 1.7 mg – these patients failed to achieve adequate se-
dation. Procedural indications were predominantly pancreatic (n = 8) and biliary 
pathology (n = 2). Nine of these patients went on to have an EUS under gener-
al anaesthesia (GA). Of the remaining patients, one was referred for CT guided 
biopsy while the others were managed with non-invasive surveillance after 
multidisciplinary team discussion. There were no post-procedure adverse 
events at 30-day follow-up.
Conclusions  In general, CS appears to be effective and well-tolerated for dEUS. 
Patients experiencing CS failure demonstrate a distinct clinical phenotype 
characterised by female predominance, and alcohol and smoking use history. 
Pre-procedural identification of these "hard-to-sedate" characteristics may 
enable risk-stratified sedation planning, with consideration for alternative ap-
proaches including deep sedation or general anaesthesia to improve procedur-
al success and patient safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Alterations in esophageal acid exposure are an important physiologic 
consequence of bariatric procedures and are closely linked to gastro-oesoph-
ageal reflux disease (GERD) symptoms and mucosal injury. Sleeve gastrectomy 
(SG) has been associated with new or worsened acid exposure in many series, 
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while Roux-en-Y gastric bypass (RYGB) is generally reported to reduce esoph-
ageal acid exposure and improve reflux [1].
The aim of the study is to evaluate if any alteration exists in gastric pH before 
and after bariatric surgery due to anatomical alterations.
Methods  A prospective study was designed to determine gastric pH during 
EGDS before and after bariatric surgery. Gastric pH was mesured by aspiration 
of gastric pool during endoscopy. Comparison between patients who under-
went SG and RYGB was performed to assess differences using chi-squared test. 
As secondary aim, esophagitis was considered as GERD index in both categories.
Results  Till present date, 36 patients were studied. The complete trial will 
comprehend 100 patients.
Preliminary analysis shows a general decrease of gastric pH after bariatric sur-
gery (mean preop value = 1.6 vs mean post-op value = 3.9, p value = 0,01) both 
in SG (mean post-op value = 3.7) and RYGB (mean post-op value = 4.1) without 
significant difference (p value = 0,1). Esophagitis was reported preoperatively 
in 8 patients (grade A in 4, grade B in 3, grade C in 1) and all these patients 
underwent gastric bypass. After bariatric surgery, esofagitis was seen in 8/22 
patients (36,3 %) after SG and 0/14 after RYGB.
Conclusions  Bariatric surgery shows a significant reduction of gastric pH in 
both SG and RYGB. This datum shows that GERD after SG is mainly related to 
increased pressure of the gastric remnant and underline the potential role of 
hypochloridia in post-bariatric malasorbption.
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Aims  Saline-immersion therapeutic endoscopy (SITE) enhances visualization 
andhemostasis, but it alters electrosurgical behavior due to the high conduc-
tivity of saline, whichreduces tissue impedance and voltage stability. These 
effects may vary depending on the knifesize, as electrode diameter influences 
current density.
Methods  An ex-vivo porcine gastric mucosa model was used to compare three 
electrosurgicalknives with different sizes, namely one with a thick electrode 
(HybridKnife T-Type, 1.5 mm), andtwo with thin electrodes (HYBRIDKnife flex 
I-Type, 0.5 mm; DualKnife J-Type, 0.4 mm). This wasperformed in air and under 
saline across seven electrosurgical modes (2 cutting, 3 coagulation and2 dis-
section modes). Electrical parameters (impedance, peak voltage, power out-
put), cuttingsuccess, and lateral thermal spread, were measured during 252 
standardized incisions. Statisticalanalysis was performed using both univariate 
and multivariate methods.
Results  The average decrease in impedance when passing from air to saline 
immersion washigher for thick as compared with thin knives (92 % vs. 55 %, 

p&lt;0.001) across multiple modes.Corresponding increase in power was also 
higher for thick (up to 19-fold) than for thin (up to 5-fold,p&lt;0.001) knives, 
while peak voltage decreased by 30 % for thick knives and increased by 2 % 
forthin knives (p&lt;0.001). Cutting success decreased from 57 % (CO 2 ) to 43 % 
(SITE) with the thickknife (p = 0.28), but it remained ≥ 71 % for thin knives. Lat-
eral thermal spread increased from &lt;1 mmin CO 2 to 1.35 mm (256 %) in 
saline for the thick knife, while it was ≤ 0.8 mm (71 %) for thin knives(p&lt;0.001, 
between thin and thick knives), irrespective of the setting. Electrode diameter 
and salineimmersion were the strongest independent predictors of lateral 
spread (β = 0.469 and 0.353,respectively; both p &lt; 0.001).
Conclusions  The effect of saline immersion on impedance and voltage is dra-
matically higher whenusing thicker compared to thinner knives. This explains 
the differing tissue effects observed withvarying electrode sizes in third-space 
endoscopy.
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Aims  Malignant gastric outlet obstruction (MGOO) is a significant complication 
of advanced malignancy, traditionally managed through surgical bypass or 
duodenal stenting. Endoscopic ultrasound-guided gastrojejunostomy (EUS-GJ) 
with lumen-apposing metal stents (LAMS) represents a minimally invasive al-
ternative offering durable symptom palliation with lower morbidity than sur-
gical approaches. Previous cohort studies have reported high technical and 
clinical success rates for EUS-GJ, but UK real-world data remain limited.
We aimed to evaluate the feasibility, safety, and clinical efficacy of EUS-GJ with 
LAMS in a UK tertiary centre cohort, with particular focus on length of stay, 
time to oral intake, and objective dietary progression using the Gastric Outlet 
Obstruction Score (GOOS).
Methods  A retrospective service evaluation was undertaken of 13 consecutive 
patients undergoing EUS-GJ for MGOO between January 2024 and September 
2025. All procedures used a 20mm LAMS. Primary outcomes were technical 
success (successful stent deployment) and clinical success (improvement in 
GOOS). Secondary outcomes included post-procedure length of hospital stay, 
time to oral intake, and longitudinal GOOS-based assessment of diet (pre-pro-
cedure, 1 week, 1 month, and where available 3, 6, and 12 months).
Results  The cohort comprised of 13 patients (median age 65 years, range 
53–89 years; 10 males, 3 females). Underlying diagnoses were pancreatic can-
cer (10/13, 76.9 %), distal cholangiocarcinoma (1/13, 7.7 %), small bowel ade-
nocarcinoma (1/13, 7.7 %), and a single undiagnosed case. Most obstructions 
were in D2 (8/13) or the D1/D2 junction (2/13).
Technical success was achieved in 12 of 13 cases (92.3 %), with one case of stent 
maldeployment managed endoscopically and rescheduled for successful place-
ment one week later. No patients required intervention for stent obstruction 
or malfunction after successful deployment.
Post-procedural complications occurred in 1 of 13 patients (7.7 %): this involved 
a major post-procedural haemorrhage which was managed successfully – re-
quiring ITU admission and blood transfusion only. No delayed complications 
requiring readmission were observed.
Clinical success was high, with marked and sustained GOOS improvement. 
Baseline GOOS was G0-G1 (liquid or no oral intake). By 1-week post-procedure, 
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8/13 patients (61.5 %) had reached G3 (tolerance of normal diet), and by one 
month, all 13 patients (100 %) had achieved G3. There was rapid in-hospital 
progression from liquids to soft diet within a few days. Among patients with 
extended follow-up, 2 patients maintained G3 by 12 months, a further 2 main-
tained G3 at 6 months, and 3 maintained G3 at 3 months. There were no doc-
umented permanent regressions in GOOS scores.
Length of post-procedural hospital stay varied with a median 7 days (IQR 12 
days, range 0–39 days). Most patients (8/13) were discharged within one week 
of their procedure, with three patients requiring extended stays ( > 2 weeks) 
due to concurrent medical complications unrelated to stent placement.
Conclusions  EUS-GJ with LAMS in a UK tertiary centre is feasible, safe, and 
highly effective in the palliative management of malignant gastric outlet ob-
struction. The technique demonstrates high technical success, rapid resump-
tion of oral intake (liquids within 24 hours), and excellent clinical outcomes, 
with all patients achieving sustained G3 GOOS (normal diet) by one month. 
The complication profile is acceptable and manageable, and post-procedure 
length of stay is compatible with complex oncological care. EUS-GJ should be 
considered a key minimally invasive alternative to surgical bypass or duodenal 
stenting, and larger multicentre UK studies are warranted to further validate 
these findings.
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Problem to solve  High resolution anoscopy (HRA) is the gold standard for anal 
cancer screening, yet its interpretation is limited by suboptimal accuracy and 
marked interobserver variability. Artificial intelligence (AI) has the potential to 
improve diagnostic yield, but existing studies have focused on differentiating 
low-grade and high-grade squamous intraepithelial lesions (LSIL and HSIL) in 
still images. To date, no real-time clinical application has been reported.
Innovation  We describe the first real-time deep learning application imple-
mented during HRA. The system was evaluated in three patients undergoing 
anal cancer screening at a high-volume American center. To enable real-time 
lesion recognition, a YOLO-based object detection model was integrated into 
the live video stream, allowing continuous frame analysis. When a region dis-
played visual characteristics suggestive of HSIL, the algorithm generated an 
on-screen bounding box to highlight the suspected lesion in real time [1–3].
Results  Three patients undergoing HRA were evaluated with concurrent re-
al-time AI analysis. Case 1: A 53-year-old HIV-negative male with prior LSIL had 
three lesions identified on HRA: two acetowhite, lugol-positive LSIL-type lesions 
and one acetowhite, lugol-negative flat lesion with a mosaic pattern suggestive 
of HSIL. The AI model generated a bounding box exclusively for the HSIL-sus-
pected anterior lesion, which histopathology confirmed, while the remaining 
lesions proved LSIL. Case 2: A 38-year-old HIV-negative male with incidentally 
detected LSIL presented with two LSIL-compatible lesions. The AI system gen-

erated no HSIL predictions, and biopsies confirmed LSIL. Case 3: A 40-year-old 
HIV-positive male with previous HSIL showed no suspicious lesions on HRA, 
and the AI system generated no HSIL predictions. Across all procedures, the 
model detected only histologically confirmed HSIL and showed no activation 
when no lesions or only LSIL were present.
Conclusions  This first demonstration of real time AI enhanced HRA shows that 
deep learning algorithms can deliver accurate predictions and perform con-
sistently during live procedures, expanding their value far beyond still image 
analysis. This technology can reduce interobserver variability, accelerate skill 
acquisition, and support broader adoption among clinicians with varying ex-
perience, while strengthening diagnostic performance in expert settings. These 
advances signal a meaningful step toward improving anal cancer screening by 
enabling earlier detection and more timely intervention. Larger multicenter 
studies are now essential to validate these findings and confirm their general-
izability.
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Introduction:  Primary squamous cell carcinoma (SCC) of the pancreas is an 
exceptionally rare entity, as the pancreas lacks native squamous epithelium. 
According to SEER database, the incidence of SCCP is low, accounting for 0.5–
5 % of exocrine pancreatic tumors. Its pathogenesis remains unclear, and diag-
nosis requires meticulous exclusion of metastatic SCC from more common 
primary sites. We present a case of primary pancreatic SC, illustrating the dif-
ficulties in establishing diagnosis and determining therapeutic strategy [1].
Case Presentation:  A 66-year-old woman, non-smoker, with previous osteo-
arthritis and depression, presented with long-standing lumbar pain attributed 
to known spinal disease. Over the preceding three months, she developed 
progressively worsening left upper quadrant pain radiating posteriorly, with 
characteristics distinct from her baseline pain. She denied jaundice, pruritus, 
gastrointestinal symptoms, weight loss, or constitutional complaints. Labora-
tory studies showed leukocytosis (13,300/µL) and mild hyponatraemia (131 
mmol/L), with normal liver function, pancreatic enzymes, bilirubin, and inflam-
matory markers. An initial non-contrast CT revealed focal thickening at the 
pancreatic body–tail junction, suspicious for neoplasia. A contrast-enhanced 
CT performed subsequently demonstrated a heterogeneous mass in the distal 
body/tail. suspicious for pancreatic adenocarcinoma. Tumor markers CEA 22 
ng/ml and CA 19.9 3262 U/ml supported the hypothesis. Endoscopic ultra-
sound identified a 63 × 52 mm predominantly hypoechoic, heterogeneous le-
sion involving the distal pancreatic body and tail, with invasion of the splenic 
artery and vein and the porto-spleno-mesaraic confluence. Multiple suspicious 
celiac and perilesional lymph nodes were observed. No ascites was detected. 
Fine-needle biopsy (22G) yielded cohesive epithelial cells with dense cytoplasm 
and marked nuclear atypia. Immunohistochemistry showed positivity for AE1/
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AE3, CK7, and p40, supporting the diagnosis of primary squamous cell carci-
noma of the pancreas. Surprisingly, no adenocarcinoma component was iden-
tified. A comprehensive staging workup excluded extrapancreatic origin. The 
case was discussed at the multidisciplinary tumour board, which classified the 
tumour as borderline resectable, due to involvement of the splenic vessels, thus 
recommended neoadjuvant chemotherapy with the intention of achieving 
potential resectability.
Conclusion:  This case highlights the rarity and aggressive behaviour of prima-
ry pancreatic SCC and the essential role of multidisciplinary evaluation to tack-
le the poor prognosis. Different therapeutic approaches including surgery, 
chemotherapy, radiotherapy, anti-angiogenic therapies, and immune check-
point inhibitors have been explored with mixed results. Except for surgery, 
which offers the most significant survival benefit, available treatments have 
demonstrated limited efficacy in managing SCC of the pancreas.
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Abstract Text
An 82-year-old woman was referred for endoscopic submucosal dissection 
(ESD) of a circumferential granular-mixed laterally spreading tumor in the as-
cending colon. Markedly redundant colon and sharp angulations due to adhe-
sions of the descending colon were observed. After reaching the transverse 
colon with double-balloon endoluminal intervention platform (an accessory 
designed to maintain endoscope position and creation of a therapeutic zone), 
blood was observed inside the overtube. At the descending colon, a full-thick-
ness colonic perforation was identified, with spleen visible intraluminally. Lac-
eration was closed successfully with through-the-scope clips, without requiring 
pneumoperitoneum decompression (procedure under CO₂). The patient was 
treated with broad-spectrum intravenous antibiotics and had an uneventful 
recovery (discharged on postoperative day 4) [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/10b50250-8484-40b7-b77c-98b267eb2a25/ Up -
loads/19978_VIDEO_ESGE %20PERFORATION.mp4
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Problem to solve  Despite substantial progress in endoscopic ultrasound and 
fine needle techniques, critical diagnostic uncertainties persist in the evaluation 
of pancreatic cysts, solid lesions, and lymph nodes. Misclassification continues 
to drive overtreatment or delayed therapy, particularly in indeterminate cysts, 
low-grade IPMNs, and lymph node staging. Real-world evidence on how artifi-
cial intelligence could reshape decision making across diverse EUS scenarios 
remains limited. Addressing this gap is essential to advance precision, reduce 
unnecessary interventions, and strengthen the accuracy of pancreatic and 
nodal assessment.
Innovation  This multicenter retrospective study applied a validated AI-CNN 
ensemble to real EUS images from three distinct patients, in a post hoc, coun-
terfactual fashion. The models — previously trained and tested on separate 
multicenter datasets — included pancreatic cystic model (mucinous vs. 
non-mucinous cyst), pancreatic solid lesions model (PDAC vs. PNET), and lymph 
nodes model (benign vs. malignant LN). All predictions were made blinded to 
histopathology and outcomes. The aim was to evaluate whether AI predictions 
could have informed different more accurate clinical actions.
Results
Case 1:  A 71-year-old woman with a stable 3.5 cm pancreatic cyst underwent 
multiple EUS-guided FNAs over two years, all of which were non-diagnostic. 
The AI system classified the lesion as non-mucinous with over 90 % confidence. 
In retrospect, this high-certainty prediction could have supported a decision 
to reduce the intensity of follow-up, avoiding repeat procedures and minimiz-
ing long-term patient anxiety associated with presumed risk of malignancy.
Case 2:  A 48-year-old man with a 7.1 cm mixed-type IPMN and several worri-
some features underwent duodenopancreatectomy. Final histopathology re-
vealed only low-grade dysplasia. Retrospectively, the AI model classified the 
lesion as low-grade with consistent confidence levels above 80 %. Had the tool 
been available in real time, this result might have supported a more conserva-
tive management approach, potentially sparing the patient from an extensive 
surgery with significant morbidity.
Case 3:  A 59-year-old man with obstructive jaundice underwent two EUS-guid-
ed FNAs targeting a pancreatic mass and hilar lymph nodes. Pancreatic adeno-
carcinoma was confirmed only after the second attempt, while lymph node 
cytology remained negative. Retrospectively, the AI model identified the mass 
as PDAC with 98 % probability. Furthermore, the AI model highlighted one ac-
cessible lymph node—previously unbiopsied—with fluctuating malignancy 
probabilities between 57 % and 71 %. Targeting this node might have altered 
staging, supporting the early initiation of neoadjuvant chemotherapy. The 
patient ultimately underwent surgery, which confirmed pancreatic ductal ad-
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enocarcinoma with N2 nodal status, underscoring the potential of AI to inform 
more accurate staging and improve the likelihood of achieving an R0 resec-
tion—an important prognostic factor in pancreatic cancer.
Conclusions  In this post hoc counterfactual analysis, the AI models demon-
strated strong concordance with final histology and exposed pivotal decision 
moments where real-time guidance could have meaningfully altered manage-
ment. The findings point to clear opportunities to reduce unnecessary proce-
dures, prevent overtreatment, and accelerate timely systemic therapy. Despite 
its retrospective design, this innovative framework positions AI as a compelling 
second-opinion tool and calls for prospective studies to integrate AI-guided 
EUS into routine clinical workflows, aiming to elevate the precision and impact 
of pancreatic care.
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Aims  Pancreas divisum (PD) is the most common congenital pancreatic duct 
anomaly. Only a minority of patients become symptomatic, and the role of 
minor papilla sphincterotomy remains debated. We report outcomes of endo-
scopic therapy in symptomatic PD.
Methods  A retrospective, descriptive, single-center study including 21 pa-
tients with PD, of whom 16 were symptomatic and underwent therapeutic 
ERCP between 2018 and 2025.Collected data included clinical presentation, 
anatomical type, pancreatic duct stones, endoscopic interventions, complica-
tions, and clinical outcomes. Median follow-up was 29 months [1–4].
Technical success: successful minor papilla sphincterotomy with adequate 
ductal drainage and/or stent placement.
Clinical success: complete or significant improvement of symptoms (abdom-
inal pain, recurrent pancreatitis) without the need for surgery.
Results  Among the 21 patients with PD, 16 were symptomatic:
acute pancreatitis: n = 5
recurrent acute pancreatitis: n = 7
chronic pancreatitis: n = 4
The remaining 5 patients had an incidental diagnosis of PD during MRI workup 
for CBD stones and were not included in the therapeutic analysis.
The sex ratio among symptomatic patients was 0.77 (7 men, 9 women), with 
a mean age of 28.6 years (range 11–63).
Among the 16 symptomatic patients:10 (62.5 %) had complete PD, and 6 
(37.5 %) had incomplete PD
Minor papilla sphincterotomy with stent placement was performed in 15 of the 
16 symptomatic patients.There was one technical failure due to a tight steno-
sis, requiring surgical bypass (Wirsungo-jejunostomy).No procedure-related 
mortality or complications occurred.
All 15 successfully treated patients improved clinically:

▪▪ 12 after a single procedure
▪▪ 3 after three procedures
▪▪ 1 after four procedures

Conclusions  Minor papilla sphincterotomy with stent placement is technical-
ly feasible and clinically effective for symptomatic pancreas divisum. All suc-
cessfully treated patients showed symptom improvement, with no proce-
dure-related complications in our series
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Aims  Gastrointestinal polyposis syndromes represent a group of genetic dis-
orders characterized by numerous adenomas in the colon and small intestine. 
In familial adenomatous polyposis (FAP), the most frequent syndrome, patients 
have an almost 100 % lifetime risk of colorectal cancer. Prophylactic procto-
colectomy is typically performed during the phase of relationship formation 
and family planning. This study examined whether polyposis syndromes and 
proctocolectomy affect relationship status, family formation, fertility, and re-
productive outcomes compared with the general population.
Methods  Patients from a tertiary polyposis outpatient clinic (FAPHD cohort) com-
pleted an anonymous standardized questionnaire assessing relationship status, 
number of children, fertility treatment, miscarriages, and colectomy status. Data 
were compared with the „Family Research and Demographic Analysis“ (FReDA) 
cohort, a nationwide dataset of German adults, with focus on marital and partner-
ship situations during the family formation phase. Student’s t-test and Pearson’s 
chi-square-test with Yates’ continuity correction were used to assess group differ-
ences. Negative binomial regression was applied to evaluate age-adjusted differ-
ences in fertility, and results were verified by age-grouped analysis.
Results  155 FAPHD patients (87 women, median age 50 years, range 18–85) 
and 21,265 FReDA participants (11,939 women, median age 37 years, range 
18–55) provided complete data. Relationship status did not differ significantly 
between cohorts (79.4 % FAPHD vs. 76.6 % FReDA; p = 0.48).
Among women, 58.6 % in FAPHD had children compared with 51.8 % in FReDA 
(p = 0.24). Crude fertility rates were similar (1.06 vs. 0.96 children per person in 
FAPHD and FReDA, respectively; p = 0.24). However, subgroup analysis of 53 female 
FAPHD patients aged 18-55 showed a decreased fertility rate (0.66; p = 0.01). 
Age-adjusted analyses confirmed a lower annual fertility increase in FAPHD (3.47 % 
vs. 7.1 %; p = 0.001), resulting in a lower predicted fertility rate above age 27.7. 
Age-grouped analyses showed significantly lower estimated fertility rates in FAPHD 
women aged 40-45, 45-50, and 50-55 years (-0.64, -1.08, and -0.96; all p < 0.03).
In the FAPHD cohort, 124 of 155 patients had undergone proctocolectomy. 
Post-proctocolectomy patients were more likely to be in a relationship (83.1 %; 
p = 0.042), while parenthood rates did not differ. Use of fertility treatment did 
not differ significantly among women (18.4 % FAPHD vs. 14.5 % FReDA; p = 0.38). 
Lifetime miscarriage was reported by 21.8 % of FAPHD women vs. 4.7 % in FRe-
DA. However, the FReDA questionnaire captured only miscarriages occurring 
within the 14-year survey period.
Conclusions  Polyposis syndromes and proctocolectomy do not appear to 
impede relationship status. In patients with polyposis, those who had under-
gone proctocolectomy were even more frequently in a relationship, likely be-
cause surgery is usually performed at younger ages, when long-term relation-
ships typically form. However, age-specific analyses revealed a reduced 
fertility increase in FAPHD, especially beyond 40 years. Despite this, the use of 
fertility treatment was comparable to that in the general population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP867V  Endoscopic management of an unusual 
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Abstract Text
Cholecystocolonic fistula (CCF) is a rare biliary–enteric communication that 
often presents with nonspecific symptoms. We report the case of an 82-year-
old woman who initially presented with large bowel obstruction caused by a 
40-mm calcified intraluminal mass requiring sigmoid resection and colostomy. 
During her hospital stay, she developed acute cholecystitis with pneumobilia, 
and imaging studies suspected a CCF. Endoscopic ultrasound showed gallblad-
der wall thickening with intraluminal air and clear communication to the colon, 
confirming CCF. ERCP with biliary sphincterotomy was also performed. Colonos-
copy revealed a 15-mm fistulous opening, which was treated with margin ablation 
using argon plasma coagulation and was closed with an over-the-scope clip. This 
case highlights the diagnostic challenges of CCF and supports endoscopic man-
agement as an effective alternative in high-surgical-risk patients [1, 2].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/08dc6b9b-26eb-4fb5-af8c-18eeaf223de8/Uploads/19978_
Cholecystocolonic_fistula %20FV.mp4
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Authors  Luna-Rodriguez D1, Escuer-Turu J2, 3, 1, Puigcerver-Mas M4, 2, 3, 
Albert SG5, Maisterra S6, 2, 5, Gornals JB7, 3, 2

Institutes  1  Bellvitge University Hospital, L'Hospitalet de Llobregat, Spain; 
2  Universitat de Barcelona, Barcelona, Spain; 3  Bellvitge Biomedical 
Research Institute (IDIBELL), Barcelona, Spain; 4  Digestive Diseases 
Department, Endoscopy Unit, Bellvitge University Hospital, L'Hospitalet de 
Llobregat, Barcelona, Spain; 5  Bellvitge University Hospital, L'Hospitalet de 
Llobregat, Barcelona, Spain; 6  IDIBELL Institut d'Investigació Biomèdica de 
Bellvitge, L'Hospitalet de Llobregat, Spain; 7  Bellvitge University Hospital, 
L'Hospitalet de Llobregat. Barcelona, Spain
DOI  10.1055/s-0046-1822195
Abstract Text
Correct identification of the Treitz flexure during EUS-guided gastroenteros-
tomy (EUS-GE) is essential. Three anatomical variants have been described, 
with Type III (an inverted alpha-loop) being prone to misinterpretation between 
duodenal and jejunal limbs. We reviewed 238 EUS-GE procedures from a pro-
spective multicenter registry (GESICA, NCT-05128604) performed with oro-en-

teral catheter assistance. Only cases in supine position were analyzed to opti-
mize angle assessment. Type III anatomy was found in 18 % of procedures.These 
cases were examined, and an educational video integrating fluoroscopy and 
EUS images was developed to illustrate key recognition features. Awareness of 
Type III configuration may help anticipate technical challenges, prevent misi-
dentification of the duodenojejunal flexure, and avoid unexpected difficulties 
in patients who may later require surgery [1].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/0eb49f09-b8e5-4e71-b31c-d4e1673b6e94/Uploads/19978_ESGE_
Days'26 %20- %20Video %20Treitz.mp4
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Aims  To assess the effectiveness and safety of EUS-guided endoscopic anas-
tomosis between the main pancreatic duct and the stomach (pancreaticogas-
trostomy) in patients in whom transpapillary access to the main pancreatic duct 
could not be achieved during ERCP.
Methods  A retrospective analysis of treatment outcomes of all pancreatitis 
patients who underwent EUS-guided pancreaticogastrostomy between 2018 
and 2025 at the Department of General, Gastroenterological and Oncological 
Surgery, Collegium Medicum, Nicolaus Copernicus University in Toruń.
Results  EUS-guided pancreaticogastrostomy was performed in 13 patients 
with chrinic pancreatitis (11 men, 2 women; mean age 49.26 [36–66] years) 
due to lack of transpapillary access during ERCP. Main pancreatic duct strictures 
in the pancreatic head due to chronic pancreatitis were diagnosed in 7/13 
(53.85 %) patients. Disconnected pancreatic duct syndrome was identified in 
4/13 (30.77 %) patients. Postprocedural stricture of pancreaticogastrostomy 
anasotmosis were diagnosed in 2/13 (15.38 %) patients. Technical success was 
achieved in 12/13 (92.31 %) patients. Complications occurred in 3/13 (23.08 %) 
patients. Clinical success was achieved in 12/13 (92.31 %) patients. Mean fol-
low-up was 1055 (148–1732) days. Long-term success was achieved in 11/13 
(84.61 %) patients.
Conclusions  EUS-guided endoscopic pancreaticogastrostomy seems an ef-
fective and safe treatment method when transpapillary access to the main 
pancreatic duct is not possible.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP870  Is Cold the New Standard? Modified Under-
water Submucosal Injection Cold Lesion Excision 
(MUSCLE) vs. Hot EMR for Dysplastic Sessile Serrated 
Lesions
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Aims  Current ESGE guidelines recommend hot snare polypectomy for Sessile 
Serrated Lesions with Dysplasia (SSLD) based on theoretical benefits regarding 
malignant potential and resection depth. However, no randomized trials have 
specifically compared resection techniques for SSLD > 10 mm. While recent 
meta-analyses demonstrate significant safety advantages of cold Endoscopic 
Mucosal Resection (EMR) for non-dysplastic serrated lesions, these studies 
excluded dysplastic lesions, leaving the applicability of cold techniques to SSLD 
undetermined. This study represents the first comparative analysis evaluating 
a novel Modified Underwater Submucosal Injection Cold Lesion Excision (MUS-
CLE) technique versus conventional hot EMR exclusively in patients with 
SSLD ≥ 10 mm [1–5].
Methods  We retrospectively identified consecutive patients with SSLD > 10 
mm treated at two Italian tertiary centers. Lesions removed by conventional 
hot EMR or by the MUSCLE technique, which combines underwater cold snare 
resection with prior submucosal lifting, were propensity score matched 1:1. 
Matching variables included lesion size ( > 2 cm vs. ≤ 2 cm), location (left vs. 
right colon), anatomical access difficulty, operator expertise (expert vs. non-ex-
pert), and Paris morphology (flat vs. sessile). The primary outcome was the 
recurrence rate at ≥ 1-year surveillance colonoscopy. Secondary outcomes in-
cluded technical success and adverse events, specifically immediate/delayed 
bleeding, perforation, and post-polypectomy electrocoagulation syndrome 
(PECS) (▶Table 1).

▶Table 1	 

HOT EMR (51) MUSCLE (51) p value

Patient and Lesion Characteristics

▪ Lesion size ≤ 20 mm 61.0 % 61.0 % n.s.

▪ Flat morphology (Paris) 94.0 % 94.0 % n.s.

▪ Right colon location 86.0 % 86.0 % n.s.

▪ Expert operators 32.0 % 32.0 % n.s.

▪ Good anatomical access 80.0 % 80.0 % n.s.

Main Endpoints

▪ Technical success 100 % (51/51) 100 % (51/51) n.s.

▪ Recurrence ( ≥ 1 year) 1.96 % (1/51) 1.96 % (1/51) n.s.

▪ Any adverse event 9.80 % (5/51) 0 % (0/51) 0.063

▪ Delayed bleeding 5.88 % (3/51) 0 % (0/51) n.s.

▪ PECS 3.92 % (2/51) 0 % (0/51) n.s.

▪ Perforation 0 % (0/51) 0 % (0/51) -

▪ Intraprocedural bleeding 0 % (0/51) 0 % (0/51) -

Results  From 190 pre-propensity lesions with ≥ 1-year follow-up, 172 eligible 
lesions remained after excluding 18 ESD cases. Propensity score matching 
yielded 102 analyzed lesions (51 matched pairs) with balanced characteristics 
(61 % ≤ 2cm, 32 % expert operators, 94 % flat morphology, 86 % right colon, 80 % 
good access). Technical success was 100 % in both groups. Recurrence occurred 
in 1/51 lesions (1.96 %) in both groups at ≥ 1-year follow-up, with no significant 
difference (p = ns; 95 % CI: -5.4 % to 5.4 %). The composite outcome of any ad-
verse event showed a trend favoring MUSCLE (0 % vs 9.80 %, p = 0.063).
Conclusions  The MUSCLE technique represents a novel hybrid approach inte-
grating the safety advantages of non-thermal cold snare resection with the 
technical benefits of underwater mucosal buoyancy and enhanced snare cap-
ture, while preserving adequate resection depth through submucosal injection. 
In this first propensity score-matched analysis targeting SSLD > 10 mm, MUSCLE 
achieved equivalent technical success and comparable one-year recurrence 
rates to conventional hot EMR, with a favorable trend toward improved safety. 
These findings provide the first specific clinical evidence challenging current 
ESGE guidelines that mandate thermal resection for this high-risk subtype, 
suggesting cold resection techniques may be a viable, safer alternative. Larger 
multicenter prospective trials are warranted to confirm these results.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the effectiveness and safety of extra-anatomical endoscop-
ic access to the bile ducts in the treatment of patients with benign and malig-
nant biliary strictures.
Methods  A prospective analysis of treatment outcomes of all patients with 
obstructive jaundice due to biliary strictures who underwent endoscopic treat-
ment between 2016 and 2023 at the Department of General, Gastroentero-
logical and Oncological Surgery, Collegium Medicum, Nicolaus Copernicus 
University in Toruń. The study group consisted of patients in whom transpap-
illary access to the bile ducts could not be obtained during ERCP, and in whom 
EUS-guided transmural access was therefore used during endotherapy.
Results  In 343 patients in whom transpapillary access during ERCP was unsuc-
cessful, transmural EUS-guided techniques were employed. Endoscopic trans-
papillary biliary stenting using EUS-guided transmural access was performed 
in 56/343 (16.32 %) patients. In the remaining 287/343 (83.67 %) patients, 
extra-anatomical EUS-guided transmural biliary–enteric anastomosis was cre-
ated. Technical success was achieved in 330/343 (96.21 %) patients, and clinical 
success in 302/343 (88.05 %) patients. Complications occurred in 46/343 
(13.41 %) patients, including fatal complications in 9/343 (2.62 %).
Conclusions  Endoscopic techniques utilizing EUS-guided transmural access 
are effective and safe in the endotherapy of patients with biliary strictures and 
constitute an alternative to surgical techniques in cases where transpapillary 
drainage during ERCP is unsuccessful.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the efficacy and safety of transmural (through the rectal wall) 
drainage of perianal abscesses under the EUS guidance.
Methods  Prospective analysis of treatment outcomes for patients with peri-
anal abscesses who underwent EUS-guided transmural drainage between 2019 
and 2025 at the Department of General, Gastroenterological and Oncological 
Surgery, Collegium Medicum Nicolaus Copernicus University in Toruń, Poland. 
In all patients, during the initial endoscopic procedure, endoluminal puncture 
of the abscess through the rectal wall was performed under endoscopic ultra-
sound guidance. Subsequently, a Lumen-Apposing Metal Stent (LAMS) was in-
serted through the puncture site after dilation, through which a drain was in-
troduced into the abscess cavity for postoperative salvage. Subsequent 
endoscopic procedures included irrigation of the abscess and ultimately re-
moval of the LAMS when complete collapse of the collection was observed.

Results  In 6 patients (6 men; mean age 39.57 [28-72] years) with perianal 
abscesses, transmural endoscopic drainage was performed. In 5/6 (83.33 %) 
patients, perianal abscesses were caused by complicated diverticulitis; in 1/6 
(16.67 %) patients, the abscess was a consequence of ulcerative colitis. The 
mean abscess size was 78 (46-132) mm. The mean number of endoscopic pro-
cedures (endoscopic revision of abscess cavity with irrigation) was 2.8 (2-6). 
The mean time of treatment was 6 (4-12) days. Successful endoscopic treat-
ment of perianal abscesses, which was defined as the resolution of clinical 
symptoms and complete regression of the abscess, was achieved in all 6 pa-
tients. No complications related to EUS-guided treatment were observed. The 
patients were followed subsequently in CT scan during mean period of 981 
(224-1516) days, where no abscess recurrence was observed in all patients.
Conclusions  EUS-guided transmural drainage of perianal abscesses seems safe 
and effective and potentially might be alternative for more invasive treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is a well-established technique 
for en bloc resection of large premalignant colorectal lesions, providing high 
R0 resection rates and low recurrence [1]. Its use has expanded to include 
early-stage colorectal cancer (CRC) [2–5]. However, the increasing adoption of 
ESD has led to finding of incidental high-risk histopathological features, for 
which post-ESD management, whether conservative or surgical, remains less 
clearly defined with variance among guidelines. The American Gastroentero-
logical Association and the European Society of Gastrointestinal Endoscopy 
recommend ESD for lesions with high suspicion of limited submucosal invasion 
[1, 6]. For non-curative ESD, surgery is generally advised unless surgical risk is 
prohibitive, in which case close endoscopic and radiologic surveillance is an 
alternative. Positive vertical margin and lymphovascular invasion are particu-
larly associated with residual tumor and nodal involvement [2, 7]. The aim of 
this study was to present our data on incidental CRC findings after ESD and to 
evaluate subsequent surveillance outcomes.
Methods  We conducted a retrospective, single-centre study including con-
secutive patients who underwent ESD for suspected premalignant colorectal 
lesions with unexpected diagnosis of colorectal cancer (CRC) on final histopa-
thology. Between 2018 and 2025, a total of 241 colorectal lesions were resect-
ed en bloc with ESD. Clinical, endoscopic, histopathological, and follow-up data 
were collected and analysed, focusing on curative resection status, subsequent 
management, and oncological outcomes.
Results  Of the 241 lesions, 11 (4.5 %) were diagnosed as submucosal invasive 
carcinoma (SMIC). Lesions were located within the rectum (3/11, 27.3 %) and 
colon (8/11, 72.7 %). R0 curative resection was achieved in 1 case (9.1 %), R0 
non-curative in 2 (18.2 %), and R1 resection with positive vertical margins in 8 
cases (72.7 %). Among the non-curative R0 resections, one patient underwent 
radical surgery with no residual malignancy identified; none of the R0 cases 
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showed local recurrence or distant disease during follow-up (median follow-up 
time was 39 months (IQR 27-42.5, range 15-46)).
Of the 8 R1 resections, 6 (75 %) underwent surgery and 2 (25 %) were managed 
conservatively. Four (66.7 %) of the surgical cases showed deeply invasive 
( ≥ 1000 µm) submucosal carcinoma, while 2 (33.3 %) had no residual malig-
nancy. Overall, 50 % of R1 resections had no recurrence at median follow-up of 
13 months (IQR 9.5-15, range 5-17).
Among the 11 patients with high-risk features, 7 (63.6 %) achieved curative 
resection with ESD alone, showing no residual disease or recurrence at fol-
low-up despite 8 having had R1 resection. Total median follow-up time was 
15 months (IQR 10–17, range 5–46).
All 4 cases with residual cancer after surgery (36.4 %) showed surface features 
JNET 2B, variably located in the sigmoid (25 %), transverse (25 %), ascending 
colon (25 %), and rectum (25 %). These included 2 Paris 0-Is (50 %), 1 LST-G-M 
(25 %), and 1 LST-NG-FE (25 %); all were R1 resections, and all presented with 
muscle-retraction during ESD. Biopsies pre-ESD were only available in two out 
of four patients: only low-grade dysplasia in one and focal high-grade dysplasia 
the other.
Conclusions  Incidental colorectal cancer diagnosed after ESD is infrequent 
but clinically relevant. Most cases, including some with R1 resection, required 
no additional treatment, highlighting that selected patients with limited sub-
mucosal invasion and favourable histology may potentially be safely managed 
conservatively, especially if elderly or comorbid. Nevertheless, achieving R0 
resection remains essential to minimise the risk of residual disease or recur-
rence. Radical surgery offered a curative option in patients with high risk find-
ings after ESD. Future prospective studies are needed to validate these findings 
and establish evidence-based recommendations for post-ESD management.
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Aims  To assess the effectiveness of various endoscopic techniques in the treat-
ment of patients with post-inflammatory pancreatic fistulas.
Methods  A prospective analysis of endoscopic treatment outcomes of all pa-
tients with pancreatic fistulas secondary to inflammatory pancreatic diseases 
between 2018 and 2025 at the Department of General, Gastroenterological 
and Oncological Surgery, Collegium Medicum, Nicolaus Copernicus University 
in Toruń.
Results  Post-inflammatory pancreatic fistulas were diagnosed in 56 patients 
(51 with internal pancreatic fistulas, and 5 with external, i.e. pancreatico-cuta-
neous fistulas). Among internal fistulas, the most common abnormal connec-
tion was between the pancreatic ducts and the pleural cavity—pancreatico-
pleural fistulas were diagnosed in 33 patients, followed by pancreaticoperitoneal 
fistulas in 14 patients, pancreaticointestinal fistulas in 2 patients, and pancre-
atico-biliary fistulas in 2 patients. Chronic pancreatitis was identified in 33/56 
(58.93 %) patients. Endoscopic retrograde pancreatography with endoscopic 
sphincterotomy and main pancreatic duct stenting was performed in 47/56 
(83.93 %) patients. In 9/56 (16.07 %) patients, due to lack of anatomical trans-
papillary access to the main pancreatic duct, transmural drainage of the fistu-
la tract under EUS guidance was performed. Clinical success was achieved in 
51/56 (91.07 %) patients. The total duration of endotherapy averaged 513 
(91–1399) days. Long-term success of endoscopic treatment was achieved in 
48/56 (85.71 %) patients.
Conclusions  Endoscopic treatment seems an effective therapeutic method 
for post-inflammatory pancreatic fistulas. Passive transpapillary drainage (main 
pancreatic duct stenting) remains the preferred treatment method. When an-
atomical transpapillary drainage is not feasible, EUS-guided transmural drain-
age of the fistula tract remains the alternative. In patients with pancreatic fluid 
collections complicated by the presence of a pancreatic fistula, decompression 
of the collection via endoscopic drainage leads to fistula closure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Capsule endoscopy (CE) is an accepted modality to investigate the small 
bowel (SB). Reading and reporting of CE however can be time consuming. Pre-
vious studies have showed that even in the hands of experts, reader attention 
span drops after just one study. Artificial intelligence has exploded in the field 
of medicine including within CE. The TOP100 is a feature on the CE software 
which identifies the 100 most significant images from the entire video which 
may help to reduce physician reporting time. Previous studies [1–3] have shown 
good diagnostic performance, especially for active bleeding and inflammatory 
lesions, and good agreement between standard human reading (SR) and 
TOP100. The aim of this study is to evaluate the agreement in findings and 
patient management between the same reader and different readers with SR 
and TOP100.
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Methods  A retrospective analysis was conducted to compare SR of an entire 
video with TOP100 images identified by the software. The two experienced 
physician experts and senior trainee had all read > 500 lifetime of CE videos. 
The 2 experts who reported the original video were asked to review TOP100 
images which was in a short video format in a blinded fashion. The senior train-
ee was asked to read TOP100 which was subsequently compared to the expert 
standard read. Comparisons were made on significant findings and main diag-
nosis and subsequent suggested management. Secondary outcomes were a 
comparison of reading time between standard read and TOP100 reads and 
interobserver variability of CE readers between the standard human versus 
TOP100 reads. A comparison was also made between TOP100 by the trainee 
compared to the physician read.
Results  A total of 50 CE videos were reviewed by each expert with TOP100. 
Findings were recorded and patient management was suggested based on 
TOP100 findings and the CE indication. Each expert reviewed 25 videos of sus-
pected SB bleeding and 25 videos of known or suspected inflammatory bowel 
disease (IBD). Both expert readers had a substantial intra-observer agreement 
(K 0.61-0.80) between SR and TOP100 for ulcers and active bleeding. One 
reader had only a fair (K 0.37, p < 0.01) intra-observer agreement for angiod-
ysplasias while the other reader had a moderate agreement (K 0.68, p < 0.01) 
for the same category. Agreement on patient management based on TOP100 
readings was similar for the two experts (75 % and 78 %). The inter-observer 
agreement between the senior trainee and the expert readers when using 
TOP100 was substantial for ulcers (K 0.90, p < 0.01), angiodysplasias (K 0.61, 
p < 0.01) and with an overall diagnostic yield (K 0.69, p < 0.01). Agreement was 
moderate for active bleeding (K 0.54, p < 0.01) and erosions (K 0.58, p < 0.01). 
The mean reading time per CE video with TOP100 was 1m48s vs 40min for SR.
Conclusions  The TOP 100 has shown moderate intra-observer agreement 
compared to standard reading for the final CE diagnosis and subsequent change 
in management of the two expert readers. On comparison between the TOP100 
read of the senior trainee and the expert read- there was a moderate to sub-
stantial agreement, suggesting that the TOP100 could be an adjunct to trainees 
in reporting of CE. Further studies with a larger pool of differing experience of 
trainees would help substantiate our study findings.
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Problem to solve  Endoscopic full-thickness resection (EFTR) by using non-ex-
posed full-thickness resection device (FTRD) is a safe procedure often adopted 
for non-lifting colorectal lesions. As showed by recent literature, one of the 
technical challenges may be reaching the lesion after mounting the FTRD device 
on the colonoscope, particularly in case of difficult colonoscopy due to loop 
formation or laxity. This issue may lead to procedural failure as well as damage 
and exposure to complications [1–3].
Innovation  We combined the FTRD with the use of Endorail System, an acces-
sory for colonoscopy that uses a magnetic balloon to solve colon loops and 
improve the manoeuvrability of the endoscope. It consists of a balloon cathe-
ter introduced through the endoscope’s channel, filled with a ferromagnetic 
fluid, and then magnetically anchored to a handpiece placed on the patient's 
abdomen. This allows the endoscopist to pull the colonoscope and straighten 
loops, making the procedure faster and complete. We entered an Endorail-as-
sisted EFTR for a single case of appendiceal adenoma.
Results  We evaluated a 74-year-old woman with a 20 mm sessile adenoma of 
the appendiceal orifice and history of incomplete colonoscopies due to laxity, 
loop formation and the concomitant need for prolonged sedation.
We performed a complete traditional colonoscopy. After reaching the ceacum 
and marking the lesion, we released the Endorail balloon in the ascending colon 
to stabilize the position and it was left in situ as a guide. Through the transcu-
taneous magnetic anchoring system, the balloon remained stationary in posi-
tion and was therefore used as a guide alongside the endoscope for performing 
colonoscopy with FTRD. Reaching the caecum by following this guide was ex-
tremely easy and took 4 minutes less time, without any loops forming or diffi-
culties in proceeding in the lumen. After reaching and removing the magnetic 
balloon, the full-thickness resection procedure was successfully completed, 
with no immediate or late adverse events. In particular, there was no damage 
to the remaining colon and no acute appendicitis occurred in the following 
days. Histological examination confirmed curative and ful-thickness resection 
of tubular adenoma with low-and high-grade dysplasia.
Conclusions  Our experience shows how combining two devices can help over-
come difficulties challenges, reduce potential adverse events and lead to safer 
technical success in less time.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/c238eb4a-f174-41a6-9544-4305df088702/Uploads/19990_Vid-
eo_Innovation %20Endorail-EFTR.mp4
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Aims  To assess the effectiveness of EUS-guided transmural drainage in the 
treatment of postoperative intra-abdominal abscesses.
Methods  Retrospective evaluation of endoscopic treatment results in all pa-
tients with intra-abdominal abscesses following abdominal surgery between 
2018 and 2023 at the Department of General, Gastroenterological and Onco-
logical Surgery, Collegium Medicum, Nicolaus Copernicus University in Toruń, 
Poland. Patients were divided into two groups based on the time between 
surgery and the initiation of endoscopic treatment. The first group consisted 
of patients in whom EUS-guided transmural drainage of intra-abdominal ab-
scesses was performed within 14 days of surgery. The second group consisted 
of patients in whom endoscopic treatment was initiated 14 days after surgery.
Results  All 37 patients with intra-abdominal abscesses underwent active trans-
mural (transgastric) EUS-guided drainage via a single approach. The first group 
included 21/37 (56.76 %) and the second group included 16/37 (43.24 %) pa-
tients with intra-abdominal abscesses. In both groups, intra-abdominal ab-
scesses were a complication following urgent laparotomy for purulent or fecal 
peritonitis caused by colonic pathology. Active endoscopic drainage was per-
formed for 6 (4-12) days in the first group and for 14 (7-22) days in the second 
group (p < 0.05). Complications of endoscopic treatment were noted in 3/21 
(14.29 %) patients in the first group and in 2/16 (12.5 %) in the second group 
(p = NS). Clinical success (resolution of clinical symptoms and complete regres-
sion of the abscess) was achieved in 20/21 (95.24 %) patients in group 1 and 
13/16 (81.25 %) patients in group 2 (p < 0.05). Long-term treatment success 
(no abscess recurrence in subsequent CT scans) was achieved in 19/21 (90.48 %) 
patients in group 1 and 12/16 (75 %) patients in group 2 (p < 0.05).
Conclusions  EUS-guided transmural drainage seems effective treatment for 
postoperative intra-abdominal abscesses. Early endoscopic drainage is associ-
ated with better endoscopic outcomes in this group of patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The ESGE curriculum outlines structured competency standards for en-
doscopic submucosal dissection (ESD) training, including minimum case vol-
umes, supervised learning, and defined performance benchmarks [1]. This 

study evaluated the first-year outcomes from two post-CCST advanced endos-
copy fellows in a Western tertiary centre.
Methods  All consecutive ESD procedures performed by two fellows under 
expert supervision between October 2024 to October 2025 were prospective-
ly recorded. All ESD procedures were performed using the saline-immersion/
irrigation technique (SITE), due to its advantages, including improved visualis-
ation through optical clarity and magnification, natural buoyancy, enhanced 
conductivity through saline (with optimal vessel pre-coagulation and manage-
ment), and patient comfort. Descriptive analysis was performed for demo-
graphics, lesion characteristics, technical performance, and histopathological 
and safety outcomes. Training milestones were mapped against ESGE curricu-
lum standards.
Results  A total of 54 ESD procedures were performed in 42 patients, distrib-
uted as 29 and 25 procedures per trainee, respectively, either totally (15, 37.5 %) 
or partially assisted by an expert supervisor (27, 64.3 %). Median proportion of 
the procedure performed by fellows was 60 % (IQR 30-100). Mean patient age 
was 66.9 ± 14.4 years; 64.3 % were men. Median ASA was 1 (IQR 1–2). Lesions 
were located in the colon (61.9 %), rectum (31 %), and stomach (7.1 %). Median 
lesion diameter was 50mm (IQR 40–65).
Macroscopic morphology included 57.2 % LST-G, 26.2 % LST-NG, 4.8 % sessile 
lesions, 4.8 % semi-pedunculated and 2.4 % pedunculated and submucosal. A 
degree of submucosal fibrosis was present in 54.7 % (F1–F2).
En bloc R0 and curative resection was achieved in 92.9 %. One case (2.4 %) was 
abandoned due to suspected deep submucosal invasion and referred for sur-
gery which confirmed invasive adenocarcinoma. Median procedure time was 
135 minutes (IQR 90–177). Overall median resection speed was 13.1 mm²/min 
(IQR 7.6–18.7). When analysed quarterly, resection speed progressively in-
creased: Q1: 9.58 mm²/min, Q2: 13.46 mm²/min and Q3: 18.30 mm²/min, 
demonstrating steady procedural efficiency improvement during training. Also 
percentage of procedure performed by trainee was analysed quarterly increas-
ing from a median of 65 % (IQR 8.75-95) to 100 % (IQR 50-100) from Q1 to Q3.
Adverse events included 3 intraprocedural perforations (7.1 %), one (2.4 %) in 
the rectum and 2 (4.8 %) in the ascending colon; all were managed successful-
ly endoscopically with through-the-scope clip-closure without hindering the 
procedure outcome or patient safety. Operator-delivered conscious-sedation 
was used in 92.9 %, including all colorectal cases. General anaesthesia was only 
used for gastric lesions.
Training was conducted under full supervision, following ex-vivo and mod-
el-based practice, observation of > 50 expert cases, and participation in > 3 
hands-on courses.
Conclusions  After one year of structured ESD training, which included com-
pletion of recommended preparatory steps such as ex-vivo courses, animal 
models, theoretical instruction, and acquisition of independent advanced en-
doscopic skills, both trainees achieved performance standards outlined in the 
ESGE curriculum. However, in our series, most lesions were located within the 
colon rather than the rectum, reflecting the real-world case availability within 
our centre. If training had been restricted exclusively to rectal lesions, the rec-
ommended case volumes could not have been met.
These findings suggest that while the ESGE curriculum is practical, safe, and 
feasible when implemented under direct expert supervision, some flexibility 
regarding the recommended lesion location may be necessary to allow trainees 
to reach adequate numbers within Western training environments. Allowing 
supervised exposure to colonic lesions earlier in training may support broader 
applicability of the curriculum without compromising safety or outcomes. The 
consistent performance and safety outcomes observed with SITE-ESD suggest 
that this technique may also be particularly advantageous for facilitating safer 
early training for colonic ESD.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Perforation is an uncommon but potentially serious adverse event of 
endoscopic retrograde cholangiopancreatography (ERCP). Although its inci-
dence is low, associated morbidity can be significant, particularly when diag-
nosis or intervention is delayed. Mechanisms of injury vary and are classified 
using the Stapfer system, which serves as a useful tool in determining appro-
priate management. Recent advancements in endoscopic closure techniques 
have broadened treatment options and may reduce the need for surgery. The 
aim of this study was to evaluate the clinical characteristics, mechanisms of 
injury, management strategies, and outcomes of ERCP-related perforations 
treated at a high-volume referral center over a 20-year period.
Methods  We retrospectively examined all ERCP procedures performed at 
Venizeleion General Hospital between March 2005 and June 2025. Perforation 
was diagnosed by: (i) direct endoscopic visualization of a mucosal defect, (ii) 
fluoroscopic evidence of contrast extravasation or retroperitoneal air, or (iii) 
post-procedural CT findings in symptomatic patients such as retroperitoneal 
air, fluid collections or leakage of orally administered contrast. Perforations 
were classified according to the Stapfer classification (Types I–IV). Data record-
ed included demographics, ERCP indication, perforation characteristics, ther-
apeutic approach (conservative, endoscopic, surgical), AGREE (Adverse events 
in Gastrointestinal Endoscopy) grading, hospitalization duration and mortality.
Results  Among 6719 ERCPs, 19 perforations were identified (0.28 %). Mean 
age of the patients was 69.4 years, and 58 % were female. Choledocholithiasis 
was the most common indication (78.9 %), followed by malignancy (15.8 %). 
Stapfer type II perforations were the most common (63.2 %, 12/19), followed 
by type I (26.3 %, 5/19) and type III (10.5 %, 2/19). Mechanisms of type II injury 
included large balloon dilation (6/12), standard sphincterotomy (3/12), trans-
pancreatic sphincterotomy (2/12), and needle-knife precut sphincterotomy 
(1/12). Type III perforations resulted from guidewire manipulation, while type 
I injuries occurred in patients with altered or difficult anatomy.
Management strategies were individualized. Among type II cases, 6 patients 
(50 %) were treated conservatively, 4 (33.3 %) underwent endoscopic therapy 
with plastic or fully covered self-expandable metal stents, and 2 (16.7 %) re-
quired surgery, with one postoperative death. Regarding type I perforations, 
one patient was treated conservatively, 2 underwent endoscopic closure with 
an over-the scope clip (OTSC), and 2 required surgery in the pre-OTSC era. One 
of these patients died postoperatively. Both type III cases were managed con-
servatively. According to the AGREE classification, perforations were graded as 
Grade II in 47.4 %, Grade III in 42.1 %, and Grade V in 10.5 % (fatal cases). Over-
all mortality among all ERCPs was 0.03 %, with both deaths occurring after 
surgical treatment. The mean length of hospitalization was 12.6 days.
Conclusions  Prompt recognition of ERCP-related perforation is essential for 
optimizing outcomes. With the development of advanced endoscopic closure 
devices, particularly OTSC, non-operative management has become a feasible 
and effective first-line strategy in selected cases. Multidisciplinary collaboration 
remains critical to achieving favorable outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Acute pancreatitis (AP) is an inflammatory condition with highly variable 
clinical outcomes. In this study, we aimed to present data on patients diagnosed 
with acute pancreatitis and to identify laboratory and clinical parameters, along 
with established scoring systems for AP, that may help predict clinical outcomes 
of this condition.
Methods  In this retrospective observational cohort study, we analyzed 95 
patients treated at our tertiary care center throughout 2024. Data was collect-
ed from electronic medical records. Variables included medical history (med-
ication use, history of AP, alcohol consumption, etc.), vital parameters on ad-
mission, laboratory and imaging findings, as well as scoring systems for acute 
pancreatitis (SIRS score, BISAP score, CT severity score, Ranson and modified 
Ranson criteria). The primary clinical outcome was 30-day mortality. Secondary 
outcomes included sepsis, multi-organ failure and length of treatment. A p-val-
ue of under 0,05 was considered statistically significant. Fisher’s exact test was 
used for categorical variables, while Mann-Whitney U test was applied in com-
parison of continuous variables.
Results  Patients were divided based on 30-day mortality outcomes. 86 pa-
tients had successfully recovered, while 9 had a lethal outcome. Using Fisher’s 
exact test, significant correlations were discovered between 30-day mortality 
and the following events: pancreatic infection (11.6 % vs 66.7 %, p < 0.001), 
sepsis (5.8 % vs 66.7 %, p < 0.001), bleeding (1.2 % vs 22.2 %, p = 0.023), mul-
ti-organ failure (1.2 % vs 77.8 %, p < 0.001), loss of consciousness (0.0 % vs 
22.2 %, p = 0.022), kidney damage (2.3 % vs 44.4 %, p < 0.001), shock (2.3 % vs 
55.6 %, p < 0.001) and pancreatic necrosis (35.3 % vs 83.3 %, p = 0.049). Lethal 
outcomes were additionally associated with lower mean arterial pressure 
(99.83 ± 12.79 vs 83.59 ± 16.53 mmHg, p = 0.008), elevated blood urea levels 
48 hours after admission (4.97 ± 2.46 vs 9.83 ± 5.96 mmol/L, p = 0.0039) and 
higher leukocyte count (12.02 ± 4.24 vs 15.64 ± 5.97 [109]/L, p = 0.037). Based 
on calculated odds ratio (OR) with 95 % confidence intervals (95 % CI), the 
strongest predictors of 30-day mortality were multi-organ failure (OR 77.829, 
95 % CI 3.379 – 1792.804) and BISAP score (OR 2.471, 95 % CI 1.123 – 5.435).
Conclusions  Several clinical and laboratory parameters correlated with lethal 
outcomes in acute pancreatitis, with multi-organ failure emerging as the 
strongest predictor and BISAP showing the highest scoring accuracy. While 
further studies with larger samples are needed, these findings highlight the 
potential of clinical variables in early identification and timely management of 
high-risk patients.
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Aims  the saline-Immersion/irrigation Technique (SITE) endoscopic submucosal 
dissection (ESD) has been reported for improving the feasibility and safety of 
ESD [1–5]. In 2023, drainage-tubes were introduced to reduce bowel overdis-
tension and facilitate dissection during SITE-ESD, [6–8]. In our practice, we now 
employ a drainage-tube for all colonic SITE-ESD, by using a slim 8Fr fenestrated 
nasal-jejunal feeding tube wrapped around the scope and secured with vi-
nyl-tape to enhance the advantaged of SITE-ESD. This tube, which we named 
the ‘Asclepius tube’, given its similarity to the medical symbol of the snake 
around the rod of Asclepius, has the objective of draining redundant fluid from 
continuous saline-irrigation and diathermy-generated gas, obviating the need 
for scope aspiration. This approach aims to enhance dissection efficiency, visual 
clarity and patient comfort. A retrospective study by Kagaya et al. demonstrat-
ed that drainage improved ESD efficiency in the rectum [9].
We aimed to compare procedural and clinical outcomes between colonic SITE-
ESD performed with and without drainage tube placement.
Methods  We retrospectively analyzed 137 colonic SITE-ESDs (50 without 
drainage, 87 with drainage) performed between May 2018 and October 2025 
at a tertiary endoscopy unit. Baseline demographic, procedural, and histo-
pathological parameters were compared. Primary outcomes included resection 
speed, total procedure duration, R0 resection rate, and adverse events. Statis-
tical analysis was performed using IBM SPSS v30.0.
Results  Groups were comparable in age, gender, ASA score, lesion diameter, 
and location (all p > 0.05). While median procedure duration was similar (120 
min vs 120 min; p = 0.97), our resection speed was significantly higher with 
drainage (11.4 mm²/min vs 6.9 mm²/min; p = 0.006). R0 resection rates (88.5 % 
vs 92 %; p = 0.78) and delayed adverse events (4.6 % vs 4 %; p = 0.86) did not 
differ significantly.
Conclusions  Drainage-assisted colonic SITE-ESD significantly increased resec-
tion speed while maintaining similar safety and histological outcomes. Its use 
may enhance procedural performance and stability in complex colonic resec-
tions. Further prospective comparative studies are merited.
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Abstract Text
A 92-year-old patient with surgically altered anatomy (total gastrectomy with 
Roux-en-Y for gastric cancer) presented with recurrent biliary obstruction. Im-
aging revealed gallbladder and common bile duct (CBD) lithiasis. The patient 
was unfit for surgery, prompting an endoscopic approach. i) First, EUS-guided 
transjejunal gallbladder drainage was performed using a 10 × 10-mm LAMS 
with coaxial pigtail plastic stent. ii) Four weeks later, antegrade trans-LAMS 
access to the CBD was unsuccessful. A second EUS-guided biliary drainage 
(choledochojejunostomy) was created with a 6 × 8-mm LAMS, followed by 
transpapillary dilation and double-pigtail stent placement (10 Fr × 7 cm). This 
case demonstrates the feasibility of sequential EUS-guided biliary drainage for 
complex biliopancreatic disease in altered anatomy [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/55240b27-7be5-4df8-a43c-643db1be993e/Uploads/19978_
Doble_drenatge %20video.mp4
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Aims  To assess the effectiveness and safety of EUS-guided drainage of liver 
abscesses.
Methods  Retrospective analysis of treatment results of all patients with liver 
abscesses who underwent endoscopic treatment at the Department of Gener-
al, Gastroenterological and Oncological Surgery, Collegium Medicum Nicolaus 
Copernicus University in Toruń, Poland in the years 2018–2025.
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Results  Endoscopic drainage was performed in 13 patients (9 men, 4 women; 
mean age 66.52 [42-78] years) with liver abscesses. 11/13 (84.62 %) patients 
had a single abscess of the left liver lobe; the remaining 2/13 (15.38 %) patients 
had a single abscess of the right liver lobe. The mean size of the liver abscess 
was 85 (52-132) mm. Each patient underwent ERCP with attempted transpap-
illary drainage of the abscess if the abscess communicated with the bile ducts. 
In 3/13 (23.08 %) patients in whom contrast leakage from the bile ducts into 
the abscess cavity was detected during ERCP, active transpapillary drainage of 
the liver abscess was performed; in 1 patient, additional percutaneous drainage 
of the liver abscess was performed during transpapillary drainage of the liver 
abscess. The remaining 10/13 (76.92 %) patients with left hepatic abscesses 
were qualified for transmural abscess drainage – active transgastric drainage 
of the abscess was performed under EUS guidance. The mean duration of active 
drainage of liver abscesses was 7 (5-16) days. Clinical success of endoscopic 
drainage of liver abscesses was achieved in 11/13 (84.62 %) patients. The mean 
duration of endotherapy was 224 (67-459) days. The mean follow-up period 
was 882 (226-1446) days. Long-term success of endoscopic treatment of liver 
abscesses was achieved in 9/13 (69.23 %) patients during the follow-up period.
Conclusions  Endoscopic drainage of liver abscesses seems an effective and 
safe treatment method. The preferred approach is anatomical transpapillary 
drainage of the abscess during ERCP. If transpapillary access to the abscess 
cavity is impossible, extraanatomic transmural drainage of the liver abscess is 
an effective treatment option, which is only possible for left lobe abscesses.
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Aims  To assess the effectiveness and safety of EUS-guided endoscopic ablation 
of focal pancreatic lesions.
Methods  A prospective assessment of treatment outcomes of all patients in 
whom EUS-guided ablation of a focal pancreatic lesion was performed between 
2019 and 2025 at the Department of General, Gastroenterological and Onco-
logical Surgery, Collegium Medicum, Nicolaus Copernicus University in Toruń.
Results  Endoscopic ablation of 26 focal pancreatic lesions was performed in 
21 patients (14 women, 7 men; mean age 39.77 [21–75] years). Seventeen 
patients had solitary lesions, and four had multifocal lesions. Eight lesions were 
located in the pancreatic head, 12 in the body, and 6 in the tail. Histopathology 
revealed G1 neuroendocrine tumors in 14 patients, while in the remaining 7 
patients metastatic renal cell carcinoma or breast cancer lesions were identified. 
The mean size of the focal lesions was 11 (7–20) mm. In 9 patients, EUS-guid-
ed radiofrequency ablation (EUS-RFA) of 12 pancreatic lesions was performed. 
In 12 patients, ablation of 14 lesions using 98 % ethanol was carried out. Tech-
nical success was achieved in 23/26 (88.46 %) lesions in 19/21 (90.48 %) pa-
tients. Complications occurred in 4/21 (19.05 %) patients. The mean follow-up 
was 864 (88–1464) days. Long-term success was achieved in 17/21 (80.95 %) 
patients.
Conclusions  EUS-guided endoscopic ablation of focal pancreatic lesions is an 
effective and safe treatment option in selected patients and represents an al-
ternative to surgical management.
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Aims  To determine the safety and effectiveness of gastroenterostomy per-
formed using minimally invasive techniques.
Methods  Retrospective analysis of treatment results of all patients with symp-
toms of high gastrointestinal obstruction who underwent laparoscopic or en-
doscopic (EUS-guided) gastrointestinal anastomosis in the years 2020–2025 
at the Department of General, Gastroenterological and Oncological Surgery, 
Collegium Medicum Nicolaus Copernicus University in Toruń, Poland.
Results  In 64 patients (51 men, 13 women; mean age 61.72 [39-91] years) 
with symptoms of high gastrointestinal obstruction, gastrointestinal anasto-
mosis using minimally invasive techniques was performed. Laparoscopic sur-
gery was performed in 34/64 (53.13 %) patients, and endoscopic surgery in the 
remaining 30/64 (46.87 %) patients. Gastrointestinal malignancy was the cause 
of obstruction in 57/64 (89.06 %) patients. Technical success was achieved in 
59/64 (92.19 %) patients. Complications of surgical treatment were observed 
in 14/64 (21.88 %) patients. Clinical success of gastrointestinal anastomosis 
using minimally invasive techniques was achieved in 55/64 (85.94 %) patients. 
During a mean follow-up period of 412 (155-1211) days, 2/64 (3.13 %) patients 
required endoscopic re-intervention due to gastrointestinal anastomosis stric-
ture.
Conclusions  Gastroenterostomy using minimally invasive techniques is a safe 
and effective treatment method for patients with high gastrointestinal obstruc-
tion
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the treatment outcomes of patients with gastrointestinal ob-
struction due to colorectal cancer who underwent endoscopic treatment with 
the insertion of a self-expanding metal stent (SEMS).
Methods  Retrospective analysis of treatment outcomes in patients with gas-
trointestinal obstruction due to colorectal cancer who underwent an endo-
scopic treatment with the insertion of SEMS in the years 2018–2025 at the 
Department of General, Gastroenterological and Oncological Surgery, Colle-
gium Medicum Nicolaus Copernicus University in Toruń, Poland.
Results  In 128 patients with gastrointestinal obstruction due to colorectal 
cancer, endoscopic treatment with the insertion of SEMS was performed. In 
56/128 (43.75 %) patients, the procedure was palliative. In the remaining 
72/128 (56.25 %) patients, the endoscopic procedure served as a bridge to 
surgery. Technical success of the endoscopic procedure was achieved in 
119/128 (92.97 %) patients. Early complications, such as gastrointestinal per-
foration, were observed in 8/128 (6.25 %) patients who required surgery. Clin-
ical success was achieved in 104/128 (81.25 %) patients. 11/128 (8.59 %) pa-
tients required surgery due to persistent symptoms of gastrointestinal 
obstruction.
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Conclusions  The use of SEMS for gastrointestinal obstruction associated with 
colon cancer reduces the frequency of urgent surgical procedures involving 
stoma formation. Furthermore, stenting of colonic obstruction provides a 
bridge to laparoscopic oncological treatment in some patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Transnasal endoscopy (TNE) has emerged as a comfortable, seda-
tion-sparing and resource-efficient alternative to the conventional oesophago-
gastroduodenoscopy (OGD). We aimed to evaluate feasibility, completion rates, 
safety, tolerance and indications for diagnostic TNE, predominantly in the 
outpatient setting across three sites of Barking Havering & Redbridge Univer-
sity Hospitals NHS Trust (BHRUT).
Methods  A retrospective observational study included all consecutive TNE 
procedures performed between 01/05/2025 and 31/10/2025 at BHRUT. Pro-
cedures were performed using two ultrathin endoscope models: the Olympus 
GIF-H190N and the Pentax EG17-J10. Data collected included demographics, 
indication, use of nasal anaesthesia, sedation use, comfort score (0–4), com-
pletion to second part of the duodenum (D2), conversion to oral gastroscopy, 
and adverse events. Descriptive statistics were used to summarise outcomes.
The majority of procedures were undertaken in the outpatient and ambulato-
ry setting, aligned with the new Trust’s transition of diagnostic OGD to TNE 
within Community Diagnostic Centres (CDC) and one-stop Faster Diagnostic 
Service (FDS) pathways.
Results  A total of 138 procedures were included. The mean age was 60,8 years 
(range 17-89) and 70 patients (51 %) were female. Most procedures were per-
formed in the outpatient and ambulatory setting (n = 80, 58 %). Nasal anaes-
thesia was almost universally used (n = 135, 98 %), while sedation was infre-
quently required (n = 28, 20 %).Patient tolerance was high, as 126 patients 
(92 %) reported a comfort score of 0 (no discomfort) or 1 (minimal discomfort). 
No patient reported the highest discomfort score of 4.Completion to D2 was 
achieved in 134 cases (97 %), comparable to conventional OGD. Conversion to 
oral gastroscopy occurred in 8 cases (6 %), mainly due to narrow nasal cavity 
(n = 4, 3 %) or patient intolerance (n = 3, 2 %). No adverse events were recorded.
TNE was performed for a wide range of clinical indications, mirroring those of 
standard OGD. The most common was dysphagia, accounting for 42.8 % of all 
referrals. Other frequent indications included dyspepsia (25.4 %), unintention-
al weight loss (18.8 %), abdominal pain (13.8 %), heartburn (11.6 %), nausea 
(9.4 %), and anaemia (7.2 %). Less frequent indications included vomiting, bloat-
ing, oesophagitis and Barrett’s surveillance. This demonstrates the broad ap-
plicability of TNE across both diagnostic and surveillance pathways.
Conclusions  In this real-world UK cohort, transnasal endoscopy demonstrat-
ed excellent safety, high patient tolerance, and strong technical performance, 
comparable to conventional OGD, while offering clear operational advantages. 
The high completion rate, low conversion rate, minimal sedation use, excellent 
comfort scores and absence of adverse events highlight its suitability as a first-
line diagnostic modality within ambulatory and Faster Diagnostic Service path-
ways. Particularly in our case, the introduction of ambulatory TNE within the 
CDC has freed capacity in core endoscopy rooms, enabling expansion of OGD 
services and supporting additional Trust-wide initiatives. These findings support 
broader adoption of TNE to improve patient experience, streamline diagnostic 
pathways and enhance system-wide efficiency. Further prospective work should 
assess cost-effectiveness and long-term patient-reported outcomes.
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Abstract Text
Gastrointestinal stromal tumours (GIST) are the most common type of subep-
ithelial lesions (SEL). Current guidelines recommend surgery as the standard 
treatment for potential resectable tumours. However, with the advancement 
of third-space endoscopy, growing evidence supports endoscopic removal of 
gastric GIST as both effective and safe.
We report two cases of gastric GISTs removed endoscopically with a novel ap-
proach which integrates endoscopic submucosal dissection (ESD), full thickness 
resection (FTR), the clip-line technique and a new mucosal flap closure tech-
nique.
The first case involved a 62-year-old man with persistent abdominal pain. The 
second case concerned a 77-year-old woman transferred to our unit after mul-
tiple admissions in another hospital for recurrent upper gastrointestinal bleed-
ing, requiring repeated transfusions. Both patients were diagnosed by gastros-
copy and endoscopic ultrasound with fine-needle biopsy. Computed 
tomography was performed to exclude metastasis. The therapeutic options 
were thoroughly discussed. Endoscopic removal was chosen in both cases—by 
patient preference in the first case and due to significant cardiopulmonary 
comorbidities and high surgical risk in the second one. In the first case, endos-
copy revealed a 20 mm SEL on the lesser curvature, approximately 1 cm distal 
to the gastroesophageal junction. In the second case, an approximately 50 mm 
SEL with an eroded surface was observed at the corpus-fundus junction [1–6].
Both therapeutic procedures were performed under general anaesthesia with 
orotracheal intubation. In both cases, marking and incision were performed 
with an ESD hybrid knife, followed by application of the clip-line technique to 
lift the submucosa. Layer-by-layer dissection was performed and coagulation 
with bipolar forceps due to marked vascularization had to be used. Because 
both lesions were adherent to the muscularis propria, FTR was carried out. 
Following these steps, complete en bloc removal of the lesions was achieved. 
A new mucosal flap closure technique – adjustment and repositioning of the 
mucosal flap and the subsequent placement of multiple clips – was then used 
to close the defects. Macroscopically, in sano resection was achieved in both 
cases. However, due to enucleation, R0 status could not be definitively assessed 
in the first case, whereas histology of the second confirmed tumour-free cir-
cumferential margins. In both cases, second-look gastroscopies confirmed 
intact resection sites with clips in situ. Prophylactic antibiotics were adminis-
tered and the post-interventional course was uneventful.
In conclusion, these two cases show that gastric GISTs, including larger lesions, 
can be safely and effectively treated using this novel endoscopic approach com-
bining ESD, the clip-line technique with FTR and mucosal flap closure.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess and compare the diagnostic yield and histologic quality of 
samples obtained with EchoTip ClearCore and Acquire needles during EUS-guid-
ed biopsy of solid pancreatic lesions.
Methods  A retrospective descriptive–correlational study including 19 patients 
who met the inclusion criteria and had no exclusion criteria, between June and 
November 2025. Tumor location, MOSE (visible core), number of passes, his-
tologic quality, complications, and the need for repeat biopsy were evaluated. 
Differences between groups were assessed using the two-tailed Fisher’s exact 
test (▶Table 1).

▶Table 1	 

EchoTip 
ClearCore

Acquire p OR

Tumor location Head/Uncinate process 10 (83.3 %) 3 (42.9 %)

Body/Tail 2 (16.7 %) 4 (57.1 %) 0.1287 6.67

MOSE (Visible core) Adequate ( ≥ 4 mm) 12 (100 %) 7 (100 %)

Inadequate ( < 4 mm) 0 (0 %) 0 (0 %) 1.00

Number of needle passes 0 (1 pass) 3 (25 %) 2 (28.6 %)

1 ( > 1 pass) 9 (75 %) 5 (71.4 %) 1.00 0.8333

Histological quality High ( ≥ 7) 11 (91.7 %) 5 (71.4 %)

Low ( < 7) 1 (8.3 %) 2 (28.6 %) 0.5232 4.4

Histological diagnosis Diagnostic 10 (83.3 %) 7 (100 %)

Non-diagnostic 2 (16.7 %) 0 (0 %) 0.5088

Post-procedural complications No 12 (100 %) 7 (100 %)

Yes 0 (0 %) 0 (0 %) 1.00

Need for repeat biopsy No 11 (91.7 %) 6 (85.7 %)

Yes 1 (8.3 %) 1 (14.3 %) 1.00 1.8333

Surgical confirmation No 12 (100 %) 6 (85.7 %)

Yes 0 (0 %) 1 (14.3 %) 0.3684

Results  The most frequent lesion location was the head/uncinate process 
(13/19; 68.4 %). An adequate visible core (MOSE ≥ 4 mm) was obtained in all 
cases. Most procedures required more than one pass (14/19; 73.7 %). No 
post-procedural complications were recorded. High-quality histology 
(score ≥ 7) was achieved in 91.7 % of samples obtained with the EchoTip 
ClearCore needle, compared with 71.4 % with the Acquire needle; this difference 
did not reach statistical significance (p = 0.5232), although the OR favored 
ClearCore (OR = 4.40). The mean number of passes was similar between devic-
es (ClearCore 2.58 vs Acquire 2.14; p = 1.00). Diagnostic yield was high in both 
groups: 83.3 % for EchoTip ClearCore and 100 % for Acquire, with no significant 
differences (p = 0.5088). No complications were observed in either group.
Conclusions  Both needles demonstrated safety and satisfactory diagnostic 
performance. No statistically significant association was found between needle 
type and either histologic sample quality or diagnostic yield. A limitation of the 
study was the small sample size.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Double duct dilatation (DDD) without an associated mass found on 
cross-sectional imaging warrants further investigations to exclude an occult 
periampullary tumour, although benign findings are common. Endoscopic 
ultrasound (EUS) can be performed in these patients. We aim to investigate the 
difference in longitudinal outcomes of patients who underwent EUS versus 
those who did not, and whether there were predictive factors for findings of 
pancreaticobiliary malignancies in these patients.
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Methods  Patients with DDD between January 2015 to December 2023 were 
identified from radiology electronic patient records within a tertiary centre 
based in the United Kingdom. A dedicated radiologist re-reviewed the index 
scans to confirm the presence of DDD. DDD was defined as a common bile duct 
of greater than 7mm and a pancreatic duct of greater than 3mm at the pancre-
atic head. A retrospective analysis using clinical data from electronic patient 
records was performed. Follow-up of each case was defined as the point of 
review of their medical records, date of development of a malignant pancrea-
ticobiliary condition or the date of death. Data was analysed using chi-squared, 
mann-whitney u test and fisher exact test depending on the type of data.
Results  Initial search of the hospital medical imaging system resulted in 470 scans. 
The list was subsequently cut down to 153 individual cases by exclusion criteria 
including no DDD or associated mass found on imaging. 56 % had EUS (G1) per-
formed following their scans, whilst 44 % had no EUS (G2). The median age of G1 
was lower than G2 [median 68 years (58-75) vs 77 (69-85.5), p < 0.00001]. G1 had 
53 % females and G2 had a higher proportion of 71 % (p = 0.03).
Baseline characteristics revealed G1 had significantly more patients with chron-
ic pancreatitis (19 % vs 6 %, p = 0.03). Frequency of previous cholecystectomy 
(12 % vs 10 %, p = 0.77), opioid use (35 % vs 34 %, p = 0.85) and previous endo-
scopic retrograde cholangiopancreatography (4 % vs 1 %, p = 0.63) were similar 
in both groups. Biliary pain and jaundice followed a similar pattern of increased 
frequency in G1 but with no significant differences (39 % vs 28 %, p = 0.16) and 
(25 % vs 18 %, p = 0.29) respectively. Also, there was no difference with regards 
to weight loss (25 % vs 26 %, p = 0.8).
Abnormal LFTs were similar in both groups (56 % vs 60 %, p = 0.76). However, 
ALT was found to be significantly different [median 44 (17.5-154) vs 32 (12-85), 
p = 0.03]. Bilirubin [median 10 (6-29.5) vs 9 (6-18), p = 0.42], ALP [median 161 
(95.5-485.5) vs 155 (91-390), p = 0.58] and Ca19-9 [median 28 (10-60) vs 19 
(8.5-50), p = 0.42] had no significant differences. Proportions of computed 
tomography (52 % vs 60 %, p = 0.29) and magnetic resonance imaging (48 % vs 
40 %, p = 0.29) scans were similar between both groups. Common bile duct 
[median 13 (11-17) vs 13 (11-18), p = 0.51] and pancreatic duct [median 6 
(5.5-7) vs 7 (6-7.5), p = 0.12] sizes were also similar.
Lastly, median follow-up was significantly different with a longer time frame in 
G1 [40.6 months (26.5-65.9) vs 34.4 (13.4-56.1), p = 0.01]. The incidence of 
malignancy, however, was similar (5 % vs 13 %, p = 0.08). Patients diagnosed 
with malignancy during index EUS (n = 14) had predictive factors of jaundice 
(n = 11), weight loss (n = 6) and biliary pain (n = 6). The same factors were fre-
quent in patients diagnosed during follow-up too (n = 13) with jaundice (n = 10), 
weight loss (n = 3) and biliary pain (n = 3).
Conclusions  Our study has demonstrated in cases where no cause of DDD is 
seen on cross-sectional imaging or EUS, there are low rates of malignancy in 
the follow-up period. Though not statistically significant, patients who did not 
have EUS had an increased occurrence of malignancy. In the absence of jaun-
dice, weight loss and biliary pain, the likelihood of malignant pathology is low. 
Given the risks associated with pancreaticobiliary endoscopy, especially in an 
aging population, this study stresses the importance of careful case selection 
and allowing time to counsel patients for invasive investigations, if deemed 
appropriate.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The objective of this study is to assess endoscopists’ training needs in 
Endoscopic Ultrasound (EUS) via an anonymous survey and to identify the key 
challenges faced to develop appropriate training programs.

Methods  This prospective cross-sectional study used an anonymous online 
survey completed by over one hundred endoscopists involved in EUS practice 
or training. The needs assessment was conducted using the FGP grid (frequen-
cy, gravity, and problems) across seven items. Each item was evaluated based 
on its frequency (0, 1, 2), severity (0, 1, 2), and the difficulties related to knowl-
edge, skills, and attitudes (0, 2, 4). Data processing and statistical analysis were 
performed using Jamovi version 2.4.
Results  A total of 85 responses were collected from 30 countries spanning five 
continents. Of the respondents, 60 % were male (male-to-female ratio: 1.5). 
Half of the participants were aged between 30 and 40 (48.2 %), followed by 
those aged between 40 and 50 (30 %). One in three participants was a teacher.
Endoscopy had been practised by 49.4 % of participants for more than 10 years, 
while EUS had been performed by 62.4 % for less than 5 years. Although 83.6 % 
of training centres had EUS equipment, only 55.3 % of participants had received 
EUS training.
Several EUS training methods were reported, including hands-on training with 
patients (63.5 %), a university or inter-university diploma (47.1 %), webinars or 
distance learning (35.3 %), hands-on training with models or animals (30.6 %), 
and certification programmes (25.9 %). The majority of participants preferred 
hands-on training with patients (84.7 %) or models (42.4 %), followed by a uni-
versity diploma (42.4 %).
55,3 % of the participants felt that the training they had received was inade-
quate. According to the FGP grid, the main difficulties encountered were relat-
ed to knowledge, followed by skills.
81.2 % of participants reported theoretical difficulties in interpreting EUS and 
understanding interventional EUS techniques. The availability of equipment 
was challenging for 3 out of 4 participants (75,3 %).
From a practical perspective, interventional EUS and EUS interpretation were 
the most problematic issues for 3 out of 4 participants (75.3 %, 77.6 %).
When comparing the training methods, the group with hands-on training with 
patients reported fewer difficulties in performing EUS (p = 0.003) and profes-
sional skills (p = 0.019). The statistical analysis comparing the group of partic-
ipants working in centers performing 10 to 20 EUS procedures per week and 
those working in expert centers (more than 20 EUS procedures per week) 
showed a significant difference regarding practical difficulties in performing 
and interpreting EUS (p = 0.001).
Conclusions  EUS is a fundamental modality for both diagnosing and treating 
digestive and biliopancreatic disease. Findings from our international multi-
center survey indicate significant training needs, especially in EUS interpreta-
tion and interventional practice. We observed that theoretical and technical 
challenges were fewer for endoscopists working in expert centers with high 
volumes of procedures, and that hands-on training with patients provided a 
clear performance advantage, reinforcing its importance in EUS education.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Large Traditional Serrated Adenomas (TSA ≥ 20mm) are an important 
subgroup of colorectal neoplasms. There is limited data about large TSAs and 
most information on these lesions has been derived from the analysis of small-
er lesions. We sought to analyse the clinicopathological features of large TSAs 
in comparison to large Tubulovillous Adenomas (TVAs) in a multicenter pro-
spective cohort (▶Table 1).
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▶Table 1	 

EMR ESD En bloc Piecemeal

TSA 
(n = 107)

TVA 
(n = 1989)

P 
value

TSA 
(n = 82)

TVA 
(n = 1817)

P 
value

TSA 
(n = 25)

TVA 
(n = 172)

P 
value

TSA 
(n = 30)

TVA 
(n = 309)

P 
value

TSA 
(n = 77)

TVA 
(n = 1679)

P 
value

Cancer 11/107 
(10.2 %)

176/1989 
(8.8 %)

0.613 8/82 
(9.8 %)

144/1817 
(7.9 %)

0.717 3/25 
(12 %)

32/172 
(18.6 %)

0.420 3/30 
(10 %)

46/309 
(14.9 %)

0.467 8/77 
(10.39 %)

130/1679 
(7.7 %)

0.399

Recurrence 10/72 
(13.9 %)

165/1645 
(10.0 %)

0.289 10/59 
(16.9 %)

161/1506 
(10.7 %)

0.131 0/13 
(0 %)

4/139 
(2.9 %)

0.535 0/17 
(0 %)

6/309 
(1.9 %)

0.562 10/55 
(18 %)

159/1336 
(11.9 %)

0.162

Post 
procedural 
bleeding

7/107 
(6.5 %)

181/1989 
(9.1 %)

0.367 6/82 
(7.3 %)

167/1817 
(9.1 %)

0.564 1/25 
(4 %)

14/172 
(8.1 %)

0.466 1/30 
(3.3 %)

25/309 
(8.1 %)

0.350 6/77 
(7.8 %)

156/1679 
(9.3 %)

0.657

Significant 
deep mural 
injury

8/107 
(7.5 %)

90/1989 
(4.5 %)

0.157 5/82 
(6 %)

76/1817 
(4.2 %)

0.401 3/25 
(12 %)

14/172 
(8.1 %)

0.521 5/30 
(16.7 %)

23/309 
(7.4 %)

0.08 3/77 
(3.9 %)

67/1679 
(4.0 %)

0.967

Methods  We analysed the Australian Colonic Endoscopic Resection cohort, a 
multicenter, observational study of consecutively referred patients with large 
non-pedunculated colonic polyps (LNPCP). Participants were enrolled at 1 of 
7 sites between July 2008 to February 2025. The clinicopathological data of 
large TSAs were compared with large TVAs.We analysed the Australian Colon-
ic Endoscopic Resection cohort, a multicenter, observational study of consec-
utively referred patients with large non-pedunculated colonic polyps (LNPCP). 
Participants were enrolled at 1 of 7 sites between July 2008 to February 2025. 
The clinicopathological data of large TSAs were compared with large TVAs.
Results  Among 4665 LNPCPs, there were 114 large TSAs (2.4 %) and 2411 TVAs 
(51.6 %). TSAs were more often left sided (70 % vs 40 %, p < 0.01) and occurred 
more frequently in women (61 % vs 45 %, p = 0.004). Lesion size and morphol-
ogy were comparable. SMIC rates were equivalent (10.2 % vs 8.8 %, p = 0.77). 
Recurrence at first surveillance was similar (13.9 % vs 10 %, p = 0.29). Synchro-
nous LNPCPs occurred in 11.4 % vs 8.7 % respectively (p = 0.53). Post procedur-
al bleeding (6.5 % vs 9.1 %, p = 0.37) and significant deep mural injury (7.5 % vs 
4.5 %, p = 0.16) were comparable between the two groups.
Conclusions  We present novel data indicating that large TSAs are clinically 
significant lesions with an SMIC risk of 10.2 %. They parallel TVAs in morpholo-
gy and resection outcomes. Their management warrants the same meticulous 
approach applied to advanced adenomatous lesions, encompassing technical 
precision and vigilance during index and surveillance endoscopy for synchro-
nous neoplasia.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The cornerstone of acute cholangitis treatment is antibiotic therapy 
combined with biliary drainage. The Tokyo Guidelines 2018 provide severity 
grading criteria that help predict prognosis and identify patients requiring ear-
ly biliary drainage. While mild cholangitis can often be managed initially with 
antibiotics alone, moderate and severe cases typically require early and emer-
gent drainage, respectively. Our aim is to explore factors influencing the timing 
of ERCP in acute cholangitis and its impact on clinical outcomes.
Methods  This retrospective single-center cohort study included patients di-
agnosed with acute cholangitis who underwent ERCP between March 2022 and 

December 2024 in a tertiary hospital with ERCP. Diagnosis and severity grading 
were based on the Tokyo Guidelines 2018. Descriptive and statistical analyses 
were performed to evaluate patient characteristics, severity classification, tim-
ing to ERCP and related clinical outcomes.
Results  A total of 145 patients underwent ERCP for acute cholangitis; 79 were 
female (54 %) and the median age was 79 years. Based on the Tokyo 2018 cri-
teria, 41 patients (28.3 %) had grade III cholangitis, 60 (41.4 %) grade II and 44 
(30.3 %) grade I. Regarding etiology, lithiasis was the predominant cause of 
cholangitis, with 99 patients showing choledocholithiasis on ERCP. Malignant 
biliary strictures accounted for 12 cases (8.2 %), and among these, 50 %present-
ed with a previously placed biliary stent. Only 12 patients (8.3 %) underwent 
ERCP within 24 hours of admission – 4 with grade III, 4 with grade II and 4 with 
grade I. Within 72 hours, 56 patients (38.6 %) had undergone ERCP – 21 with 
grade III, 20 with grade II and 15 with grade I. Notably, 49 % of grade III cases 
were submitted to ERCP more than 72 hours after admission, with a median of 
2 days of antibiotics before drainage. There was no statistically significant as-
sociation between ERCP timing and patient age, cholangitis severity, intensive/
intermediate care admission or anticoagulant/antiplatelet use. Among organ 
dysfunction criteria, only neurological dysfunction showed a statistically sig-
nificant association with earlier ERCP (p = 0.032). Admission on Friday to Sunday 
strongly predicted delayed intervention (p < 0.001), 84 % of these patients 
underwent ERCP more than 72 hours after admission, compared with 45 % for 
weekday admissions. Cholangitis severity was significantly correlated with 
length of hospital stay (grade I: 7.6 ± 3 days, grade II: 7.7 ± 4 days, grade III: 
12.3 ± 4 days; p < 0.001). The 30-day mortality rate was 3.4 %, with no significant 
association with ERCP timing or cholangitis severity. The median age of patients 
who died was 88 years (range 86–97). Only one death was directly attributed 
to severe acute cholangitis, in which ERCP was performed past the guideline 
recommended timing.
Conclusions  In this real-world cohort, ERCP was frequently delayed beyond 
the recommended window, even in severe acute cholangitis. Weekend admis-
sion was a significant contributor to this delay. However, no association was 
found between ERCP timing and 30-day mortality, likely due to small sample 
size. These findings highlight the need for optimized access to biliary drainage, 
particularly during weekends, to better meet guideline recommendations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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meal Resection: The Role of Endoscopist Expertise
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Aims  Piecemeal endoscopic mucosal resection (p-EMR) remains widely used 
for large non-pedunculated colonic polyps when en-bloc excision is not feasible. 
However, piecemeal resection is associated with a substantial risk of residual 
or recurrent adenoma due to fragmentation and incomplete resection. The 
2024 ESGE guideline on colorectal polypectomy and EMR recommends that 
after hot-snare piecemeal EMR of large non-pedunculated colorectal polyps 
(LNPCPs), resection margins should undergo thermal ablation using snare-tip 
soft coagulation to decrease adenoma recurrence. In real-world practice, re-
currence after EMR without margin ablation has been reported to reach 15–
20 %. Accordingly, reduction of recurrence – and the role of endoscopist exper-
tise – remains critical for optimisation of patient outcomes. This study aimed 
to evaluate adenoma recurrence after piecemeal hot-snare resection in our 
center, and to assess the impact of prophylactic interventions (margin ablation 
and/or cold-snare margin resection) as well as endoscopist expertise.
Methods  We conducted a retrospective, single-center cohort study of all pa-
tients undergoing piecemeal hot-snare polypectomy or mucosectomy between 
January 2022 and December 2023 in a tertiary-care hospital. Lesions were 
classified based on the Paris Classification. We defined “experienced endosco-
pist” as one performing > 50 EMRs annually and/or having expertise in endo-
scopic submucosal dissection (ESD). We recorded whether prophylactic meas-
ures were applied after resection: margin thermal ablation and/or cold-snare 
margin resection. Descriptive statistics and appropriate comparative analyses 
were employed to explore associations between recurrence rates, the use of 
prophylactic measures, and endoscopist experience.
Results  We resected 102 lesions in 102 patients. The median lesion size was 
25 mm (range 10–50 mm); most lesions were located in the ascending colon 
(37.3 %) or cecum (22.5 %). The majority were Paris 0-IIa morphology (71.6 %), 
including 45 granular and 8 non-granular LSTs. Prophylactic measures were 
applied in 66 cases (64.7 %) – margin thermal ablation in 43, cold-snare margin 
resection in 9, and both in 14. Histopathology revealed 88 adenomas, 13 ser-
rated lesions without dysplasia, and one with dysplasia. Of the 88 adenoma 
cases, 57 (64.8 %) underwent surveillance colonoscopy at a mean of 8.7 months 
post-resection. Overall adenoma recurrence was observed in 19.3 % of patients. 
With prophylactic measures, recurrence was 14 %; notably, none of the patients 
in whom both techniques were used had recurrence, compared with 28 % re-
currence in the no-prophylaxis group — though this difference did not reach 
statistical significance. Recurrence was not associated with lesion size, location, 
or morphology. In contrast, procedures performed by an experienced endos-
copist had a significantly lower recurrence rate (4 % vs. 31.3 %, p = 0.016). With-
in the prophylaxis subgroup, recurrence remained lower in the experienced 
endoscopist group, although the difference did not achieve statistical signifi-
cance — likely due to limited sample size.
Conclusions  In our series, nearly one in five patients had adenoma recurrence 
after piecemeal resection, despite surveillance. Use of prophylactic measures 
(margin ablation and/or cold-snare margin resection) was associated with a 
lower recurrence rate, particularly when both techniques were applied. How-
ever, statistical significance was not reached, due to limited sample size and 
follow-up. Importantly, endoscopist expertise emerged as the most significant 
factor associated with decreased recurrence, underscoring the critical role of 
operator experience. These findings suggest that concentration of EMR in ex-
perienced hands may improve outcomes. Larger, adequately powered prospec-
tive studies are warranted to better define optimal prophylactic strategies, 
operator competency thresholds, and follow-up protocols.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We tested whethera 3D-printed cap delivers non-inferior efficiency with 
superior handling versus a standard commercial cap in the multicenter ENDO-
PRINT trial (ex vivo porcine models) which took place in Prague and Olomouc 
(Czech Republic) and Boston (USA).
Methods  Across three centers, 99 ESDs (33/site) were randomized 1:1 to a 
3D-printed or commercial cap (Olomouc 20/13; Prague 15/18; Boston 16/17). 
The primary endpoint was procedure time.The secondary endpoints were lesion 
size, en-bloc resection rate, ergonomics, scope withdrawal for cleaning/ex-
change, and adverse events. The 3D-printed cap was createdon Form 3B using 
BioMed Flex 80A.
Results  Procedure time was the same for both caps (median 17.3 min; 
p = 0.952); technical and en-bloc resection rates were the same (100 %). Ergo-
nomic parameters favored the 3D-printed cap (visibility 4 vs 3; manipulation 
4 vs 3; retraction 5 vs 3; all p < 0.001) and were replicated at each center. Ad-
verse events were rare and similar (tears 4 vs 3; perforation 0 vs 1). Lesion size 
correlated with time (ρ = 0.44; p = 0.001), center effects, not cap type, explained 
time variability.
Conclusions  Custom 3D-printed distal attachment caps are non-inferior for 
speed and safety; however, 3D caps provide superior visibility and traction. 
These data support rapid, design-tailored, cost-efficient accessories for ESD 
and training. Clinical in vivo validation and economic analyses are warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  identify the clinical, lesion characteristics and endoscopic factors that 
led tosurgical management of colorectal tumors potentially amenable to en-
doscopic resection(ER). Secondary aims included assessing the accuracy of 
optical characterization, theimpact of reassessment in an expert center, as the 
outcomes of non-curative ER of pT1adenocarcinoma (ADC).
Methods  retrospective analysis of all patients submitted to surgery between 
2020-2024with surgical specimen showing dysplasia, pT1 ADC, or no dysplasia/
ADC after ER.Patients with polyposis syndromes, inflammatory bowel disease 
and neoadjuvantchemoradiotherapy were excluded. Data on index colonosco-
py, reassessment atreferral center, ER attempt, surgical indication, final histo-
pathology and post-resectionoutcomes were collected.
Results  Results:113 patients with 113 lesions were included (61 % male; 71 ± 8 
years-old). Indexcolonoscopy was performed mainly in private clinics (55 %); 
24 % were reassessed at areferral center. Median lesion size was 35 mm (IQR 
20), most frequently located in theleft colon (28 %), ascending colon (24 %), or 
caecum (22 %).53 % were described as neoplastic, and 28 % underwent virtual 
chromoendoscopyevaluation. When enhanced imaging was used, there was a 
correlation between opticaldiagnosis and the surgical specimen histopathol-
ogy: NICE/JNET 3 showed 64 % of ADC(p = 0.050). Describing a lesion as “neo-
plastic” on white-light endoscopy showed noassociation with final ADC 
(p = 0.177).ER was attempted in 23 % of cases. Piecemeal mucosectomy (42 %), 
polypectomy(35 %) and en-bloc mucosectomy (8 %) were the most common 
techniques. Amongpatients operated for non-curative ER (12 %) – defined as 
positive margins,lymphovascular invasion, poor differentiation or deep invasion 
– 77 % had no dysplasia/ADC on the surgical specimen.Indications for surgery 
were suspicion of deep invasion (61 %), non-curative ER (12 %)and ER failure 
(11 %). Predictors of “advanced lesion suggestive of deep invasion” were:de-
scription as neoplastic (OR 19.4, p&lt;0.001), NICE/JNET 3 (OR 11.7, p = 0.005), 
andbiopsy suggesting ADC (OR 2.56, p = 0.062). Reassessment at a referral 
center wasprotective (OR 0.17, p = 0.005). Lesion size did not reach significance 
(p = 0.081).Final histology revealed 41 % HGD and 48 % ADC. Submucosal inva-
sion was quantifiedin 13.5 % of the ADC specimens. Excluding deep submucosal 
invasion as a risk factor,7 % presented any high-risk criteria for lymph-node 
metastasis (LNM) (50 % was deepsubmucosal invasion), with one confirmed 
LNM. Postoperative morbidity occurred in27 %, 55 % with dysplasia. The medi-
an length of hospital stay was 6 days (IQR 3).
Conclusions  surgical management of colorectal dysplasia and T1 cancer was 
largelydriven by initial endoscopic impression on index colonoscopy, rather 
than by structuredand comprehensive lesion characterization. Limited use of 
virtual chromoendoscopy,low rates of expert reassessment, and underutiliza-
tion of ER contributed to escalationtoward surgery, often without high-risk 
histological features. These findings highlightsubstantial overtreatment po-
tential and underscore the need to strengthen opticaldiagnosis, standardized 
referral pathways, and reassessment in expert centers.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Proximal intestinal mucosal ablation (PIMA) is a metabolic endoscopic 
procedure that aims to replicate the glycaemic benefits of gastric bypass sur-
gery in patients with type 2 diabetes (T2D). This is achieved by endoscopically 
ablating up to 60 cm of the abnormal, hypertrophied intestinal mucosa. PIMA 

is completed with the through-the-scope, radiofrequency vapor ablation (RFVA) 
mesh-tip catheter. In our first in-human study, we investigated RFVA as a mo-
dality of duodenal mucosal ablation for the treatment of T2D, which is limited 
to 15 cm of treated duodenum. We hypothesised that a longer ablation length 
could lead to an improved and more durable glycemic response without com-
promising safety. Accordingly, we report the first-in-human evaluation of PIMA, 
which aimed to assess its safety, tolerability, feasibility, and early efficacy.
Methods  A prospective, single-centre first-in-human study evaluating PIMA 
using RFVA for the treatment of uncontrolled T2D (glycated haemoglobin 
[HbA1c] 7.5-10.0 %) despite ≥ 1 oral glucose-lowering agent (GLA) within Cli-
nica Colonial, Santiago (NCT05887635). After screening, patients underwent 
a 4-week run-in period to ensure stable glycaemic control before undergoing 
PIMA between September 2024 and May 2025, alongside standard lifestyle 
advice for T2D and no change in GLAs. PIMA was performed via an adult colo-
noscope (Olympus HQ190L) with the circumferential through-the-scope mesh-
tip RFVA catheter under general anaesthesia. RFVA was delivered at a dose of 
250-275J with double application (2X) to the post-ampullary intestinal muco-
sa. Patients were discharged within 24 hours on a modified day for 14 days. 
Technical success was defined as ≥ 20 cm of ablated post-ampullary mucosa. 
The primary outcomes were safety (serious adverse events), tolerability (visual 
analogue score [VAS] for pain post-procedure), feasibility (procedure time and 
ablation length), and reduction in HbA1c at 3- and 6-months. Secondary ex-
ploratory outcomes included change in body mass index (BMI) and Homeo-
static Model Assessment of Insulin Resistance (HOMA-IR).
Results  In total, 13 patients (38.5 % female) with an average age of 52 years 
(IQR 45-61) underwent PIMA. The average T2D disease duration was 6 years 
(IQR 5-9), the baseline HbA1c was 9.3 % (SD 0.7), BMI was 31.4 kg/m2 (SD 2.5), 
and the average number of GLAs was 1 (IQR 1-2). PIMA was successful in all 
patients with an average treatment length of 54 cm (IQR 44-60) and 40.8 (SD 
10.7) ablations. Six patients were treated with a 250 J dose, and seven patients 
with 275 J. The average procedure time was 62.2 minutes (SD 14.4) and cath-
eter time 51.3 minutes (SD 19.2). PIMA was well-tolerated with a maximum 
median VAS score of 1 (IQR 0-2) on day 2. All patients reached six months fol-
low-up, and there were no adverse events related to the procedure or episodes 
of hypoglycaemia. Follow-up enteroscopy with biopsy was normal in all pa-
tients. The median reduction in HbA1c at 3- and 6-months was 2.5 % (IQR 1.4-
2.9; p < 0.0001) and 2.2 % (IQR 1.0-2.5; p = 0.0001), respectively. Over the same 
period, we observed a non-significant reduction in BMI by 0.6 kg/m2 (SD 1.3; 
p = 0.13) and 1.0 kg/m2 (SD 1.9; p = 0.08), as well as reductions in HOMA-IR by 
-2.7 (SD 3.3; p < 0.05) and -2.0 (SD 3.3; p = 0.05), respectively.
Conclusions  PIMA appears to be a safe, feasible, and well-tolerated metabol-
ic endoscopic procedure that leads to major reductions in glycated haemoglo-
bin comparable to modern injectable pharmacotherapies.
Conflicts of Interest  RH, LARG, PM, PBH, PV, BCN, and NS disclose receipt of 
research funding from Aqua Medical Inc. to support research infrastructure
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▶Table 1	  Compare Outcome

Method P-value

SSD HSP

n  % n  %

Outcome Complete resection Yes 25 100 28 93.3 0.495

No 0 0 2 6.7

Complication Delayed Bleeding Yes 0 0 1 3.3 1.000

No 25 100 29 96.7

Perforation Yes 0 0 0 0 -

No 25 100 30 100

Mean SD Mean SD

Procedure time 94.28 76.176 53.70 37.126 0.020 *

LOS 3.24 1.535 1.53 1.655 0.000 *

Aims  This study aims to evaluate the efficacy and safety of Speedboat Submu-
cosal Dissection (SSD) for large colorectal pedunculated polyps compared with 
conventional Hot Snare Polypectomy (HSP)
Methods  This retrospective, multicenter study was conducted at three tertiary 
hospitals in Thailand. The study period spanned from October 2022 to October 
2025. We included patients diagnosed with large colorectal pedunculated polyps 
(Size ≥ 2cm) who underwent endoscopic resection using either Speedboat Sub-
mucosal Dissection (SSD) or Hot Snare Polypectomy (HSP). Clinical data, including 
patient demographics, procedural details, and adverse events, were retrospective-
ly collected from medical records. Statistical analysis was performed to compare 
the efficacy and safety outcomes between the two groups (▶Table 1).
Results  A total of 55 patients were included in the study, comprising 25 pa-
tients in the Speedboat Submucosal Dissection (SSD) group and 30 patients in 
the Hot Snare Polypectomy (HSP) group. The mean polyp size was 2.72 cm in 
the SSD group and 2.46 cm in the HSP group.
In terms of efficacy, the complete resection rate was 100 % (25/25) in the SSD 
group compared with 93.3 % (28/30) in the HSP group; however, this difference 
was not statistically significant (p = 0.495). Histopathological analysis revealed 
adenocarcinoma in 12 % (3/25) of the SSD group and 13.3 % (4/30) of the HSP 
group. Notably, the mean procedure time was significantly longer in the SSD 
group compared with the HSP group (94.28 min vs. 53.70 min, p = 0.020).
Regarding safety outcomes, there were no significant differences in adverse 
events between the two groups. Delayed bleeding was not observed in the SSD 
group (0 %) but occurred in one patient (3.3 %) in the HSP group (p = 1.000). No 
perforation occurred in either group.
Conclusions  Our study demonstrates that Speedboat Submucosal Dissection 
(SSD) is a safe and feasible technique for the management of large pedunculated 
colorectal polyps when compared with conventional Hot Snare Polypectomy (HSP). 
A key finding of this study was the 100 % complete resection rate achieved in the 
SSD group. Although this did not reach statistical significance compared to the HSP 
group, likely due to the limited sample size, the absolute success rate suggests that 
SSD offers high efficacy without compromising safety.
In terms of safety, SSD showed a comparable profile to HSP with no occurrenc-
es of serious complications, such as perforation or uncontrolled bleeding. 
However, it is important to note that the procedure time for SSD was signifi-
cantly longer than that for HSP. This difference reflects the technical complex-
ity of the SSD procedure, which involves precise submucosal dissection, com-
pared to the more rapid snare technique.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present a 73-year-old patient with multiple cardiovascular comorbidities, 
unfitfor surgery, diagnosed with Barrett’s esophagus (C3M6) with visible lesions 
(ParisIIa, IIc, Is) and high-grade dysplasia (HGD). The patient underwent endo-
scopic submucosal dissection (ESD) for suspected submucosal invasion. Histo-
pathology revealed G2 adenocarcinoma (pT1b sm2) with intestinalmetaplasia 
and extensive HGD, but no lymphovascular invasion, with clear margins(R0). 
Post-procedure, esophageal stricture required multiple dilations. Surveillance 
gastroscopy identified a new adenocarcinoma (pT2Nx, R0), managed by 
full-thickness resection and stenting. Nine months post-treatment, the patient 
remains recurrence-free. This case underscores advanced endoscopic tech-
niques asorgan-sparing solutions for high-risk patients.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/975719fc-494b-40bf-92fb-61b4715846e0/Uploads/19978_Ko-
pia_Intramuscular %20full-thickness %20dissection %20in %20esophageal %20
ade....mp4
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Problem to solve  Endoscopic small intestinal ablation is an investigational 
therapy for patients with type 2 diabetes (T2D) designed to replicate the met-
abolic benefits of gastric bypass surgery. To date, ablation has been limited to 
10-15 cm of the post-ampullary duodenum due to limitations with currently 
available devices. In our first-in-human study (NCT05887635), we demonstrat-
ed that radiofrequency vapor ablation (RFVA) with a novel through-the-scope 
catheter was feasible for duodenal mucosal ablation (DMA), though glycaemic 
responses were heterogeneous. Major unanswered questions in the field are 
whether endoscopic small intestinal ablation is durable and whether the pro-
cedure can be safely repeated to maximise metabolic benefit over time. To 
address these limitations, we developed proximal intestinal mucosal ablation 
(PIMA), which is an extended ablation approach targeting up to 60 cm of prox-
imal small bowel. Through PIMA, we hypothesised that (1) small intestinal 
ablation with RFVA could be safely repeated, and (2) extending the ablation 
length would elicit improved glycaemic control even in patients with an inad-
equate response to prior DMA.
Innovation  This prospective, single-centre study (NCT06724822) evaluated 
PIMA, a newly developed small intestinal ablation technique using the sec-
ond-generation circumferential RFVA catheter. This catheter was specifically 
designed to safely enable a longer ablation (up to 60 cm) with its mesh-tip and 
ability to pass through-the-scope. Patients with an inadequate glycaemic re-
sponse to initial DMA (defined as < 0.5 % glycated haemoglobin [HbA1c] reduc-
tion or HbA1c > 7.5 % at the end of 6-months follow-up from our initial DMA 
cohort) were enrolled. All suitable participants underwent PIMA between Sep-
2024 and May-2025. Continuous glucose monitoring (CGM) was initiated at 
baseline, and PIMA was performed via an adult colonoscope (Olympus HQ190L) 
under general anaesthesia. RFVA was delivered at a dose of 275J with double 
application to the post-ampullary intestinal mucosa. Post-procedure, patients 
followed a 14-day modified diet, continued oral glucose-lowering agents (GLA), 
and received standard lifestyle advice for T2D. Primary innovation endpoints 
included (1) Procedural feasibility, (2) Safety and tolerability of repeat RFVA, 
and (3) Early metabolic efficacy captured by HbA1c and CGM parameters over 
six months.
Results  Nine patients were screened and six (mean age 52.5 years [IQR 48–58], 
83.3 % female) underwent PIMA at an average of 13.9 months after DMA. Dur-
ing initial DMA, mean HbA1c reductions from screening to 3-, 6-, and 
12-months were 0.8 % (SD 0.9), 0.4 % (SD 0.7), and –0.3 % (SD 0.9). At re-treat-
ment, mean baseline HbA1c was 9.0 % (SD 0.9), body mass index (BMI) 30.3 
kg/m² (SD 4.0), and patients were on a median of one GLA. PIMA was success-
ful in all patients with an average length of treated bowel of 57.5 cm (IQR 51-63) 
and 51.0 (SD 11.8) ablations. Average procedure time was 74.5 minutes (SD 
20.1) and catheter time 62.3 minutes (SD 19.8). PIMA was well tolerated, with 
a maximum median visual analogue score for pain of 1 (IQR 0–2) on day 3. 
Follow-up enteroscopy with biopsies was normal in all patients. Five patients 
have completed 6-month follow-up with no serious adverse events and one 
related adverse event (abdominal pain). Median HbA1c reduction was 1.9 % 
(IQR 1.2–2.5; p = 0.002) at 3-months and 1.8 % (IQR 1.7–2.3; p = 0.0006) at 
6-months. BMI decreased by 1.3 kg/m² (SD 1.0; p = 0.03) and 1.0 kg/m² (SD 
1.8; p = 0.35), respectively, while time-in-range (3.9-10.0 mmol/L) at these 
time points was 87 % (IQR 75–91) and 74 % (IQR 73–81).
Conclusions  PIMA with RFVA appears safe and feasible as a repeat endoscop-
ic therapy for T2D. The greater HbA1c reduction observed with PIMA suggests 
that ablation length may be a key determinant of metabolic efficacy.
Conflicts of Interest  RH, LARG, PM, PBH, PV, BCN, and NS disclose receipt of 
research funding from Aqua Medical Inc. to support research infrastructure
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Aims  Water-assisted colonoscopy (WAC) has gained attention over the past 
decade as a technique that may enhance patient comfort, reduce sedation 
needs, and potentially improve mucosal visualization compared with conven-
tional gas insufflation. Despite its advantages, widespread adoption in daily 
practice remains limited. The aim of this study was to evaluate the real-world 
performance, safety and feasibility of implementing WAC as the default meth-
od for routine colonoscopy in a high-volume endoscopy unit.
Methods  This prospective observational study included all consecutive colo-
noscopies performed with the water-assisted technique over a 12-month pe-
riod. A total of 487 examinations were analyzed. Data collected included cecal 
intubation rate (CIR), total procedure time, propofol dose, adenoma detection 
rate (ADR), patient-reported tolerance and adverse events. The feasibility and 
safety of underwater polypectomy during WAC were also assessed.
Results  Cecal intubation was achieved in all examinations (100 %), demon-
strating the technical reliability of the method even in a mixed screening and 
diagnostic population. The mean total procedure time was 12.6 ± 3.5 minutes, 
clearly shorter than commonly reported times for standard air or CO₂ insuffla-
tion techniques. Sedation requirements were remarkably low, with a mean 
propofol dose of 35 ± 10 mg. Nearly one quarter of patients (23.8 %) required 
only minimal sedation ( < 20 mg). These findings highlight one of the most 
practical advantages of WAC in real-world settings: significantly reduced med-
ication use and faster post-procedural recovery. The overall ADR was 45.8 %, a 
performance level consistent with high-quality colonoscopy practice and com-
parable to or superior to previously published WAC data. The clear water-filled 
lumen and buoyancy-induced stabilization of mucosal folds appeared to assist 
in the visualization of flat or subtle lesions. Underwater polypectomy was per-
formed in 67 polyps, mainly flat or sessile lesions up to 25 mm. In approximate-
ly 75 % of these cases, no submucosal injection was required due to the lifting 
effect created by the water column, which facilitated safe and controlled resec-
tion. Safety outcomes were excellent. No perforations or delayed bleeding 
events occurred, and overall complications were negligible. Mild, transient 
post-procedural abdominal discomfort was reported in only 2.4 % of patients. 
Patient satisfaction was high, with 96 % rating the experience as “excellent” or 
“very good,” largely attributed to minimal discomfort, reduced cramping and 
decreased need for sedation.
Conclusions  In conclusion, water-assisted colonoscopy can be successfully 
incorporated into the daily workflow of a modern endoscopy unit, offering 
significant advantages over conventional colonoscopy. The technique was as-
sociated with shorter examination times, minimal propofol requirements, high 
adenoma detection rates, excellent patient tolerance and an extremely low 
complication profile. These real-world findings support the broader adoption 
of WAC as an efficient, patient-friendly and high-quality method for routine 
colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Irritable Bowel Syndrome (IBS) affects 5–10 % of the population and re-
mains a diagnosis of exclusion, based on Rome IV symptom-based criteria, 
rather than analytical, endoscopic or histological biomarkers. Given clinical 
similarities with inflammatory bowel disease many patients with IBS-like symp-
toms—such as diarrhea, constipation or abdominal pain—undergo colonosco-
py, that has no macroscopic or histological abnormalities, contributing to di-
agnostic delay and healthcare burden. The absence of identifiable endoscopic 
features differentiating Rome IV-confirmed IBS from nonspecific symptom 
presentations highlights a major unmet clinical need. Deep learning models 
may detect subtle mucosal patterns beyond human perception, potentially 
redefining the diagnostic role of endoscopy in functional bowel disorders. In 
this context, the authors aimed to develop an artificial intelligence model ca-
pable of identifying endoscopic features suggestive of IBS during colonoscopy.
Methods  A total of 183,543 frames from 242 colonoscopy exams performed in 
Portugal, Spain and Brazil, using five different colonoscopy systems, were included 
for model development. Only exams with good bowel preparation (Boston Bowel 
Preparation Scale ≥ 6) and no evidence of inflammatory bowel disease were con-
sidered. Among these, 129 patients had IBS confirmed according to Rome IV cri-
teria. Images were divided into training, validation and testing sets (70 % / 20 % / 
10 %). The model was evaluated using accuracy, precision, recall and F1-score.
Results  In the testing dataset, frames from IBS-confirmed patients were iden-
tified with 97.1 % accuracy, 91.7 % precision, 70.6 % recall, and an F1-score of 
79.5 %. Frames from non-IBS patients were classified with 91.7 % accuracy, 
94.3 % precision, 91.2 % recall, and an F1-score of 92.6 %.
Conclusions  This proof-of-concept study is the first to demonstrate that deep 
learning can identify endoscopic patterns associated with IBS, even when co-
lonoscopy appears macroscopically normal. These findings suggest the exist-
ence of subtle visual signatures of IBS that may be detectable by AI but remain 
invisible to the human eye, potentially transforming the diagnostic pathway 
from a purely symptom-based approach to an image-assisted functional as-
sessment during standard colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Metabolic endoscopy is increasingly recognised as a poten-
tial adjunct to conventional treatment for patients with type 2 diabetes (T2D). 
Current ablation modalities are limited by technical intricacies because of their 
over-the-guidewire design, which could limit real-world scalability. These sys-
tems used for duodenal mucosal ablation have been associated with prolonged 
procedure times relative to the length of tissue treated. An advancement of 
current ablation methods is proximal intestinal mucosal ablation (PIMA), an 
investigational endoscopic procedure for the treatment of T2D. The procedure 
aims to reversibly destroy up to 60 cm of the abnormal, hypertrophied proximal 
intestines with a through-the-scope Radiofrequency Vapor Ablation (RFVA) 
catheter. While ablating a longer segment of bowel may enhance glycaemic 
effect and durability, procedure skill acquisition is unclear. Therefore, we aimed 
to evaluate the feasibility and scalability of PIMA through a procedural learning 
curve.
Innovation  We evaluated procedure times among 39 patients undergoing 
PIMA for the treatment of T2D in a series of first-in-human studies 
(NCT06655740, NCT06724822, NCT05887635). All procedures were per-
formed between Sep-2024 and May-2025 in Santiago, Chile, by two therapeu-
tic endoscopists in five discrete treatment windows. Patients underwent PIMA 
via an adult colonoscope (Olympus HQ190L) with the through-the-scope RFVA 
catheter. Sequential ablations were delivered with double application to the 
post-ampullary intestinal mucosa with minimal overlap. Total procedure time 
was defined as the duration (minutes) from endoscope insertion to final remov-
al. Catheter time was defined as the duration from RFVA catheter insertion to 
final removal. Time per ablation was calculated as total catheter time divided 
by the number of ablations delivered. Learning curves were modelled using 
non-linear regression of the form time = a + b/case number. Predicted values 
and 95 % confidence intervals were generated to visualise the model fit. The 
first derivative of the fitted curve was used to identify the procedural plateau, 
defined as a reduction of < 0.5 minutes per additional case ( < 0.05 minutes for 
time per ablation), beyond which further experience did not meaningfully re-
duce procedure time. Mean procedure duration at this plateau was considered 
the stabilised procedural time (procedural efficiency). Linear regression evalu-
ated temporal changes in ablation number.
Results  Across the cohort, average age was 50.2 years (SD 7.9) and 56.4 % 
were female. The mean procedure time was 62 minutes (SD 16.2), catheter 
time was 53 minutes (SD 14.2), and time per ablation was 1.14 minutes. The 
median ablated length was 60 cm (IQR 50-65). The learning curve for catheter 
time showed a plateau after approximately five cases, with a stabilised mean 
duration of 53.1 minutes. However, the non-linear learning-curve explained 
little of the variation in catheter time (R² = 0.01; p = 0.535), which indicates no 
measurable reduction in catheter duration with increasing operator experience. 
A similar pattern was observed for total procedure time (R² = 0.01; p = 0.483). 
The paradoxical initial increase in catheter and procedure times on the learning 
curve is driven by the increasing number of total ablations delivered, which was 
confirmed on linear regression (β = 0.40; R² = 0.21; p = 0.004). When assessing 
true procedural efficiency, measured using time required to deliver each abla-
tion, we observed a stabilised performance at 1.13 minutes per ablation after 
only five cases, with no further evidence of learning beyond this point.
Conclusions  PIMA is associated with a minimal ongoing learning effect, with 
stable time per ablation after five cases. Case-to-case variability appears driven 
by the complexity of enteroscopy with increasing treatment lengths rather than 
by catheter manipulation.
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Aims  Metastatic pancreatic lesions (mPLs) arising from extra-pancreatic pri-
mary malignancies represent an uncommon entity, sparsely documented in 
the literature, accounting for approximately 2 % of pancreatic neoplasms. mPLs 
demonstrate variable endoscopic ultrasonographic (EUS) morphology (focal 
or diffuse parenchymal involvement with multinodular presentation) without 
predilection for specific anatomical subsites of the gland. EUS-guided tissue 
acquisition, especially with fine-needle biopsy (FNB), is essential for the defin-
itive cytohistological diagnosis of pancreatic solid lesions, including mPLs. This 
multicenter retrospective analysis from two tertiary referral centers for hepa-
tobiliary-pancreatic disorders in Southern Italy examines EUS characteristics 
and contrast-enhanced ultrasound (CH-EUS) patterns of mPLs, along with FNB 
diagnostic accuracy.
Methods  We retrospectively analyzed consecutive patients undergoing EUS-
FNB for suspected mPLs between November 2019 and April 2025. Thirty-five 
patients with histopathologically confirmed intrapancreatic metastases were 
enrolled. Patient demographics, EUS and CH-EUS imaging characteristics of 
mPLs, and diagnostic yield were systematically evaluated.
Results  Patient characteristics are reported in ▶Table 1. Echoendoscopically, 
all lesions demonstrated solid echotexture: 28 presented as solitary nodules 
and 7 as multiple lesions. Anatomical distribution showed predominant involve-
ment of the uncinate process/pancreatic head (n = 25, 75 %) versus body-tail 
(n = 10, 25 %). Echogenicity patterns revealed hypoechoic appearance in 30 
cases, hyperechoic in 2, isoechoic in 1, and markedly heterogeneous in 2. CH-
EUS with sonovue demonstrated characteristic hypervascular enhancement 
networks in all RCC metastases, representing a nearly pathognomonic pattern. 
Remaining lesions exhibited non-specific, heterogeneous enhancement pat-
terns. EUS-FNB achieved 100 % technical success utilizing 22-G needles with 
slow-pull and suction technique. Access routes included trans-gastric (n = 13) 
and trans-duodenal (n = 22) approaches. Mean pass number was 2,3 ± 0,64 and 
MOSE was always performed and revealed a 100 % of accuracy. Periprocedural 
adverse events (AEs) occurred in 2 patients (6.2 %), consisting of self-limited 
intratumoral hemorrhage. No delayed AEs were documented. Histological 
evaluation reported 100 % adequate speciment with definite diagnosis. Con-
textual ERCP was performed in all the cases of clinical\biochemical jaundice 
with biliary stent placement. Management of mPLs was patient-tailored and 
specifically guided by the primary tumor type, disease burden, and patient 
performance status in a multidisciplinary approach. In particular, therapeutic 
management consisted predominantly of oncological intervention: systemic 
chemotherapy (n = 24), immunotherapy (n = 2), surgical resection (n = 3), with 
remaining patients receiving best supportive care. Six-month survival was doc-
umented in just 15 patients.
Conclusions  mPLs constitute an uncommon entity among solid pancreatic 
masses. Metastatic lesions may present incidentally in asymptomatic individ-
uals without known primary malignancy. EUS features are often characteristic 
demonstrating hypo-isoechoic or hyperechoic echotexture in solitary or mul-
tifocal distribution. CH-EUS characteristics vary according to histological sub-
type and provide valuable diagnostic information perioperatively expecially for 
RCC. EUS-FNB represents a safe and highly effective diagnostic modality with 
excellent diagnostic yield, facilitating accurate mPLs identification. Prognosis 
remains guarded, particularly for SCLC and breast cancer metastases, parallel-
ing that of the metastatic primary neoplasm.

▶Table 1	 

Demographics N = 35; Male 19 (54 %), Female 16 (46 %);
Mean age 68 ± 12.1 years

Presentation Incidental 16 (47 %): CT scan n = 25, MRI n = 10
Symptomatic 18 (53 %): Obstructive jaundice 
n = 13, Abdominal pain n = 5

CA19-9 Normal in all patients

Primary Tumors Breast carcinoma (n = 8), Renal Cell Carcinoma 
RCC (n = 7), Colorectal carcinoma (n = 6), small 
cell lung cancer SCLC (n = 5), Lymphoma 
(n = 4), Multiple myeloma (n = 1), Sarcoma 
(n = 1), Endometrial (n = 1), HCC (n = 1), 
Melanoma (n = 1)
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Aims  Cold endoscopic mucosal resection (CEMR) is widely accepted as the 
optimal technique for resecting large sessile serrated lesions (SSLs). Sessile 
serrated lesions with dysplasia (SSLDs) are rare precursors in the sporadic ser-
rated colorectal cancer pathway, that are linked to post-colonoscopy colorec-
tal cancer (PCCRC). The application of CEMR in SSLDs remains unexplored. The 
use of conventional hot endoscopic resection techniques (hot polypectomy, 
endoscopic mucosal resection, or endoscopic submucosal dissection) espe-
cially in the proximal colon were most SSLs and SSLDs reside, can increase risks 
of delayed bleeding, post polypectomy syndrome, deep mural injury and per-
foration. In addition, it is not cost-effective, as using electrocautery in the prox-
imal colon mandates costly clip closure to mitigate against risk of delayed 
bleeding and can interfere with confident CEMR scar assessment at surveillance 
due to clip artefacts, resulting in unnecessary biopsy or re-treatment. We eval-
uate CEMR efficacy for SSLDs in a prospective observational cohort [1–6].
Methods  We prospectively collected data from elective colonoscopies at a 
single academic tertiary centre, with 1 or more SSLDs treated with CEMR. All 
lesions were treated by a single experienced therapeutic colonoscopist with 
expertise in image-enhanced endoscopy and advanced resection techniques. 
Our CEMR technique comprised of submucosal injection with chromosaline 
(methylene blue with diluted epinephrine 1:100,000) prior to piecemeal cold 
snare resection of all visible neoplasia using dedicated cold snare. When feasi-
ble, dysplastic components are resected enbloc and always submitted sepa-
rately from non-dysplastic tissue to facilitate histopathologic confirmation. 
Post resection, careful defect and margin assessment for residual neoplasia 
without use of adjuvant thermal ablation. Surveillance colonoscopy (SC1 at 6 
months, SC2 at 12 months post-SC1) with standardised CEMR scar assessment 
including high-definition white light, narrow band imaging with optical mag-
nification, photodocumentation, and scar biopsies.
Results  CEMR was performed on 15 SSLDs in 12 patients (60 % females; mean 
age 53.3 years; 83 % with serrated polyposis syndrome). The mean polyp size 
was 17.3mm and mean dysplasia size was 4.3mm. There were no adverse events 
(delayed bleeding or perforation) and clip closure was not used in any of the 
cases (67 % proximal colon predominance). All lesions underwent SC1 (mean 
5.9 months post CEMR) and 73 % reached SC2 (mean 13.1 months post SC1) 
without endoscopic or histopathologic recurrence.
Conclusions  CEMR is safe, effective, and cost-efficient in resecting SSLDs with-
out recurrence, delayed bleeding, perforation, or need for clip closure even in 
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the proximal colon. The absence of clips provides artefact-free CEMR scar fa-
cilitating easier detection of recurrence at surveillance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound–guided shear wave elastography (EUS-SWE) al-
lows quantitative liver stiffness assessment from both hepatic lobes during 
standard EUS. Its diagnostic accuracy for staging liver fibrosis remains incom-
pletely defined. We performed systematic review and meta-analysis of cumu-
lative data to evaluate the accuracy of EUS-SWE for detecting advanced fibrosis 
(F3–F4) compared with no/mild fibrosis (F0–F2).
Methods  We systematically searched PubMed, Embase, and Scopus from in-
ception. 490records were identified, 161 underwent title/abstract screening 
and 156 were excluded;5 studies met inclusion criteria.
5 prospective studies of patients undergoing EUS-SWE with liver biopsy and/
or validated non-invasive reference standards and reported diagnostic perfor-
mance for fibrosis staging were included. EUS-SWE was performed, using 10 
valid measurements per lobe and a reliability index (VsN) ≥ 60 %. The primary 
outcome was the area under the ROC curve (AUROC) for advanced fibrosis 
(F3–F4 vs F0–F2). Where multiple lobes were reported, we used the best-per-
forming lobe for the main analysis and summarized lobe-specific data sepa-
rately. Because standard errors were not consistently reported, we calculated 
a pooled AUROC as the simple mean of study-level AUROCs and described 
ranges of sensitivity and specificity at authors’ optimal cut-offs.
Results  Five prospective studies included 323 patients (range 42–108 per 
study; mean age 48–63 years; BMI 26.8–40.7 kg/m²), predominantly MASLD, 
with smaller proportions of viral, autoimmune, or alcohol-related liver disease. 
EUS-SWE was technically successful in > 95 % of cases and rescued patients with 

unreliable or failed VCTE in two series. Four studies, (264 patients) reported 
AUROCs for advanced fibrosis (F3–F4 vs F0–F2). The reported AUROC for left 
lobe stiffness was 0.93 with sensitivity 0.90 and specificity 0.83 at a cut-off of 
8.48 kPa. [1] Diehl et al. found AUROCs of 0.98 (right) and 0.95 (left) versus 
biopsy, with right-lobe sensitivity 0.60 and specificity 0.98 at 25.5 kPa [2]. Kohli 
et al. reported AUROCs of 0.80 (left) and 0.78 (right) with sensitivities 0.58–
0.75 and specificities 0.86–0.93 at 18–24 kPa [3]. AbiMansour et al. observed 
AUROCs of 0.80 (right) and 0.73 (left) for advanced liver disease (stage ≥ 3) 
defined by biopsy, MRE, or transient elastography [4]. The pooled AUROC for 
advanced fibrosis across these studies was 0.87 indicating good overall diag-
nostic accuracy. Sensitivities ranged from 0.58 to 0.96 and specificities from 
0.83 to 0.98 at study-specific thresholds. Cirrhosis-focused data from Del Valle 
et al. (n = 59) showed AUROCs of 0.97 (right) and 0.99 (left) for biopsy-proven 
cirrhosis, with sensitivity 0.97 and specificity 0.90–0.97 at cut-offs of 10.7 and 
14 kPa. [5] In Kohli and Wang, cirrhosis AUROCs ranged from 0.90 to 0.96 with 
sensitivities 0.89–1.00 and specificities 0.87–0.92.[1, 3]. Right- versus left-lobe 
analyses showed broadly comparable performance. [2, 4] Diehl and AbiMansour 
reported slightly higher AUROCs or sensitivity for the right lobe (0.98 vs 0.95; 
0.80 vs 0.73, respectively), whereas Kohli and Del Valle observed marginally 
higher AUROCs for the left lobe (0.80 vs 0.78; 0.99 vs 0.97). [3, 5] Wang as-
sessed only the left lobe [1]
Conclusions  EUS-SWE demonstrates good overall diagnostic accuracy for ad-
vanced fibrosis (pooled AUROC ~0.87) and excellent accuracy for cirrhosis 
(AUROCs often > 0.95). Its performance is comparable or superior to VCTE, 
particularly in patients with obesity or unreliable transcutaneous measure-
ments. EUS-SWE be integrated into routine EUS examinations as a comprehen-
sive tool for non-invasive staging of liver fibrosis, especially when transabdom-
inal elastography are impractical or inconclusive.
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Introduction  Recto-vaginal fistula (RVF) is a rare complication after Hart-
mann's intervention, with little evidence regarding non-surgical alternatives, 
particularly in fragile patients who are unfit for major surgery.
Endoscopic Procedure  A 78-year-old woman, functionally dependent due to 
cognitive impairment, had undergone Hartmann's intervention for sigma vol-
vulus after three unsuccessful endoscopic detorsion attempts. Two years later, 
she was readmitted with sepsis and rectal bleeding. CT imaging revealed spon-
taneous perforation of the rectal stump, a presacral collection and suspicion 
of a RVF. Rectoscopy showed diversion colitis and a 10mm fistulous orifice with 
purulent/fecaloid drainage. Partial exploration of the tract was possible, and 
rectovaginal communication was confirmed by vaginal examination. Given her 
condition, conservative management (antibiotic therapy) was initially chosen; 
however, she experienced multiple readmissions due to sepsis secondary to 
recurrent urinary tract infections. Faced with the surgical contraindication, an 
Amplatzer luminal aposition device of 14 x 18 mm was deployed with support 
from Cardiology under fluoroscopic guidance, using rectal access (convention-
al gastroscope) and vaginal access (pediatric gastroscope). A guidewire was 
advanced through the fistula, and the device was released under dual endo-
scopic vision. Subsequently, the patient evolved favourably, with no further 
septic episodes or Emergency Department visits.
Discussion  Post-Hartmann RVF in elderly patients with comorbidities impos-
es a therapeutic challenge. Evidence on endoscopic closure of RVF with cardiac 
devices (Amplatzer) is scarce, although promising cases have been reported in 
collovaginal and rectal fistulas. This case illustrates the feasibility of a minimal-
ly invasive strategy in patients with surgical contraindication, achieving fistula 
closure and clinical improvement, whit no septic recurrences after the proce-
dure.
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Aims  To determine esophageal diameter(D), distensibility index(DI), and pres-
sure(P) before and after dilation, and to assess whether these parameters cor-
relate with the number of dilation sessions required or the need for repeat di-
lation after initial improvement.
Methods  This single-center prospective study included patients undergoing 
esophageal stricture dilation between July 2022 and July 2024. FLIP measure-
ments were obtained at various balloon volumes, with comparisons based on 
the hightest volume achieved. Clinical data were collected before and after 
dilation using validated questionnaires and the electronic medical record [1–3].
Results  Twenty-two strictures in 20 patients were analyzed. The mean age 
was 57.4 years (SD 15.6); 31.8 % were female. Etiologies included peptic stric-
tures (10, 45.5 %), EoE (3, 13.6 %), prior esophageal surgery (4, 18.2 %), lichen 
planus (1, 4.6 %), caustic injury (3, 13.6 %), and a Schatzki ring (1, 4.6 %). All 
underwent their first dilation except those with caustic injury. Five lesions 
(22.7 %) were considered clinically chronic. ES and BEDQ scores improved sig-
nificantly (p < 0.00001), with no significant change in GERD-Q.
The initial endoscopic diameter estimate was 10.5 mm (IQR 8–13 mm), increas-
ing to 15 mm (IQR 15–16 mm) after dilation. FLIP-measured diameters were 
9.4 mm (IQR 7–12.6 mm) pre-dilation and 13.2 mm (IQR 12–15 mm) post-di-
lation, with a significant pre–post difference (p = 0.0003). Pre-dilation endo-
scopic and FLIP diameters were similar (10.0 mm vs 9.95 mm), but post-dilation 
endoscopic diameters were significantly larger than FLIP measurements (15.6 
mm vs 13.6 mm; p = 0.0001).
DI increased from 0.8 (IQR 0.5–2.4) to 1.8 (IQR 1–2.7) (p = 0.0290). Pressure 
decreased from 92 (IQR 75–105) to 76 (IQR 61–100) (p = 0.0005) after dilation 
(▶Table 1).

▶Table 1	  Median pre and post-dilatation diameters measured by 
endoscopy and FLIP

Pre dilatación Post dilatación p

D Endoscopy 
mm (IQR)

10.5 (8-13) 15 (15-16)  < 0,0001

D FLIP mm 
(IQR)

9.4 (7-12,6) 13.2 (12-15) 0.0003

DI mm2/
mmHg (IQR)

0.8 (0,5-2,4) 1.8 (1-2,7) 0.0290

Pressure 
mmHg (IQR)

92 (75-105) 76 (61-100) 0.0005

Five patients required repeat dilation within one year. Etiologies were caustic 
injury(3), peptic stricture(1), and lichen planus(1). Compared with patients 
who did not require re-dilation, these cases had lower initial and final diameters 
and DI values, with a significantly lower initial DI (0.3 [IQR 0.2–0.5] vs 1.2 [IQR 
0.5–3.1]).
No significant differences in pre- or post-dilation D, DI, or P were observed based 
on the total number of dilation sessions. No major adverse events occurred. In one 
case, the FLIP catheter could not be advanced through the stricture.
Conclusions  FLIP measurements of diameter, distensibility, and pressure im-
prove after dilation. Endoscopic and FLIP diameters are similar before dilation, 
but endoscopy tend to overestimate post-dilation diameter relative to FLP. 
Patients requiring repeat dilation had lower initial distensibility. FLIP may be 
useful in selected cases to help predict treatment failure and to direct dilation 
diameter in complex cases.
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Aims  Patients with walled-off pancreatic necrosis (WOPN) are burdened by a 
high risk of mortality. Primary aim was to identify early clinical and procedural 
risk factors for mortality after endoscopic ultrasound (EUS)-guided drainage 
of WOPN. Secondary aim was to compare clinical and procedural characteristics 
before and after EUS-guided WOPN drainage between survivors and patients 
experiencing WOPN-related death.
Methods  In a retrospective study, all patients with WOPN treated with 
EUS-guided drainage with lumen apposing metal stent (LAMS) were enrolled. 
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WOPN characteristics were assessed by the QNI system. Risk factors were 
searched among pre-procedural, procedural and early (occurring < 14 days from 
EUS-guided drainage) post-procedural items. Inclusion criteria: 1) age > 18 
years; 2) WOPN treated with LAMS. Exclusion criteria: 1) pancreatic pseudo-
cystis; 2) post-surgical pancreatic collections; 3) pancreatic neoplasms. Data 
expressed as median [range], differences assessed with the X2 test, the Student 
t-test or the Mann-Whitney u-test, risk factors searched by using uni- and mul-
tivariate logistic regression.
Results  61 patients with WOPN treated by EUS-guided drainage with LAMS 
were enrolled (age: 63 [33-86] years). Overall, 8 (13.1 %) patients died during 
hospitalization due to WOPN-related complications. Endoscopic necrosectomy 
was performed in a comparable proportion of patients between survivors and 
patients experiencing mortality (35 [66.04 %] vs 6 [75 %], p = 0.92). In patients 
experiencing mortality, higher median BMI (24.2 [14-39] vs 27.7 [24.5-40.5], 
p = 0.027), pre-procedural procalcitonin levels (0.13 [0-16] vs 2.5 [0.2- 20.8], 
p = 0.0003), frequency of N2 ( ≥ 30 % necrosis) (12 [22.6 %] vs 6 [75.0 %], 
p = 0.009) and frequency of post-procedural percutaneous drainage placement 
(11 [18.9 %] vs 5 [62.5 %], p = 0.038) were observed. At multivariate analysis, 
intensive care unit recovery (4.4 [1.9-7.5], p = 0.0009), higher pre-procedural 
procalcitonine values (1.9 [1.05-3.4], p = 0.04), and duodenal double-gating 
(2.05 [1.08-3.7], p = 0.03) were identified as risk factors for mortality, while a 
BMI < 25 was protective (0.24 [0.15-0.37], p = 0.005).
Conclusions  In the present study only non-modifiable predictive factors for 
mortality have been identified. Nonetheless, recocgnition of early predictive 
factors for WOPN-related mortality may suggest the need for treatment opti-
mization or accelerated step-up strategy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The second-generation BougieCap esophageal dilation device (Ovesco 
AG) has recently become available; however, data on its efficacy and safety for 
the treatment of esophageal strictures in routine clinical practice, outside eo-
sinophilic esophagitis (EoE), are limited [1]. We aimed to assess the feasibility, 
safety, and efficacy of BougieCap dilation in general GI endoscopy practice and 
to generate pilot data to inform the design of a future randomized clinical trial.
Methods  This two-center retrospective study included adult patients with 
esophageal strictures who underwent dilation using the BougieCap device. The 
primary outcome was patient-reported dysphagia improvement within 2–3 weeks 
after dilation. Secondary outcomes included technical feasibility and adverse events 
during the procedure and within two weeks post-procedure. Technical feasibility 
was defined as successful completion of dilation without the need for an alternative 
device. Serious adverse events included esophageal perforation, clinically signifi-
cant bleeding, or severe pain. In a secondary analysis, we assessed environmental 
impact, plastic waste, and procedural costs, comparing BougieCap dilation with 
standard balloon dilation and Savary dilators. Carbon emissions were estimated 
using life-cycle assessment with SimaPro software, the EcoInvent database, and 
the TRACI 2.1 method (▶Table 1).

▶Table 1	  Carbon emissions, plastic waste, and cost (per procedure)

Bou-
gie-
Cap

Bal-
loon

Savory d 
(Bal-
loon)

d 
(Sa-
vory)

Carbon 
emissions 
(kgCO2e)

0.016 0.273 1.961 -94.20 % 99.20 %

Plastic 
waste (g)

3.4 34.6 444.0 -90.30 % 99.24 %

Waste, 
Total (g)

3.4 57.4 454.5 -94.10 % 99.26 %

Price ($) 67 280.5 472.66 -213.50 -405.66

Results  Twenty-four patients (mean age 70 years; 75 % male) with 28 esoph-
ageal strictures (57 % distal; 96 % benign) underwent 31 dilation sessions, most 
commonly for peptic strictures (79 %). Six patients underwent sequential dila-
tions within a single session, and a total of 44 BougieCaps were used. Technical 
success was achieved in 100 % of cases. Mucosal tears were observed in 81 % of 
dilations. No immediate adverse events occurred, and mild post-procedural 
symptoms (sore throat, odynophagia, or pain) were reported by 17 % of pa-
tients. Complete dysphagia resolution was reported by 86 % of patients, and 
partial improvement by 14 %. Compared to balloon dilation as the alternative 
approach, BougieCap use would result in a 94 % reduction in carbon emissions, 
a 90 % reduction in plastic waste, and cost savings of $213 (–76 %) per proce-
dure. Compared with Savary dilators, carbon emissions would be reduced by 
99 %, plastic waste by 99 %, and costs by $473 (–86 %).
Conclusions  BougieCap dilation (2nd generation) appears to be feasible, safe, 
and effective for the treatment of esophageal strictures. Compared with con-
ventional dilation methods, BougieCap use may offer substantial economic and 
environmental advantages. Prospective comparative studies with longer-term 
follow-up are warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Post-surgical fluid collections (PSFCs) are a common complication of 
gastrointestinal surgery and are usually managed by percutaneous drainage. 
Emerging data suggests that endoscopic ultrasound (EUS) guided drainage of 
PSFCs may be a safe and effective alternative. The aim of this study was to assess 
the technical feasibility, safety and efficacy of EUS-guided drainage of PSFCs.
Methods  Retrospective, multi-centre cohort study assessed all patients re-
ferred for EUS-guided drainage of symptomatic PSFCs after hepatobiliary, 
upper GI or colorectal surgery at two tertiary referral centres in Australia from 
1st January 2016 to 31st December 2022. Primary outcome measures were 
technical success (ability to access and drain a PSFC by placement of a trans-
mural stent), clinical success (complete clinical resolution of symptoms and 
reduction/resolution of PSCF on CT at 3 months) and rate of adverse events, 
with major adverse events defined as grade III or above on the Clavien Dindo 
Classification.
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Results  Forty-two patients were referred for EUS-guided drainage of PSFCs 
(median age 61 years (IQR, 46–71); 25 (60 %) male). The most common index 
surgery was pancreatic (N = 19, 45 %) and the primary indication for drainage 
was sepsis (N = 29, 69 %). Mean collection size was 53mm (IQR, 41-91mm). EUS 
was performed at a median of 30 days (IQR, 19-69 days) post-surgery; 19 (45 %) 
were done in < 4 weeks of PSFC development. EUS-guided drainage was at-
tempted in 34 (81 %) patients with 100 % technical success. Eight patients were 
excluded at EUS due to unsuitable collection morphology, including PSFC too 
small or not identified, n = 5; immature PSFC wall, n = 2; PSFC not abutting the 
GI lumen, n = 1. Clinical success was achieved in 33/34 (97 %) patients who 
underwent EUS-guided drainage; one patient had symptom resolution post 
drainage however follow up CT showed an increase in the size of the PSFC. A 
single EUS-guided drainage was performed in 29 (85 %) patients; 5 (15 %) pa-
tients required > 1 endoscopic procedure with a median number of drainages 
of 2 (IQR, 1-2). There were no intra-procedural complications. Nine (26 %) 
post-procedural adverse events occurred, of which 9 (33 %) were classified as 
major adverse events.
Conclusions  EUS-guided drainage of PSFCs is technically feasible, can be safe-
ly performed early following PSFC formation in a significant proportion of pa-
tients and achieves high rates of clinical success with few major adverse events. 
This technique offers a minimally invasive alternative to percutaneous drainage, 
avoiding the need for an external drain with attendant risk of blockage, dis-
lodgement, and infection. EUS-guided drainage should be considered as a 
therapeutic option for patients with PSFCs after GI surgery.
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Background  Mast cell disorders present a diagnostic challenge. Hereditary 
Alpha-Tryptasemia (HaT), defined by extra copies of the TPSAB1 gene leading 
to baseline elevated tryptase, is a predisposing factor. The coexistence of HaT 
with tissue infiltration complicates the distinction from other mast cell diseas-
es [1].
Case Presentation and Genetic Confirmation  We report a 65-year-old female 
with two months of epigastralgia and recurrent urticaria and elevated serum 
tryptase (38ug/L). Molecular analysis for TPSAB1 confirmed a genotype con-
sistent with HaT (\beta:\alpha / \beta:\alpha:\alpha).
Histological Findings and Diagnosis  The gastroscopy showed mild gastrop-
athy. Histopathology of the gastro-duodenal biopsies was crucial, revealing a 
dense infiltration of mast cells (CD117 + ) in the lamina propria: > 80/HPF in the 
duodenum and > 30/HPF in the stomach. This profound infiltration suggests 
that symptoms were driven not solely by HaT, but also by a significant local 
mast cell pathology in the GI tract.
Discussion and Conclusion  This condition is rare and under-recognized by 
gastroenterologists, as non-specific GI symptoms are often confused with IBS 
or GERD. The correct diagnosis, leading to rapid symptom remission with fa-
motidine and sodium cromoglycate, required integrating the clinical history, 
the HaT genetic finding, and a targeted histopathological examination of the 
GI biopsies. This case highlights the importance of ruling out mast cell prolif-
eration in the GI tract in patients with unexplained abdominal symptoms and 

baseline elevated tryptase, regardless of an underlying genetic predisposition 
like HaT.
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Abstract Text
Endoscopic-ultrasound guided gastroenterostomy (EUS-GE) has recently 
emerged as the most optimal endoscopic treatment for malignant gastric out-
let obstruction (MGOO) [1–4]. EUS-GE, however, is generally used in the palli-
ative setting, rather than in patients pursuing definitive treatment. Recent case 
reports have reported the use of EUS-GE using a lumen-apposing metal stent 
(LAMS) as a bridge to pancreaticoduodenectomy where the stents were resect-
ed en bloc followed by a surgical gastrojejunostomy [5, 6]. To our knowledge, 
we present the first reported case of a patient with duodenal obstruction for 
whom an EUS-GE was performed in the neoadjuvant setting and the LAMS was 
left in situ as the definitive anastomosis after surgical resection.
A 56 year-old female presented with MGOO secondary to duodenal adenocar-
cinoma. EUS-GE was performed. The patient then received neoadjuvant chemo-
therapy followed by pancreaticoduodenectomy six months later. The area of 
the cancer was readily visible and palpable. The stent was palpable with a 
well-connected and well-healed anastomosis. The pancreatic head and neck, 
duodenum, and pylorus were resected en bloc and sent to pathology. The 
surgical team then opted to leave the previously constructed anastomosis in-
tact, in part due to the EUS-GE being more cranial in the stomach than a surgi-
cal gastrojejunostomy. A Roux-Y limb was created 30-40 cm distally, which was 
used to perform a pancreaticojejunal anastomosis. Further distally, a hepati-
cojejunostomy was performed.
Post-operatively, clear fluid diet was initiated on POD 2, diet-as-tolerated on 
POD 4, and the patient was discharged on POD 8. A follow-up EGD was per-
formed 8 months post EUS-GE confirming a patent stent. In order to reinforce 
the anastomosis as a permanent solution, we considered performing endo-
scopic suturing as a stent-free strategy. Unfortunately, however, at 1 year fol-
low-up the patient had recurrence of metastatic disease to the liver and a de-
cision was taken to simply exchange the stent given the guarded prognosis.
Our case supports the hypothesis that EUS-GE is a viable and effective option 
for managing MGOO as a bridge to pancreaticoduodenectomy. It may enable 
patients to maintain adequate nutritional status, tolerate neoadjuvant chemo-
therapy and major surgery. Additionally, this case demonstrates feasibility of 
using EUS-GE as a definitive anastomotic solution during Whipple surgery, 
which may decrease surgical time, eliminate the risk for anastomotic leak, and 
most importantly decrease the risk for delayed gastric emptying, which is re-
ported in as much as 20-40 % of patients undergoing pancreaticoduodenecto-
my [7].
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relevant conflict of interest.
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Aims  Gastric peroral endoscopic myotomy is a minimally invasive endoscopic 
option for patients with refractory gastroparesis, but clinical response rates 
remain variable and factors to predict success have not been clearly elucidated. 
We assessed the outcomes of G-POEM for patients with refractory gastropare-
sis in our cohort, and the utility of intra-operative endoluminal functional lu-
minal imaging probe (EndoFLIP).
Methods  Retrospective, single tertiary centre, case-control study assessing 
the outcomes of G-POEM for refractory gastroparesis. Outcome measures in-
clude clinical response (decrease of 1 point in the total Gastroparesis cardinal 
Symptom Index (GCSI)) and complications. Impedance planimetry (EndoFLIP, 
EF-325N, Medtronic Ltd) readings were obtained before and after myotomy, 
standardised to 50ml balloon inflation.
Results  104 patients underwent G-POEM for refractory gastroparesis (n = 43 
with type 1 diabetes). Technical success was 100 %. 53/104 patients were able 
to be discharged on the same day (SDD), now adopted as standard of care 
protocol. 12/104 (11.5 %) patients had hospital readmission within 30 days, of 
whom 5 required repeat endoscopy for further clipping. One patient required 
laparotomy for delayed leak at another institution. The median GCSI score re-
duced from 3.91 to 2.44 (p < 0.001) at 12 months with a clinical success rate of 
60 %. Clinical success at 1 year was not different in patients with previous re-
sponse to botulinum toxin treatment (p = 0.773), any pre-procedural therapy 

(p = 0.607), nasojejunal tube requirement prior to G-POEM (p = 0.531) and a 
history of opioid use (25 % vs. 54 %; p = 0.062).
There was no difference in outcome with use of lesser versus greater curvature 
approach (p = 0.516) however procedural time (minutes) was significantly 
shorter with lesser curvature approach (35 (29-47.5) vs 60(38.8-60); p = 0.047) 
and a trend towards less leaks (1 vs 5 were observed, p = 0.053). There was also 
no difference in clinical outcome with supervised, trainee-completed proce-
dures (n = 46; p = 0.301). Baseline GCSI, baseline gastric retention at 4 hours 
did not correlate with reduction in GCSI, however improvement in intra-oper-
ative EndoFLIP distensibility index from pre- to post myotomy had a weak cor-
relation with change in GCSI from pre-POEM to > 12 months post (r = -0.391; 
p = 0.027).
Conclusions  Our results are consistent with literature confirming the need to 
establish pathways to improve clinical success rates post G-POEM for patients 
with refractory gastroparesis. Intra-operative EndoFLIP may be able to be uti-
lised in addition to GCSI and gastric emptying however further prospective 
studies are required.
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Background:Gastric outlet obstruction (GOO) of the excluded (remnant) stom-
ach is a rare complication after Roux-en-Y gastric bypass (RYGB), typically re-
lated to chronic accumulation of secretions or mechanical narrowing. Because 
the remnant stomach is inaccessible by standard endoscopy, diagnosis and 
management can be challenging. We describe the diagnostic and therapeutic 
utility of endoscopic ultrasound (EUS)–guided decompression using a lu-
men-apposing metal stent (LAMS) for excluded-stomach GOO (eGOO).
Case Description:A 63-year-old woman with prior RYGB presented with pro-
gressive epigastric fullness, postprandial nausea, and abdominal pain. CT im-
aging demonstrated marked distension of the excluded stomach with features 
consistent with GOO and non-specific eccentric thickening of the gastric an-
trum.
Esophagogastroduodenoscopy was unremarkable due to the altered anatomy. 
EUS, however, revealed a markedly distended remnant stomach with diffuse 
antral wall thickening. Given these findings, EUS-directed gastric decompres-
sion was pursued.
A cautery-enhanced 15 × 10 mm LAMS was then deployed to create a jeju-
no-gastrostomy between the jejunal limb and the remnant stomach. A slim 
endoscope was advanced through the LAMS, revealing over 1.5 liters of retained 
fluid, pyloric stenosis, and significant duodenal bulb ulceration. Biopsies 
demonstrated benign peptic ulcer disease and were negative for H. pylori.
The patient experienced prompt improvement in upper-GI symptoms. Fol-
low-up EGD/EUS demonstrated resolution of obstruction, and cross-sectional 
imaging at 12 months confirmed no evidence of neoplasia or complications. 
The patient later elected to undergo remnant gastrectomy to futher exclude 
malignancy, which was performed without difficulty, indicating that prior LAMS 
access did not preclude surgical management. Final pathology was benign 
pyloric stenosis.
Conclusion:This case highlights the value of therapeutic EUS as an effective 
minimally invasive strategy for both diagnosing and treating eGOO using a 
LAMS. The approach provides rapid symptom relief, enables same-session eval-
uation of the remnant stomach and duodenum, and importantly, does not 
hinder subsequent surgical gastrectomy when clinically indicated.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
CMV colitis is usually considered a complication of immunosuppression or ster-
oid-refractory ulcerative colitis (UC). We report three adults with severe colitis 
evaluated with serum CMV PCR and targeted biopsies/CMV immunohistochem-
istry. Case 1: immunocompetent man with first-episode Mayo 3 left-sided 
colitis after viral prodrome; PCR strongly positive; rapid response to IV ganci-
clovir. Case 2: UC ~1 year after stopping biologics, post–C. difficile; Mayo 3 
pancolitis with deep ulcers; PCR + and biopsy inclusions; improved with ganci-
clovir plus UC therapy with PCR clearance. C3: extensive UC relapsing during 
high-dose steroids and infliximab induction; CMV IHC + and PCR + ; marked 
improvement after ganciclovir. We propose early CMV testing in severe/atyp-
ical flares, post-infectious triggers, or relapse despite steroids/biologics to 
guide timely antivirals and reduce recurrent steroid exposure [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/a59355bc-81fc-4190-83e2-73476a480230/Uploads/19978_cmv_
low.mp4
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Abstract Text
This is the case of a 78-year-old patient with previous Whipple's pancreaticodu-
odenectomy for a poorly differentiated adenocarcinoma. 14 months later there 
is evidence of disease recurrence, and the patient develops biliary obstruction 
secondary to afferent (biliary) limb obstruction. After discussion at the HPB 
MDT endoscopic palliative management was decided. Initial attempts at en-
doscopic luminal stent insertion were limited by anatomic access. An EUS ap-
proach was then attempted. The dilated obstructed small bowel limb was 
easily identified. We punctured with a 19A needle and aspirated dark bile. 
Contrast injected confirmed a very dilated small bowel with reflux into a dilat-
ed biliary tree. With the wire kept in place, a HOT SPAXUS LAMS 20x16mm stent 
was deployed creating a gastrojejunostomy with the obstructed jejunum loop. 
Large amount of bile was drained into the stomach. Contrast study confirmed 
correct placement. 4 weeks later the LAMS was replaced by two double pig tails 
7fr x 15cm. Patient symptoms (jaundice, pruritus) and abnormal LFTs resolved 
gradually. Afferent loop syndrome can affect patients with recurrence. It is 

defined by distal obstruction and accumulation of bile, pancreatic and enteric 
fluid, causing distension of the afferent loop and recurrent cholangitis. 
EUS-guided gastroenterostomy is a novel technique that bypasses an area of 
obstruction by creating a lumen-to-lumen direct anastomosis using a fully 
covered lumen-apposing metal stent. EUS-guided gastroenterostomy is a min-
imal -invasive approach, especially compared to surgical gastroenterostomy, 
that could be favoured over enteral stent placement, because of difficult ana-
tomical access and durable effect [1, 2].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric peroral endoscopic myotomy (G-POEM) is an emerging endo-
scopic technique for the treatment of refractory gastroparesis, particularly 
benefiting patients with pylorospasm. It is considered a safe procedure with a 
low risk of adverse events when performed by experienced endoscopists. Our 
aim was to perform a comprehensive analysis of all adverse events associated 
with G-POEM.
Methods  This study presents a retrospective analysis of patients who under-
went G-POEM between November 2017 and April 2025. The primary objective 
was to analyze procedure-related perioperative and early postoperative com-
plications. Complications were categorized as follows: any deviations from the 
standard operative and postoperative course were defined as "undesirable 
events (UEs)" Those undesirable events meeting the criteria of the Clavien-Din-
do (C-D) surgical classification were labeled as "true adverse events (AEs)".
Results  Out of 71 procedures, no undesirable or adverse events were observed 
in 51 procedures (71.8 %).
Perioperative undesirable events included gastric mucosal injury (4; 5.6 %), 
duodenal mucosal injury (2; 2.8 %), major intra-procedural bleeding (1; 1.4 %), 
serosal perforation (9; 12.7 %), capnoperitoneum puncture (3; 4.2 %), subcu-
taneous emphysema (1; 1.4 %) and severe pyloric mucosal injury requiring 
placement of a nasojejunal feeding tube (1; 1.4 %).
Early postoperative events included diabetes decompensation in 2 patients and 
a small leak from the pyloric to the subhepatic region.
Fourteen days after the procedure, one patient was admitted with gastrointes-
tinal bleeding, Forrest IIB ulcer was found and was successfully managed with 
endoscopic hemostasis and subsequent PPI therapy. At three months, another 
patient presented with mild dumping syndrome, which was treated conserva-
tively with good clinical response.
According to the Clavien–Dindo classification, the following undesirable events 
were considered true adverse events (AEs): serosal perforation (9; Grade I), leak 
(1; Grade II), mucosal injury reguiring nasojejunal tube placement, (1; Grade 
IIIa), decompensation of diabetes (2; Grade II), late ulcer bleeding requiring 
readmission and endoscopic therapy (1; Grade IIIa), and dumping syndrome 
(1; Grade II).
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Conclusions  G-POEM is a highly safe procedure with a low complication rate. 
It meets the criteria for a "day-case surgery" approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Performing Endoscopic Submucosal Dissection (ESD) in 
challenging anatomical locations, particularly the gastric incisura and the less-
er curvature, remains technically demanding. The main difficulty lies in main-
taining an optimal and stable endoscope position while ensuring sufficient 
maneuverability to complete the dissection safely, efficiently, and rapidly. 
Under these circumstances, progression is often hindered, and the operator is 
forced to work with the knife positioned at a considerable distance from the 
endoscope tip, repeatedly adjusting the scope to preserve adequate visualiza-
tion. This need emerges from paradoxical instrument movements when ret-
roflexion is required to access all lesion margins, and from the intrinsic difficul-
ty of maintaining stable scope positioning despite meticulous manipulation. 
Working in retroflexion further increases procedural complexity by producing 
counterintuitive instrument responses, which can compromise precision, pro-
long procedure time, and increase technical demands [1–5].
Innovation  To address these challenges, we developed an innovative approach 
based on direct and dynamic traction utilizing a silk suture tied to the distal 
attachment base of the endoscope. This technique aims to stabilize the instru-
ment during dissection, maintains consistent positioning, reduces operating 
time, and enhances precision. It is simple, inexpensive, and can be implement-
ed rapidly in any endoscopic setting, requiring only a standard silk suture with-
out the use of specialized equipment. One end of the suture is securely tied to 
the base of the distal attachment without obstructing visualization or instru-
ment passage, while the other end exits through the patient’s mouth and is 
controlled externally by a second operator. Through adjustable traction, this 
configuration provides dynamic countertraction that can be finely adjusted 
according to procedural needs. This added stability compensates for anatom-
ical constraints, reduces unnecessary movement, and enhances scope maneu-
verability. By limiting excessive motion and enabling a closer, more controlled 
dissection, this technique may reduce the risk of inadvertent tissue injury.
Results  We applied this direct endoscope traction method in six consecutive 
gastric incisura ESD cases over the past 3 months, all involving visible lesions 
histologically confirmed as adenocarcinomas. Prior attempts to improve sta-
bility using a more rigid scope and conventional traction techniques, specifi-
cally clip-with-line, did not yield meaningful improvement. All lesions treated 
using this technique were ultimately confirmed as R0 resections, with both 
lateral and deep margins free of neoplasia.
Conclusions  ESD in the gastric incisura and lesser curvature is challenging due 
to difficulties in maintaining endoscope stability and control. Our dynamic 
traction technique offers a practical, low-cost solution that improves stability, 
precision, and procedural efficiency. Without dynamic direct traction, these 
procedures would likely have required significantly longer operating times. In 
extreme cases, this might have necessitated piecemeal rather than en bloc 
resection, potentially compromising histological assessment. Further studies 
are needed to validate this clinical impact and reproducibility.

Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/4c2dce40-29a8-4908-8049-7cc12109472e/Uploads/19990_
Traction_ESGE %20Days.mp4
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Aims  The introduction of ancillary techniques, such as contrast enhanced EUS 
(CHE-EUS), has improved the study of pancreatic lesions. However, the use of 
contrast agents entails a prolongation of procedure time and additional costs. 
The innovative ultrasound technique Detective Flow Imaging-EUS (DFI-EUS) 
has been recently introduced. It allows the study of micro-vascularization with-
out requiring administration of contrast agents. The aim of this study is to as-
sess the role of DFI in defining pancreatic lesion and its agreement with CHE-
EUS.
Methods  Prospective, single centre study conducted on consecutive patients 
who underwent EUS-FNB for solid pancreatic lesion at the Therapeutic Digestive 
Endoscopy Unit of Campus Biomedico University of Rome. Lesions were clas-
sified according to the degree of vascularisation at DFI study into grade 0 ab-
sence of vascularisation or hypovascularisation pattern, grade 1 isovasculari-
sation pattern and grade 2 hypervascularisation pattern compared to 
surrounding parenchyma.
Final diagnosis was based on histopathology, by using needles of 22 Gauge 
Acquire S for tissue acquisition.
Results  From April 2024 to April 2025, 100 patients were enrolled (51 % male; 
mean age 68 ± 10 years old). The mean size of pancreatic lesions was 29 ± 13 
mm and in the majority of cases were located in the head of the pancreas (52 %). 
At DFI-EUS evaluation 11/100 (11 %) of lesions were defined grade 1 at DFI, 
20/100 (20 %) grade 2 and 69/100 (69 %) grade 0. After the Sonovue adminis-
tration, 70 % of lesions showed hypoenhancement. In 69 % of cases the final 

S811

http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/4c2dce40-29a8-4908-8049-7cc12109472e/Uploads/19990_Traction_ESGE%20Days.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/4c2dce40-29a8-4908-8049-7cc12109472e/Uploads/19990_Traction_ESGE%20Days.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/4c2dce40-29a8-4908-8049-7cc12109472e/Uploads/19990_Traction_ESGE%20Days.mp4


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

diagnosis was adenocarcinoma, 17 % neuroendocrine tumour, 8 % inflamma-
tory mass and in 6 % other neoplasm. Intraclass Coefficient (ICC) between DFI-
EUS and CHE-EUS was 88 % and Cohen’s Kappa was 0.74.
The sensitivity of DFI in detecting pancreatic adenocarcinoma was 93 % (95 % 
CI 84-97 %), the specificity was 50 % (95 %CI 30-70 %).
Conclusions  DFI EUS provide a fast evaluation of the micro-vascularization of 
pancreatic solid lesions. It seems to be an effective technique in characterizing 
lesions with good concordance with CHE-EUS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric inflammatory fibroid polyps (GIFPs) are rare benign subepitheli-
al lesions (SELs). They frequently present as an indeterminate SEL after addi-
tional diagnostic modalities have failed to yield a diagnosis. In the absence of 
standard management pathways, we sought to evaluate the diagnostic and 
therapeutic role of endoscopic resection (ER) for GIFPs.
Methods  We retrospectively analysed a prospectively maintained database 
at a tertiary referral centre. Consecutive patients with histologically confirmed 
GIFPs who underwent endoscopic resection (ER) between November 2013 and 
March 2025 were included. The primary outcomes were en bloc resection and 
R0 excision. Secondary outcomes included adverse events, recurrence, and 
resolution of anaemia.
Results  Seventeen patients (median age 72 years, IQR 70–79) were identified. 
En bloc resection was achieved in all (100 %), with R0 resection in 35 %. Pre-re-
section EUS correctly identified submucosal origin in 50 %, and histology sug-
gested GIFP in only 9 %. There were no perforations or serious adverse events. 
One delayed bleed (6 %) was managed conservatively. Among patients present-
ing with anaemia, 71 % demonstrated resolution post-ER. No recurrence was 
observed during follow-up, including in margin-positive cases.
Conclusions  ER provides both diagnostic certainty and definitive treatment 
for GIFPs, which generally present as an indeterminate gastric SELs. Given the 
poor accuracy of pre-resection testing and absence of recurrence, ER should 
be regarded as the preferred first-line strategy, with routine post-resection 
surveillance generally unnecessary once diagnosis is confirmed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Large ( ≥ 15 mm) duodenal adenomas (DAs) are effectively managed by 
endoscopic mucosal resection (EMR). Prophylactic clip closure is frequently 
used to prevent complications. Unlike the colon, both residual or recurrent 
adenoma (RRA) and clip artefact exhibit a villiform pattern in the duodenum, 
complicating endoscopic interpretation. The prevalence and clinical impact of 
duodenal clip artefact (DCA) remain undefined.
Methods  Consecutive patients undergoing duodenal EMR between January 
2016 and August 2024 at a tertiary center were prospectively enrolled. At first 

surveillance endoscopy (6 months), post-EMR scars were classified as: type 1 
(bland), type 2 (nodular), or type 3 (residual clips with nodularity). Types 2/3 
were defined as DCA and resected by cold-snare polypectomy. The primary 
outcome was DCA prevalence, secondary outcomes were diagnostic accuracy 
and procedural safety.
Results  Clips were used in 33/255 (15 %) resections. Among 32 patients with 
follow-up, scars were type 1 (n = 13), type 2 (n = 15), and type 3 (n = 4), yielding 
a DCA prevalence of 59.4 %. RRA was confirmed histologically in 16 % (3/19) 
but predicted endoscopically in only 33.3 % (n = 1). No adverse events occurred 
following cold-snare excision.
Conclusions  Duodenal clip artefact develops in 60 % of clipped EMR sites and 
frequently mimics recurrence. Cold-snare excision is safe, provides definitive 
diagnosis, and simplifies subsequent surveillance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Chronic intestinal pseudo-obstruction is an extremely rare disease character-
ized by repeated episodes of intestinal obstruction, with radiological imaging 
showing a dilated intestine with air/fluid levels in the absence of mechanical 
occlusive lesions. A 61-year-old woman with lifelong CIPO and megaduodenum 
underwent multiple surgeries: jejunal resection, volvulus derotations, and gas-
tric bypass with gastrojejunal anastomosis. Absent contractility was found on 
esophageal manometry. Due to a family history of esophageal adenocarcino-
ma, she underwent upper GI endoscopy, revealing distal erosions and a low-
grade dysplastic area that was resected. Follow-up endoscopy showed persis-
tent severe erosive esophagitis, despite high-dose PPI therapy, and a 
massively dilated duodenum. This case highlights the coexistence of megadu-
odenum and refractory esophagitis in CIPO, emphasizing the need for individ-
ualized management [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/7059f677-610f-4ade-92ba-710813047695/Uploads/19978_
ESGE_Megaduodenum_case_report_ppt(1).wmv
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Aims  Intraprocedural bleeding (IPB) represents a major challenge in third-
space endoscopy (TSE), as it prolongs procedure time, impairs visibility, and 
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may negatively affect clinical outcomes. Amber-Red Color Imaging (ACI) is a 
novel imaging modality designed to enhance visualization of vascular structures 
and bleeding sources, potentially improving the safety and efficiency of TSE 
procedures. This study aimed to systematically evaluate the incidence of major 
IPB and the frequency of prophylactic vessel coagulation during TSE using the 
ACI mode.
Methods  In this single-center, video-based analysis, consecutive TSE proce-
dures (ESD, POEM, G-POEM) between February and October 2025 in which 
submucosal dissection was performed with the ACI mode were reviewed. The 
primary endpoint was the frequency and duration of major IPB. Major IPB was 
defined as a bleeding episode requiring either multimodal endoscopic hemo-
stasis, lasting > 1 minute or leading to complete loss of visibility (“red-out”). 
Secondary endpoints included the rate of prophylactic vessel coagulation—de-
fined as the preemptive coagulation of visible vessels using knife or coagulation 
forceps before dissection (“vessel sealing”)—and the occurrence of postinter-
ventional complications.
Results  A total of ten full-length videos of TSE procedures (4 ESDs, 3 POEMs, 
3 G-POEMs) were analyzed. The median procedure time was 79.5 (43–171) 
minutes. For ESD cases, the median lesion size was 50 mm (41–97). Five major 
IPB events were observed, all during ESD (1 gastric, 1 esophageal, 3 rectal). The 
mean duration of IPB until successful hemostasis was 47.8 ± 53.6 seconds. A 
total of 41 prophylactic vessel coagulations (vessel sealing) were performed, 
corresponding to a mean of 5.3 per procedure. The mean duration of each 
vessel sealing was 39.3 ± 39.5 seconds. The success rate of prophylactic coag-
ulation—defined as absence of subsequent bleeding—was 90.2 %. No postint-
erventional complications occurred.
Conclusions  In this single-center cohort, the incidence of major intraproce-
dural bleeding under ACI guidance was very low. This may be related to the high 
success rate of prophylactic vessel coagulation. Further prospective, multi-
center studies are warranted to determine the clinical benefit of imaging mo-
dalities, such as ACI, compared to standard white-light endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present the case of an 86-year-old patient admitted with what was initially 
perceived as haemoptysis with coughing of large clots. Patient had a significant 
history of comorbidities including atrial fibrillation on Apixaban. Initial assess-
ment by ENT and a CTPA could not explain the symptomatology and the patient 
underwent an upper GI investigation. On gastroscopy a large, ulcerated area 
located at 20cm with a bleeding vessel and multiple clots prevented further 
insertion. Endoscopic dual haemostasis was achieved (3 hemoclips and adren-
aline solution). Patient was stabilized with no further bleeding. On second look 
endoscopy a large ( > 10cm) oesophageal pouch proved to be the underlying 
culprit. There was a large ulcer running at the base of the pouch, where now all 
bleeding stigmata had disappeared. Entrance into the upper oesophageal 
sphincter proved to be tricky. Histology showed sections of acutely inflamed 
and ulcerated oesophageal squamous mucosa with focal fungal hyphae and 
foreign material. No intestinal metaplasia, dysplasia or malignancy was seen in 
the tissue examined. The most common complications of Zenker's diverticulum 
are aspiration pneumonia, and oesophageal obstruction / dysphagia and in-
creased risk of development of carcinoma. Bleeding occurs rarely and to our 
knowledge there are only a handful of cases reported in the literature of endo-
scopic management. Indwelling food for long periods can induce ulceration due 
to chronic inflammation and superimposed fungal infection. In elderly patients 
with atypical presentation, this rare complication should be considered [1].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 65-year-old woman presented with haematemesis and syncope with head 
strike on a background of a week of intermittent dysphagia and odynophagia 
a week after eating a fish salad. CT-brain showed a 4cm radiopaque oesopha-
geal foreign body penetrating the aortic arch with surrounding mediastinitis. 
The decision was made to proceed with a hybrid endovascular and endoscopic 
approach. Vascular surgeons inserted a 34x100mm GORE CTAG endoluminal 
stent-graft immediately distal to the left subclavian artery and in the proximal 
descending aorta, ready for rapid deployment, via femoral approach. A gas-
troscopy was then performed where the foreign body was identified as a fish 
bone, which was transecting the oesophagus, with contralateral perforations, 
with extrinsic oesophageal compression. The bone was grasped with rat-tooth 
forceps, and with the slightest traction, brisk aorto-oesophageal bleeding was 
encountered. The remainder of the aortic stent was then deployed, which then 
swiftly achieved haemostasis. Once the 400mL of blood was suctioned away 
and endoscopic views restored, the fish bone was seen with the proximal end 
located intraluminally in the oesophagus, where it could be easily grasped with 
rat tooth forceps and removed safely with an angled tip distal cap. A repeat 
gastroscopy performed by oesophagogastric surgeons 12 hours later re-as-
sessed the perforations, found improved extrinsic compression, and clipped 
the perforations closed. The patient was extubated the following morning and 
was well, discharging home well on day 18 after admission on oral antibiotics 
and weaning nasojejunal tube feeds, tolerating oral diet.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients with Lynch syndrome have an increased risk of developing 
colorectal neoplasia, but evidence regarding the role of endoscopic submucosal 
dissection (ESD) in this setting, compared with surgery, is limited. This study 
aims to evaluate the efficacy and safety of ESD for superficial colorectal neo-
plasia in patients with Lynch syndrome.
Methods  A single-center case series was conducted including all Lynch syn-
drome patients who underwent ESD for superficial colorectal neoplasia be-
tween November 2020 and October 2025. Clinical and lesion characteristics, 
procedural outcomes, complications, histology, and post-ESD management 
were analyzed.
Results  Twelve patients were included, nine of whom had a prior history of 
extra-colonic malignancy. Mean lesion size was 34 mm (range 20–60 mm). 
Lesions were located in the rectum (17 %), sigmoid colon (33 %), descending 
colon (8 %), transverse colon (8 %), hepatic flexure (17 %) and ascending colon 
(17 %). Morphology of lesions was assessed using Paris classification: there were 
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5 (42 %) sessile polyps, 3 (25 %) flat elevated lesions, 3 (25 %) flat elevated lesions 
with central depression and 1 (8 %) flat elevated lesion with raised nodule. Pit 
pattern of lesions was assessed using Kudo’s classification and was IIIs in 5 (42 %) 
lesions, IIIL in 2 (17 %) lesions, IV in 1 (8 %) lesion, Vi in 3 (25 %) lesions and Vn 
in 1 (8 %) lesion. En bloc resection was achieved in 10 patients (83 %), while two 
procedures (17 %) were discontinued due to technical difficulty and suspected 
deep invasion. Adenocarcinoma was identified in four cases, two with submu-
cosal invasion > 2 mm, two with lymphovascular invasion and one with both. 
Overall, five patients (42 %) achieved curative resection; six (50 %) were referred 
for surgery and one (8 %) to oncologist for evidence of diffuse abdominal lym-
phadenopathy on staging CT. No perforation or clinically significant bleeding 
occurred. At 1-year follow-up, no local recurrence was observed among patients 
who underwent curative ESD.
Conclusions  In patients with Lynch syndrome, ESD appears to be an effective 
and safe therapeutic option for selected cases of superficial colorectal cancer. 
The considerable rate of non-curative resections due to unfavorable histolog-
ical features highlights the need for thorough endoscopic assessment before 
resection and supports ESD as the preferred technique. Further studies with 
larger cohorts are warranted to define the optimal role of ESD in this high-risk 
population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  D2 lymphadenectomy is the standard of care for locally advanced gastric 
cancer but suffers from significant technical variability and lack of standardized 
quality assessment. Artificial Intelligence (AI), particularly Multimodal Large 
Language Models (MLLMs), offers a potential solution for objective surgical 
evaluation. We aimed to evaluate the performance of state-of-the-art MLLMs 
in assessing the quality and visibility of D2 lymphadenectomy.
Methods  In this comparative study, 20 videos of minimally invasive gastrec-
tomy/esophagectomy (10 dissection phase, 10 clean field) were analyzed. 
Three MLLMs (GPT-5, Gemini 2.5 Pro, Gemini 3 Pro Preview) were tested across 
fifteen configurations varying in frame count (10, 30, 50) and temperature (0, 
1). The primary outcomes were “Quality of Dissection” and “Anatomical Visi-
bility,” assessed on a 4-point Likert scale against a reference standard of three 
expert surgeons. Performance was evaluated using dichotomized outcome 
(1-3 vs 4) with AUC, sensitivity, and specificity, as well as pointwise ordinal 
metrics to capture both clinical relevance and granular accuracy.
Results  Twenty videos were analyzed in two different categories (10 clean 
fields, 10 dissection phases; mean duration 100.4 ± 30.8 seconds). The best 
configuration was Gemini 2.5 Pro (50 frames, T = 1) in dichotomous quality 
assessment (sensitivity 40.9 % [27.7-55.6 %], specificity 77.8 % [61.9-88.3 %], 
AUC 0.593 [0.492-0.692]) and visibility (AUC 0.663 [0.553-0.763]). Stable 
performance was shown across different phases and moderate ordinal accura-
cy (quality: exact 36.2 %, MAE 1.075; visibility: exact 55.0 %, MAE 0.838). Inter-
observer agreement was substantial for quality (ICC 0.736 [0.65-0.81]) and 
moderate for visibility (ICC 0.659 [0.55-0.75]).
Conclusions  Generative AI models demonstrate promising capability in the 
automated assessment of surgical field quality of D2 lymphadenectomy. Gem-
ini 2.5 Pro offered the best balance of accuracy and efficiency. Future efforts 
should focus on visibility-based training on multicenter datasets to develop 
standardized, objective quality control tools.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Achalasia is a rare esophageal motility disorder with a substantial impact 
on patients’ quality of life. Available endoscopic treatments range from tem-
porary therapeutic options (botulinum toxin injection, pneumatic balloon 
dilatation) to the more recently established definitive approach. Peroral endo-
scopic myotomy (POEM) offers long-term symptom resolution in most patients, 
although it may induce or worsen gastroesophageal reflux disease (GERD). 
Standardized clinical scores used to quantify key symptoms such as regurgita-
tion, dysphagia, heartburn, and odynophagia, before and after POEM, are es-
sential for assessing treatment efficacy. In this study, we focused on the most 
commonly used symptom-based tools: Eckardt score, Dakkak-Bennett score, 
GERD-Questionnaire (GERD-Q), and GERD-Health-Related Quality of Life 
(GERD-HRQL) and analyzed symptom dynamics using these low-cost, easy-to-
apply instruments, which are particularly valuable for patient follow-up in low- 
and middle-income countries [1–6].
Methods  We present a series of eight patients diagnosed with achalasia, sev-
en confirmed by high-resolution esophageal manometry and one by upper GI 
endoscopy combined with barium esogastroduodenal transit, who underwent 
POEM between October 2024 and March 2025.
All patients were evaluated before and after POEM using four clinical scores: 
the Eckardt and Dakkak–Bennett scores for achalasia-related symptoms, and 
the GERD-Q and GERD-HRQL scores for assessing reflux symptoms. Question-
naires were completed prior to POEM and again at one month after the proce-
dure. To better characterize the clinical status of each patient, we used a com-
posite definition that addresses the limitations of individual scores and reflects 
the advantage of combining several tools rather than relying on a single instru-
ment.
We defined an optimal clinical response as the simultaneous fulfillment of the 
following criteria: Eckardt score ≤ 3, Dakkak–Bennett score ≤ 1, and GERD-Q 
score ≤ 6.
Results  Patient ages ranged from 19 to 76 years (mean 55). Three patients 
(37.5 %) had type I achalasia, four (50 %) had type II and one (12.5 %) had un-
classified achalasia. No post-POEM complications were observed. All patients 
reported an improvement in dysphagia. The mean Eckardt score decreased 
from 8.75 to 1.50, and the mean Dakkak–Bennett score from 3 to 0.13. Re-
flux-related symptoms also improved overall, with the mean GERD-Q score 
decreasing from 11 to 6.62. Based on the composite definition, six out of eight 
patients (75 %) met all three criteria and were classified as having an optimal 
clinical response.
The GERD-HRQL score showed a 72 % decrease (from 32.13 to 9).
Two patients did not meet the composite criteria, although both experienced 
dysphagia relief reflected by lower Eckardt and Dakkak–Bennett scores. In the 
first case, the GERD-HRQL score remained unchanged before and after POEM. 
This suggests that although swallowing improved, symptoms such as regurgi-
tation or heartburn may have become more prominent once the functional 
outflow obstruction at the gastro-esophageal junction had been relieved.
The second patient missed the composite definition by a single point. Their 
GERD-Q score increased from 6 before POEM to 7 after. This slight difference 
is best understood by looking at how the GERD-Q is structured. Four items are 
positive predictors for GERD, while two (epigastric pain and nausea) are nega-
tive predictors. A patient without classical reflux symptoms who consistently 
answers negatively to these two questions will start with a GERD-Q of 6, which 
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technically qualifies as an “optimal” response in the composite definition, even 
though clinically this is not always accurate. In this particular case, the one-point 
variation likely reflects questionnaire mechanics rather than a true clinical wors-
ening.
Conclusions  POEM remains an effective and minimally invasive endoscopic 
option for the definitive treatment of achalasia, offering substantial clinical 
benefit for patients. Using a composite definition that incorporates several 
clinical scores is a simple, low-cost and easily accessible approach that can 
provide a more realistic picture of the clinical response, despite the individual 
limitations of each score. At the same time, some of these instruments, such 
as GERD-Q, may benefit from further refinement to reduce potential misinter-
pretation, given their role in identifying GERD symptoms as a potential post-PO-
EM complication.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A patient with known Peutz-Jeghers syndrome previously underwent video-
capsule endoscopy revealing multiple small-bowel polyps. Anterograde dou-
ble-balloon enteroscopy (DBE) allowed removal of a jejunal sessile hamartoma-
tous polyp. Retrograde-DBE identified a 3–4 cm pedunculated ileal 
hamartomatous polyp. A further retrograde-DBE using the recently CE-marked 
Endorail system provided improved scope stability, enabling successful en-
doloop placement. The Endorail device uses a magnetic balloon that can be 
advanced beyond the enteroscope tip, filled with a ferromagnetic fluid, and 
magnetically anchored to the patient’s abdomen, allowing it to be straightened 
and guided along the device. Endorail can be used both to overcome challeng-
ing bowel loops and increase insertion depth, as well as to provide greater 
procedural stability for effective endoscopic therapy [1, 2].

Video   http://data.process.y-congress.com/ScientificProcess/Data
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Aims  Pancreatic ductal adenocarcinoma (PDAC) is one of the most aggressive 
malignancies, with a poor five-year survival rate. Therefore, optimizing diag-
nostic strategies is a critical priority. Endoscopic ultrasound (EUS) plays a key 
role in characterizing focal pancreatic masses (FPM). The development of an-
cillary EUS techniques, including contrast-enhanced EUS (CH-EUS), strain ratio 
elastography (SRE), and Detective Flow Imaging (DFI), has enhanced the as-
sessment of vascularization and tissue stiffness, potentially improving the dif-
ferentiation between benign and malignant lesions. Emerging evidence sug-
gests that these parameters may provide valuable insights into the malignant 
potential of FPM. The aim of this study is to evaluate whether the combined 
use of CH-EUS, SRE and DFI improves diagnostic performance in predicting 
PDAC [1–4].
Methods  This single-center retrospective study included consecutive patients 
who underwent biliopancreatic EUS for FPM between October 2023 and Octo-
ber 2025 at the Digestive Diseases Unit, Sant’Andrea University Hospital of 
Rome. Examinations were performed using a Fujifilm linear-array echoendo-
scope and an ultrasound processor (Fujifilm Arietta 850, Fujifilm Healthcare, 
Tokyo, Japan). During EUS assessment, CH-EUS, SRE and DFI were performed 
to characterize lesions. The final diagnosis was confirmed by histopathology 
(EUS fine-needle biopsy) and/or radiological workup (CT, MRI, PET), with a fol-
low-up of at least 6 months. For CH-EUS, lesions were categorized as hypoen-
hanced, isoenhanced, or hyperenhanced during the early arterial phase after 
administration of 8 mL of sulphur hexafluoride microbubbles; hypoenhance-
ment was considered predictive of PDAC. SRE was evaluated using the system’s 
embedded software, comparing a region of interest (ROI) within the FPM to 
the intestinal wall; a strain ratio > 10 was deemed predictive of PDAC. DFI was 
employed to assess microvascularization, classifying lesions as hypovascular or 
hypervascular, with hypovascularity considered a predictive feature for PDAC.
Results  Overall, 95 patients were included (50 males, 52.6 %; median age 
68 ± 11.4 SD years). Lesions were predominantly located in the pancreatic head 
(64; 67.4 %). Among all lesions, 64 (67.4 %) were PDAC, 8 (8.4 %) inflammatory 
lesions, 14 (14.7 %) pancreatic neuroendocrine tumor (pNET) G1, 5 (5.3 %) pNET 
G2, 3 (3.2 %) other malignant tumors and 1 (1.1 %) solid pseudopapillary tumor. 
CH-EUS was applied in 58 (61.1 %) cases, elastography in 60 (63.2 %) and DFI in 
69 (72.6 %). All three techniques were performed in 39 (41 %) cases; CH-
EUS + DFI in 47 (49.5 %); SRE + DFI in 53 (55.8 %); SRE + CH-EUS in 26 (27.4 %). 
Across the individual modalities, CH-EUS showed a sensitivity of 71.0 %, a spec-
ificity of 74.1 %, with an accuracy of 72.4 %, LR + 2.74, LR– 0.39, PPV 75.9 %, and 
NPV 69.0 %. SRE achieved a sensitivity of 88.6 % and a specificity of 64.0 %, 
corresponding to an accuracy of 78.3 %, with LR + 2.46, LR– 0.18, PPV 77.5 %, 
and NPV 80.0 %. DFI demonstrated the strongest diagnostic performance, with 
a sensitivity of 90.7 %, a specificity of 73.1 % and an accuracy of 84.1 %. The 
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positive and negative likelihood ratios were 3.37 and 0.13, respectively, with a 
PPV of 84.8 % and an NPV of 82.6 %. Regarding combined approaches, CH-
EUS + SRE + DFI provided a specificity of 90.5 % and a sensitivity of 66.7 %, yield-
ing an accuracy of 79.5 %, with LR + 7.00, LR– 0.37, PPV 85.7 %, and NPV 76.0 %. 
The combination CH-EUS + DFI resulted in a sensitivity of 70.8 % and a specific-
ity of 82.6 %, with an accuracy of 76.6 %, LR + 4.07, LR– 0.35, PPV 81.0 % and 
NPV 73.1 %. Similarly, SRE + DFI showed a sensitivity of 77.4 % and a specificity 
of 81.8 %, with an accuracy of 79.3 %, LR + 4.26, LR– 0.28, PPV 85.7 % and NPV 
72.0 %. Finally, SRE + CH-EUS demonstrated a sensitivity of 82.4 % and a speci-
ficity of 77.8 %, an accuracy of 80.8 %, LR + 3.71, LR– 0.23, PPV 87.5 %, and NPV 
70.0 %.
Conclusions  Among the single techniques, DFI achieved the highest sensitiv-
ity. Among the combined approaches, the SRE + DFI association provided good 
accuracy and specificity without requiring intravenous contrast. Nevertheless, 
the best overall performance was achieved when all three techniques were 
applied together, underscoring the value of a multimodal EUS strategy inte-
grating ancillary technologies to enhance the predictive capability for PDAC.
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Aims  In recent years, the management of patients requiring both cholecys-
tectomy and endoscopic retrograde cholangiopancreatography (ERCP) due to 
choledocholithiasis has evolved significantly. Traditionally, these procedures 
were performed sequentially, often resulting in prolonged and multiple hospi-
tal stays and increased healthcare costs. However, the concept of cholecystec-
tomy combined with intraoperative ERCP (rendezvous approach) is a promising 
alternative. Despite its potential benefits, sufficient clinical data about the post 
ERCP-pancreatitis rate and the hospital stay duration are lacking.
Methods  A retrospective analysis was conducted at St. John of God Hospital 
including consecutive patients treated between 2023 and 2024. Complication 
rates and hospitalisation time were compared between patients undergoing 
intraoperative ERCP during cholecystectomy and those treated via a sequential 
ERCP and CHE approach. Statistical comparisons were performed using t- and 
chi-square test. The method of intervention was not randomized and subject 
of availability of both surgeons and endoscopists.
Results  A total of 60 patients were included: 42 in the sequential ERCP + CHE 
group and 18 in the intraoperative ERCP group. 59.5 % of those within the se-

quential ERCP and CHE group, while 72.2 % of those within the rendezvous 
approach group were female. (p = 0.52). Mean age was 57.4 (SD 19.5) in the 
sequential group and 52.4 (SD 21.9) in the combined group (p = 0.41).
Post-ERCP pancreatitis occurred in 11.9 % (n = 5) of patients in the sequential 
group and less often in 5.6 % (n = 1) in the rendezvous approach group (OR 2,3), 
however did not reach statistical significance (p = 0.69). Notably, 31.0 % (n = 13) 
of patients in the sequential group required a repeat ERCP while awaiting chol-
ecystectomy, compared to 1 in the rendevouz group. Patients in the sequential 
group stayed a mean of 12.4 days (SD 11.9), whereas those undergoing intra-
operative ERCP stayed 7.56 days (SD 3.87; p = 0.021)
Conclusions  Intraoperative ERCP during laparoscopic cholecystectomy was 
associated with a shorter hospital stay. In the sequential group, nearly one-third 
of patients required a repeat ERCP until the cholecystectomy was performed, 
the OR of post-ERCP pancreatitis was 2.3, but did not differ significantly be-
tween the two groups. This study can be used to power a randomised controlled 
trial.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is essential for 
managing biliary and pancreatic diseases, but its success can be hindered by 
gastrointestinal substenoses proximal to the papilla of Vater that a Standard 
Duodenoscope (STD) cannot traverse. This prospective study evaluates the 
efficacy and safety of the Slim Duodenoscope (SLD), a thinner device designed 
to overcome such anatomical limitations.
Methods  Consecutive patients in whom papillary access with a STD had failed 
and who subsequently underwent ERCP with the SLD were prospectively en-
rolled at two Italian referral centers (October 2023–November 2025).
Results  Forty-one ERCPs with the SLD were performed. Indications included 
obstructive jaundice (n = 38; 68.3 %), specifically 13 cases of choledocholithia-
sis and 15 biliary strictures (10 malignant, 3 indeterminate, and 2 benign); 
cholangitis (n = 9; 22.0 %), bile leak (n = 2; 4.9 %), and scheduled biliary stent 
removal (n = 2; 4.9 %). Among the 41 patients, strictures were located as fol-
lows: one at the hypopharynx in post-radiation therapy sequelae; seven in the 
esophagus (including 2 esophageal diverticula, 2 compressions from cervical 
osteophytes, 1 peptic stricture, 1 caustic stricture, and 1 post-parathyroidec-
tomy stricture); one at the cardia due to achalasia; two in the stomach follow-
ing sleeve gastrectomy with a sharply angulated gastric lumen; one at the 
pylorus caused by gastric adenocarcinoma; 2 in the duodenal bulb (1 peptic 
and 1 due to malignant infiltration); twenty-three at the superior duodenal 
flexure (comprising 16 malignant infiltrations, 5 peptic strictures, and 2 extrin-
sic compressions); and finally, four in the second portion of the duodenum, all 
resulting from malignant infiltration. The SLD successfully passed the stricture 
in 33 patients (80.5 %), enabling therapeutic success in 29 (87.9 %). Failure 
occurred in 8 cases (19.5 %), due to 7 malignant and 1 benign stricture. Among 
benign strictures, passage success reached 95 %. Two ERCP-related complica-
tions (4.9 %), not directly attributable to the use of the SLD, were reported: 
cholangitis and septic shock (▶Table 1).
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▶Table 1	 

STRICTURES 

Hypopharynx 1

Esophagus 7

Cardias 1

Stomach 2

Pylorus 1

Bulb 2

Superior Duodenal Flexure 23

Second duodenal portion 4

Conclusions  The SLD is a game-changer for patients with luminal narrowing, 
providing access where STD fail. Its high success rate—especially in benign stric-
tures—highlights the value of referring these patients to centers equipped with 
this device. By enabling ERCP in situations otherwise destined for percutaneous 
drainage, EUS-guided interventions, or surgery, the SLD expands therapeutic 
options and helps avoid more invasive alternatives.
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ton Scientific, Nitinotes, Pentax, Cook Medical, Microtech, ERBE, Siemens, Myka 
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and is on the scientific advisory boards of Nitinotes and Myka labs. Cristiano 
Spada is a consultant for Medtronic and AnX Robotics and has received speak-
er’s fees from Olympus and Pentax. All others authors declare no conflicts of 
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Authors  Batsaikhan A1, Otgondemberel B1, batsuren B1, Khurelshagai A1, 
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Background:Gastrointestinal stromal tumors (GISTs) possess inherent malig-
nant potential [1], and management becomes particularly complex when le-
sions arise at the gastric cardia, where restricted endoscopic maneuverability 
and proximity to the esophagogastric junction impose significant technical 
limitations. Advances in third-space endoscopy have expanded therapeutic 
possibilities, allowing organ-preserving alternatives such as ESD, EFTR, STER, 
and POET for selected subepithelial tumors [3, 4]. The 2022 ESGE guideline 
endorses endoscopic resection as a feasible alternative to surgery for gastric 
GISTs ≤ 35 mm in appropriate candidates [2], highlighting the growing rele-
vance of minimally invasive endoscopic approaches [5].
Case presentation:An 84-year-old man presented with epigastric discomfort. 
Endoscopy identified a subepithelial lesion at the gastric cardia. CT and EUS 
revealed a 3.9 × 3.0 cm hypoechoic mass originating from the muscularis pro-
pria with exophytic extension into the peritoneal cavity, consistent with a prob-
able GIST. Given his age, elevated surgical risk, and preference for organ pres-
ervation, POET was selected following multidisciplinary evaluation.
Procedure:After submucosal injection, a 1.5–2 cm mucosal incision was cre-
ated in the lower esophagus, and a submucosal tunnel was advanced toward 
the gastric cardia. The lateral and superior dissection planes were developed 
first, enabling stable visualization in this anatomically constrained region. The 
lesion demonstrated a prominent exophytic component with firm adhesions 
to the anterior abdominal wall and the inferior aspect of the left hepatic lobe, 

which were carefully released under direct endoscopic control. Complete mo-
bilization allowed en bloc retrieval through the tunnel. A controlled full-thick-
ness defect created during resection was closed internally using endoclips along 
the lesser curvature at the corresponding projection, achieving secure closure 
and avoiding surgical conversion.
Outcome:Histopathology confirmed a 3.5 × 2.9 cm CD34-positive intermedi-
ate-risk GIST. Recovery was uneventful: oral intake resumed within 24 hours, 
and discharge occurred on postoperative day 3. At three-month follow-up, 
endoscopy demonstrated complete mucosal healing with no recurrence.
Conclusion:This case demonstrates the feasibility, safety, and organ-preserv-
ing value of POET for anatomically challenging gastric cardia GISTs in elderly or 
high-risk surgical patients. It underscores the expanding role of third-space 
endoscopy in providing curative minimally invasive therapy for upper gastro-
intestinal subepithelial tumors.
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Aims  EUS-guided hepaticogastrostomy (EUS-HGS) is one of the preferred 
rescue techniques for biliary drainage when ERCP fails or when the papilla is 
inaccessible due to altered anatomy or neoplastic invasion. Despite its proven 
technical feasibility and clinical effectiveness, several safety concerns have 
limited its widespread adoption even among expert centers. The primary fear 
relates to the potentially catastrophic consequences of stent misdeployment 
or migration, events that are often challenging to manage with either endo-
scopic or surgical interventions. To mitigate these risks, several dedicated stent 
designs incorporating anti-migratory features have been developed. However, 
evidence on their performance has so far been limited to individual studies.
Methods  We conducted a comprehensive search of multiple electronic data-
bases (PubMed/MEDLINE, Scopus, and EMBASE) and major conference pro-
ceedings from inception through July 2025. Technical outcomes included 
pooled rates of technical success and procedural time. Clinical outcomes in-
cluded pooled clinical success, stent dysfunction, and adverse event rates, with 
particular focus on stent misdeployment and migration. Meta-analyses were 
performed using a random-effects model, and heterogeneity was assessed 
using the I² statistic.
Results  We analyzed 18 studies (including 7 multicenter studies), 13 of which 
were conducted in Eastern countries, comprising a total of 595 patients who 
underwent EUS-guided HGS. The most frequently used dedicated stents were 
the Giobor stent (reported in 6 studies) and the Spring Stopper Stent (reported 
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in 3 studies). The pooled technical success rate of EUS-HGS was 99.1 % (95 % 
confidence interval [CI], 98.4–99.8 %; I² = 0 %), with a mean procedural time 
ranging from 16 to 50 minutes. The pooled clinical success rate was 94.8 % (95 % 
CI, 92.1–97.4 %; I² = 55.3 %). Among patients achieving clinical success, the 
23.0 % (95 % CI, 15.4–30.7 %; I² = 78.6 %) experienced stent dysfunction. The 
pooled rate of adverse events following EUS-HGS was 9.9 % (95 % CI, 6.9–13.0 %; 
I² = 32.5 %), with the 1.1 % (95 % CI, 0.2–1.9 %; I² = 0 %) of them being severe. 
Most complications were infection-related, including cholangitis and intra-ab-
dominal abscesses (3.4 %, 95 % CI 1.8–5.0 %; I² = 10.7 %). The pooled risk of stent 
misdeployment or migration was 0.8 % (95 % CI, 0.1–1.6 %; I² = 0 %).
Conclusions  Performing EUS-HGS with dedicated stents is an effective option 
for these difficult-to-treat patients. Although the risk of adverse events remains 
clinically relevant and should be thoroughly discussed with patients before the 
procedure, the risk of the most feared complications—stent misdeployment 
and migration—appears to be substantially minimized with dedicated devices, 
translating into a lower likelihood of severe adverse events.
Conflicts of Interest  A.R has received fees for serving as a consultant from 
Fujifilm Co., Medtronic Co., and Boston Scientific.C.H has received fees for serv-
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Aims  To evaluate post-polypectomy surveillance practice in patients under-
going screening colonoscopy performed in the University of Szeged Gastroen-
terology Center between 2019 and 2022 furthermore, to examine its correla-
tion with screening endoscopist adenoma detection rate [1].
Methods  In this retrospective single center observational cohort study, data 
regarding factors determining post-polypectomy surveillance timing (such as 
polyp number and size, histology subtype, grade of dysplasia) was obtained 
from the local hospital medical information system. Optimal surveillance tim-
ing was defined in the European Society of Gastrointestinal Endoscopy (ESGE) 
2020 guideline update. The seven screening endoscopists were divided into 
three subgroups based on their adenoma detection rate (ADR) measured dur-
ing the screening program.
Results  Overall, 733 colonoscopies were evaluated (index N = 607, 1st surveil-
lance N = 97, 2nd surveillance N = 23, 3rd surveillance N = 5, 4th surveillance 
N = 1) with 35 to 80 months of follow-up period. Written recommendation 
regarding follow-up colonoscopy date was available in 306 cases (41.75 %), 
moreover surveillance time was predominantly defined after acquiring infor-
mation about histology results (N = 254, 83.01 %). Recommendation rate was 
the highest among the > 40 % ADR subgroup (56.95 %) with optimal advice for 
surveillance given after 27.09 % of colonoscopies. There was no significant dif-
ference between the subgroups in performing post-polypectomy surveillance 
colonoscopy with the optimal timing ( < 30 % ADR: 36.69 %, 30-40 % ADR: 
33.82 %, > 40 % ADR: 42.90 %). Either written recommendation or actual sur-
veillance timing was adequate in 59.53 % of cases, moreover “no surveillance/

return to screening” strategy was used correctly in 88.24 % of patients. Endos-
copists with < 30 % ADR showed significantly lower adequacy for timing the 
follow-up colonoscopy (45.59 %). Compared with the ESGE guideline, a differ-
ent date was advised for surveillance in 86 patients, and all endoscopists en-
couraged earlier follow-up predominantly (N = 65, 75.58 %).
Conclusions  Choosing the adequate surveillance strategy after polypectomy 
is crucial to decrease the rate of interval colorectal cancer incidence, moreover, 
to reduce excess colonoscopy rate. Written recommendation regarding fol-
low-up timing should be given either after colonoscopy, or when histology 
results are obtained, however the lack of advise given for surveillance in more 
than half of cases needs to be improved in the future. Endoscopists with high-
er ADR provided information about surveillance more frequently and more 
adequately. Post-polypectomy colonoscopy timing in practice demonstrated 
similar results in the ADR subgroups, yet endoscopists with > 40 % ADR sched-
uled surveillance the best.
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Abstract Text
A patient with a recent ileocecal resection for ulcerations and substenosis—with 
histology showing aberrant lymphocytes but no definitive lymphoma—under-
went antegrade double-balloon enteroscopy (DBE) to distinguish between 
intestinal lymphoma and refractory celiac disease. The examination revealed 
diffuse mucosal atrophy with scalloping, villous edema, and lymphangiectasia. 
In the distal jejunum/proximal ileum, a 10-cm circumferential ulcer with a ne-
crotic base was identified, and targeted biopsies were obtained. To enhance 
scope stability and insertion depth, the overtube was magnetized to replicate 
the functionality of the recently CE-marked Endorail system. It utilizes a balloon 
filled with ferromagnetic fluid that is anchored to the patient’s abdominal wall, 
allowing the scope to be guided along the device to overcome difficult bowel 
loops and achieve greater insertion depth [1, 2].
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eP1000  ERCP in the octogenarians and nonagenari-
ans: should we be doing them acutely?
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Aims  ERCP remains a high-risk endoscopic procedure, and many studies have 
demonstrated its efficacy and safety in the elderly. However, few have assessed 
these parameters in an inpatient setting, and some data has shown a higher 
mortality rate, thereby suggesting the physiological insult combined with the 
risks of the procedure deem this intervention highly dangerous in this cohort. 
We therefore aimed to review our experience as a single tertiary centre, pos-
tulating that ERCP remains a safe procedure in this group, with a complication 
rate within acceptable limits as well as facilitating discharge from hospital, 
especially in cases with a palliative indication [1–3].
Methods  The endoscopic database was searched from the dates 01/01/2022 
to 24/11/2025 in a tertiary centre for all ERCP procedures. Records were filtered 
to exclude outpatient procedures and patients below the age of 80. Data was 
gathered regarding the age demographics, ASA grade, overall and post-pro-
cedure length of stay (LOS), indications and details of the procedures. A suc-
cessful procedure was defined as having dealt with the acute indication to fa-
cilitate discharge from hospital. Any procedure-related complications were 
noted, alongside 30- and 90-day mortalities, and any re-admissions within 30 
days.
Results  186 procedures were included. The median age was 85 (IQR 82-88), 
and the eldest patient was 99. 87 % of patients were ASA grade 3 or 4. The in-
dications were related to malignancy in 21.5 %, and non-malignant in 78.5 %; 
predominantly choledocholithiasis associated with jaundice, cholangitis or 
pancreatitis. 30 % of procedures were Schutz complexity level 3 or 4. The aim 
of the procedure was successfully achieved in 87.6 % (including biliary decom-
pression with stenting where stones could not be completely removed). Medi-
an total LOS was 10.5 days (IQR 6-19.5), and median post-procedure LOS was 
4 days (IQR 1-9). 7 patients (3.8 %) experienced complications directly related 
to the procedure (3 episodes of cholangitis, 2 of pancreatitis, 1 of bleeding and 
1 related to stent migration). This would even be consistent with British Soci-
ety of Gastroenterology (BSG) guidance of a complication rate of < 6 % for 
Schutz level 1-2. All-cause mortality at 30 days was 6.5 %, and at 90 days 12.4 %, 
with published data reporting 2-5.3 % in general populations. Readmission rate 
within 30 days for all indications was 16.1 % (30 patients), though only 2 of 
these were due to complications of the procedure, and neither were fatal.
Conclusions  The interaction of age and frailty with acute illness understand-
ably provokes concern regarding the risks of ERCP. We identified no excess 
procedure-specific complication rate among our cohort. The 30- and 90-day 
mortality rates are acceptable given that 20 % were performed for malignancy, 
and in fact suggest benefit in the context of palliation. The slight excess rate 
reported is likely to reflect a higher incidence of malignant pathology in the 
elderly. Reported literature has shown mortality rates exclusively in this group 
of up to 20 %. Our results suggest that with careful peri-procedural deci-
sion-making, in-patient ERCP can be safely offered to this cohort.
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Aims  To analyze the survival of patients undergoing PEG in a tertiary care 
center. to perform a specific sub-analysis of those patients with a survival of 60 
days or less
Methods  Retrospective observational study of patients undergoing PEG be-
tween January 2015 and June 2025. Demographic, clinical, and endoscopic 
variables were collected. Subgroup analysis was performed for survival, indi-
cations, and mortality at 30 and 60 days [1].
Results  A total of n = 322 patients were included (mean age: 61 years; 75.8 % 
male). Mean survival was 419 days (median: 164; range: 1–2662). A total of 
9.9 % died within the first 30 days and 14.6 % within the first 60 days after PEG.
Main indications in the group with survival ≤ 30 days were: neoplasia (40.6 %), 
anoxic encephalopathy (18.8 %), traumatic brain injury (15.6 %), and ALS (9.4 %). 
Causes of death: tumor progression (21.9 %), severe encephalopathy (21.9 %), 
respiratory failure (18.8 %), hemoptysis (9.4 %), and sepsis (9.4 %). In 90.6 % of 
cases, death was not related to the procedure; 6.2 % were probably related, and 
3.1 % directly related (1 colonic perforation).
A total of 149 PEG requests were cancelled: medical contraindication (36.2 %), 
referral to primary care (28.2 %), prior death (24.2 %), and voluntary decision 
(10.7 %).
CAD patients (n = 56, 17.0 %) showed significantly lower survival (mean 151 
days; median 49) vs HCC patients (n = 89, 27.0 %) (p = 0.010). This difference 
did not remain in the subgroup with ≤ 90-day survival (p = 0.73).
Conclusions  • A substantial proportion of patients die within the first 30 and 
60 days after PEG. • The indication should consider complexity profile (HCC/
CAD) and expected nutritional benefit. • A rigorous and multidisciplinary pa-
tient selection is required when indicating PEG, especially in contexts of high 
clinical frailty.
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Introduction:Polycystic liver disease is a benign condition that may be com-
plicated by cyst superinfection or vascular and biliary compression. The occur-
rence of Budd–Chiari syndrome (BCS) secondary to an amebic superinfection 
of a hepatic cyst is exceptionally rare and requires multidisciplinary manage-
ment [1, 2].
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Case Report:We report the case of a 65-year-old man, followed since 2012 for 
polycystic liver disease, with two large cysts measuring 6 cm (segment IV) and 
14 cm (segment III). He presented with cyst superinfection revealed by a clin-
ical and biological cholestasis syndrome in a febrile context, following a recent 
episode of foodborne illness. Hepatic Doppler ultrasound, angio-CT, and liver 
MRI demonstrated BCS caused by compression of the hepatic veins by two large 
infected cystic formations.The patient received intravenous antibiotics and 
underwent radiological drainage, yielding a “chocolate-colored” fluid highly 
suggestive of amebic infection, later confirmed by strongly positive ELISA se-
rology. Follow-up imaging one month after drainage showed a 70 % reduction 
of the segment VIII cyst but persistence of the left-lobe cyst, prompting a 
second drainage.A subsequent evaluation one month later showed significant 
collapse of both cysts and complete relief of the compression on the right he-
patic vein and IVC, indicating successful management.
Conclusion:This case highlights a rare and complex complication of polycystic 
liver disease: amebic superinfection leading to Budd–Chiari syndrome. It un-
derscores the importance of regular clinical and radiological monitoring to 
detect early warning signs and ensure timely, multidisciplinary intervention to 
optimize patient outcomes.
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Aims  Evaluate the Safety and Efficacy of Outpatient Endoscopic Diverticulotomy
Methods  All patients who had an endoscopic Diverticulotomy over an 8-year 
period were included. Retrospective chart review was conducted to obtain 
patient demographic and procedural and post-procedural management data. 
Any complications during and after the procedure were included.
Results  38 patients were included with 46 endoscopic diverticulotomies per-
formed. 24 patients (63.2 %) were male, and median age was 78.5 (range 51 to 
103) at the time of procedure. Majority of patients (73.7 %) had a Charlson 
Comorbidity score of 3 or higher. Only 1 patient was an active smoker, and none 
had excessive alcohol use history. Dysphagia, regurgitation, and heart burn 
were most common symptoms present at the time of referral (91.3 %, 71.7 %, 
and 58.7 %, respectively). 10 (21.7 %) had previous interventions for ZD – 8 of 
which were with endoscopic diverticulotomy. 12 procedures (26.1 %) were 
performed under conscious sedation and 34 (73.9 %) under general anesthet-
ic. 5 patients (10.9 %) had intraprocedural bleeding, which did not require 
transfusions. 3 patients (6.8 %) developed subcutaneous emphysema within 2 
hours post-procedure and were managed conservatively without further en-
doscopic or surgical intervention. 33 patients (71.7 %) were discharged on the 
same day of procedure, with an additional 6 (13.0 %) discharged within 2 days 
post-procedure. Median follow-up was 74 days (range 0-2472 days).
Conclusions  Endoscopic diverticulotomy is a safe procedure for the manage-
ment of Zenker’s Diverticula. Patients with immediate complications, including 
intraprocedural bleeding or presence of subcutaneous emphysema within 2 
hours post-procedure, were associated with hospital stay longer than 1 day. 
None of the patients developed late complications or required readmission 

within 30 days of discharge. Therefore, outpatient ZD management is effective 
in both patient management and resource allocation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1004  Pre-Transplant ERCP with Sphincterotomy 
Does Not Influence Biliary Outcomes After Liver 
Transplantation
Authors  Iuvinale M1, Prior M2, Di Noia G1, Bruni A3, Cescon M2, Barbara G3, 
Serenari M2, Eusebi LH4

Institutes  1  University of Bologna, Bologna, Italy, Bologna, Italy; 
2  Hepatobiliary surgery and Transplant unit, IRCCS Azienda Ospedaliero-
Universitaria di Bologna, Bologna, Italy; 3  Gastroenterology Unit, University 
of Bologna, Bologna, Italy; 4  University of Bologna, Bologna, Italy
DOI  10.1055/s-0046-1822269
Aims  Endoscopic retrograde cholangiopancreatography (ERCP) with biliary 
sphincterotomy is frequently used to manage biliary obstruction in patients 
with advanced liver disease. Its impact on post-orthotopic liver transplantation 
(OLT) biliary outcomes, however, remains unclear. This study evaluates wheth-
er ERCP performed before OLT influences the incidence, type, or severity of 
biliary complications after transplantation.
Methods  A retrospective analysis was conducted on 1128 OLT recipients, in-
cluding 82 re-transplants, from January 2012 to December 2023. Seventy 
patients (6.2 %) underwent pre-OLT ERCP with sphincterotomy (118 ERCPs 
total). Biliary complications occurring early ( < 30 days) or delayed ( > 30 days) 
post-OLT were compared between patients with and without pre-OLT ERCP. 
Outcomes included complication rates, need for endoscopic, radiologic, or 
surgical interventions, and post-complication mortality.
Results  Pre-OLT ERCP indications included biliary strictures (n = 35), stones 
(n = 24), bile leak (n = 3), and other causes (n = 8). Stents were placed in 33/70 
patients. Pre-procedure adverse events occurred in 9 ERCPs (7.6 %).
After OLT, 199 biliary complications occurred in 197 patients (17.5 %). Compli-
cation rates did not differ between patients with (17.1 %) and without (17.6 %) 
pre-OLT ERCP (p = 0.91), showing no significant association between pre-OLT 
ERCP with sphincterotomy and overall post-OLT biliary complications, nor for 
early events or delayed events.
Among the 199 complications, treatment included ERCP (n = 134), percutane-
ous drainage (n = 20), surgery (n = 29), or conservative management (n = 16). 
ERCP-related adverse events occurred in 23/134 procedures.
Post-OLT mortality, during an average follow-up of 60.3 months, similar be-
tween patients with and without biliary complications (17.3 % vs. 19.2 %).
Conclusions  In this large cohort of OLT recipients, pre-transplant ERCP with 
sphincterotomy did not affect the risk of early or late post-OLT biliary compli-
cations. Rates of strictures, leaks, and biliary stones were comparable to those 
in patients without pre-OLT ERCP. These findings suggest that ERCP with sphinc-
terotomy, when clinically indicated before transplantation, is safe and does not 
adversely influence post-transplant biliary outcomes.
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Aims  Patients with chronic kidney disease (CKD) are at increased risk of gas-
trointestinal complications, including hemorrhage, which can be life-threaten-
ing. The aim of this study was to evaluate the epidemiological characteristics 
and lesion profile of upper gastrointestinal bleeding (UGIB) in patients with 
CKD.
Objective  To describe the epidemiological, clinical, endoscopic, and outcome 
characteristics of upper gastrointestinal bleeding in patients with chronic kid-
ney disease.
Methods  We conducted a single-center, prospective, descriptive study includ-
ing all CKD patients admitted with upper gastrointestinal bleeding to the Emer-
gency Department of Bab El Oued University Hospital between January 2023 
and August 2025. All patients underwent upper gastrointestinal endoscopy 
[1, 2].
For each patient, demographic data, type of bleeding presentation, hemody-
namic status, laboratory findings, Glasgow-Blatchford score, endoscopic find-
ings, management, and clinical outcomes were recorded.
Data entry and analysis were performed using SPSS version 23.0.
Results  Among 281 patients admitted for UGIB, 49 had chronic kidney disease 
(17 %). The mean age was 69 ± 14 years, with a sex ratio of 1.04.
Past medical history included portal hypertension (7.5 %), ischemic heart dis-
ease (42.9 %), heart failure (30.6 %), and diabetes (44.9 %).
Anticoagulants were used by 36.8 % of patients and antiplatelet agents by 
28.6 %. Melena was the most common presenting symptom (57.1 %), followed 
by hematemesis (34.7 %) and massive hematochezia (8.2 %). The mean Glas-
gow-Blatchford score was 13.4 ± 3.24.
Endoscopy showed recent signs of bleeding in 41.5 % of cases. The etiologies 
of UGIB were as follows:
Gastroduodenal ulcers: 40 %
Ulcerated esophagitis: 17.5 %
Erosive gastritis: 7.5 %
Angiodysplasia: 7.5 %
Variceal bleeding: 9.5 %
Neoplasia: 7.5 %
No upper gastrointestinal cause was identified in 18.4 % of patients. A colonos-
copy was performed in 16.3 % and revealed colonic angiodysplasia in 12.2 %.
Blood transfusion was required in 75.5 % of cases. Endoscopic therapy was per-
formed in 18.4 %: 14.3 % received argon plasma coagulation, 7.1 % underwent 
variceal ligation, and 2.4 % received gastric variceal glue injection. Surgery was 
required in 2.4 % of patients. Rebleeding occurred in 4.8 %, and in-hospital mor-
tality was 2.4 %.
Conclusions  In our series, upper gastrointestinal bleeding in CKD patients 
predominantly affected elderly individuals. Gastroduodenal ulcers and digestive 
angiodysplasia were the most common etiologies.
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Aims  The European Society of Gastrointestinal Endoscopy (ESGE) recommend 
palliative stenting for patients with malignant distal biliary obstruction who are 
not candidates for oncologic treatment [1]. The impact on survival and resolu-
tion of jaundice in this palliative population is scarce [2]. The available tech-
niques include Endoscopic Retrograde Cholangiopancreatography (ERCP), 

Endoscopic Ultrasound (EUS)- guided drainage, and percutaneous drainage. 
We aimed to assess the clinical outcomes of palliative biliary stenting in our 
cohort of patients with incurable distal biliary malignant obstruction.
Methods  We retrospectively analysed patients with distal malignant biliary 
obstruction between January 2023 and December 2024 who were unfit for 
surgery or oncologic therapy and presented with jaundice. Data collected in-
cluded demographics, comorbidities, tumour characteristics, serology, pre- 
and post-drainage symptoms, and drainage technique. Complications within 
30 days (post-ERCP pancreatitis (PEP), cholangitis, upper gastrointestinal bleed 
(UGIB), perforation) were recorded.
The primary endpoint was survival (weeks) comparing drained patients to those 
receiving best supportive care only. Secondary endpoints were ERCP technical 
and clinical success, need for additional procedures, complication rates, and 
independent predictors of mortality. Categorical and continuous variables were 
compared with Chi-square/Fisher and Mann-Whitney/Wilcoxon tests. Survival 
used Kaplan-Meier and Cox regression; p  <  0.05.
Results  The final sample included 56 patients (33 females, 58.9 %) with a me-
dian age of 81 years (range 46–94). Most had moderate comorbidity: 39 
(66.6 %) were ASA (American Society of Anaesthesiologists) 1–2, and 17 
(30.4 %) were ASA 3. Performance status was 1–2 in 39 patients (69.6 %) and 3 
in 17 (30.4 %). Regarding TNM stage at diagnosis, 15 patients (26.9 %) were 
stage 0–I, 14 (25 %) stage III, and 24 (42.9 %) stage IV.
Overall, biliary drainage (BD) was successful in 42 patients (75 %). ERCP was 
attempted in 46 (82.1 %) and was successful in 40 (86.9 %), with three requiring 
up to three sessions. Two underwent alternative techniques after failed ERCP 
(one EUS-guided, one percutaneous). Complications occurred in 7 patients 
(12.5 %): 1 PEP, 5 cholangitis, and 1 UGIB. The 30-day mortality in the drainage 
group was 23.8 % (10 patients). There was no association with a complication. 
All had advanced TNM stage, which was statistically significant (p = 0.016).
Drainage significantly relieved symptoms: jaundice decreased from 97.6 % to 
33.3 % (p = 0.001), pruritus from 40.5 % to 9.5 % (p < 0.001), and dyspepsia from 
69 % to 42.9 % (p = 0.021), while pain remained unchanged (64.3 %, p = 1.000). 
Bilirubin levels decreased significantly overall and when stratified by tumour 
stage (Median 212 vs 55, p = 0.001).
Patients without BD were older than those with BD (p = 0.04). Early TNM stage 
patients (0–2) were more frequently drained (93 %) than advanced stage (3–4; 
68 %), showing a trend toward access to drainage in early disease (p = 0.058). 
No other differences in gender, comorbidities, serologic markers, or perfor-
mance status were observed.
Overall, the median survival was 11 weeks (range 0–56). Patients with success-
ful BD had higher median survival (14 vs 7 weeks) without reaching statistical 
significance (p = 0.370). Survival was significantly longer in early TNM stages 
(0–2) compared to advanced TNM (3–4) (median 28 vs 6 weeks, p = 0.008). In 
multivariate analysis, advanced TNM stage was the only independent predictor 
of shorter survival in the overall cohort (HR = 3.17, p = 0.011) and drainage 
group (HR = 2.80, p = 0.029). The development of complications trended toward 
worse survival, but this difference was not statistically significant. Higher CA 
19-9 levels predicted shorter survival in univariate analysis, but were excluded 
from multivariate models due to missing data.
Conclusions  Although BD showed a trend toward longer survival, this benefit 
was minimal in patients with advanced-stage disease, who accounted for most 
early mortality post-procedure. Overall, disease stage—not drainage—was the 
main predictor of survival, and patients with advanced disease are unlikely to 
gain meaningful benefit from the BD.
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Aims  Pancreatic cancer represents a growing global health burden, making 
early and reliable diagnosis crucial. Solid pancreatic lesions require histological 
sampling to confirm diagnosis and guide treatment. Endoscopic ultra-
sound-guided fine needle biopsy (EUS-FNB) is now essential for this purpose.
We aimed to evaluate the technical success, histological yield, and diagnostic 
performance of EUS-FNB for solid pancreatic masses in a single tertiary center.
Methods  We conducted a retrospective study of all patients who underwent 
EUS-FNB for suspected solid pancreatic lesions between 2018 and 2025. Cyst-
ic lesions and chronic pancreatitis were excluded. Malignancy was defined by 
histological identification of malignant cells (EUS-FNB or surgical specimens) 
or clinico-radiological follow-up demonstrating tumor progression and/or me-
tastases. Technical failure was defined as obtaining insufficient sample or oth-
er normal tissue.
Results  Overall, 380 patients were included (236 men, 144 women; mean age 
62.8 years [29–88]). Mean lesion size was 34.2 mm [6–88]. Lesions were locat-
ed in the pancreatic head (67.9 %), uncinate process (11.8 %), body (11.7 %), 
neck (6.4 %), and tail (2.2 %). Vascular contact and frank invasion were observed 
in 55 % and 11.8 % respectively. The approach was predominantly transduode-
nal, with transgastric approach in 24 patients (6.3 %). A 22-gauge needle was 
used in nearly all procedures.
Technical success was achieved in 367/380 cases (96.6 %) and significantly cor-
related with lesion size (p = 0.02). Malignancy was confirmed in 353 patients 
(93 %). Pancreatic adenocarcinoma accounted for 92 % of malignant tumors, 
predominantly ductal subtype (88 %). Signet-ring cell and mucinous compo-
nents were identified in 17 % and 4.6 % respectively. Other malignancies includ-
ed 16 pancreatic neuroendocrine tumors (4.2 %), two mucinous cystadenocar-
cinomas, two undifferentiated carcinomas, one sarcomatoid carcinoma, one 
solid pseudopapillary neoplasm, one degenerated intraductal papillary muci-
nous neoplasm, and ten pancreatic metastases from other primary sites. Thir-
teen lesions (3.4 %) represented mass-forming chronic pancreatitis.
EUS-FNB demonstrated excellent diagnostic performance: sensitivity 97 % (95 % 
CI 94.6–98.5), positive predictive value 99.3 %, and diagnostic accuracy 96.6 % 
(95 % CI 94.2–98.2). Second biopsy was performed in 6 patients (1.6 %), yield-
ing neoplasia in 5 cases (four adenocarcinomas, one neuroendocrine tumor) 
and one benign lesion, with cumulated sensitivity and accuracy remaining 
essentially unchanged. A single hemorrhagic complication (0.3 %) occurred in 
a patient on antiplatelet therapy.
Conclusions  EUS-FNB demonstrates excellent technical success (96.6 %) and 
diagnostic accuracy (96.6 %) for solid pancreatic lesions in routine practice. It 
provides high-quality histological cores with minimal needle passes and a low 
complication rate.
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Aims  Pancreatic metastases from extra-pancreatic solid tumors are rare, ac-
counting for approximately 3–15 % of solid pancreatic masses in the absence 
of other detectable distant metastases. The pancreas is an uncommon meta-
static site for renal cell carcinoma, breast and lung cancers, melanoma, colorec-
tal cancer, sarcomas and gastrointestinal stromal tumors. These secondary 
lesions are often incidentally discovered during oncologic follow-up or may 
mimic primary pancreatic ductal adenocarcinoma. Endoscopic ultrasound 
(EUS) plays a key role in their detection and characterization. We aimed to 
evaluate the prevalence and characteristics of pancreatic metastases diagnosed 
by EUS in our center.
Methods  We conducted a retrospective single-center study including all con-
secutive patients who underwent pancreatic EUS with tissue acquisition be-
tween 2018 and 2025. The diagnosis of pancreatic metastasis was based on 
histological examination of EUS-guided biopsy samples, complemented by 
immunohistochemical staining. Diagnostic criteria relied on correlation of 
morphological and immunohistochemical findings with the patient’s oncolog-
ic history and cross-sectional imaging. Lesions were classified according to 
primary tumor origin, pancreatic location and histological features.
Results  Among 380 patients who underwent pancreatic EUS with biopsy (236 
men, 144 women; male-to-female ratio 1.63; mean age 62 years [29–88]), ten 
pancreatic metastases were identified, corresponding to a prevalence of 2.6 %. 
Primary tumors were: four clear cell renal cell carcinomas (36 %), two small-cell 
lung cancers (18 %), one colonic adenocarcinoma (9 %), one breast carcinoma 
(9 %), one gastric stromal tumor recurring in the pancreas (9 %) and one shoul-
der chondrosarcoma recurring in the pancreas (9 %).Pancreatic involvement 
was located in the head/uncinate process in sIX cases (60 %), the body in three 
(30 %) and the tail in one (10 %). Lesions were solitary in eight patients (80 %) 
and multiple in two (20 %). Immunohistochemistry was systematic and decisive, 
showing PAX8 expression in renal metastases and GATA3 in breast cancer me-
tastasis , thereby excluding a primary pancreatic ductal adenocarcinoma.
Conclusions  In our series, pancreatic metastases accounted for 2.6 % of solid 
pancreatic masses. EUS with guided tissue acquisition represents the reference 
diagnostic tool, allowing precise histological and immunohistochemical char-
acterization. Pancreatic metastases should be systematically considered in any 
pancreatic mass occurring in patients with a history of malignancy, even re-
mote, as prognosis and management differ fundamentally from primary pan-
creatic ductal adenocarcinoma.
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Aims  Common bile duct stones complicate 10–20 % of gallstone disease. En-
doscopic retrograde cholangiopancreatography (ERCP) with sphincterotomy 
and balloon or basket extraction is standard treatment, but 10–15 % of stones 
resist conventional techniques. In such cases, cholangioscopy-guided intra-
ductal laser lithotripsy (LL) or electrohydraulic lithotripsy (EHL) achieves high 
success rates with low morbidity. We aimed to evaluate the efficacy and safety 
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of cholangioscopy-guided LL and EHL for complex common bile duct stones in 
our center.
Methods  We conducted a retrospective single-center study from January 2023 
to October 2025, including patients with complex bile duct stones defined by 
failed conventional ERCP extraction. Complexity criteria included stone > 15 
mm, multiple stones, impacted stones, hard consistency, "packed" choledo-
cholithiasis, or difficult location (intrahepatic or cystic duct). The primary end-
point was complete bile duct clearance, analyzed per patient and per procedure. 
Proportions were reported with 95 % confidence intervals (Clopper–Pearson 
method), with comparisons using Fisher's exact test.
Results  Twenty patients (10 men, 10 women; mean age 57 years [16–85]) 
underwent 22 procedures (19 LL, 3 EHL). Stone complexity related to size in 16 
patients (mean 18.1 mm [15–40]), multiplicity (n = 12), impaction (n = 5), hard 
consistency (n = 1), or difficult location (n = 6). Packed stones were present in 
the common bile duct in 7 cases and cystic duct stump in 2 cases.
Complete duct clearance was achieved in 12/20 patients (60 %, 95 % CI 38–80) 
and 12/22 procedures (54.5 %, 95 % CI 34–74). Eleven patients were success-
fully treated in a single session and one after three sessions. Ten patients had 
unsuccessful LL/EHL. Three failures were technical: one referred for surgery, 
one ultimately cleared after three sessions, and one failed probe advancement 
due to duodenal diverticulum (not reattempted). In two patients, extraction 
was impossible: one persistent large stone awaiting second session and one 
suspicious papilla case (macrodilatation not performed, papillary biopsies re-
vealing ductal adenocarcinoma, referred for surgery). Five additional patients 
had difficult extraction; all were scheduled for second sessions, but two were 
lost to follow-up.
The procedure demonstrated excellent safety with only one minor adverse 
event (self-limited mild bleeding), representing 1/22 procedures (4.5 %). Mean 
hospital stay was 1.3 days [1–3]. No significant association was found between 
extraction failure and sex (p = 1), stone size > 15 mm (p = 0.5), multiplicity 
(p = 0.6), impaction (p = 0.4), difficult location (p = 0.5), packed choledocho-
lithiasis (p = 0.13), or cystic stump stones (p = 1).
Conclusions  Cholangioscopy-guided intraductal EHL and LL is an effective and 
safe option for complex common bile duct stones. In this first Tunisian series, 
we observed 60 % patient success rate with minimal morbidity. This technique 
represents a valuable alternative in high-risk surgical candidates and elderly, 
comorbid patients, reducing the need for surgery and repeated ERCP with pro-
longed biliary stenting.
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Introduction:  Balloon-occluded retrograde transvenous obliteration (BRTO) 
is used in the treatment of gastric varices because of its effectiveness as a cu-
rative procedure, and its role in both emergency and prophylactic settings. It 
is of utmost importance that the treating physicians are aware of potential 
procedure-related complications including fever, chest or epigastric pain, he-
moglobinuria, and transient hypertension among others. We present an unu-
sual post-procedure complication resulting in coil migration, which was 
promptly recognized and successfully treated [1].
Case Report:A 59-year-old gentleman with a history of alcohol-related chron-
ic liver disease (Child A6) was seen in our clinic for further management. The 
patient was found to have fundal varices (IGV-1) at screening endoscopy, and 
he denied any history of liver decompensation or GI bleeding. MRI abdomen 

was performed on the patient and showed changes of chronic liver disease in 
hepatic parenchyma and gastro-renal collaterals with gastric fundal varices. 
The main portal, splenic, and hepatic veins were attenuated but appear patent. 
After discussing with the patient, he was referred to interventional radiology 
(IR) for Balloon occluded and coil-assisted Retrograde Transvenous Obliteration 
(BRTO). CT angiogram was performed for the patient and showed Gastric 
varices with a prominent reno-gastric shunt measuring 15 mm in maximum 
diameter, having a tortuous course along with the lesser of the stomach and 
coursing down to join the splenic vein.The patient underwent IR guided BRTO 
procedure by injecting the mixture of sodium tetradecyl sulfate, Lipiodol, and 
air into the shunt and varix. After occlusion of the varix was confirmed by CT 
scan, Interlock coils were used to occlude the shunt.Six hours post-procedure, 
the patient started having left-sided pleuritic chest pain and tachycardia but 
no desaturation. XR chest showed migration of the coils seen overlying the 
heart shadow. Urgent CT chest showed a Migrated coil in the distal left main 
pulmonary artery, extending into the left lower lobe pulmonary artery. Suc-
cessful retrieval of the coils was done using intraluminal biliary biopsy forceps 
(COOK medical), 7 F x 60 cm, to grasp the part of the coil WITHIN the sheath 
not reaching the pulmonary artery with the forceps. Post-retrieval Angiogram 
showed good opacification of the left inferior pulmonary artery with no filling 
defects. On day three, the patient was discharged from the hospital without 
further complications and had an uneventful follow-up.
Conclusion:BRTO remains a useful option for both emergency and prophylac-
tic treatment of gastric varices. Patients need post-procedure monitoring, and 
prompt recognition of potential complications can result in timely institution 
of treatment and favorable outcomes.
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Abstract Text
A 90-year-old woman with an indeterminate hilar biliary stricture presented 
with jaundice, weight loss, and abdominal pain. MRCP showed irregular intra-
hepatic and common hepatic duct dilation suggesting Bismuth type IV stric-
ture. AI-enhanced cholangioscopy enabled live estimation of neoplastic prob-
ability also identifying aberrant vessels supporting malignancy. Dynamic 
probability shifts helped define tumor extent, while overlapping heat maps 
suggested optimal biopsy sites. Targeted biopsies confirmed cholangiocarci-
noma. When validated, AI may aid in differentiating biliary stenosis, defining 
tumor extent, and improving biopsy accuracy.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/87862110-edb2-4d09-91c7-532c6a11aaf4/Uploads/19978_video.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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cysts: experience of a tertiary center
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Aims  Pancreatic pseudocysts and walled-off necrosis are late pancreatic fluid 
collections that may complicate acute or chronic pancreatitis or pancreatic 
trauma. Endoscopic drainage has taken over as the reference technique due to 
its minimally invasive nature and high success rates reported in international 
studies.
The objective of our study was to evaluate the technical, clinical and radiolog-
ical outcomes of endoscopic drainage of pancreatic pseudocysts in a tertiary 
center.
Methods  We conducted a retrospective monocentric study at our endoscopy 
unit including patients who underwent endoscopic drainage of pancreatic 
pseudocysts between 2017 and 2024. Epidemiological, clinical, endoscopic, 
radiological data and follow-up outcomes were collected.
Results  In total, 58 patients were enrolled with a mean age of 47 years [range 
9–73] and a male predominance (sex ratio M/F = 1.5). Most pseudocysts were 
secondary to acute pancreatitis in 86 % of cases (N = 50), followed by chronic 
pancreatitis in 10 % (N = 6). The average size of the cysts was 92 mm [20–170]. 
These pseudocysts were mostly single in 79 % (N = 46). Endoscopic ultrasound 
guided drainage was performed in 45 % of cases (N = 26), while classical or 
cystotome assisted techniques were used in the remainder. Plastic double pig-
tail stents were placed in 65 % of patients (N = 38) and lumen apposing metal 
stents in 15 % (N = 9). Technical success was achieved in 94 % (N = 47), clinical 
success in 80 % (N = 40) and radiological success in 77.5 % (N = 31). A moderate 
positive correlation was found between clinical and radiological success (Pear-
son r = 0.50, p = 0.002). Complications occurred in 6 % of patients (N = 3), lim-
ited to minor events such as stent migration, secondary infection or minor 
intrakystic bleeding, with no severe adverse outcomes.
Conclusions  Endoscopic drainage of pancreatic pseudocysts achieved high 
success rates in our cohort, comparable to international data. Endoscopic ul-
trasound guidance and dedicated stents improved safety and efficacy, and 
careful patient selection remains essential to minimize complications.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Restlessness and poor sleep quality are common complaints among 
patients undergoing bowel preparation for colonoscopy. However, their effect 
on preparation quality is not well defined. Our aim was to evaluate which sleep 
variables are associated with an adequate bowel preparation. Adequate prepa-
ration was defined as a score of 6 or higher on the Boston Bowel Preparation 
scale.
Methods  A multicenter, cross-sectional study was conducted in adult patients 
with an indication for colonoscopy. Bowel preparation was performed with a 
complete dose of polyethylene glycol (PEG). Face-to-face questionnaires were 
applied using dichotomous questions. Variables evaluated included falling 
asleep, trouble staying asleep, waking up during the night, sleeping more than 
7 hours, and waking up restless. Those who showed no disturbances across all 
variables were defined as having good sleep quality. A multivariate logistic 

regression analysis was performed to identify predictors related to good sleep 
quality and adequate bowel preparation (Boston ≥ 6).
Results  A total of 316 patients were included: 195 female (61.7 %), age 50 ± 14. 
Adequate bowel preparation was in 140 (47.78 %), and good sleep quality was 
in 32 (10.92 %). In the logistic regression analysis, the only variable associated 
with adequate bowel preparation (Boston ≥ 6) was not having difficulty staying 
asleep (OR = 1.771; 95 % CI: 1.125-2.787; p = 0.013) while in the multivariate 
analysis showed that those having difficulty maintaining sleep were significant-
ly associated with having a junior-high education (OR = 3.395; 95 % CI: 1.045–
11.024; p = 0.042), and those patients who consumed cold PEG were more 
likely to report good sleep quality (OR = 0.593; 95 % CI: 0.375–0.938; p = 0.025).
Conclusions  Sleep quality appears to play an important role in achieving ad-
equate bowel preparation, possibly reflecting how closely patients follow in-
structions. Our findings show that the absence of nighttime awakenings—par-
ticularly difficulty staying asleep—is associated with better preparation quality. 
Notably, consuming the PEG solution cold was positively associated with sleep 
quality across all evaluated domains, suggesting a simple, practical opportu-
nity for future preparation recommendations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Assess the characteristics of patients who experience pleasant sleep 
during preparation for a colonoscopy
Methods  A multicenter, cross-sectional study was conducted in adult patients 
with an indication for colonoscopy. Face-to-face questionnaires used dichoto-
mous (yes/no) questions to assess five specific variables of sleep quality during 
preparation: (1) whether the patient fell asleep easily, (2) trouble staying asleep, 
(3) avoidance of nighttime bathroom visits, (4) more than 7 hours of sleep, and 
(5) waking up feeling rested. Patients who reported no disturbances in any of 
these five variables were defined as having good sleep quality. Also, the Hospi-
tal Anxiety and Depression (HAD) Scale was administered. A multivariate logis-
tic regression analysis was performed to identify characteristics of patients with 
good sleep quality [1].
Results  Of 316 patients, 195 were female (61.7 %). The average age was 50 ± 14 
years. Pleasant sleep, meeting all five assessed variables, was reported by 32 
patients (10.13 %).
Patients more likely to sleep over 7 hours included those younger than 50 years 
old (OR = 1.923, CI = 1.196-3.091, p = 0.007), alcohol consumption (OR = 3.165, 
CI = 1.013-9.888, p = 0.044), and hemorrhoidal disease (OR = 1.687, CI = 0.999-
2.851, p = 0.049). However, those who were over 50 years of age (OR = 0.542, 
CI = 0.346-0.850, p = 0.007), consumed NSAIDs (OR = 0.394, CI = 0.162-0.956, 
p = 0.034), were constipated (OR = 0.468, CI = 0.292-0.750, p = 0.001), or had 
anxiety per HAD (OR = 0.233, CI = 0.049-1.097, p = 0.047) were less likely to 
sleep over 7 hours. Difficulty waking up rested was more common in patients 
with elementary education, constipation, Bristol stool scores of 1–2, and use 
of specific PEG solutions. Those who woke up feeling rested had a diagnosis of 
hypothyroidism and were taking levothyroxine. In the multivariate analysis, 
those with elementary education (OR = 4.194, [CI = 1.036-16.985], p = 0.045) 
continued to feel rested upon waking. Difficulty falling asleep was associated 
with nephropathy (OR = 14.068, [CI = 1.055-187.582], p = 0.045), NSAID use 
(OR = 2.430, [CI = 1.018-5.789], p = 0.045), and PEG without sodium metabi-
sulfite (OR = 2.222, [CI = 1.100-4.492], p = 0.026). However, those who were 
obese (OR = 0.344, [CI = 0.157-0.756], p = 0.008) were less likely to have diffi-
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culty falling asleep. Trouble staying asleep was linked to patients with middle 
school education (OR = 3.525, [CI = 1.069-11.623], p = 0.038), although those 
who took the preparation cold (OR = 0.559, [CI = 0.350-891], p = 0.015) and 
those with hemorrhoidal disease (OR = 0.467, [CI = 0.264-0.824], p = 0.009) did 
not show trouble staying asleep. Nighttime bathroom visits were more com-
mon among patients aged 50 or older, with diabetes, prior abdominal surgery, 
diverticular disease, and the use of PEG containing sodium metabisulfite; mean-
while, PEG without sodium metabisulfite showed fewer nighttime bathroom 
visits. Only prior abdominal surgery (OR = 2.073, [CI = 1.244-3.455], p = 0.005) 
was the only characteristic that persisted in the multivariate analysis.
Conclusions  Only a minority of patients reported pleasant sleep during bow-
el preparation. Sleep disturbances were more common in individuals with 
obesity, nephropathy, NSAID use, prior abdominal surgery, and lower educa-
tional attainment. Notably, consuming the preparation cold was independent-
ly associated with fewer sleep disruptions, particularly reduced difficulty stay-
ing asleep; this finding aligns with a recent population-based study 
demonstrating that beverage and food temperatures can influence sleep and 
gut health (Tianying Wu et al.). Incorporating cold bowel preparation may 
therefore represent a simple, practical strategy to improve sleep quality and 
overall tolerability of the preparation regimen
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To identify which symptoms are significantly associated with patients 
who are able to complete the PEG full-dose high-volume bowel preparation. 
Unlike previous studies, which have largely focused on tolerance or completion 
rates using dichotomous symptom reporting, this study aimed to evaluate 
symptom intensity using a Likert scale to better characterize the severity of 
patients’ most frequent complaints.
Methods  A multicenter, cross-sectional study was conducted in adult patients 
indicated for colonoscopy. Sociodemographic data, comorbidities, medication 
use, history of prior colonoscopy, and specifics of colonoscopy preparation were 
collected via face-to-face questionnaires. Symptomatology during preparation 
was assessed, and the Hospital Anxiety and Depression (HAD) Scale was ad-
ministered. Symptom intensity was evaluated on a 0-5 Likert scale, with scores 
of 3 or higher deemed significant.
Results  Of 163 patients, 85 were female (61.7 %). The average age was 50 ± 14 
years. Patients with significant symptoms: Nausea (26/44) was associated with 
females (OR = 6.591, CI = 2.057-21.122, p = 0.001), and those with less than 50 
years (OR = 8.834, CI = 2.55-30.580, p = 0.048). Vomiting (5/11) was associated 
with NSAID use (OR = 7.236, CI = 1.022-51.244, p = 0.007). Abdominal pain was 
associated with NSAID use (OR = 7.657, CI = 1.404-41.757, p = 0.019). Increase 
in bowel movements (67/99) was less frequent in those younger than 50 years 
(OR = 0.429, CI = 0.204-0.904, p = 0.026). Bloating (33/50) was most common-
ly associated with females (OR = 3.481, CI = 1.439-8.423, p = 0.006) and those 
with less than 50 years (OR = 4.762, CI = 1.595-14.215, p = 0.005). Postprandi-
al fullness (47/65) was associated with a history of colon cancer (OR = 6.328, 
CI = 1.154-34.690, p = 0.034). Flatulence/burping (31/64) was mostly associ-
ated with females (OR = 4.694, CI = 1.794-12.284,p = 0.002). Anal itching 
(39/70) was related with history of anxiety (OR = 8.093, CI = 1.374-47.673, 

p = 0.021), and abdominal surgery (OR = 5.634, CI = 1.650-19.239, p = 0.006). 
Chills (19/38) with females (OR = 10.997, CI = 1.260-96.003, p = 0.030). Cramp-
ing (2/15) more frequent in those with colorectal cancer history (OR = 24.787, 
CI = 1.124-546.476, p = 0.042). Weakness (27/50) was mostly associated with 
females (OR = 2.899, CI = 1.023-8.213, p = 0.045) and less associated with straw 
use to drink the preparation (OR = 0.337, CI = 0.128-891, p = 0.028). A cold or 
hot sensation (32/58) was associated with females (OR = 4.811, CI = 1.735-
13.343, p = 0.003). Excessive thirst (23/41) was associated with postgraduate 
degree (OR = 6.764, CI = 1.419-32.237, p = 0.016) and anxiety per HAD 
(OR = 3.274, CI = 0.421- 25.460, p = 0.022) remained significant.
Conclusions  The severity of symptoms during bowel preparation was strong-
ly associated with specific demographic, clinical, and psychological factors. 
Notably, being female, younger age, and anxiety or depression were consist-
ently associated with more severe symptoms. In contrast, certain behaviors, 
such as drinking with a straw, were linked to reduced symptom burden. Rec-
ognizing these specific factor-symptom connections can help personalize 
preparation strategies
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Studies report that almost 50 % of Large Non-Pedunculated Colorectal 
Polyps (LNPCP) have been subjected to heavy manipulation in form of prior 
attempts at resection or extensive biopsy sampling prior to referral to an expert 
centre. This significantly impacts several critical outcomes of endoscopic re-
section (ER). However, understanding of standardised classifications of LNPCP, 
endoscopic diagnosis and indications for ER has increased in general endosco-
py practice which may have improved decision making prior to referral. We 
aimed to compare trends in patterns of prior injudicious manipulation and the 
significance of biopsy sampling over sequential time periods in a large cohort 
of patients referred to a tertiary referral centre for ER.
Methods  Referral documentation, including clinic and referral letters, endos-
copy reports, and histopathology result, were reviewed for evidence of prior 
resection attempts or biopsy sampling. Data included the number of biopsy 
samples taken and corresponding histological results. Patients referred be-
tween January 2011 and August 2024 were categorised into five time periods. 
Heavy manipulation was defined as either a prior resection attempt or ≥ 6 bi-
opsy samples. Analyses included comparisons of resection attempts, heavy 
manipulation, biopsy sampling, and the detection of high-grade dysplasia on 
biopsies (as a marker of improved lesion assessment and targeted sampling). 
Trends in practice changes were assessed using the Chi-square test for trend
Results  1407 LNPCP were treated by ER. There was a significant trend toward 
fewer prior failed attempts at resection over sequential time periods with 30 % 
in Period 1 and only 11 % in Period 5 (p < 0.001); fewer LNPCP subjected to heavy 
manipulation with 61 % in Period 1 and 27 % in Period 5 (p < 0.001) and fewer 
LNPCP with prior biopsy sampling with 77 % in Period 1 and 47 % in Period 5 
(p < 0.001). However, there was no trend found for an improvement in biopsy 
sampling yields of HGD with 18 % in Period 1 and 25 % in Period 5 (p = 0.1).
Conclusions  In a large cohort of ER of LNPCP, this study demonstrates a sig-
nificant reduction over time in failed resection attempts, heavy manipulation, 
and biopsy sampling of LNPCP before referral to a tertiary centre for endoscop-
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ic resection (ER). This suggests an improvement in endoscopic lesion assess-
ment and decision making by general endoscopists. However, heavy manipu-
lation remains a significant problem. Although fewer LNPCP are biopsied prior 
to referral, the yield of significant findings did not change, suggesting biopsies 
are not effectively targeted, and highlighting the need for further improve-
ments in lesion assessment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The use of specific bowel preparation methods, such as water-exchange 
colonoscopy, has been associated with increased mucus production in the left 
colon, requiring supplementary clearing via suction or saline for optimal visu-
alization. Given these procedural demands, further analysis is required to de-
termine if a correlation exists between insertion time and the severity of mucus 
presentation.
Methods  An observational analytical study was conducted in adult patients 
indicated for colonoscopy. Data of insertion time, endocuff device usage, Bos-
ton bowel preparation scale and Left Colon Mucus Scale (LCMS) were collected. 
LCMS: scored from 0 to 4. A score of 0 indicates absence of visible mucus; 1 
indicates clear, visible mucus; 2 denotes opaque mucus in fine strands; 3 de-
notes opaque mucus in substantial clumps covering one side of the colonic 
surface; and 4 denotes opaque mucus in extensive clumps obscuring the ma-
jority of the lumen. LCMS scores were analyzed in relation to blind insertion 
time and patient age. Statistical analysis employed Spearman's rank correlation 
for continuous variables. Odds ratios (ORs) with 95 % confidence intervals es-
timate the risk among stratified groups. A p-value < 0.005 defined statistical 
significance.
Results  A total of 112 colonoscopy procedures, the mean patient age was 
59 ± 13 years, and the mean Boston score was 5.53 ± 1.32. A weak-to-moderate 
but statistically significant positive correlation was identified between insertion 
time and mucus accumulation (ρ = 0.252; p = 0.007). Ordinal analysis deter-
mined that an insertion duration of 20 to 30 minutes significantly elevated the 
likelihood of LCMS grade 2 mucus (OR = 4.333 [CI = 1.434-13.095]; p = 0.006), 
whereas durations exceeding 30 minutes were significantly associated with 
LCMS grades 3 and 4 (p = 0.014). Concerning age, patients aged 18-34 years 
exhibited a significant association with LCMS grade 2 (OR = 6.714; [CI = 0.874 
– 51.575], p = 0.038).
Conclusions  It is noteworthy that younger patients tend to exhibit greater 
mucus accumulation, suggesting a senescent mechanism in the colonic mu-
cosa where mucus production declines with age. This excess secretion signifi-
cantly impacts procedural outcomes; inadequate bowel preparation caused by 
mucus impairs visualization and increases the risk of missing concealed lesions. 
Therefore, optimizing insertion and procedure times is essential to mitigate 
the risks associated with this accumulation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Rectal gastric heterotopia (GHT) is extremely rare with less than 
eighty cases reported in the literature since it was first described by Ewell and 
Jackson in 1939. Two cases of malignant transformation have been reported, 
hence the need for resection. Most common methods of resection reported 
include surgery and endoscopic mucosal resection (EMR). Endoscopic submu-
cosal dissection (ESD) for rectal GHT has been reported in few case reports in 
the literature. We present two cases of successful en-bloc resection with ESD 
of rectal GHT [1, 2].
Case 1:  A 45-year-old gentleman had colonoscopy for chronic alternating 
bowel habit with urgency and mucus discharge and intermittent abdominal 
pain. The index colonoscopy revealed an unusual 40 millimetres Paris IIa + IIc 
annular lesion in the low rectum. Optically this had elongated round and tubu-
lar pits. The histopathological examination of the biopsies revealed gastric type 
mucosa intermingled with adjacent colonic mucosa which led to the diagnosis 
of rectal GHT. He was referred to our centre for resection. ESD was performed 
with successful en-bloc resection and there was no evidence of significant fi-
brosis despite previous biopsies. The final histology confirmed R0 resection and 
revealed large area of specialised type gastric tissue, consistent with rectal GHT. 
Six months follow up endoscopy showed no signs of residual gastric heteroto-
pia and patient was clinically asymptomatic with return of normal bowel habit.
Case 2:  A 36-year-old male underwent colonoscopy in view of rectal bleeding, 
chronic intermittent abdominal pain and change in bowel habits. The index 
colonoscopy revealed a five centimetres Paris IIa lateral spreading tumour (LST) 
granular type polyp in the lower rectum with surface pattern of elongated 
round and tubular pits. The histopathological examination of the biopsies re-
vealed a mixture of colorectal and gastric body-type mucosae in keeping with 
rectal GHT. He then underwent ESD which safely achieved en-bloc resection. 
There was no significant fibrosis seen but the submucosal plane was heavily 
vascular. The final histology confirmed R0 resection and showed large bowel 
mucosa intermingled with predominantly oxyntic and body pattern gastric 
mucosa which involved full thickness of the mucosa, consistent with rectal GHT. 
Patient had normalisation of symptoms during his subsequent follow-up.
Conclusion:  Rectal gastric heterotopia can be significantly symptomatic and 
ESD is a safe and effective resection modality to alleviate symptoms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Peroral endoscopic myotomy (POEM) is now an established method for 
the treatment of achalasia cardia with superior outcomes compared to pneu-
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matic balloon dilation and equivalent outcomes compared to laparoscopic 
Heller’s myotomy. [1, 2] Post-procedure gastro-oesophageal reflux disease 
(GERD) is one of the main short comings of the procedure. Various retrospective 
studies have shown its incidence between 16 % to 50 %. [3] However, in view of 
paucity of prospective real world studies, we did a prospective study to know 
the prevalence of GERD in patients undergoing POEM procedure.
Methods  We conduced a prospective open label study between November 
2022 to June 2024 after obtaining an ethical approval. The baseline character-
istics, procedure details, and post-procedure follow-up were recorded prospec-
tively. At 12 months post-procedure, patients underwent detailed evaluation 
to know the prevalence of GERD in this group of patients. GERD was defined as 
per Lyon 2.0 criteria. [4] Esophagitis was classified as per Los Angeles criteria. 
Patients requiring > 3 PPI (proton pump inhibitor) intake per week were defined 
as PPI dependency. Patients reflux symptoms score was defined as per GERD-Q 
questionnaire. Pearson’s correlation was performed between reflux symptoms 
score, PPI dependency, esophagitis grade and diagnosis of GERD. Multi-variate 
analysis was performed to identify risk factors for GERD.
Results  Total of 75 patients included in the study. Mean age of the included 
patients was 40.75 ± 16.7 years with 61.3 % patients were male. Majority of 
patients had type I achalasia (64 %) and 28 % of patients had prior endoscopic 
treatment in form of either pneumatic ballon dilation (20 %) or laproscopic 
Helle’s myotomy (6.7 %). Majority of patients underwent posterior POEM 
(90.7 %) with mean oesophageal myotomy length of 10.49 ± 4.42 cm and gas-
tric myotomy length of 2.75 ± 0.62 cm. 96 % patients achieved clinical success. 
28.8 %, 32.8 % and 34.2 % patients had GERD-Q score > 8 at 3, 6 and 12 months 
follow-up respectively. At 12 months, 34.2 % patients had PPI dependency, 
11.8 % of patients had significant esophagitis (Grade C/D) and 31.7 % of patients 
had AET > 6 %. 32.6 % of patients were diagnosed as GERD as per Lyon 2.0 crite-
ria. Presence of GERD-Q questionnaire > 8 (p = 0.002), having PPI dependency 
(p = 0.003) was correlated with diagnosis of GERD. However, on logistic regres-
sion, we could not find any baseline or intra-procedural risk factors for devel-
opment of GERD.
Conclusions  Around one third of patients develop GERD post-POEM at 12 
months of follow-up. Reflux symptoms score and PPI usage are correlated with 
GERD diagnosis and which should be used to select the patients for further 
invasive investigations including endoscopy and pH-metry.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present the case of 35-year-old male patient with a medical history of 
Schatzki ring and eosinophilic oesophagitis. He presented in the ED with severe 
right side chest pain after choking on his chicken dinner. His partner had per-
formed Heimlich manoeuvre & back slaps. During his stay at the ED, he dete-
riorated and was intubated. Patient was then transferred to ITU. An emergency 

CT revealed an extensive pneumomediastinum closely related to the air fluid 
oesophagus. There was a large volume right sided hydropneumothorax (fluid 
accounting for more than 75 % of the pleural collection), with associated com-
pressive collapse of the right lung. There were a significant contralateral shift 
of the trachea and the entire mediastinum. Findings were strongly suggestive 
of Boerhaave’s syndrome (BS). A chest tube drain was urgently inserted by the 
cardiothoracic team, and patient was started on broad – spectrum antibiotics. 
After multidisciplinary discussion an endoscopic approach was decided as first 
line approach and surgery reserved as second line. Treatment options were 
clearly communicated to the family members. During endoscopy several fi-
brotic mucosal rings/strictures were identified that prevented the use of a 
distal attachment (cap). There was a food bolus encountered at lower oesoph-
agus, which was pushed into the stomach. At the lower oesophagus a 2cm full 
thickness wall defect with clean margins was identified. The wall defect was 
treated with a suturing device (X-Tack, Boston Scientific). A fully covered oe-
sophageal metal (Niti-s) stent was then deployed under direct vision. Two 
haemoclips applied to anchor the stent. Patient eventually recovered and was 
successfully discharged home after 40 days. On follow up endoscopy, at 5 
weeks, the stent had migrated distally and was found at the stomach. It was 
retrieved uneventfully. The perforation site appeared well healed with no ste-
nosis. BS is a rare condition associated with high morbidity and mortality. Time-
ly diagnosis is essential to improve outcomes. This condition has been tradi-
tionally managed with surgical intervention. However, recent advancements 
in endoscopic techniques have emerged as viable alternatives. Endoscopic 
management includes placement of OTCs, through-the-scope clips, partial or 
fully covered SEMS. Stenting has been favoured for larger defects ( > 1cm). Re-
cent, less – well studied, methods of closure include endoscopic suturing, vac-
uum-assisted closure or use of sealants (fibrin glue or cyanoacrylate). To our 
knowledge this is the first case treated with a defect > 1cm with a combination 
of a suturing device and stenting. The apposition of a larger defect that could 
theoretically impose on stent efficacy was managed by combining it with a 
suturing technique [1, 2].
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In 2023, colon capsule endoscopy (CCE) was introduced across 10 pilot 
centres in Ireland as part of a strategy to improve access to gastrointestinal 
diagnostics and reduce pressure on colonoscopy services. The major limitations 
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of CCE are issues with complete transit, inadequate preparation, and the re-
quirement for post-CCE standard endoscopy. The aim of this study was to ex-
plore predictors of real-world CCE performance with a view to identifying pa-
tients most likely to benefit from a CCE.
Methods  Data was prospectively collated from six colon capsule centres par-
ticipating in the Irish Capsule Endoscopy Registry (ICaRe) over 2 years. Proce-
dural data is voluntarily uploaded from each centre to an anonymised, web-
based system on a continuous basis. Analysis was performed on available data 
captured on the registry. The key outcomes assessed were complete study rate 
(defined as adequate preparation and complete transit), the rate of significant 
findings, and the requirement for post-CCE endoscopy. Predictors assessed 
included age, gender, and indications for CCE. Indications were grouped as 
screening (FIT-positive or family history), polyp surveillance, symptomatic pa-
tients (high or low risk symptoms and/or anaemia), incomplete colonoscopy 
for any indication, and patient preference. Standard univariate analyses and 
multivariable logistic regression were used to identify factors associated with 
key CCE performance outcomes.
Results  A total of 789 CCEs were included, 354/789 (45 %) male, mean age 
55.3 years (range 22–87). The ranked CCE indications were symptomatic pa-
tients (44 %), incomplete colonoscopy (22 %), polyp surveillance (16.5 %), 
screening (15.5 %), and patient preference (2 %). Overall complete study rate 
was 73 % (573/789), adequate preparation rate 84 % (625/748), significant 
findings rate 56 % (445/788), and post-CCE endoscopy rate 40 % (319/789), 
including 243 (31 %) colonoscopies. Completion rates by indication ranged from 
65 % for surveillance to 82 % for screening patients, while the post-CCE endos-
copy rate (excluding the patient-preference group who were outliers at 7 %, 
likely due to small numbers) ranged from 33 % for the incomplete colonoscopy 
group to 50 % for surveillance patients. On multivariate analysis, the only inde-
pendent predictor of outcomes was the indication for CCE. Specifically, those 
undergoing CCE for surveillance of previous polyps were significantly more 
likely to require a post-CCE endoscopy (50 %) (OR 1.61; 95 % CI 1.1–2.4; 
p = 0.01), likely related to the higher significant finding rate also found in this 
group (p = 0.03). Of interest, the surveillance group also had a higher incom-
plete study rate (35 %), possibly reflecting a selection bias in this cohort where 
they were referred for CCE surveillance rather than a colonoscopy. Unsurpris-
ingly, as the distal colon would already have been examined, those undergoing 
CCE following an incomplete colonoscopy were less likely to require a post-CCE 
endoscopy (OR 0.7; 95 % CI 0.49–0.99; p = 0.05). As expected, increasing age 
was associated with a higher diagnostic yield overall (p = 0.005). However, old-
er age ( > 70 years) was not associated with worse outcomes. The complete 
study rate was 27 % (174/645) in patients ≤ 70 years versus 29 % (40/138) in 
those > 70 years, and the post-CCE endoscopy rate was 41 % (262/645) ≤ 70 
versus 41 % (57/138) > 70. Similarly, gender had no impact on outcomes.
Conclusions  Clinical indication significantly affects CCE performance and 
should be used as a tool to help select patients most likely to benefit from this 
procedure. Surveillance patients of any form appear to be less suited to CCE. 
Older patients, based on our data, should not be excluded from CCE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
We present an 83-year-old female with a history of metastatic gastric cancer 
and a surgical jejunostomy tube. She presented to our hospital 2 months ear-
lier with complete gastric outlet obstruction and underwent a successful 
EUS-guided gastrojejunostomy, enabling resumption of oral intake. She re-
turned on this admission with cholangitis secondary to a distal CBD obstruction 
(Bili: 3.7). An intrahepatic duct (3.5 mm) at segment 3 was punctured with a 

19-gauge needle. A wire was navigated to the CBD, crossed the biliary stricture, 
and reached the duodenum. The tract was dilated with a 4 mm balloon. Two 
overlapping Gore stents were deployed at the hepaticogastrostomy. Her symp-
toms resolved, and her bilirubin normalized three days later.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/86024387-e46b-42a5-adfd-2d319606468a/Uploads/19978_
EUS_HG %20after %20GJ.mp4
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Aims  Post-ERCP pancreatitis (PEP) represents the most common complication 
of ERCP (Endoscopic Retrograde CholangioPancreatography). This is a clinical-
ly relevant issue, given its non-negligible mortality rate and the substantial 
costs associated with the management of this complication. This study aims 
to retrospectively evaluate the risk and protective factors associated with post-
ERCP pancreatitis (PEP) in a patient cohort, and to compare the findings with 
those reported in the literature [1].
Methods  Patients who underwent ERCP between October 2020 and June 2022 
at Maggiore Hospital (Bologna,Italy) were analyzed. PEP was defined according 
to the Cotton Consensus Criteria and graded for severity based on the revised 
Atlanta classification.
For each procedures clinical, laboratory, and procedural data were collected, 
as well as PEP incidence and its preventive strategies (rectal NSAIDs, intravenous 
hydration, pancreatic stenting). Variables were analyzed using univariate and 
multivariate logistic regression models.
Results  In the period of analysis 600 ERCP were analysed. All procedures were 
performed by 4 experienced endoscopists. The main indications for ERCP were 
choledocholithiasis (50.67 %), malignant stricture of the main bile duct 
(16.33 %), and recurrent stones of the main bile duct (7 %). PEP incidence was 
8.8 % with 0 % mortality. Cannulation of the pancreatic duct and the use of 
precut sphincterotomy emerged as significant risk factors for PEP (▶Table 1), 
with odds ratios comparable to those reported by ESGE guidelines. Injection 
of contrast into the pancreatic duct showed a possible association with PEP risk 
but was not statistically significant. Other known risk factors, such as female 
sex, young age, and normal bile duct diameter, were not significant in our 
population. Preventive measures—rectal NSAIDs and aggressive IV hydration—
also showed no significant protective effect, likely because they were widely 
and routinely used. Pancreatic stent placement did not significantly reduce PEP 
incidence, possibly because the complexity of procedures at our center often 
necessitated frequent stent use, diminishing statistical power.

▶Table 1	 

Risk factor Odds ratio (95 % IC) p-value

Pancreatic duct cannulation 3.52 (1.57-7.90) 0.002

Precut sphincterotomy 2.41 (1.14-5.09) 0.021

Pancreatic duct injection 2.39 (0.84-6.71) 0.099

Pancreatic duct stenting 0.547 (0.15-1.88) 0.339

S828

http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/86024387-e46b-42a5-adfd-2d319606468a/Uploads/19978_EUS_HG%20after%20GJ.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/86024387-e46b-42a5-adfd-2d319606468a/Uploads/19978_EUS_HG%20after%20GJ.mp4
http://data.process.y-congress.com/ScientificProcess/Data//106/660/1670/86024387-e46b-42a5-adfd-2d319606468a/Uploads/19978_EUS_HG%20after%20GJ.mp4


Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Conclusions  Post-ERCP pancreatitis (PEP) still represents one of the most sig-
nificant complications in the biliopancreatic field. Our retrospective analysis 
confirmed that the incidence of this complication in our patient population is 
comparable to that reported in the literature (3.5–15 %).Moreover, in our co-
hort only certain procedural factors—such as pancreatic duct cannulation and 
the use of precut sphincterotomy—are associated with an increased risk of PEP. 
Further data and multicentric studies are needed to validate our results.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Some therapeutic EUS procedures require multiple steps and exchanges and 
are technically demanding. Dedicated devices are desirable to improve repro-
ducibility and safety. FNA needles, borrowed from tissue acquisition, are usu-
ally used for transmural access. In our case, an 84-year-old woman was referred 
for jaundice due to lymphoma-related lymphadenopathies. ERCP was not fea-
sible due to duodenal infiltration; EUS-guided hepaticogastrostomy was per-
formed using a new dedicated access needle system (SonoTip AccessPro, Me-
di-Globe, Germany). In the video, we describe limitations related to FNA 
needles, present the main features and potential advantages of the new needle 
system, and illustrate all procedural steps. In our case, guidewire manipulation 
was particularly challenging, with many back-and-forth movements required; 
the blunt-tipped cannula allowed smooth manipulation without shearing.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/6eb5d428-c157-44ed-b125-d8a65c367fd1/Uploads/19978_
Video_ESGE %20Days %202026_def.mp4
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Aims  To assess the cost-effectiveness of computer-aided detection (CADe) for 
screening colonoscopy and to quantify, through value-of-information (VOI) 
analysis, which uncertainties most critically affect decision-making and should 
be prioritized for further research.
Methods  We adapted a Markov model of colorectal cancer (CRC) natural his-
tory to compare three strategies for average-risk 45-year-olds: no screening, 

10-yearly colonoscopy, and 10-yearly CADe-assisted colonoscopy up to age 75, 
from a U.S. payer perspective. The model incorporated screening, post-pol-
ypectomy surveillance, and CRC treatment, using published data on adenoma 
detection rate (ADR), CRC risks, costs, and utilities. Outcomes were CRC inci-
dence, CRC mortality, quality-adjusted life-years (QALYs), costs, and net mon-
etary benefit (NMB) at a willingness-to-pay (WTP) of $100,000/QALY. Proba-
bilistic sensitivity analysis (10,000 simulations) informed the expected value 
of perfect information (EVPI) and expected value of partial perfect information 
(EVPPI) for CADe performance, CRC natural history, and key cost parameters. 
Scenario analyses explored different magnitudes of CADe-driven ADR improve-
ment, alternative background CRC incidence, and a non-linear relationship 
between ADR and CRC risk (risk plateau above 40 % ADR).
Results  Both screening strategies were cost-effective vs no screening. Com-
pared with standard colonoscopy, CADe-assisted colonoscopy further reduced 
lifetime CRC incidence and mortality, yielding 75 additional QALYs per 10,000 
individuals at an incremental cost of $388 per person (ICER $44,074/QALY). 
CADe was optimal in 71 % of simulations at the $100,000/QALY WTP. Per-pa-
tient EVPI was $100, corresponding to a population EVPI of $5.8 billion over a 
10-year technology lifetime. The largest EVPPI contributions came from 
CADe-related ADR effects, CRC natural history, and polypectomy costs. In con-
servative (4 % ADR gain) and ADR-threshold scenarios, CADe remained poten-
tially cost-effective but EVPI exceeded $8 billion.
Conclusions  CADe-assisted colonoscopy is likely to be cost-effective for CRC 
screening, yet substantial decision uncertainty persists. VOI analysis shows that 
high-value future research should focus on real-world CADe effects on ADR, 
CRC natural history, and the shape of the ADR–CRC relationship, to better sup-
port guideline and reimbursement decisions on CADe implementation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreas divisum (PD) is a frequent congenital variant, yet its association 
with pancreatic duct calculi remains insufficiently described. This study evalu-
ates the prevalence, characteristics, and endoscopic outcomes of ductal stones 
in patients with PD.
Methods  We conducted a retrospective study including all patients managed 
for pancreatic duct stones between 2018 and 2025.
Among the 74 patients, 16 had PD. Clinical, anatomical, and therapeutic data 
were analyzed. Median follow-up was 29 months [1–3].
Results  Among 74 patients referred for pancreatic duct calculi, 16 (21.6 %) 
had PD. ERCP established the diagnosis in 8 cases (50 %) and confirmed MRI 
findings in the remainder. Complete PD was identified in 10 patients (62.5 %), 
and incomplete PD in 6 (37.5 %).Seven patients had microlithiasis ( < 5 mm), 
eight had stones measuring 5–10 mm, and one had a stone > 10 mm.Minor 
papilla sphincterotomy with duct clearance and stone extraction, followed by 
stent placement, was performed in all 16 patients. Clinical success was achieved 
in all cases (100 %). One technical failure due to a severe stenosis required 
surgical bypass. No ERCP-related adverse events occurred.
Conclusions  Pancreas divisum accounted for a substantial proportion (21.6 %) 
of patients presenting with pancreatic duct calculi. Stone formation was fre-
quent even in cases of small-caliber calculi. Minor papilla sphincterotomy with 
temporary stenting proved safe and highly effective in symptomatic PD. These 
data support considering PD in the differential diagnosis of ductal calculi
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound–guided choledochoduodenostomy (EUS-CDS) 
is a minimally invasive procedure for the management of malignant biliary 
obstruction (MBO), achieved through transduodenal placement of a lumen-ap-
posing metal stent (LAMS) into the extrahepatic bile duct. Despite the recent 
widespread adoption of the technique, the existing literature encompasses a 
heterogeneous case mix in terms of procedural and clinical settings, along with 
variable study quality, which limits the generalizability of previous meta-anal-
yses. To more reliably identify factors associated with safe and effective EUS-
CDS using LAMS, we pooled data exclusively from high-quality prospective 
studies.
Methods  The methodology of our analysis was based on PRISMA recommen-
dations. Electronic databases (Medline, Scopus, EMBASE) were searched up to 
September 2025 for prospective study including patients with distal malignant 
biliary obstruction who underwent EUS-CDS using LAMS. Meta-analysis was 
performed reporting pooled rates of technical success, clinical success, stent 
dysfunction, and adverse events (AEs) by means of a random model. Univariate 
meta-regression was performed to assess possible cause-effect associations 
between outcomes and both baseline, and procedural variables.
Results  Thirteen studies comprising 662 patients were included in the me-
ta-analysis. The pooled technical and clinical success rates were 95.0 % 
(I² = 33.6 %) and 89.7 % (I² = 48.7 %), respectively. Stent dysfunction occurred in 
16.5 % (I² = 73.3 %) of cases over a mean follow-up period ranging from 30 to 
360 days. Duodenal involvement and the use of a small-caliber LAMS (6 mm) 
were associated with an increased risk of stent dysfunction. Coaxial stent place-
ment had no impact on the risk of stent dysfunction. The pooled adverse event 
rate was 19.2 % (I² = 82.2 %). Stent maldeployment was reported in 4.0 % 
(I² = 0 %) of cases, with smaller CBD diameter trending as a potential risk factor 
for this event (p: 0.056).
Conclusions  EUS-CDS with LAMS is a safe and effective option for relief of MBO. 
Avoiding patients with duodenal involvement and selecting an appropriate 
stent size is crucial for minimizing stent dysfunction.
Conflicts of Interest  Author: M.S. has received fees for serving as a consultant 
from Olympus Corp, and Boston Scientific. C.H has received fees for serving as 
a consultant from Fujifilm Co. and Medtronic Co, Author A.R has received fees 
for serving as a consultant from Fujifilm Co., Medtronic Co., and Boston Scien-
tific. The other author declares no conflict of interest.

eP942V  Gastroscope-assisted ERCP with duodenal 
retroversion for stent-in-stent biliary drainage in 
malignant duodenal bulb obstruction
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Spadaccini M3, 1, Fugazza A1, Repici A1, 3

Institutes  1  Humanitas Research Hospital, Rozzano, Italy; 2  Humanitas 
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Abstract Text
Malignant jaundice with duodenal obstruction can prevent conventional trans-
papillary biliary access. EUS-HGS may be considered for jaundice palliation. A 
54-year-old patient with locally advanced pancreatic head adenocarcinoma, 
previously treated with a biliary stent and gastroenterostomy for duodenal bulb 
stenosis, re-presented after one month with jaundice. CT showed left intrahe-
patic biliary dilatation. EUS-HGS was attempted but failed due to an inadequate 
EUS window. Duodenoscope passage across the stricture was not feasible. A 
therapeutic gastroscope (3.2-mm channel) reached the papilla, where the pri-
or stent was obstructed by tumoral ingrowth. With duodenal retroversion, the 
main bile duct was achieved and a new metal stent was placed. Control fluor-
oscopy showed marked bilateral aerobilia [1–5].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/54e099b4-a6c0-4d7a-af58-7914d76a4671/Uploads/19978_
esgefinal.mp4
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eP943  Adenoma Detection Across the Clock: Do 
Younger Endoscopists Outperform?
Authors  Flandes Iparraguirre A1, Müller Pérez C2, Bartolomé Oterino I1, 
Redondo Evangelista S1, Hernández Pérez M1, Tabernero Da Veiga S1
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DOI  10.1055/s-0046-1822295
Aims  The Adenoma Detection Rate (ADR) is a key quality indicator in colonos-
copy and is strongly associated with the prevention of interval colorectal cancer 
[1–3]. In this study, we evaluated double-shift endoscopists, defined as attend-
ing physicians performing colonoscopies continuously during both the morn-
ing and afternoon sessions on the same day.
The primary aim was to determine whether fatigue accumulated over a con-
tinuous working day affects older endoscopists ( ≥ 40 years) more than young-
er ones ( < 40 years). Specifically, we sought to compare ADR between morning 
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and afternoon procedures within each age group to identify whether older clini-
cians show a greater decline in detection performance as the day progresses.
Methods  A retrospective study was conducted using colonoscopies performed 
during the year 2021, a period in which COVID-19–related backlogs led to an 
increased need for double-shift endoscopists. Only colonoscopies performed 
by attending physicians who worked continuously during both morning and 
afternoon sessions on the same day were included, ensuring within-endosco-
pist comparison and minimizing inter-operator variability.
Exclusion criteria were:

▪▪ Inadequate bowel preparation (Boston < 2 in any segment)
▪▪ Incomplete examinations
▪▪ Procedures performed on hospitalized or urgent/emergency patients
▪▪ Colonoscopies belonging to the organized colorectal cancer screening 
program

▪▪ Colonoscopies performed by a resident physician.
After applying these criteria, 307 colonoscopies remained for analysis per-
formed by 18 endoscopists (7 younger than 40 and 11 aged 40 years or older). 
Adenoma Detection Rate (ADR) was compared between morning and after-
noon procedures separately for younger ( < 40 years) and older ( ≥ 40 years) 
endoscopists using contingency tables and chi-square testing, with statistical 
significance set at p < 0.05.
Results  A total of 161 procedures were performed by younger clinicians. ADR 
remained stable throughout the day. Morning ADR was 38.6 % (27/70) where-
as afternoon ADR was 39.6 % (36/91). No significant difference was observed 
(p = 1.0), indicating preserved performance across shifts (▶Table 1).

▶Table 1	 

En-
dos-
co-
pist 
Age

Morn-
ing 
ADR

N 
(Morn-
ing)

Af-
ter-
noon 
ADR

N 
(After-
noon)

p-val-
ue

 < 40 
years

38.6 % 70 39.6 % 91 1.00

 > 40 
years

44.4 % 54 23.9 % 92 0.0167

Among 146 procedures performed by older clinicians, ADR varied markedly by 
time of day, morning ADR was 44.4 % (24/54) while afternoon ADR was 23.9 % 
(22/92). This twofold decrease in the afternoon was statistically significant 
(p = 0.0167) suggesting greater susceptibility to within day performance de-
cline.
Conclusions  The effect of procedure timing on adenoma detection appears 
to be age-dependent. Younger endoscopists maintained consistent ADR 
throughout the day, with similar performance in morning and afternoon ses-
sions. In contrast, older endoscopists showed a significant decline in ADR dur-
ing afternoon procedures, with markedly higher detection rates in the morning. 
Notably, older endoscopists achieved a higher ADR than younger endoscopists 
during morning sessions, suggesting that their peak performance occurs ear-
lier in the day. Because only within-endoscopist double-shift days were analyz-
ed, these results are unlikely to be confounded by differences in operator skill 
or technique. These findings highlight the potential value of age-informed 
scheduling and underscore the need for strategies aimed at mitigating after-
noon performance decline in older clinicians.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Rex DK, Schoenfeld PS, Cohen J, Pike IM, Adler DG, Fennerty MB et al. 
Quality indicators for colonoscopy. Gastrointest Endosc 2015; 81: 31–53

[2]  Kaminski MF, Regula J, Kraszewska E, Polkowski M, Wojciechowska U, 
Didkowska J et al. Quality indicators for colonoscopy and the risk of interval 
cancer. N Engl J Med 2010; 362: 1795–803
[3]  Corley DA, Jensen CD, Marks AR, Zhao WK, Lee JK, Doubeni CA et al. Ad-
enoma detection rate and risk of colorectal cancer and death. N Engl J Med 
2014; 370: 1298–306

eP944  Saline-Optimized Waveforms Versus Con-
ventional Modes for Controlled Energy Delivery in 
Saline-Immersion Therapeutic Endoscopy
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Aims  Saline-immersion therapeutic endoscopy (SITE) exposes electrosurgical 
generators to a highly conductive environment, with loss of voltage stability, 
marked power escalation, and a shift from spark-mediated cutting to conduc-
tion-mediated coagulation. Dedicated saline-optimized waveforms have been 
developed to counteract these effects, but comparative data versus conven-
tional cutting and coagulation modes across different knives is limited.
Methods  Using the same ex-vivo porcine gastric platform, three knives (1.5, 
0.5, and 0.4 mm electrodes) were evaluated in air and saline under seven wave-
forms. These were grouped as conventional cutting, coagulation, and dissec-
tion modes, including blended cut and dissection algorithms designed for saline 
use. For each knife–mode–environment combination, six standardized cuts 
were performed (252 in total). Electrical parameters, cutting success, and lat-
eral thermal spread were quantified.
Results  In air, all cutting and dissection waveforms produced complete inci-
sions in 100 % of activations, whereas coagulation modes did not generate a 
full channel, as expected. Under saline, cutting success with the thick knife fell 
from 57 % in air to 43 % in saline, indicating a loss of cutting efficiency despite 
a nearly 20-fold rise in delivered power. Thin knives, by contrast, main-
tained ≥ 71 % overall success in saline; when paired with saline-adapted cutting 
or dissection waveforms, cutting success reached 100 %. Coagulation modes in 
saline produced the greatest lateral spread with the thick electrode, with increases 
up to 167 % versus air, and mean spread reaching 1.35 mm. In contrast, blended 
cut and dissection waveforms used with thin knives confined lateral spread to ≤ 0.8 
mm. One voltage-controlled dissection mode was the only configuration in which 
saline did not enlarge, but slightly reduced spread for both thin knives ( ≈ 9–13 % 
decrease versus air), while preserving full cutting efficacy.
Conclusions  In a saline-immersion setting, conventional coagulation modes 
combined with thick electrodes lead to pronounced power escalation and ex-
cessive thermal spread; whereas, saline-optimized cutting and dissection wave-
forms used with thin electrodes maintain reliable cutting and keep lateral in-
jury within submillimetric limits. Effective and safe SITE therefore depends on 
deliberate pairing of thin-tip knives with saline-adapted algorithms, and on 
substantial down-titration of coagulation currents when larger electrodes must 
be used.
Conflicts of Interest  AC is a consultant for ERBE, Boston Scientific RM is a 
consultant for ERBE, Fujifilm, 3DMatrix and Boston Scientific CH is a consultant 
for Alpha-Sigma, Fujifilm, Medtronic, Norgine, Olympus and Pentax AR is a 
consultant for Medtronic, ERBE, Fujifilm and Olympus Others authors nothing 
to declares
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eP945  Urgent EUS for incidentally detected subepi-
thelial lesions—A 3-year single-centre registry
Authors  Ochea F1, 2, Badiu S2, 1, Tieranu CG2, 1, Olteanu OA2, Ionescu EM2, 1, 
Saftoiu A1, 2

Institutes  1  Carol Davila University of Medicine and Pharmacy, Bucharest, 
Romania; 2  Elias Emergency University Hospital, Bucharest, Romania
DOI  10.1055/s-0046-1822297
Aims  Evidence on urgent endoscopic ultrasound (EUS) for subepithelial lesions 
(SELs) is limited. ESGE guidelines recommend EUS-guided fine-needle biopsy 
(FNB) or mucosal-incision-assisted biopsy (MIAB) for SELs ≥ 20 mm or when 
histology is required to guide therapy, while allowing imaging-based manage-
ment for clearly benign lesions. We evaluated the feasibility, diagnostic yield 
and impact on management of urgent EUS for unclear lesions detected during 
urgent endoscopy in a tertiary emergency hospital [1].
Methods  We retrospectively reviewed all EUS procedures performed between 
01.01.2023 and 20.11.2025 (524 total) and selected only urgent EUS per-
formed after emergency endoscopy failed to clarify the diagnosis (incidental-
ly detected SELs, mucosal thickening, suspected masses). For each case we 
collected lesion location, size (largest diameter), EUS features, real-time elas-
tography, contrast-enhanced EUS (CEH-EUS), performance of EUS-FNB, final 
histology/diagnosis, management decision and follow-up. Primary endpoints 
were: (1) proportion of lesions characterized by multimodal EUS and (2) rate 
of management change after EUS and/or tissue diagnosis. Secondary endpoints 
were diagnostic yield of FNB and procedural complications.
Results  Thirty-five urgent EUS procedures were analysed (57.1 % males; me-
dian age was 65 years, IQR: 56–70). Lesions were predominantly gastric and 
duodenal (24/35 = 68.6 %). Additional cases included esophageal, jejunal and 
mediastinal lesions. Median lesion size was 28 mm (IQR: 18–40) and 23/35 
(65.7 %) lesions were ≥ 20 mm. EUS allowed characterization of layer of origin 
and echogenic pattern in all cases, and real-time elastography supported the 
diagnosis of soft lesions such as lipomas, while CEH-EUS highlighted tissue 
vascularization by contrast uptake pattern. EUS-FNB was performed in 9/35 
(25.7 %) cases, mainly in suspected GIST/NET or indeterminate solid masses 
(7/23 lesions ≥ 20 mm and 2/12 < 20 mm). Of these, 5/9 (55.6 %) FNBs were 
diagnostic, while 4/9 (44.4 %) were inconclusive due to insufficient material. 
Final diagnoses included 15 GISTs, 3 neuroendocrine tumors, 3 lipomas, 3 cyst-
ic lesions, and several other benign or inflammatory conditions; five cases re-
mained histologically or etiologically inconclusive. EUS findings and/or histol-
ogy led to a change in management in 85 % (30/35 of cases), with surgery 
planned mainly for GIST, NET, carcinoma, lymphoma and significant stenosis, 
and surveillance / conservative management for lipomas, cysts, focal nodular 
hyperplasia, inflammatory lesions and extrinsic compressions. No EUS-related 
complications or deaths were recorded.
Conclusions  In this 3-year emergency hospital registry, urgent EUS with se-
lective use of FNB, in lesions where histology could change management, was 
feasible and safe, frequently clarified uncertain findings after emergency en-
doscopy and supported tailored decisions between surgery or conservative 
management. The selective use of FNB by avoiding random sampling of clear-
ly benign or non-mass lesions, appears consistent with ESGE size and risk-based 
recommendations. Larger prospective series with standardized data collection 
will be useful to refine predictors of which SELs benefit most from urgent tissue 
diagnosis.
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eP946  The use of Cholangioscopy in the Assess-
ment for those undergoing Liver transplantation in 
Primary Sclerosing Cholangitis
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Aims  Primary Sclerosing Cholangitis (PSC) is a common indication for liver 
transplantation. However, PSC is a recognised risk factor for cholangiocarcino-
ma (CCA) and the investigation of concerning strictures in PSC is a significant 
part of focus of investigations in to PSC. This is vitally important in those un-
dergoing transplantation, where currently, in the UK, having CCA is an exclusion 
criterion for transplantation. Cholangioscopy is a recognised tool used in this 
scenario. Studies have shown that cholangioscopy is the most useful tool in the 
detection of CCA in PSC but it still only has a sensitivity of 65 % [1]. This is sig-
nificant lower than when compared to non PSC indeterminate biliary strictures 
assessment which has a sensitivity as high as 94 % [2]. These studies show the 
specificity is similar between PSC and non PSC groups at 95-97 %.
This study evaluates the diagnostic performance of cholangioscopy-guided 
assessment in patients with concerning biliary strictures undergoing assess-
ment for liver transplantation on the background of PSC. To the authors knowl-
edge there is no published data addressing this specific question.
Methods  This was a retrospective, single-centre study including consecutive 
patients, who had PSC as the underlying liver disease, who underwent Liver 
transplantation assessment. The study looks at patients under assessment from 
January 2020 to September 2025. All patients had biliary strictures considered 
suspicious for malignancy based on cross-sectional imaging. Cholangioscopy 
was performed using the SpyGlass DS II system (Boston Scientific), and all bi-
opsies were obtained under direct visual guidance.
Results  108 patients with PSC were worked up for liver transplantation during 
this time. 26 patients had an ERCP as part of their assessment and 15 of these 
had cholangioscopy. 2 (13.3 %) were found to have CCA and so not listed. 1 was 
delisted for another reason. 1 (8.3 %) is currently on the waiting list and 11 have 
been transplanted. Of these 1/11 (9.3 %) was found to have CCA on their ex-
plant. Of the 93 patients who did not have cholangioscopy 6 (6.5 %) had CCA 
on their explant and only 1 of these had had an ERCP, which did not detect the 
CCA .
In this cohort pre-transplant cholangioscopy has a sensitivity of 66.7 % and a 
specificity of 100 %. Its positive predictive value is 100 % and its negative pre-
dictive value is 91.7 %. This is compared to a negative predictive value of 93.5 % 
for those patients being assessed for transplant who were deemed not to need 
cholangioscopy. The similar negative predictive value for patients who are 
deemed to need cholangioscopy and those who are deemed not to need chol-
angioscopy is evidence of the benefit of cholangioscopy in this settings.
Due to the rarity of this scenario and the ethical difficulties involved conducting 
a randomised controlled study will be challenging to power. Therefore, moving 
forward there is a need for the liver transplant centres to pool their data on this 
cohort of patients to further assess the role of cholangioscopy in the assessment 
of potential liver transplant recipients with PSC.
Conclusions  These results indicate that cholangioscopy is a useful tool to help 
minimise the risk of transplanting patients with PSC who have a concurrent 
CCA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP947V  Non traumatic intrathoracic liver hernia-
tion: An Unusual Finding on EUS
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Abstract Text
Our patient presented with an acute worsening of chronic gastrointestinal 
symptoms. A non-contrast CT showed colonic wall thickening and a homoge-
neous mass near the distal esophagus, initially suspected to be a leiomyoma. 
Endoscopy was unremarkable, but EUS proved crucial: it revealed an intratho-
racic mass composed of hepatic parenchyma extending across the cardia, rais-
ing suspicion of hepatic herniation. MRI subsequently confirmed herniation of 
the left hepatic lobe. Only few cases of non-traumatic intrathoracic hepatic 
herniation have been reported, and none included an EUS assessment. This 
case illustrates how EUS, with its dynamic nature and high-resolution assess-
ment of deep structures, represents a valuable diagnostic tool even in rare 
clinical scenarios. The case highlights also that hepatic herniation may be an 
incidental finding and should be considered in the differential diagnosis of tho-
racic masses [1–4].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/1561b08b-fb57-4020-8580-8b942b403fb9/Uploads/19978_
video_HH %20finale.mp4
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eP948  Diverse applications for a new slim thera-
peutic gastroscope with large 3.2mm diameter 
working channel in challenging cancer patients: a 
case series
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Problem to solve  The use of smaller diameter gastroscopes often comes at 
the expense of functionality which may limit their use in anatomically challeng-
ing situations.
Innovation  A new slim therapeutic channel gastroscope (Fujifilm EG-840TP) 
with expanded flexibility was recently introduced. The scope was principally 
designed to support the growing field of third space endoscopy. In this case 
series, we highlight the diverse applications for this remarkably agile and slim 
7.9mm diameter gastroscope with large 3.2mm working channel. This sin-
gle-center case series performed at a tertiary cancer center highlights seven 
patients with malignancy who underwent endoscopy with the slim scope for 
various indications (▶Table 1).

▶Table 1	  Summary of cases highlighting applications for a new slim 
therapeutic channel gastroscope.

Case Age Sex Diagnosis Endoscopic 
intervention

1 82 F Metastatic 
pancreatic cancer 
with bile duct 
obstruction and 
pyloric stenosis

ERCP with 
placement metal 
biliary stent

2 65 M Metastatic gastric 
cancer with bile 
duct obstruction 
and duodenal 
stenosis

ERCP with 
exchange of 
plastic for metal 
biliary stent

3 59 M Metastatic 
gallbladder 
cancer with 
sigmoid colon 
obstruction

Placement metal 
colonic stent

4 58 F Squamous cell 
cancer tongue 
with esophageal 
stenosis and 
non-healing 
gastro-cutaneous 
fistula

Closure of 
gastro-cutaneous 
fistula with 
through-the-
scope clips

5 87 M Recurrent 
laryngeal cancer 
with high-grade 
pharyngoesopha-
geal anastomotic 
stricture

Rendezvous 
balloon dilation 
of stricture via 
gastrostomy tube 
site

6 82 F Metastatic 
pancreatic cancer 
and gastric outlet 
obstruction

Facilitate EUS-GJ 
by traversing 
duodenal 
stricture to 
directly instill the 
jejunum with 
water

7 72 M Fistulizing 
pancreatic head 
cystic mucinous 
neoplasm 

Direct explora-
tion with 
diagnostic biopsy 
/ aspiration

Results  We included seven patients who underwent endoscopic interventions 
using the slim therapeutic gastroscope for various conditions. The diagnoses 
included metastatic gastric and pancreatic cancer with gastric outlet and distal 
bile duct obstruction, metastatic gallbladder carcinoma with large bowel ob-
struction, squamous cell cancer of the tongue with esophageal stenosis and 
chronic non-healing gastro-cutaneous fistula, recurrent laryngeal cancer with 
high-grade pharyngoesophageal anastomotic stricture, metastatic gastric 
cancer with gastric outlet obstruction, and a fistulizing pancreatic cystic lesion 
incidentally found on CT. Endoscopic procedures performed included: ERCP 
with biliary stent placement and biliary stent exchange in the setting of gastric 
outlet obstruction; colonic stent placement; closure of gastro-cutaneous fis-
tula using through-the-scope endo-clips; rendezvous balloon dilation of a high 
grade pharyngoesophageal anastomotic stricture via a gastrostomy tube site; 
facilitating endoscopic ultrasound-guided gastrojejunostomy in the setting of 
severe duodenal stricture; and direct endoscopic evaluation of a fistulizing 
pancreatic head cystic mucinous neoplasm. These diverse applications demon-
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strate the gastroscope’s flexibility in managing a variety of complex gastroin-
testinal oncologic conditions.
Conclusions  The Fujifilm EG-840TP slim treatment gastroscope has significant 
advantages when compared to standard and therapeutic gastroscopes due to 
its small 7.9mm outer diameter, large 3.2mm working channel and expanded 
flexibility. These cases highlight the versatility and utility of the slim therapeu-
tic gastroscope in navigating anatomically challenging and previously inacces-
sible locations, offering enhanced therapeutic potential where standard and 
therapeutic endoscopes may fall short.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adequate bowel preparation is crucial for high-quality colonoscopy. Al-
though oral laxative-based regimens remain the standard, they are often poor-
ly tolerated by frail patients. Colon Wash, a retrograde colonic irrigation tech-
nique, has emerged as a potential alternative. This study aimed to compare the 
efficacy and tolerability of Colon Wash with standard oral low-volume osmotic 
preparations [1–16].
Methods  In this single-center observational study, adults undergoing colo-
noscopy were included. Overall, 160 patients received Colon Wash and 250 
received standard oral low-volume osmotic preparations. After 1:1 near-
est-neighbor propensity score matching for age, sex, BMI, abdominal surgery, 
and performance status, 150 patients per group were analyzed. Bowel cleans-
ing quality was assessed using the Boston Bowel Preparation Scale (BBPS). 
Adequate preparation was defined as a total BBPS ≥ 6 with ≥ 2 in all segments.
Results  Adequate bowel cleansing was achieved in 86 % of Colon Wash patients 
and 88 % of those receiving standard oral low-volume osmotic preparations 
(p = 0.732). Colon Wash was associated with significantly fewer preparation-re-
lated side effects (0 % vs. 22 %, p < 0.001) and a higher cecal intubation rate 
(100 % vs. 92 %, p < 0.001). No complications occurred in the Colon Wash group. 
Nausea was the most frequent adverse event with standard oral low-volume 
osmotic preparations (22 %).
Conclusions  Colon Wash provided comparable efficacy and superior tolera-
bility versus standard oral low-volume osmotic preparations. It represents a 
valid alternative for bowel cleansing and warrants consideration for wider clin-
ical adoption.

Conflicts of Interest  A. Repici is a consultant for Boston Scientific and has 
received consulting fees from Fujifilm Co., Medtronic Co., and Olympus Corp.B. 
Mangiavillano is a consultant for TaewoongC. Hassan has received consulting 
fees from Fujifilm Co. and Medtronic Co.M. Spadaccini is a consultant for Boston 
Scientific and honarium speaking for Olympus Corp
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Aims  The primary objective of this study was to histologically validate the 
assumption that Endoscopic Sleeve Gastroplasty (ESG) induces full-thickness 
scarring and long-term fibrosis similar to surgical Sleeve Gastrectomy (SG). 
While Laparoscopic Sleeve Gastrectomy (LSG) creates a high-pressure system 
via irreversible anatomical restriction, recent physiological data suggest ESG 
functions as a compliance-sparing "low-pressure" system that preserves eso-
phageal motility. Consequently, we hypothesized that the restrictive mecha-
nism of ESG relies on delayed emptying rather than the structural rigidity seen 
in surgery. This study analyzed gastric wall fibrosis and muscular thickness in 
patients undergoing SG after previous ESG versus primary SG to determine if 
ESG induces the tissue remodeling necessary for permanent distensibility re-
duction (▶Table 1).

▶Table 1	 

Parameter ESG-SG Group 
(n = 11)

SG Group 
(n = 11)

P-value

Submucosal Fibrosis (Mean ± SD) 
3.29 ± 1.21 mm

3.18 ± 1.37 mm 0.895 *

Submucosal Fibrosis (Median) 
2.9 mm

3.3 mm –

Muscularis Propria Thickness 
(Mean ± SD) 1.58 ± 0.63 mm

1.45 ± 0.48 mm 0.84

Fibrosis Extension (Pattern/Depth) Identical distribution Identical 
distribution 1.00†; *Mann–Whitney U test; †Fisher’s exact test

Methods  This study was designed as a blinded, comparative histopathological 
evaluation of gastric specimens. The study population consisted of patients 
undergoing rescue SG after a prior ESG (ESG-SG group) and a control group 
undergoing primary SG (SG group). All specimens were evaluated by a pathol-
ogist blinded to group allocation to ensure objective assessment. Key histolog-
ical metrics included submucosal fibrosis thickness (mm), muscularis propria 
thickness (mm), and fibrosis extension (classified as submucosa only vs. sub-
mucosa + muscle). Statistical analysis included the Shapiro–Wilk test for nor-
mality, with group comparisons performed using Mann–Whitney tests, Welch 
t-tests, and Fisher’s exact test.
Results  A total of twenty-two patients were included in the analysis (11 in the 
ESG-SG group and 11 in the SG group). The histopathological analysis revealed 
no significant structural differences between the two groups. Submucosal fi-
brosis thickness was comparable, with a negligible mean difference of + 0.11 
mm (95 % CI –1.04 to + 1.26 mm). Similarly, muscularis propria thickness did 
not differ significantly between groups (p = 0.84), and fibrosis extension pat-
terns were identical (p = 1.00), showing no qualitative differences in depth or 
architecture.

Conclusions  This blinded histopathological analysis demonstrates that gastric 
wall architecture after ESG does not exhibit increased submucosal fibrosis, 
greater muscular thickness, or deeper fibrosis extension compared to primary 
SG. These findings challenge the widespread assumption that ESG mimics the 
full-thickness scarring of surgical resection. Instead, the absence of structural 
stiffening supports the classification of ESG as a "low-pressure" system where 
clinical efficacy is likely driven by motility modulation (decelerated gastric emp-
tying) rather than the irreversible reduction of distensibility characteristic of 
high-pressure surgical sleeves. This distinction positions ESG as a mechanistic 
entity separate from resection-based surgery, aligning with recent evidence of 
preserved esophageal physiology.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Duodenal endoscopic submucosal dissection (ESD) is historically con-
sidered one of the highest-risk endoscopic resections in Western practice due 
to thin wall anatomy and high perforation rates reported in earlier studies. As 
a result, Western adoption remains limited. We aimed to evaluate the feasibil-
ity, safety, and oncologic performance of duodenal ESD compared with EMR 
over a 5-year period in a Western expert center.
Methods  We retrospectively analyzed all non-ampullary duodenal lesions 
resected between 2019–2024. Patients were treated with EMR (n = 8) or ESD 
(n = 7). Demographics (age, sex, comorbidities), lesion size, D1–D3 location, 
morphology, and Vienna classification were recorded. Mean lesion size was 
comparable between EMR and ESD (31.0 vs 26.1 mm; p = 0.77). Sex distribution 
(62.5 % vs 57.1 % male) and comorbidities (62.5 % vs 42.8 %; p = 0.62) were sim-
ilar, indicating no selection bias. Paris classification included predominantly 
superficial elevated (0-IIa) and flat mixed patterns (0-IIa/Is). Statistical analysis 
included Fisher’s exact test and Mann–Whitney U. Correlation between lesion 
size and en-bloc resection was assessed via Spearman’s coefficient. Procedural 
time could not be analyzed due to incomplete documentation.
Results  ESD achieved 100 % en-bloc resection (7/7) compared with 42.8 % for 
EMR (p = 0.028). R0 resection rates were identical (83.3 %) when margins were 
assessable.Safety outcomes were excellent: no perforations (0 %), no delayed 
bleeding, and no patient required surgery. One immediate intraprocedural 
bleed occurred in the ESD group (14.2 %), successfully controlled endoscopi-
cally.
Critically, most ESDs were performed in D2 (6/7), the anatomically highest-risk 
duodenal segment. ESD achieved a 100 % en-bloc rate in D2, with zero perfo-
rations and zero delayed bleeding, demonstrating exceptional safety even in 
the most challenging location.
Paris classification contributed to meaningful selection differences. EMR was 
used mainly for superficial elevated 0-IIa or Is lesions suited for lifting–snare 
resection. ESD was preferentially used for flat or mixed 0-IIa/0-IIa + Is lesions, 
which traditionally carry higher risks of incomplete resection with standard 
EMR.Despite this, ESD maintained 100 % en-bloc across all Paris morphologies.
Lesion size did not correlate with en-bloc success (Spearman ρ = –0.26, 
p = 0.34), indicating that ESD maintained stable technical performance across 
increasing lesion dimensions. Recurrence occurred in one ESD patient, while 
none was observed after EMR.
Patient factors (age, sex, comorbidities), lesion size, and anatomical location 
did not influence technique selection or outcomes, supporting the robustness 
of ESD performance in this cohort.
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Conclusions  In this 5-year Western cohort, duodenal ESD demonstrated per-
fect en-bloc performance and zero perforations, overturning long-standing 
concerns about duodenal ESD safety in Western practice. The ability to achieve 
100 % en-bloc resection even in D2—while maintaining a 0 % perforation rate—
represents a major technical achievement and aligns with high-quality Asian 
data.ESD should be strongly considered for large or complex non-ampullary 
duodenal lesions requiring definitive histologic assessment. EMR remains ap-
propriate for small, low-risk lesions; however, for curative-intent resections, 
ESD offers clearly superior technical and oncologic performance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Progressive fibrosis in chronic pancreatitis (CP) alters the mechanical 
properties of the pancreatic parenchyma which results in increased tissue stiff-
ness. Endoscopic ultrasound shear-wave elastography (EUS-SWE) quantifies 
pancreatic stiffness that may help distinguish fibrotic from normal pancreatic 
tissue. This prospective study aimed to compare pancreatic shear-wave veloc-
ity (Vs) and elasticity (E) values between patients with CP and individuals with 
a normal pancreas.
Methods  In this single centred study of 7 months duration, 42 consecutive 
adults undergoing EUS for evaluation of CP or for non-pancreatic indications 
were enrolled. Participants were classified into a CP group (n = 20) based on 
imaging and tests of pancreatic insufficiency and a control group (n = 22) with 
normal pancreatic morphology. During EUS, Vs was measured in metres/sec-
ond(m/s) and E in kilopascals (kPa) using the Olympus EUS ME3 system. Mean 
values were compared between groups, and diagnostic performance was as-
sessed using receiver operating characteristic (ROC) analysis and statistical 
significance was considered with a p value less than 0.05.
Results  The mean age of the CP group was 41.35 years and the control group 
was 43 years. Majority of the CP cases were males (n = 13). The mean Vs of the 
CP group was 2.46 + 0.3 m/s which was significantly higher than that of the 
control group which was 1.89 + 0.37 (p < 0.05). A Vs value of 2.2 m/s was 95 % 
sensitive and 82 % specific for predicting CP with area under ROC (AUROC) of 
0.88. Similarly, mean E value of CP group 19.03 + 1.59 kPa was also significant-
ly higher than the control group which was 12.16 + 5.30 kPa (p < 0.05). An E 
value of 17.5 kPa was 85 % sensitive and 82 % specific for predicting CP with 
AUROC of 0.87.
Conclusions  In the present study EUS-SWE reliably distinguished chronic pan-
creatitis from normal pancreas by demonstrating significantly higher levels of 
tissue stiffness in CP thereby emphasising the role of EUS-SWE as a useful ad-
junctive tool for quantification of pancreatic fibrosis in patients of CP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Despite the utility of rapid on-site cytological examination (ROSE) in 
Endoscopic Ultrasound-Guided Tissue Acquisition (EUS-TA), it is not uniformly 
performed in all centers because of limited availability. Macroscopic on-site 
examination (MOSE) is an alternative method that improves diagnostic ability 
depending on the visible whitish core length. Cell Block method is suitable for 

evaluating histological architecture, immunostaining, and molecular studies. 
We evaluated diagnostic performance of MOSE with core biopsy and Cell Block 
method using core biopsy needles
Methods  EUS guided Fine Needle Biopsy (FNB) was performed using cell block 
method and MOSE with core biopsy. The primary and secondary outcome 
measures were diagnostic accuracy, diagnostic yield, sensitivity, specificity, 
positive and negative predictive values, and the number of passes, respective-
ly. The optimum length for macroscopic visible core (MVC) by MOSE to achieve 
accurate diagnosis was evaluated.
Results  Ninety-six patients (48 cell block and 48 MOSE) were enrolled. Mean 
lesion size was larger in MOSE group (33.23 ± 24.35mm vs 27.88 ± 12.32 mm 
P = 0.692). Diagnostic accuracy (93.75 %), diagnostic adequacy (79.17 %), sen-
sitivity (92.68 % vs 92.86 %), specificity (100 %), positive predictive value 
(100 %), negative predictive value (70 % vs 66.67 % P = 0.612) of the two meth-
ods were similar. Mean number of needle passes in MOSE was significantly 
lower (1.77 vs 2.44, p value < 0.001). Mean core length in MOSE group was 
12.31 mm ± 7.67 mm. Area under receiver operating characteristic curve anal-
ysis showed that core length of ³5mm gives a high sensitivity (93 %) for specif-
ic diagnosis. Immunohistochemistry results were also obtained in both the 
groups when required (12.5 % in MOSE group vs 18.75 % in Cell Block group, 
P = 0.399).
Conclusions  Cell block and MOSE method in EUS FNB both yields comparable 
results but number of passes required are less in MOSE group. Obtaining longer 
core length increase sensitivity for specific diagnosis in MOSE group. If adequate 
core can’t be obtained, cell block method also gives comparable results. Be-
sides, it also useful for preserving architectural composition and for immuno-
histochemistry studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastroenterology in Germany increasingly relies on physicians with a 
migration background, many of whom are actively involved in endoscopy. In a 
nationwide survey among members of the German Society of Gastroenterol-
ogy (DGVS), over 90 % of gastroenterologists with and without migration back-
ground reported at least one incident of hostility within 24 months; first-gen-
eration migrant physicians showed higher cumulative exposure and more often 
changed workplace because of these experiences, while still reporting high 
work-related thriving. Quantitative data, however, provide limited insight into 
how such hostility and discrimination translate into everyday clinical routines, 
hierarchical training structures and access to endoscopy training. This qualita-
tive study aimed to explore how gastroenterologists perceive and interpret 
racism and discrimination in their professional lives, with a specific focus on 
hidden barriers in endoscopy training and career development.
Methods  We analysed free-text responses from a nationwide, anonymous 
online survey among members of the German Society of Gastroenterology 
(DGVS). In addition to standardised items on work-related well-being, hostili-
ty and migration background, participants were invited to describe experienc-
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es and views on racism and discrimination in open comment fields. Two re-
searchers conducted a reflexive thematic analysis following Braun and Clarke, 
iteratively generating and refining themes and comparing narratives from re-
spondents with and without a migration background.
Results  Five themes were identified: (1) Interpersonal sources of workplace 
discrimination – including racist harassment, devaluation and questioning of 
competence by superiors, colleagues, patients and relatives; (2) Feeling left 
behind in training – perceived systematic disadvantage of physicians with mi-
gration background in access to endoscopy training, supervised procedures 
and promotion; (3) Intersecting identities – overlapping effects of migration 
background, gender, skin colour and visible religiosity, particularly in pa-
tient-facing endoscopy settings; (4) Perceived irrelevance and externalisation 
– voices that downplayed racism as a professional issue or shifted responsibil-
ity to “others”; and (5) Strategies for a fair training culture – calls for transpar-
ent, competency-based allocation of endoscopy training, clear institutional 
positions against discrimination and low-threshold, preferably anonymous 
reporting structures.
Conclusions  Discrimination and hostility are experienced as hidden structur-
al barriers within endoscopy training and career progression, especially for 
physicians with a migration background. Addressing these barriers through 
transparent training pathways and organisational accountability is likely essen-
tial for workforce retention, team functioning and high-quality endoscopic 
care. Professional societies such as ESGE and DGVS can play a key role in defin-
ing and promoting inclusive endoscopy training standards.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Despite major endoscopic advances in the treatment of primary achala-
sia, particularly with peroral endoscopic myotomy (POEM), pneumatic dilation 
remains an important therapeutic option. Assessing its real-life outcomes in 
local clinical practice is essential to optimize patient management [1, 2].
The aim of this study was to evaluate the clinical results of pneumatic dilation 
in primary achalasia.
Methods  Prospective single-center study including patients with confirmed 
primary achalasia and Eckardt score > 3, treated with 30-mm pneumatic balloon 
dilation between January 2023 and September 2024. Clinical follow-up was 
performed at 2 weeks, 1, 3, 6, and 12 months. Additional dilation sessions were 
performed for persistent symptoms (Eckardt score > 3). Treatment success was 
defined as clinical remission (Eckardt score < 3) without need for POEM or sur-
gery at one year.
Results  Twenty-eight patients were included (mean age 51 years, range 17–
79; M/F = 0.4). Achalasia type: I (n = 24), II (n = 3), III (n = 1). Twelve patients 
(44 %) achieved remission after a single session, 7 (26 %) after two sessions, and 
8 (30 %) after three sessions. At one year, 21 patients (75 %) were in clinical 
remission. One patient required surgery, and two underwent POEM. One eso-
phageal perforation occurred; no other major complications were reported.
Conclusions  In our single-center experience, pneumatic dilation with a 30-mm 
balloon proved to be an effective and safe method for treating primary acha-
lasia, achieving clinical remission in nearly three-quarters of patients at one 
year.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS)-guided cystogastrostomy is a key minimal-
ly invasive approach for treating pancreatic fluid collections (PFCs), offering 
high success rates with lower morbidity than surgery. While lumen-apposing 
metal stents (LAMS) have become widely used—particularly for walled-off ne-
crosis—double pigtail plastic stents (DPPS) remain a safe, cost-effective option, 
especially for uncomplicated pseudocysts requiring simple drainage. Despite 
their broad use, real-world outcome data on DPPS remain variable, and evi-
dence from Central and Eastern Europe is limited.
This study aimed to assess the real-world performance of EUS-guided cysto-
gastrostomy using DPPS over a nearly three-year period at a high-volume ter-
tiary pancreatic center.
Methods  We conducted a retrospective review of all EUS-guided cystogas-
trostomy procedures performed with DPPS at our institution between Novem-
ber 2022 and July 2025. Data were collected from electronic medical records 
and endoscopy reports, including patient demographics, indications, cyst 
characteristics, procedural steps, stent size and number, and peri-procedural 
details. Technical success, clinical outcomes, and procedure-related adverse 
events were assessed according to standard definitions. All variables were ana-
lyzed using descriptive statistics.
Results  A total of 50 EUS-guided cystogastrostomy procedures were per-
formed during the study period. Most interventions (48/50) targeted pancre-
atic fluid collections, while 2 were performed for duodenal collections. The 
cohort included 58 % male patients with a mean age of 56 years. The mean 
procedure time was 33 minutes. Cyst puncture was performed using a 19G 
fine-needle aspiration needle, followed by tract dilation with either an 8.5 Fr or 
10 Fr cystotome. DPPS (8.5–10 Fr, 2–10 cm) were placed in all cases; two stents 
were inserted in 6 procedures. Cyst size data were available for 32 patients, the 
majority of whom had collections measuring > 6 cm.
Technical success was achieved in 48 of 50 cases (96 %). Clinical improvement 
was observed in most successfully treated patients during follow-up. Four pro-
cedure-related adverse events occurred: one perforation requiring urgent 
surgical management and three bleeding events, all of which were managed 
endoscopically without further intervention.
Conclusions  EUS-guided cystogastrostomy with DPPS proved to be feasible 
and effective, with high technical success and an acceptable safety profile. While 
LAMS may be beneficial in more complex cases, our results support DPPS as a 
cost-effective and reliable option for uncomplicated PFCs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP957  Endoscopic Cystgastrostomy with Lumen 
Apposing Metal Stents and Necrosectomy for Large 
Pancreatic Walled off Necrosis – A UK District 
General Hospital Experience
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Institute  1  King's College Hospital, London, United Kingdom
DOI  10.1055/s-0046-1822309
Aims  Endoscopic Cystogastrostomy and Necrosectomy with Lumen Apposing 
Metal Stents (LAMS) for Large Pancreatic Walled Off Necrosis: A UK District 
General Hospital Experience
Methods  This retrospective study was conducted at a district general hospital 
in South London between October 2024 and October 2025. Patients with large 
WON ( ≥ 10 cm) were identified and reviewed. Management consisted of en-
doscopic cystogastrostomy using LAMS, followed by endoscopic necrosectomy 
when required. Data collected included demographics, aetiology of pancrea-
titis, indications for drainage, procedural outcomes, complications, and recur-
rence. Continuous variables were summarised using mean, median, and range; 
categorical variables were expressed as frequencies and percentages. Ethical 
approval was obtained from the local institutional review board, and all data 
were anonymised [1, 2].
Results  10 patients were included (mean age 51.8 years; range 22–66 years; 
7 males, 3 females). The predominant causes of pancreatitis were alcohol re-
lated (50 %) and gallstone pancreatitis (30 %), with autoimmune and post ERCP 
pancreatitis each accounting for 10 %. Pseudocyst/WON size on initial CT 
ranged from 10 to 20 cm (median 15 cm; mean 15.4 cm).
Drainage was indicated primarily for sepsis (90 %) and less commonly for ab-
dominal pain (10 %). Clinical success was achieved in all cases (100 %), with a 
technical success rate of 90 %. Complications occurred in 20 % of patients, main-
ly stent migration; no bleeding or severe infections were observed. One patient 
experienced recurrence of fluid collection 8 weeks after stent removal (5 cm in 
diameter).
Three patients (30 %) required endoscopic necrosectomy, with a mean of 2.7 
sessions and a median of 2 sessions among those treated. While most patients 
did not require necrosectomy, those who did typically needed 2–3 sessions. 
WON resolution ranged from 8 to 32 weeks (median 14 weeks; mean 16.2 
weeks). LAMS sizes used were 15 × 10 mm in 70 % of cases and 20 × 10 mm in 
30 %. Double pigtail stents were used in 30 % of patients.
Conclusions  Endoscopic cystogastrostomy with LAMS, supplemented by en-
doscopic necrosectomy when required, is a safe and effective treatment for 
large pancreatic walled off necrosis and pseudocysts ( ≥ 10 cm), even in a district 
general hospital setting. This approach demonstrated high clinical and techni-
cal success rates with positive patient outcomes. Careful patient selection 
standardised follow up with imaging and outpatient review, and timely target-
ed endoscopic therapy are essential to optimise outcomes and sustain long 
term resolution.
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eP958  Romanian Colorectal Cancer Screening 
Insights: Quality Metrics from 1038 Colonoscopies in 
the South Muntenia Region Pilot Program
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Aims  Population-based Colorectal cancer (CRC) screening using faecal immu-
nochemical testing (FIT) followed by colonoscopy is recommended across the 
EU. Romania initiated the ROCCAS program in 2019, with pilot implementation 
in four administrative regions. Our aim was to evaluate the quality metrics and 
key performance indicators (KPIs) of the ROCCAS pilot program in the South 
Muntenia region.
Methods  A cohort of 50,000 average-risk individuals aged 50–74 years was 
invited between January 2021–December 2023. Screening was based on bien-
nial FIT (positivity ≥ 20 µg/g). FIT-positive participants were invited for colonos-
copy at the regional screening centre. Prospectively collected registry data 
were analysed. Multivariable logistic regression was used to identify predictors 
of adenoma, advanced adenoma (AA), sessile serrated lesion (SSL), and CRC 
detection.
Results  : FIT completion rate was 89 %, with 6 % positivity (n = 2576). Colonos-
copy uptake was 40 % (n = 1038). Caecal intubation (96 %) and adenoma detec-
tion (55 %) exceeded international benchmarks. Advanced adenomas and CRC 
together represented 38 % of detected lesions. Multivariable analysis showed 
male sex predicted adenoma (OR 2.72, 95 %CI 2.11–3.51) and AA detection 
(OR 1.85, 95 %CI 1.41–2.44), while female sex was associated with right-sided 
SSLs (OR 0.34, 95 %CI 0.14–0.81). FIT values correlated with lesion severity and 
independently predicted CRC (aOR 1.53 per 100 µg/g, p < .001). CRC was diag-
nosed in 11 % (n = 114) of scoped individuals. Colonoscopy waiting time was 
above recommended limits, and uptake was lower than expected.
Conclusions  The ROCCAS pilot demonstrated high-quality colonoscopy per-
formance and clinically relevant detection rates. However, colonoscopy partic-
ipation requires significant improvement before national roll-out. Awareness 
campaigns, and tailored communication strategies could optimize program 
effectiveness.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Background:Composite gangliocytoma/neuroma and neuroendocrine tumor 
(CoGNET) is a rare neoplasm typically arising in the second portion of the du-
odenum. [1, 2] Its occurrence in young adults and its association with pancre-
atic anatomical variants are poorly documented. We report the case of a young 
woman with Neurofibromatosis type I (NF1), pancreas divisum, and recurrent 
pancreatitis who was incidentally found to have a duodenal CoGNET.
Case Presentation:A 22-year-old woman with NF1 had been followed for re-
current acute pancreatitis. Secretin-enhanced MRCP demonstrated pancreas 
divisum, and she underwent multiple ERCPs.
Serial imaging years later showed a mildly dilated but stable dorsal duct with 
features of chronic pancreatitis and no focal lesions. Follow-up contrast-en-
hanced MRI revealed the new onset of a well-circumscribed, hypervascular 
solid nodule (23 × 25 mm) between the pancreatic uncinate process and the 
third duodenal portion.
Endoscopic ultrasound confirmed a 25-mm oval, hypoechoic, hypervascular 
lesion on eFlow, showing a distinct compressive effect on the uncinate process 
on endosonographic evaluation and mild endoluminal deformity on endoscop-
ic inspections. EUS-guided fine-needle biopsy was performed using a 22-gauge 
needle with three passes. Histopathologic analysis demonstrated a well-differ-
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entiated neuroendocrine neoplasm with mixed spindle–epithelioid morphol-
ogy and strong SST2A expression, consistent with a CoGNET.
Discussion:CoGNET is an uncommon entity with very few cases reported, and 
nearly all published diagnoses have historically been made on surgical speci-
mens. Its coexistence with pancreas divisum and NF1 has not previously been 
described. Importantly, the role of EUS-guided tissue acquisition in diagnosing 
CoGNET is virtually absent from current literature, with no dedicated studies 
or standardized criteria. This case highlights that EUS-FNB may represent a 
valuable, under-recognized tool for early diagnosis of CoGNET.
Conclusion:This case illustrates a rare duodenal CoGNET identified incidental-
ly during long-term follow-up for chronic pancreatitis in a young woman with 
NF1 and pancreas divisum. The effective use of EUS-guided FNB to obtain a 
definitive histologic diagnosis underscores a diagnostic pathway largely absent 
from the current literature. Increasing awareness of this entity and recognition 
of its key EUS and FNB characteristics can significantly influence clinical deci-
sion-making, surgical planning, and long-term outcomes.
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eP960  Endoluminal vacuum-assisted therapy for 
colorectal anastomotic leaks: early intervention 
drives success
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Aims  Anastomotic leak represents an important complication following 
colorectal resection (3-19 % frequency) with a mortality rate varying from to 
1.7 % to 16.4 %. The endoluminalvacuum-assisted therapy (EVT) was introduced 
to treat presacral anastomotic abscesses.The principle is based on the applica-
tion of negative pressure to drain, to clean, to inducegranulation tissue and to 
prevent the development of chronic sinus [1–3].
Methods  Between January 2023 and November 2025, 11 patients with anas-
tomotic leakagefollowing low anterior resection were treated with EVT. We 
investigatedpotential factors related to the development of clean leading to 
cavity closure.
Results  Colorectal anastomoses were located at a variable distance from the 
anal verge, ranging from 3 to 5 cm. All patients had a diverting ileostomy. The 
diagnosis of leakage was performed after a median interval of 2 weeks, the 
median size of the cavity was 8 cm.
The median duration of therapy was 35 days with a mean number of 10 EVT 
replacements.
No complications were recorded.
Interval between the diagnosis of the complication and the start of EVT is the 
main determinant of outcome, with a strong negative correlation with complete 

orifice closure (r –0.886, p < 0,001). Age, BMI, distance from the anal verge, 
cavity length, and number of sponge replacements exhibited weak correlations. 
A slight positive correlation was observed between initial orifice diameter 
(r =  + 0.266, p < 0,05).
Conclusions  EVT seems an effective, minimally invasive procedure to treat 
anastomotic leakage. The treatment timeliness is crucial for achieving complete 
closure, underscoring the importance of an early approach of leaks.
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Abstract Text
A 49-year-old woman with a family history of colorectal cancer underwent 
screening colonoscopy, which revealed a 35 mm non-granular laterally spread-
ing tumor (LST-NG) in the cecal fundus. Owing to her previous appendectomy, 
underwater-EMR was scheduled. After resection, another lesion emerged 
through the appendiceal stump, prompting us to opt for full-thickness resection 
(FTR). Post-resection histology unexpectedly identified a high-grade neuroen-
docrine neoplasm (NEN) with characteristics of large-cell neuroendocrine car-
cinoma (LCNEN), Ki67 > 60 %, and pT1 in the appendiceal stump. The cecal le-
sion was a sessile serrated lesion with intramucosal low-grade adenocarcinoma 
foci. Endoscopic resection achieved R0. Right hemicolectomy was performed, 
and no evidence of nodal metastases was observed. After radical surgical treat-
ment, patient started adjuvant therapy with somatostatin analogs.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/6c90d0e1-02de-4044-8df2-836368a838b5/Uploads/19978_
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Abstract Text
65 year old female with steatosis associated cirrhosis of liver on beta blockers 
for primary prophylaxis for non bleeding small esophageal varices. She present-
ed with painless hematochezia. After initial fluid resuscitation, intravenous 
terlipressin and antibiotics and blood transfusion, upper esndoscopy revealed 
small esophgeal varices with normal stomach. Colonoscopy done after bowel 
preparation showed a large colonic varix in the transverse colon with signs of 
recent hemorrhage. Glue was injected in 2 aliquots ( 1.5 ml each time) using 
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sclerotherapy needle. Immediately after withdrawal of needle, bleeding start-
ed from the varix. 2 Hemoclips were applied on the bleeding colonic varix to 
acheive hemostasis. Post procedure, she recovered gradually with medical 
management with no recurrence. Followup colonoscopy done after 3 months 
showed resolution of varix ( Video 1)
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/e67bb936-c578-4366-a928-86db6e42accc/Up-
loads/19978_colonic_varices %20video.mp4
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Aims  The current standard Endoscopic Therapy (ET) for Visible Dysplastic Le-
sions (VDL) and Early Adenocarcinoma (EAC) in Barrett’s Esophagus (BE) is 
Submucosal Dissection (ESD) or Mucosal Resection (EMR) followed by Radiof-
requency Ablation (RFA). However, data on long-term Complete Remission of 
Neoplasia (CRN) after radical endoscopic resection (R0 – defined as free deep 
margin) are limited [1–3].
CRN is defined as the complete absence of endoscopic and histological evidence 
of dysplasia/EAC after ET during the follow up.
Recent studies indicate a substantial long-term risk of neoplastic recurrence, 
necessitating indefinite surveillance for patients previously treated for High-
Grade Dysplasia (HGD) or EAC.
The study aim was to assess the long-term dysplasia/EAC recurrence rate after 
achieving CRN with ET.
Methods  From 2019 to November 2025 (median follow-up 24 months, range 
9-74 months), 29 consecutive patients (25 M, 4 F) underwent ET for VDL or EAC 
in BE. Data on the baseline characteristics of BE and arising lesions, the endo-
scopic techniques employed and the post-resection histopathological findings 
were analyzed, along with the number of recurrences during the follow-up 
according to endoscopic european BE’s guidelines.
Results  Among the 29 patients, 16 had EAC, 13 had VDL (8 Low-Grade Dys-
plasia – LGD; 5 High-Grade-Displasia – HGD). ESD was performed in 12 cases 
and EMR in 17 cases. En-bloc R0 resection was achieved in 28/29 of procedures 
(96.5 %). The endoscopic resection wasn’t curative in 2 patients: one for a pos-
itive deep resection margin and the other for lymphovascular invasion and 
poorly differentiated EAC. The first patient underwent surgery with histopatho-
logical evidence of EAC, the second oncological treatment for age and comor-
bidities. 27 patients with R0 endoscopic resection underwent to follow up.
At first endoscopic follow-up before RFA, one EAC visible lesion was detected 
(metachronous EAC?) and 4 invisible dysplastic lesions (3 LGD, 1 HGD) at ran-
dom biopsies. The patient with metachronous EAC underwent surgery.
Two local recurrences of early cancer developed on previous positive lateral 
margin at first endoscopic resection were detected. One patient was managed 
with radical surgery and the second with another EMR.
Excluding the two patients who required surgery after non curative endoscop-
ic resection and other two patients who underwent surgery for disease recur-
rence unfit for ET, CRN rate was achieved in 25/27 patients (92,6 %).
Conclusions  These preliminary data, according to the last European Endoscop-
ic BE’s guidelines, confirm ET as an effective treatment option for VDL and EAC 
on BE with a high mid-term CRN rate either as first line or as a rescue strategy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound (EUS) emerged as a revolutionary intervention, 
serving both diagnostic and therapeutic purposes for more than four decades 
among adult patients, however utility in paediatric patients remained limited 
due to EUS endoscope design e.g. rigidity, diameter, traumatic distal tip, fur-
thermore complicated by need of Monitored Anesthesia Care(MAC) or Gener-
al Anesthesia(GA). Fewer studies with smaller data have been conducted for 
EUS effectiveness and safety among children. This article aims to describe the 
utility of EUS for diagnostic and therapeutic purposes among children at one 
of the largest referral endoscopy unitsin Pakistan [1, 2].
Methods  Retrospective analysis of EUS for patients ≤ 18 years of age, per-
formed at single referral endoscopy center over 18 years, from 2007 to 2024. 
Data was collected from the institute’s database.
Results  All the procedures were performed by endoscopist who bear certified 
training of endoscopic ultrasound. Linear array Echoendoscope and Radial Ech-
oendoscopes were used. A total of 124 patients ≤ 18 years age had EUS, the 
youngest was 5 years old with mean age of 14.75 ± 3.21years. 54 % were male 
gender. Primary indications for EUS examination included: 18 chronic pancre-
atitis, 38 pancreatic pseudocyst, 12 pancreatic mass, 4 suspected choledochal 
cyst, 7 patients with abdominal lymph nodes, 2 retroperitoneal lesions and 1 
lesser sac lesion, 21 gastrointestinal tract lesions,. 90 EUS were performed for 
diagnostic purpose, 17 patients underwent FNB and 4 underwent FNA. Among 
Therapeutic EUS, 23 patients underwent EUS guided pseudocyst drainage, 2 
patients underwent celiac plexus block referred for pain management of chron-
ic pancreatitis, one patient underwent EUS guided pancreatic duct cannulation 
with stent placement and one patient underwent EUS guided anterograde 
rendezvous’ technique- choledocoduodenostomy for choledochal cyst. All 
therapeutic procedures were performed under general anesthesia whereas 
diagnostic EUS were performed under monitored anesthesia care. No imme-
diate or early complications were seen.
Conclusions  In this modern era of advanced diagnostic tools and minimally 
invasive interventions, EUS related procedures are safe and effective in pediat-
ric group of patients too. However, this procedure should be performed at 
specialized centers with experienced pediatric anesthesia team.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Checkpoint inhibitor colitis (CIC) is considered to be the most severe 
adverse effect for patients on immune checkpoint inhibitor (ICI) medications 
and is the most common cause for discontinuing immunotherapy. However, 
there is a scarcity in the literature on its investigations and management [1].
Methods  All patients at a large district general hospital receiving ICI medica-
tions were screened between 01/01/24 – 31/12/24 for CIC. Baseline demo-
graphics, cancer diagnosis, and gastroenterology investigations and treatment 
variables were collected. A p-value < 0.05 was considered statistically signifi-
cant.
Results  Of 424 patients that received ICI medications, 67 (16 %) patients with 
CIC were identified. The median time from ICI to CIC was 88 days (IQR 59-214). 
The most common immunotherapy treatment were phosphodiesterase-1 in-
hibitors (49.3 %).
Cancer treatment common adverse events (CTCAE) grades 1-3 for colitis was 
48.2 %, 16.1 % and 35.7 %, respectively. Thirty-two patients (48 %) required 
treatment with steroids, whilst the remainder settled with supportive measures 
only. In patients with grade 3 colitis, 90 % required steroid treatment compared 
to 11.1 % with grade 1 (p < 0.001). Of patients requiring steroids, 19 % required 
biologic treatment, all of whom were CTCAE grade 3 for colitis (p = 0.001). 
Twenty-three (34 %) patients underwent endoscopic evaluation. Erythema was 
the most common endoscopic finding in 57 % of patients, with 42 % requiring 
biologics compared to 0 % without erythema (p = 0.027). Histologically, 9 pa-
tients had acute inflammation, 6 increased apoptosis and 6 crypt distortion 
with other features including collagenous colitis seen less commonly. Increased 
apoptosis was associated with the most significant risk factor for requiring bi-
ologics (50 % versus 11.8 % without, p = 0.051).
Conclusions  Our data demonstrates that patients with CTCAE grade £ 2 settles 
either spontaneously or with steroid treatment. Endoscopic findings of erythe-
ma and histological findings of increased apoptosis were associated with the 
need for biologic initiation. Further work is needed to explore treatment effi-
cacy and treatment prophylaxis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
58 year old male patient presented with hematemesis. He was suffering from 
systemic hypertension, dyslipidemia. After initial resuscitation, intravenous 
fluids, pantoprazole infusion and blood transfusion, he underwent upper en-
doscopy, which showed an ulcer in the posterior wall of the esophagus with 
unhealthy margins and fresh blood noted in the lumen. A CT aortogram showed 
contrast extravasation from descending thoracic aorta into esophageal lumen 
confirming presence of aorto-esophageal fistula. He underwent cathetar aor-
togram which showed contrast leak in the descending thoracic esophagus into 
oesophagus. A fully covered aortic stent was placed in the descending thorac-
ic aorta to control leak. He recovered with medical management and repeat 
endoscopy after 3 days showed signs of healing. There were no features of 
malignancy upon narrow band imaging and biopsy on followup.
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
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Aims  Besides malignant, gastric outlet obstruction (GOO) may develop for 
differentbenign diseases, including post-inflammatory stenosis of distal stom-
ach/duodenum or duodenalinvolvement in groove pancreatitis. A novel Ultra-
sound-guided gastroenteroanastomosis (EUS-GE)was introduced to allow 
creating a direct anastomosis between the stomach and a jejunal loopthrough 
the placement of a metal stent (LAMS). This procedure is currently suggested 
to solveGOO in patients unfit for surgery. Consistent data are available on EUS-
GE in neoplastic GOO,whilst data are still limited for patients with benign GOO. 
We aim to assess technical and clinicaloutcomes of EUS-GE in benign GOO.
Methods  This was a retrospective study including patients with benign GOO 
treated with EUS-GEprocedure in 11 tertiary Endoscopy centers. Data about 
patients, procedure and outcomes wererecovered and collected in a single, 
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anonymized database for analysis. Technical success wasdefined as the success-
ful placement of a stent across the site of obstruction, and clinical success asat 
least 1 point increase in the gastric outlet obstruction score (GOOS) system.
Results  A total of 31 (67.7 % male; Median age: 69 yrs) patients were included. 
The mainindications for the EUS-GE procedure were: 13 (41.9 %) post peptic/
caustic inflammatory stenosis,9 (29 %) groove/chronic pancreatitis, and 4 (12.9 %) 
post-surgical stenosis, and 5 (16 %) post morerare causes. In 19 (61.3 %) patients, 
previous pneumatic dilations (N = 10) or stent placement (N = 
9) were unsuccessfully attempted. EUS-GE was the first-line treatment of GOO 12 
cases, more thanhalf (58.4 %) of which were pancreatitis. Technical success of EUS-
GE was achieved in 30 of 31(96.7 %) patients in a median procedural time of 45 
minutes (30-90). The only case of technicalfailure with stent misplacing has been 
solved with endoscopy. In 5 (16.6 %) cases (3 bleeding and 2stent obstruction) 
endoscopy reintervention was needed within 30 days. In 2 cases clinicalresolution 
of GOO was not obtained requiring surgical intervention whereas in 93 % of patients 
astable benefit was maintained after median follow-up of 4 months (1-18).
Conclusions  This report seems to suggest that the EUS-GE, when performed 
form skill operator, itis very effective procedure with an acceptable rate of com-
plication manageable without surgery. Toextend the application of EUS-GEal-
so in benign chronic GOO, larger and prospective studies are need especially 
for what concern thelong-term management of LAMS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Multidisciplinary team (MDT) meetings are established as the standard 
of care in clinical pathways, ensuring that each patient receives the best man-
agement through a coordinated and evidence-based multidisciplinary assess-
ment. This study aimed to assess the influence of MDT discussions on care 
pathways and their effect on patient outcomes.
Methods  The Advanced-Endoscopy MDT was introduced in our Institution in 2021 
to review complex luminal endoscopic cases. Weekly meetings are attended by a core 
consultant body including 2 interventional endoscopists, 1 GI radiologist, 1 colorectal 
surgeon, 1 histopathologist and 1 MDT coordinator. Endoscopic and radiological im-
ages, as well as histopathological specimens, are reviewed to recommend the best 
management plan. Patients are reviewed in the outpatient clinic after MDT review to 
discuss the benefit and risk of MDT recommendation and again after the intervention 
to discuss the results and further management. All cases discussed between 16th of 
September 2024 – 16th of September 2025 were reviewed. Demographic, clinical, 
endoscopic findings, and outcome data were analysed.
Results  300 cases (136 patients) were discussed over 45 meeting; 86,7 % of 
these were discussed at least twice. Patients were referred for colonic lesions 
(84 patients, 61.8 %), small bowel disease (29 patients, 21,6 %), gastric lesions 
(9 patients, 6,6 %) or second opinion for GI assessments (14 patients, 10 %). 
Most referrals (88.9 %) originated internally from the Royal Free Hospital, while 
11.1 % referred from other hospitals.
Colonic lesions discussed in the MDT were treated in 93,9 %, mostly with endoscopic 
submucosal dissection (ESD, 82,9 %), achieving an R0 resection of 92,6 %. 6.1 % of the 
patients that were not treated (one seeks a second opinion in another centre, one had 
a synchronous metastatic bowel cancer, and conservative management due to ad-
vanced age and complex previous medical history was adopted in other 2 cases).

Nine patients referred with gastric lesions were discussed and referred for en-
doscopic resection, either by ESD (5) or EFTR (2) or en-bloc EMR (2); R0 resec-
tion was achieved in all cases. Twenty-nine complex small bowel cases were 
discussed at the MDT and 72,4 % were referred for double balloon enteroscopy 
(DBE): 71,4 % for suspected small bowel lesions, 14,3 % for small bowel bleed-
ing, 9,5 % for anaemia, and 4,8 % for a capsule retention. 24 % required addi-
tional evaluation with SBCE or further radiological imaging.
After endoscopy MDT discussion, eleven patients were referred from the endos-
copy MDT to other MDTs: six cases were referred to the NET MDT, one to the Anal 
MDT, one to the Respiratory Team, one to the Upper GI Cancer MDT (UCLH), and 
two to genetic assessment. In addition, two further patients were referred straight 
for surgery: one with a gastric neuroendocrine tumour not amenable to endoscop-
ic resection and one patient with sigmoid cancer and liver metastases.
No major complications were recorded. No complaints related to any of these 
patients were reported.
Conclusions  These results suggest that the Advanced-Endoscopy-MDT im-
proves patient care and safety through a stronger hospital governance. In ad-
dition, dedicated luminal therapeutical endoscopic pathway, promotes an ef-
ficient flow of patients both internally with other MDTs and externally with 
other Institutions. The MDT structure ensured appropriate referrals and coor-
dinated care, offering a safe and satisfactory experience for patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Background:  type II and eosinophilic pancreatitis are two rare etiologies of 
pancreatitis, with an uncertain pathophysiology. The diagnosis may be chal-
lenging, especially because no clear cut-off of eosinophilic infiltration has been 
identify for the differential diagnosis, and it is still debated if they can be con-
sidered two separate diseases [1–5].
Case report: This is a case of a 19-year-old male who was admitted to our 
hospital for acute pancreatitis (acute abdominal pain, serum lipase up to 6857 
mg/dl, and an enlarged edematous pancreatic gland at transabdominal ultra-
sound). The patient had a history of pollen allergy, recurrent episodes of diar-
rhea, a perforated duodenal ulcer with a need for a surgical raffia two months 
earlier, and a recent diagnosis of eosinophilic esophagitis with an ongoing 
treatment of proton pump inhibitors (PPI) twice a day.
The patient underwent a CT-scan 72 hours later, which showed a diffuse edema 
of the pancreatic gland without signs of necrosis. Therefore an MRI and CP-MRI 
were performed, confirming an enlargement of the body-tail of the pancreas, 
with an inhomogeneous contrast captain and an area of hypo-perfusion at the 
tail. The was no dilation of the biliary tree, no gallbladder stones. Serum eosin-
ophils, triglycerides, Ig-G4, and anti-nucleus antibody (ANA) were negative, 
while elevated values of fecal calprotectin (790 g/g) were found.
Therefore, we decided to perform an endoscopic ultrasound (EUS) showing a 
diffuse enlargement of the pancreatic parenchyma, with a diffusely hypoecho-
ic echostructure, with hyperechoic strands and dilation of secondary ducts, 
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without evidence of cystic or solid lesions. A heterogeneous enhancement was 
observed at contrast agent evaluation. A fine needle biopsy (FNB) was per-
formed by using a 19 G needle. The histological examination was suggestive of 
type 2 autoimmune pancreatitis (perilobular fibrosis and parenchymal and 
periductal and perivascular lymphomonocytic and plasmacell inflammation, 
rare granulocytic epithelial lesion), although a significant eosinophilic infiltra-
tion was also observed.
The diagnostic work-up was completed with an esophagogastroduodenosco-
py (EGDS), which showed signs of esophagitis and a diffuse gastritis, and a colo-
noscopy that demonstrated the presence of right-sided colitis. At histological ex-
aminations an eosinophilic infiltration extending to the esophagus, duodenum, 
and colon was found, providing a diagnosis of eosinophilic enteritis.
A multidisciplinary evaluation, including Immunologists, in a referral Center 
was done, concluding that this may represent a case of association of type II 
autoimmune pancreatitis and eosinophilic gastroenteritis, rather than a eosin-
ophilic pancreatitis. A systemic therapy with steroids was started with a rapid 
clinical and biochemical amelioration.
Conclusions:  this is a rare case of association of type II pancreatitis and eosin-
ophilic gastro-enteritis. However, more defined criteria are needed for a better 
establishment of eosinophilic pancreatitis and type II pancreatitis.
Conflicts of Interest  Cecilia Binda: Boston Scientific, Fujifilm, Olympus, Canon-
Carlo Fabbri: Boston Scientific, Olympus, CanonChiara Coluccio: Mediglobe, 
Boston Scientific, Olympus
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Aims  Malignant esophageal strictures are frequently managed using self-ex-
panding metal stents (SEMS). Stent-related adverse events, especially stent 
dysfunction, pose a significant challenge and often require reintervention. The 
aim of this study was to determine predictors of stent dysfunction in malignant 
esophageal strictures (▶Table 1).

▶Table 1	 

Factors Univariable Analysis Multivariable Analysis

OR (95 % CI) p-value OR (95 % CI) p-value

Age ≥ 65 Years 2,2 (1,2–4,4) 0,016 2,4 (1,1–5,2) 0,023

Female Sex 0,7 (0,3-1,5) 0,397

Cardiac Comorbidity 2,3 (1,2–4,4) 0,008

Pulmonary Comorbidity 0,8 (0,4-1,8) 0,637

Hepatic Comorbidity 2,3 (0,6-8,3) 0,208

Renal Comorbidity 1,4 (0,5-3,6) 0,495

Dysphagia Score > 1 0,7 (0,3-1,3) 0,180

Adenocarcinoma 1,8 (1,0-3,5) 0,057

Upper Esophagus 0,9 (0,3-2,5) 0,875

Middle Esophagus 0,6 (0,3-1,3) 0,196

Lower Esophagus 1,6 (0,9-3,2) 0,129

GE Junction 2,1 (1,1-4,0) 0,019

Esophagogastrostomy 0,5 (0,1-2,5) 0,426

Esophagojejunostomy 5,8 (1,1-31,0) 0,039 9,5 (1,6–57,9) 0,014

Stricture Length ≤ 20mm 0,8 (0,3-2,4) 0,682

Stricture Diameter ≥ 9mm 2,2 (1,2-4,2) 0,012 2,2 (1,1–4,5) 0,024

Fully Covered SEMS 2,4 (1,3-4,5) 0,008 2,5 (1,2–4,9) 0,011

Stent Length ≤ 110 mm 1,6 (0,8-3,0) 0,181

Stent Diameter ≤ 22mm 2,3 (1,1–4,8) 0,033
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Methods  This multicenter, retrospective study included patients with malig-
nant esophageal strictures who were treated with SEMS at three university 
hospitals between January 2014 and December 2023. The clinical endpoint 
was the occurrence of stent dysfunction, defined as impairment of lumen pa-
tency due to ingrowth, overgrowth, bolus, or dislocation. Patient characteris-
tics, stricture features, and procedural factors were analyzed.
Results  In total, 187 patients were included in the study. The mean age was 
67 ± 11 years, and 78 % of the patients were male. The overall complication rate 
was 43 %, stent dysfunction occurred in 32 % of patients.
Univariable logistic regression analysis showed that patients over 65 years (OR 
2,2; 95 % CI 1,2–4,4; p = 0,016) or with cardiac comorbidity (OR 2,3; 95 % CI 
1,2–4,4; p = 0,008) experienced stent dysfunction significantly more often.
Stents placed at the gastroesophageal (GE) junction (OR 2,1; 95 % CI 1,1–4,0; 
p = 0,019) or an esophagojejunal anastomosis (OR 5,8; 95 % CI 1,1–31,0; 
p = 0,039) were more prone to dysfunction.
The risk of stent dysfunction was higher with a stricture diameter ≥ 9 mm (OR 
2,2; 95 % CI 1,2–4,2; p = 0,012), and also when fully covered (OR 2,4; 95 % CI 
1,3–4,5; p = 0,008) or small-diameter SEMS ≤ 22mm (OR 2,3; 95 % CI 1,1–4,8; 
p = 0,033) were used.
In multivariable analysis, age ≥ 65 years (OR 2,4; 95 % CI 1,1–5,2; p = 0,023), the 
presence of an esophagojejunostomy (OR 9,5; 95 % CI 1,6–57,9; p = 0,014), a 
stricture diameter ≥ 9 mm (OR 2,2; 95 % CI 1,1–4,5; p = 0,024), and the use of 
a fully covered SEMS (OR 2,5; 95 % CI 1,2–4,9; p = 0,011) were significantly 
associated with an increased risk of stent dysfunction.
Conclusions  A stricture diameter ≥ 9 mm, the use of fully covered SEMS, the 
presence of an esophagojejunostomy, and older age were identified as inde-
pendent predictors of stent dysfunction in malignant esophageal strictures. 
These factors should guide stent choice and individualized therapy.
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Aims  Post-ERCP pancreatitis (PEP) remains the most frequent and potentially 
severe adverse event of ERCP. Identifying patient and procedure related risk 
factors is essential to improve practice and reduce morbidity. We aimed to 
describe our institutional experience and assess potential predictors of PEP 
[1–7].
Methods  We conducted a retrospective single-center study over 12 months 
(January–December 2024). All hospitalized patients undergoing ERCP were 
included. PEP was diagnosed according to clinical and biochemical criteria. 
Collected variables comprised patient-related data (age, sex, prior pancreatitis, 
bilirubin level, suspected sphincter of Oddi dysfunction) and procedure-relat-
ed factors (papillary anatomy, difficulty of cannulation, inadvertent pancreat-
ic duct opacification, prophylactic measures). Severity was assessed using SIRS 
criteria and CT (Balthazar classification)
Results  Among 209 ERCPs, 13 PEP cases were identified (incidence 6.22 %). 
Mean age was 38 years (23–53), with a predominance of females (sex ratio 3.3). 
A history of acute pancreatitis was absent in 89.7 %. Bilirubin levels were normal 
in 50 %. Peri-diverticular papilla was present in 23.07 %. Difficult biliary cannu-
lation occurred in 46.15 %, and pancreatic duct opacification in 38.46 %. Prophy-
lactic pancreatic stenting was used in 30.76 %. All patients received rectal 

NSAIDs. SIRS was observed in 30.76 % of cases (Balthazar grade E). Clinical 
outcome was favorable in all patients, with 82.9 % hospitalized for 4–10 days.
Conclusions  PEP remains unpredictable but potentially preventable. Opti-
mized patient selection, improved technical proficiency, and systematic use of 
evidence-based prophylaxis including rectal NSAIDs and pancreatic stents may 
significantly reduce its incidence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  There is limited knowledge about how patients experience artificial in-
telligence (AI) in healthcare. Concerns regarding safety and quality could be a 
barrier between patients and the healthcare system when implementing AI. It 
is crucial to understand patients´ attitudes, and how they may react to AI being 
implemented when aiming to preserve their trust. We investigated patients’ 
attitudes toward AI-assisted colonoscopy to gain insights that can be used when 
introducing this new technology to future patients.
Methods  This is a qualitative study based on semi-structured focus group 
interviews. Habile, Danish-speaking adults who had received an AI-assisted 
colonoscopy were invited. We conducted six focus group interviews, with 20 
participants in total. All interviews were recorded and transcribed. Data was 
analysed using thematic analysis.
Results  Patients described a sense of vulnerability in relation to undergoing a 
colonoscopy. Within this context four main themes were identified. The first 
theme is “Machine over man – concerns about the potential consequences of 
AI use during colonoscopy”. The second theme is “Empathy and professional-
ism – Trust in AI assistance depends on human factors”, and the third and fourth 
are “Information about AI should be proportional to the consequences” and 
“Trying to make sense of AI during colonoscopy – balancing curiosity, irrele-
vance, and vulnerability”.
Conclusions  Trust in AI-assistance is dependent of the healthcare providers. 
While AI has many strengths, it cannot provide empathy, which patients need 
in distressing moments, such as during a colonoscopy. If written information 
about AI is provided, it should be informative but concise, avoiding details that 
generate more confusion than clarity.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In elder patients with AC, SC is associated with a higher rate of adverse 
events (AEs), even in patients with low comorbidity. EUS-GD has emerged as a 
minimally invasive alternative for non-surgical candidates. The primary aim of 
this study was to compare clinical success between EUS-GD and SC in patients 
over 80 years old with AC. The Secondary aims included comparison of overall 
AEs rate, procedure-related AEs and biliary readmission (BR) between DVUSE 
and SC.

▶Table 1	 

Variable SC (n = 85) DVUSE (n = 94) p-value

Age 84.8 
(82.8–87.1)

89.3 
(87.1–92.7)

 < 0,001

Charlson comorbidity 
index (without age)

2 (1–4) 3.5 (2–5)  < 0.001

Heart failure (CHF) 34.1 % 52.1 % 0,015

Stroke / TIA 9.4 % 26.6 % 0,003

Hemiplegia 0 % 5.3 % 0,031

Anticoagulation / 
antiplatelet therapy 
(ACO/AAS)

22.3 % 41.5 % 0,023

Tokyo grade (I–III) 2.19 2.11 0,423

▶Table 2	 

SC (n = 18) DVUSE (n = 94) p

Clinical success ( %) 94.4 % 92.6 % 0,775

Overall adverse 
events ( %)

44.4 % 22.6 % 0,053

Procedure-related 
adverse events ( %)

75.0 % 24.0 % 0,004

Severe complica-
tions (AGREE IV–V)

20.0 13.0 0,144

Most frequent 
adverse events

Bleeding (27.7 %)
Bile duct injury 
(16.6 %)

Stent 
obstruction 
(31.5 %)
Migration 
(15.7 %)

0,038

Methods  We design a multicenter retrospective cohort study including pa-
tients over 80 years old with AC who underwent either EUS-GD or SC between 
January 2020 and December 2024. To reduce bias due to differences in baseline 
characteristics (age, Charlson index) between groups, propensity score match-
ing (PSM) was performed. The clinical success was defined as improvement in 
clinical symptoms and laboratory test. BR was defined as any hospital readmis-
sion due to biliary colic, recurrent cholecystitis, cholangitis, choledocholithia-
sis, or acute pancreatitis. AEs were classified according to AGREE classification.
Results  A total of 179 patients were included (94 DVUSE vs. 85 SC). Initially, 
there were significant differences in baseline characteristics between groups 
in age (89.5 years DVUSE vs. 85.3 years SC), comorbidity (Charlson 3.6 vs. 2.4; 
p < 0.001), and associated conditions such as heart failure, cerebrovascular 
accident, dementia, and hemiplegia (p < 0.05) (▶Table 1). To adjust for these 
differences, PSM was applied, yielding 112 comparable patients (94 DVUSE vs. 
18 SC). After matching (▶Table 2), clinical success was similar between groups 
(94.4 % SC vs 92.6 % DVUSE). The rate of adverse events was not statistically 
different between the two groups, although the SC group showed a higher 
tendency (44.4 % vs 22.6 %). However, the rate of procedure-related AEs was 
significantly higher in the SC group (75 % vs 44 %). There were no differences in 
severe or fatal AEs (AGREE IV-V) between groups. The cumulative BR after 12 
moths was 6 % in SC and 16 % in EUS-GD (p = 0.27).
Conclusions  EUS-GD provides similar clinical success compared to SC but is 
associated with fewer procedure-related adverse events. EUS-DGD should be 
considered a valid, safe, and effective alternative in patients over 80 years old 
with significant comorbidity (Charlson without age ≥ 3, according to our study 
results).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) of lesions involving the appen-
dix remains challenging due to the complex anatomy and high risk of compli-
cations, and many patients are still referred for surgery. This study aimed to 
compare the efficacy and safety of ESD performed with conventional traction 
techniques versus the adaptive traction strategy with the ATRACT device for 
appendiceal lesions.
Methods  We conducted a retrospective analysis of consecutive patients who 
underwent ESD for appendiceal lesions between November 2019 and Novem-
ber 2024. Patients were divided into two groups: those treated with conven-
tional traction techniques (T-ESD) and those treated with the ATRACT device 
according to an adaptive traction strategy (A-ESD). The primary endpoint was 
lateral R0 resection at the appendiceal margin, the most critical and technical-
ly demanding component of R0 achievement because it requires dissecting as 
deeply as possible into the appendiceal orifice. A multivariate analysis was per-
formed on the primary outcome, adjusting for lesion surface area, operators’ 
mean dissection speed, lesion location, and degree of fibrosis. Secondary end-
points included overall R0 resection rate, perforation rate, and need for addi-
tional surgery.
Results  A total of 137 patients were included (59 in the A-ESD group, 78 in the 
T-ESD group). The proportion of lesions in patients with prior appendectomy 
(Toyonaga 3A) was 22 % in the A-ESD group (13/59) and 32.5 % in the T-ESD 
group (25/77). Lateral appendiceal R0 resection was achieved more frequent-
ly in the A-ESD group (93 % vs 84 %, p = 0.26), although the difference did not 
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reach statistical significance. In the multivariate analysis, the A-ESD group 
showed a marked increase in lateral appendiceal R0 resection (OR 2.168 
[0.702–7.760], p = 0.183), although the study lacked sufficient power for this 
effect to reach statistical significance. Overall R0 resection was also slightly 
higher with A-ESD (82.5 % vs 80.5 %, p = 1.00). The rate of secondary surgery 
was 5.3 % in the A-ESD group (3/57: 2 for perforation, 1 for invaded appendiceal 
margin) compared with 7.8 % in the T-ESD group (6/76: 1 for perforation, 5 for 
invaded appendiceal margin). Perforation rates were similar (12 % vs 10 %, 
p = 0.95). These findings suggest that adaptive traction may improve exposure 
of the appendiceal margin, thereby reducing the need for rescue surgery, with-
out increasing perforation risk.
Conclusions  The findings suggest that the ATRACT device may increase later-
al appendiceal R0 resection rates and reduce the need for additional surgery 
for involved appendiceal margins, without increasing perforation risk. Howev-
er, the study lacks statistical power due to its limited sample size. Adaptive 
traction may therefore be particularly advantageous for ESD in this technically 
challenging location.
Conflicts of Interest  All authors are co-founders of ATRACT device & co
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Case Presentation  A 34-year-old male with severe scoliosis, neurodisability, 
immobility, and significant weight loss was admitted to our hospital with six 
weeks of profuse diarrhea and subsequent hypokalemia. Prior stool cultures 
were negative for common infectious pathogens. The patient had been receiv-
ing enteral nutrition via a PEG tube placed three years earlier without compli-
cations, and confirmed intragastric position of the PEG plate. Enteral feeding 
had been well tolerated since that time.
Index esophagogastroduodenoscopy (EGD) and colonoscopy demonstrated 
complete intraluminal migration of the PEG into the colon. Computed tomog-
raphy (CT) confirmed colonic migration of the PEG, showing contrast filling the 
descending colon. The PEG tube was removed, and the colonic fistulous open-
ing was closed using multiple through-the-scope clips (TTSCs). Owing to an 
unfavorable anatomic configuration resulting from severe scoliosis (specifical-
ly, a retrohepatic/retrocardiac stomach with interposed colon), replacement 
of the PEG was deemed unsafe by both endoscopic and radiologic assessment. 
A nasogastric tube was inserted for temporary enteral access. Subsequently, a 
surgical fine-needle catheter jejunostomy (FKJ) was placed for permanent en-
teral access. Due to persistent intolerance of enteral nutrition, long-term par-
enteral nutrition via an implanted port was initiated.
During follow-up, recurrent feculent drainage from the stomach prompted 
repeat endoscopic evaluation. Combined EGD and colonoscopy revealed a re-
opened gastrocolic fistula with migration of the nasogastric tube into the colon. 
The fistula was successfully closed using TTSCs on the colonic side and an over-
the-scope clip (OTSC) on the gastric side. Post-intervention imaging confirmed 
complete closure of the fistula without contrast leakage. Retrospectively, it 
must be assumed that at initial PEG placement an interposed colon was punc-
tured and traversed by the PEG tube, despite correct intragastric positioning 
of the PEG plate.
Conclusion  In patients with severe scoliosis, PEG placement should prompt 
consideration of adjunctive imaging to verify appropriate anatomical position-
ing and prevent unrecognized transcolonic placement.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To analyze the association between detected lesions at colonoscopy, 
cancer related death and all-cause mortality in individuals < 75 and ≥ 75 years 
of age.
Methods  We analyzed colonoscopies performed within a national colorectal 
cancer screening program in Austria.
Results  448,606 colonoscopies were analyzed, 394,917 in individuals < 75, 
and 43,689 in individuals ≥ 75 years. Sex distribution in both groups were al-
most equal. The distribution of negative colonoscopies, colonoscopies with 
low-risk and high-risk lesions, according to the ESGE post-polypectomy sur-
veillance guidelines, were distributed as follows: 62.1 %, 32.5 %, and 5.4 % over-
all, 62.3 %, 32.5 %, and 5.2 % in individuals < 75, and 59.6 %, 32.9 %, and 7.5 % in 
individuals ≥ 75 years of age. Colorectal cancer related mortality was signifi-
cantly increased in individuals ≥ 75 years with high-risk lesions while overall 
mortality was similar in all risk groups.
Conclusions  Colorectal cancer screening in the elderly should focus on indi-
viduals with high-risk lesions in prior colonoscopies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Common bile duct cannulation can be achieved with various techniques, 
depending on factors such as ampulla anatomy, technical difficulties, and en-
doscopist preference. Advanced cannulation techniques (eg transpancreatic 
sphincterotomy/precut sphincterotomy and the double-wire technique) are 
mostly used in cases of difficult cannulation. Our aim was to compare advanced 
cannulation techniques in terms of cannulation success and adverse event rates 
using real-life data from the Greek ERCP registry.
Methods  We conducted a multicenter observational study with prospective-
ly collected data from the Greek national ERCP database. The registry was 
searched for ERCP cases performed January 2023 – September 2025, in patients 
with naïve ampulla of Vater. We performed univariate and multivariate analyses.
Results  A total of 1693 ERCP procedures in patients with naïve ampulla of Vater 
were included (mean age 73 yo (SD 15.7), 69.4 % with bile duct stones, 36.4 % 
jaundice, 15.7 % cholangitis/sepsis, 11.5 % biliary stricture). The most frequent-
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ly used cannulation technique was conventional guide-wire guided cannulation 
(n = 1283, 80.4 %), followed by transpancreatic sphincterotomy (n = 140, 8.8 %), 
double-wire (n = 97, 6.1 %), precut sphincterotomy (n = 72, 4.5 %) and "rendez-
vous" (n = 4, 0.3 %). Overall, 51.3 % of the cases were performed electively, most 
patients had an ASA score of 2 (42.5 %, 27.9 % score 1, 25.7 % score 3, 3.8 % 
score 4 and 0.2 % score 5) and the most common type of sedation was conscious 
sedation (82.9 % followed be 16.4 % deep sedation and 0.7 % general anesthe-
sia). The overall deep bile duct cannulation success rate was 94.1 %. The can-
nulation success rate was higher in the double wire technique (100 %) compared 
to transpancreatic/precut sphincterotomy (89.6 %, p < 0.01). The overall ad-
verse event rate was 9.8 % (post ERCP pancreatitis 6.5 % and post ERCP cholan-
gitis 5.8 %). The overall adverse event rate did not differ significantly between 
the double-wire (6.2 %) and the transpancreatic/precut sphincterotomy group 
(11.3 %, p = 0.1), and the same was true for post ERCP cholangitis, perforation, 
bleeding, respiratory or cardiovascular adverse events (p > 0.05 for all). How-
ever, the post ERCP pancreatitis rate was higher with the double-wire technique 
(17.5 %) compared to the transpancreatic/precut sphincterotomy group (8.5 %, 
p = 0.02). In multivariate analysis the use of transpancreatic or precut sphinc-
terotomy vs double wire technique was not an independent predictive factor 
of cannulation failure (p = 0.9).
Conclusions  In a real-life multicenter registry study, there do not appear to be 
major differences in cannulation success among different advanced cannulation 
techniques. Further randomized trials are warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Post-cholecystectomy benign biliary strictures (PCBS) represent a sig-
nificant clinical challenge, occurring in 0.3–0.7 % of laparoscopic cholecystec-
tomies. Despite their clinical impact, the optimal endoscopic management 
strategy remains ill-defined, particularly regarding the choice between multi-
ple plastic stents (MPS) and fully covered self-expanding metal stents (FCSEMS). 
This scoping review therefore aimed to synthesize the current evidence on PCBS 
management and identify areas requiring further research.
Methods  We conducted a systematic search of PubMed, Embase, Scopus, and 
ClinicalTrials.gov for all publications through 14 October 2025, following Joan-
na Briggs Institute (JBI) and PRISMA-ScR guidance. The search strategy com-
bined database-specific subject headings (e.g., MeSH, Emtree) and free-text 
keywords related to PCBS and their endoscopic management with MPS and 
FCSEMS. Two authors independently screened all titles, abstracts, and full-text 
articles for eligibility, with discrepancies resolved by consensus.
Results  Following deduplication, 3,231 records were screened, with 3,063 
excluded at the title and abstract stage. The remaining 168 articles underwent 
full-text review, of which 64 met the inclusion criteria and were incorporated 
into the synthesis. Conference abstracts meeting criteria were also included 
but are presented separately.
Among studies reporting outcomes for PCBS patients treated with MPS, most 
cohorts comprised predominantly homogeneous PCBS populations, with reste-
nosis rates ranging from 0 % to 33.3 % (median 10.2 %, IQR 5.3 %–18.5 %). In 
contrast, substantially fewer studies reported sufficient numbers of PCBS pa-
tients treated with FCSEMS, with reported restenosis rates ranging from 10.7 % 
to 15.4 % (median 13.1 %).
Only one randomized comparative trial (Coté et al., JAMA 2016) directly com-
pared FCSEMS with MPS; however, outcomes were not stratified by stricture 
etiology, precluding extraction of PCBS-specific data. Several additional studies 

evaluated heterogeneous postoperative benign biliary stricture cohorts with-
out separately reporting outcomes for the PCBS subgroup.
Conclusions  Available evidence suggests that MPS therapy provides favorable 
long-term outcomes for PCBS. Although FCSEMS may demonstrate compara-
ble long-term results, the evidence is less well established owing to the scarci-
ty of PCBS-specific data. Heterogeneous definitions of restenosis, inconsistent 
follow-up, and the absence of rigorous comparative trials further limit evi-
dence-based stent selection. These gaps highlight the need for prospective, 
etiology-specific studies using standardized outcome definitions to guide op-
timal endoscopic management of PCBS.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Despite significant technological progress in endoscopic imaging and 
device performance, the usefulness of these advances remains highly depend-
ent on bowel preparation quality. The aim of this study was to identify predic-
tive factors of inadequate bowel preparation
Methods  This was a prospective study conducted as part of a professional 
practice evaluation in the digestive endoscopy unit of the Hepato-Gastroen-
terology Department at Bab El Oued University Hospital, during the period 
from january to july 2024.Polyethylene glycol (PEG) was used as the bowel 
preparation agent.Preparation quality was assessed using the Boston Bowel 
Preparation Scale (BBPS), with inadequate preparation defined as a total score 
strictly below 7.Data were analyzed using SPSS v20, including univariate anal-
yses (Chi-square test, ROC curve) and multivariate logistic regression [1–3].
Results  A total of 227 patients were included. The mean age was 52.39 ± 18.85 
years and the sex ratio was 0.91. The complete colonoscopy rate was 74.9 %. 
A split-dose regimen was used in 77.5 % of cases, and good tolerance to prepa-
ration was reported in 63 % of patients.Inadequate bowel preparation was 
observed in 47.6 % of cases.
Multivariate analysis identified three independent predictors of inadequate 
preparation: Constipation (OR = 0.4; p = 0.008),History of abdominal or uter-
ine surgery (OR = 0.46; p = 0.027),Interval > 5 hours between the last PEG 
intake and the colonoscopy (OR = 0.4; p = 0.005)
Conclusions  This prospective study identified three independent predictors 
of inadequate bowel preparation, mainly related to patient factors: constipa-
tion, previous abdominal/uterine surgery, and a delay exceeding 5 hours 
between the last PEG dose and the colonoscopy. Optimizing these factors could 
improve preparation quality and enhance colonoscopy outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 65-year-old woman with right hepatectomy for hydatidosis and history of 
ERCPs in other center for biliary stricture was referred to our hospital. Cholan-
giography revealed a stricture at the hepatic hilum with a 30 mm-dilatation of 
intrahepatic duct. An attempt to cannulate the intrahepatic ducts with a guide-
wire and sphincterotome was unsuccessful. Cholangioscopy identified the 
stricture with an impacted stone. Electrohydraulic lithotripsy was carried out, 
after which a bundle of suture material was visualized. Using SpyBite, part of 
the suture was grasped and removed. Subsequently, guidewire passage across 
the stricture was achieved. The stricture was dilated with a 6-mm Hurricane 
balloon, and a 10 Fr × 15 cm straight plastic stent was placed. Post-surgical 
biliary strictures represent a diagnostic and therapeutic challenge. Cholangi-
oscopy is very useful for the diagnosis and management of complex biliary 
strictures.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/2f2493b8-0e21-4d29-b2a9-7f2034d5c798/Uploads/19978_
rita_final.mp4
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Aims  nterventional gastrointestinal endoscopy requires advanced technical 
expertise, rapid problem-solving, and sustained cognitive focus. These de-
mands expose operators to significant acute stress, yet its prevalence, deter-
minants, and impact on clinical performance remain insufficiently character-
ized. Understanding stress within this high-stakes specialty is essential for 
optimizing patient safety, supporting practitioner well-being, and guiding in-
stitutional training policies.
Methods  We conducted a cross-sectional, anonymous global survey of prac-
ticing interventional gastrointestinal endoscopists (IGE). The questionnaire 
comprised five domains: demographics and workload, perceived stress (includ-
ing an adapted work-related Perceived Stress Scale), impact on procedural 
performance, coping strategies, and professional views on training. Descriptive 
and inferential statistics were applied to assess stress prevalence and explore 
associations between stress scores and practitioner characteristics.
Results  A total of 100 IGE participated. Most respondents were male (84 %), 
aged 30–50 years (82 %), and had more than 5 years’ interventional endoscopy 
experience (53 %). Despite this seniority, 56 % reported experiencing stress 
“sometimes,” 19 % “often,” and 2 % “always.” The mean work-related PSS score 
was 20.75 (SD 3.36), indicating moderate procedural stress, with similar levels 
for general perceived stress. Stress was perceived to impair concentration mild-
ly (61 %) or moderately (24 %), and 11 % reported substantial performance 

impairment. Nearly half (48 %) attributed at least some procedural failures to 
stress, and 39 % reported stress-related delays within the previous month. Only 
15 % had received formal stress-management training, yet 74 % believed such 
strategies could enhance performance, and 78 % supported simulation-based 
training under controlled stressful conditions. No significant associations were 
observed between stress scores and demographic variables.
Conclusions  Acute stress is prevalent among interventional gastrointestinal 
endoscopists and is widely perceived to detrimentally affect concentration and 
procedural performance. The paucity of structured stress-management train-
ing and the strong practitioner support for simulation-based approaches high-
light an important opportunity to implement targeted interventions aimed at 
improving both operator well-being and procedural safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Liver transplant candidates, especially those with cirrhosis are more 
prone to infections, which may be precipitated by semi-invasive procedures 
like colonoscopy. Limited data exist on infection rates post-colonoscopy and 
risk factors in this population. This study aimed to determine the incidence of 
post-colonoscopy infections and identify associated risk factors in patients 
awaiting liver transplantation.
Methods  A retrospective single-centre cohort study included 141 adult liver 
transplant candidates who underwent screening colonoscopy at a Belgian ter-
tiary hospital (2019-2023). Inclusion required ≥ 24h post-procedural observa-
tion. Infection was defined as fever ≥ 38 °C, leucocytosis ( > 12,000/μL), need 
for antibiotics or bacteraemia within 72 hours. Data on demographics, liver 
disease severity (MELD/Child-Pugh), comorbidities and procedural character-
istics such as bowel preparation adequacy, sedation type, polypectomy were 
analysed. Both univariate, as well as multivariate backward logistic regression 
analysis was performed to identify risk factors for infections.
Results  The overall infection rate was 6.4 % (9/141), rising to 8.9 % (9/101) in 
cirrhotic patients. Documented infections included bacteraemia, spontaneous 
bacterial peritonitis, and pneumonia. In univariate analysis significant risk fac-
tors were higher Child-Pugh score ≥ 9 (p = 0.04), ascites grade ≥ 2 (77.8 % vs. 
36.4 %; p = 0.028), and diverticulosis (55.6 % vs. 18.2 %; p = 0.018). In multivar-
iate analysis MELD score (p = 0.032), Child Pugh ≥ 9 (p = 0.01), INR (p = 0.024), 
ascites grade ≥ 2 (p = 0.068) and diverticulosis (p = 0.027) were independent 
risk factors for infections. Inadequate bowel preparation occurred in 29.1 % but 
was not associated with infection. No significant associations were found for 
antibiotic/immunosuppressive use, polypectomy, or sedation type and risk for 
infection.
Conclusions  Liver transplant candidates, particularly those with advanced 
cirrhosis (higher MELD score and Child-Pugh ≥ 9), increased INR, ascites 
grade ≥ 2 or diverticulosis, face substantial infection risk (6.4-8.9 %) after 
screening colonoscopy. Heightened clinical vigilance and optimized preventive 
strategies are warranted in this high-risk population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastric cancer (GC) presents with variable incidence across the globe, 
which is translated to different screening approaches. Various guidelines at-
tempt to present the optimal strategies for GC and premalignant conditions 
management; however, it is not recorded whether endoscopists comply with 
these recommendations. This study aimed to illustrate the current screening 
practices, adherence to guidelines, and variability in GC management among 
different countries.
Methods  A web-based cross-sectional survey of 28 items was distributed to 
various countries by individuals who were members of either World Endoscopy 
Organization (WEO) Emerging Stars or European Society of Gastrointestinal 
Endoscopy Young Endoscopists (EYE) Committee through September 2025. 
Questions about endoscopists’ status, screening and sampling for GC and pre-
malignant lesions during esophagogastroduodenoscopy (EGD), post-diagnosis 
surveillance, counseling and treatment policies were included. Data were ana-
lyzed using descriptive statistics, and potential associations were investigated 
using chi-square test and multi-nominal regression analysis. Statistical signif-
icance was set at a p-value £ 0.005.
Results  Eight hundred and twenty physicians from 20 countries participated 
in this questionnaire-based survey. The majority of them were Europeans 
(62.8 %), but endoscopists from every continent were included. Age-standard-
ized rate (ASR) of GC was < 10 per 100,000 person-years in all of the included 
countries, except for Japan, according to the GLOBOCAN 2022 records. In South 
America, a variety of answers about the existence of formal GC screening pro-
grams was recorded, ranging from 20 % to 35 %. EGD is performed at a high rate 
(18.2-50 %) regardless of a clear indication in several countries (Italy, Kenya, 
Brazil). Considering the quality of service, although high-definition equipment 
with virtual chromoendoscopy is available in every country, in some of them 
(Kenya, Serbia, Greece, Brazil and other Latin American countries) a high per-

centage of endoscopists (20-75 %) only has access to conventional white light 
endoscopes. Likewise, expert upper GI pathologist is readily available for less 
than 50 % of endoscopists in 11 out of 20 countries. Chi-square test indicated 
that the regional ASR, level of training, professional status and working place 
were associated with the different practices of physicians in GC surveillance. In 
the multi-nominal analyses, the country of practicing and the dedicated train-
ing in EGD and chromoendoscopy were more commonly associated with the 
differences in screening strategies, adherence to guidelines, endoscopy process 
and quality indicators. Contrariwise, endoscopists’ age, current status (super-
vised or independent trainee or fully competent endoscopist) and institution 
of practicing (public, academic or private sector) were not significantly associ-
ated with the investigated parameters.
Conclusions  Despite the existence of established guidance on GC screening 
and premalignant lesions management, there is a broad heterogeneity in the 
applied practices across the globe mainly associated with the country of prac-
ticing and the specialized training in upper GI endoscopy. These findings might 
be affected by the design of the study and the different number of physicians 
per country who answered the questionnaire. Therefore, national endoscopy 
societies are encouraged to record their internal variances to achieve uniform 
policies and compliance to the guidelines for GC and premalignant conditions 
management.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The iam of the study is compare the performance of virtual chromoen-
doscopy (VCE) using Linked Color Imaging(LCI) and dye-chromoendoscopy 
(DCE) with methylene blue for the detection of colonic neoplasticlesions during 
surveillance colonoscopy in patients with inflammatory bowel disease (IBD), 
since curently data on LCI performances ford etecting dysplasia specifically 
among IBD patients undergoing surveillance remain scarce compare to other 
virtual chromoendoscopy technology including Narrow Band Imaging (NBI, 
Olympus, Japan) or i-SCAN (Pentax, Japan).
Methods  This is a single-centre retrospective cohort study included patients 
with colonic IBD undergoingcolorectal cancer (CRC) surveillance colonoscopy 
between June 2018 and December 2024. The primary outcome was the detec-
tion of total neoplastic lesions, defined as the mean number ofneoplastic lesions 
detected per colonoscopy, including colitis-associated dysplasia,adenocarci-
noma, sporadic adenoma, serrated lesions, by targeted biopsies or polypecto-
my witheither DCE or LCI in subjects with long-standing colonic IBD. The sec-
ondary outcome was theneoplastic lesions detection rate, defined as the 
proportion of colonoscopies with at least oneneoplastic lesion over the total 
number of colonoscopies
Propensity-score matchingand multivariable Poisson and logistic regression 
were used to adjust for baseline differences andidentify independent predic-
tors.
Results  A total of 404 patients underwent surveillance colonoscopy during 
the study period, 135 with DCEand 269 with LCI. After exclusion of 93 patients 
because of inadequate bowel preparation orendoscopically active disease (23 
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in the DCE group, 70 in the LCI group, Figure 3), 311 wereincluded in the final 
analysis (112 DCE, 199 LCI). Due to the retrospective design, baseline charac-
teristicswere not fully balanced between the two groups. Compared with the 
LCI group, patients in the DCE group had a longer disease duration (19.58 vs 
17.12 years, p = 0.021), a higher prevalence ofextensive (E3) UC, a higher fre-
quency of concomitant primary sclerosing cholangitis, and a greaterproportion 
with a personal history of colonic lesions. A first-degree family history of 
colorectalcancer (CRC) was also more common in the DCE arm. After the 1:1 
propensity-score matching, 208 procedures (104 DCE and 104 LCI) were avail-
able foranalysis.
Neoplasia detection did not differ significantly between DCE and LCI. The mean 
number ofneoplastic lesions identified per colonoscopy was 0.116 with DCE 
and 0.085 with LCI (p = 0.472).Similarly, the neoplasia detection rate was com-
parable between techniques (8.03 % for DCE vs7.53 % for LCI; OR 1.07, 95 % CI 
0.45-2.54, p = 0.874). After 1:1 propensity score matching, thechromoendos-
copy modality (LCI vs DCE) was not associated with the total number of neo-
plasticlesions (IRR 0.77; 95 % CI 0.34–1.78; p = 0.543) and with the neoplastic 
lesions detection rate (OR0.58; 95 % CI 0.21–1.65; p = 0.310).
Conclusions  LCI-based VCE provides a neoplastic yield comparable to tradi-
tional DCE in patients with long-standing colonic IBD undergoing surveillance 
colonoscopy. As with other VCE modalities, LCImay be adopted as an acceptable 
alternative to DCE for dysplasia surveillance in IBD.
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Aims  To describe the epidemiological, clinical, and therapeutic character-
istics of foreign bodies in the upper GI tract
Methods  This is a retrospective, single-center descriptive study including 
patients admitted for management of upper GI tract foreign bodies between 
january 2018 and August 2025 at Bab El Oued University Hospital. Patients 
managed in the emergency department were excluded. Data analysis was per-
formed using SPSS v24
Results  A total of 80 patients were included, with a sex ratio of 0.9. The mean 
age was 44 years (range: 15–60). In 72.5 % of cases, the context of ingestion 
was known, of which 70 % were accidental and 2.5 % intentional. The main 
presenting symptoms were dysphagia and hypersalivation[1–3].
Standard radiological exams were performed in 100 % of cases, whereas only 
one patient underwent a CT scan,which did not reveal complications.Upper 
endoscopy (esophagogastroduodenoscopy) was performed in 70 % of cases.
The foreign body was located in the esophagus in 50 % of cases, and pre-ex-
isting esophageal lesions were found in 22.5 % of these patients. Endoscopic 
removal was successful in 75 % of cases. Only 3.3 % of patients required surgi-
cal intervention.

Conclusions  In our experience, Foreign body ingestion was predominantly 
accidental. Diagnosis relies primarily on endoscopy, which allows visualization 
and removal in most cases. However, surgical intervention may be required 
in selected situations
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Quality assessment is a priority in the field of gastroenterology. Howev-
er, limited data are available from Greece regarding adherence to quality stand-
ards in gastrointestinal endoscopy. This study aims at assessing the knowledge 
and compliance of Greek gastroenterologists with established quality standards 
for upper and lower digestive endoscopy, while exploring factors that may in-
fluence compliance [1].
Methods  This prospective study recorded data on the quality of upper and 
lower digestive endoscopy performed in Greece from October 2024 to January 
2025. All members of the Hellenic Society of Gastroenterology (n = 668) were 
invited to participate via an electronic survey. The survey included a question-
naire designed specifically for this study, covering demographic and profes-
sional characteristics, as well as quality indicators for gastroscopy and colonos-
copy.
Results  A total of 164 gastroenterologists participated (response rate 24.55 %), 
of whom 107(65.24 %) were male, and 102(62.2 %) working in public or aca-
demic hospitals. The duration of gastroscopy was not recorded by 116(70.73 %) 
participants, while 102(62.2 %) systematically used photodocumentation. Most 
participants utilized the Prague and Los Angeles classifications (156, 95.12 % 
and 159, 96.95 %, respectively). Additionally, 140(85.37 %) followed the Seat-
tle protocol, and 158 (96.34 %) conducted biopsies according to ESGE guide-
lines for precancerous gastric lesions. However, 83(50.61 %) don’t use a regis-
try for patients with Barrett’s esophagus. Complications were systematically 
recorded after gastroscopy by 103(62.8 %) and after colonoscopy by 
90(54.88 %).In colonoscopy, 149(90.85 %) use the BBPS scale, and 158(96.34 %) 
reported successful cecal intubation. Withdrawal times exceeded six minutes 
for 151(92.07 %) participants. An adenoma detection rate of over 25 % was 
achieved by 117(71.78 %), while 103(62.8 %) consistently used the Paris clas-
sification. Proper polypectomy techniques were employed by 111(67.68 %), 
but 100(60.98 %) recommended follow-up intervals shorter than guidelines 
suggest. Patient experience following gastroscopy and colonoscopy was not 
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recorded by 126(76.83 %) and 116(70.73 %) participants, respectively. Overall, 
compliance with quality indicators for upper and lower digestive endoscopy 
was observed in 87(53.05 %) and 75(45.73 %) participants, respectively. Multi-
variate analysis revealed that greater experience (p = 0,05), the use of video 
recording (p = 0,01), and use of high-resolution endoscopes (p < 0,01) were 
associated with improved compliance.
Conclusions  In this study, discrepancies were observed in the compliance of 
Greek endoscopists with endoscopic quality indicators, highlighting the need 
for further improvement. The systematic recording of these quality indicators 
is essential, highlighting the important role of scientific societies in this process.
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eP987  Cap-assisted colonoscopy increases polyp 
detection rate but does not affect the adenoma 
detection rate
Authors  Ioannou A1, Pardalis P1, Delidis T1, Dimitriadis K1, Bakogiannis K1, 
Koumentakis C1, Vassilieva L1, Leonidakis G1, Zampeli E1, Michopoulos S1

Institute  1  Gastroenterology Department, "Alexandra" General Hospital of 
Athens, Athens, Greece
DOI  10.1055/s-0046-1822339
Aims  Evaluation of the use of CAP in lower digestive tract endoscopies in terms 
of polyp detection rate (PDR) and adenoma detection rate (ADR).
Methods  Prospective registration of consecutive patients with lower GI en-
doscopy with or without the use of CAP. Demographic, clinical and endoscop-
ic data (cleanliness, cecal catheterization, polyp detection) as well as the patho-
logical result were recorded. Bowel cleanliness was assessed with the BBPS scale 
(Optimal: 9, Suboptimal: 6-8). All endoscopies were performed under conscious 
sedation by residents with supervision and/or assistance from specialists using 
high-resolution endoscopes (Olympus CF-H185L, CF-HQ190L) and CO2 insuf-
flation [1, 2].
Results  440 endoscopies were analyzed [(260F/180M, median age 63 years 
[(IQR 55-70)]. 87 (19.8 %) without the use of CAP and 353 (80.2 %) with the use 
of CAP. The mean BBPS value was 8.32 ± 1.01 and there was no difference be-
tween optimal and suboptimal preparation between the 2 groups (with or 
without CAP). In total, polyps were found in 350 endoscopies with PDR 79.5 % 
while in 228 endoscopies adenomas were found with ADR 51.8 %. In the 353 
endoscopies with the use of CAP, polyps were found in 289 (PDR:81.8 %) and 
adenomas in 185 (ADR 52.4 %) while in the 87 without the use of CAP, polyps 
were found in 61 (PDR 70.1 %) and adenomas in 44 (ADR 50.6 %). Statistical 
analysis (χ2 test) revealed that the use of CAP helped in the detection of polyps 
by significantly improving the PDR (OR = 1.92, 95 %CI: 1.13-3.28; p = 0.015) but 
did not contribute to the detection of adenomas and therefore did not improve 
the ADR to statistically significant levels (OR 1.12, 95 %CI: 0.7-1.8; p = 0.61). In 
the univariate analysis, age was also significantly associated with PDR 
(p = 0.001), whereas sex, bowel preparation quality, and endoscopist experi-
ence (senior vs fellow) showed no significant associations. In the multivariable 
model adjusting for age, sex, bowel preparation quality, endoscopist experi-
ence, and bisacodyl use, cap-assisted colonoscopy remained an independent 
predictor of improved PDR (OR = 0.56, 95 % CI: 0.34–0.95; p = 0.030). Bisacodyl 
use was also associated with higher PDR (p = 0.034), while sex, preparation 
quality, and endoscopist level showed no significant associations (▶Table 1).

▶Table 1	 

Use of CAP 
(353 colonos-
copies)

No CAP (87 
colonosco-
pies)

p

Polyps 289 61 0.015

Αdenomas 185 44 0.61

Conclusions  The use of CAP significantly improves polyp detection and re-
mains an independent predictor of higher PDR after adjustment for key con-
founders, whereas it does not improve the ADR
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP988  Risk and Protective Factors for Postoperative 
Recurrence in Crohn’s Disease: A Single-Center 
Retrospective Study
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Aims  Endoscopic recurrence after ileocecal or ileocolic resection in Crohn’s 
disease occurs in up to 70 % of patients within one year without prophylactic 
therapy. Identifying risk and protective factors is crucial for patient manage-
ment. This study aimed to assess recurrence rates and associated factors in a 
single-center cohort [1, 2].
Methods  Retrospective study including Crohn’s disease patients undergoing 
ileocecal or ileocolic resection between 2000 and 2023, with endoscopic fol-
low-up. Primary endpoint: endoscopic recurrence (Rutgeerts score). Statistical 
analysis was performed using SPSS 23.
Results  Among 181 patients (113 women, 68 men; mean age 31 years), 56.9 % 
had ileal disease and 43.1 % had ileocolic disease; 43.1 % had penetrating phe-
notype. Indications for surgery included stenosis (40 %), penetrating disease 
(35 %), obstruction (23 %), and perforation (2 %). Anastomosis was mainly end-
to-side (84 %), side-to-side in 4 %. Preventive therapy was given to 78.5 % (thi-
opurines 59.9 %, anti-TNF 24.6 %). Endoscopic recurrence occurred in 60.8 % 
(i2 17.1 %, i3 19.3 %, i4 25.4 %). Clinical recurrence was observed in 37 %, and 
surgical recurrence in 18 % after a median of 6 years.
Penetrating phenotype was identified as a risk factor, while side-to-side anas-
tomosis (P = 0.009) and early prophylactic therapy with thiopurines (P = 0.027) 
or anti-TNF (P = 0.011) were protective.
Conclusions  Endoscopic recurrence after ileocolic resection is frequent. Pen-
etrating phenotype increases recurrence risk, whereas side-to-side anastomo-
sis and early preventive therapy reduce it. Early endoscopic monitoring and 
tailored prophylaxis are essential to improve outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP989  When ERCP alone is not enough: Rendez-
vous repair of complete bile duct transection
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Background  A 45-year-old woman with a history of cholelithiasis, choledo-
cholithiasis and benign biliary stricture developed necrotizing pancreatitis with 
extensive intra-abdominal collections. After laparotomy for perforated chole-
cystitis with purulent peritonitis, she presented a vascular injury leading to 
hepatic ischemia and bile duct perforation secondary to a complicated chole-
cystectomy.
Case report  The patient underwent ERCP revealing a normal intrapancreatic 
bile duct with complete transection at the level of the common hepatic duct 
(Figure 1, Figure 2), with contrast filling of a heterogeneous subhepatic collec-
tion and spontaneous biliary drainage through the papilla (Figure 3).
Endoscopic recanalization of the intrahepatic duct or common hepatic duct 
was not technically achievable. Interventional radiology performed a percuta-
neous transhepatic cholangiography with placement of an internal–external 
biliary drain.
During a second ERCP, a guidewire was advanced through the percutaneous 
drain and retrieved endoscopically in the duodenum (“rendezvous”). A guide-
wire was then passed into the right hepatic duct and subsequently into the left 
hepatic duct. Plastic stents (9 cm × 8.5 Fr) were placed in each hepatic duct 
(Figure 4), and the external drain was removed.
Subsequently, both plastic stents were replaced with a fully covered self-ex-
pandable metal stent with anchoring flaps (80 × 10 mm), which was removed 
two months later. Follow-up cholangiography and cholangioscopy confirmed 
resolution of the leak and absence of biliary stricture (Figure 5).
Conclusions  Therapeutic ERCP is a fundamental tool in the management of 
post-surgical bile leaks.In complex scenarios such as complete bile duct tran-
sections, the combined percutaneous–endoscopic “rendezvous” technique 
allows restoration of biliary continuity, avoidance of major surgery, and reduc-
tion of morbidity, with technical success rates exceeding 94 %. Even after failed 
ERCP or radiological attempts we must continue to pursue minimally invasive 
management options whenever possible, as demonstrated in this case.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP990  Cholangioscopy-guided electrohydraulic 
lithotripsy versus laser lithotripsy for the treatment 
of choledocholithiasis: single center experience
Authors  Scaramuzza G1, Bronzini F2, Blois M2, Sterpi C2, Sostilio A2, 
Leonardi G2, Adamo G2, Manta R2

Institutes  1  N.O.A. – Nuovo Ospedale Apuane, Marina di Massa, Italy; 
2  United Hospitals of Livorno, Livorno, Italy
DOI  10.1055/s-0046-1822342

Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is the first-line 
therapy for choledocholithiasis; standard techniques—extraction baskets/bal-
loons and mechanical lithotripsy—clear most stones. Difficult stones can be 
successfully approached with cholangioscopy-guided intraductal lithotripsy 
using electrohydraulic (EHL) or laser (LL) energy. The choice between EHL and 
LL remains debated. Our aim is to compare efficacy and safety between EHL 
and LL in the management of large difficult biliary stones
Methods  We have included all intraductal lithotripsy procedures carried out 
from November 2021 to October 2025.
Results  32 adult patients (M/F: 12/20) with a mean age of 80 years were in-
cluded. 18 patients underwent EHL lithotripsy and 14 LL. All procedures were 
performed in general anesthesia. Patients and stones characteristics were re-
ported in the ▶Table 1. Complete ductal clearance was achieved in 16/18 (89 %) 
EHL patients and 13/14 (93 %) LL patients. First-session clearance occurred in 13/16 
(81 %) with EHL and 12/13 (92 %) with LL (p = 0.39). The mean procedure time was 
101.1 vs 105.8 minutes (p = 0.35). Biliary stent use was similar (39 % EHL vs 28 % LL; 
p = 0.45) and not associated with clearance success (p = 0.13). Adverse events were 
rare: mild cholangitis in 1/22 (4.5 %) EHL procedures and 1/18 (5.5 %) LL procedures 
(p = 0.85). Performance data were reported in ▶Table 2.

▶Table 1	 

EHL LL p

Patients 18 14

Mean age media 82.61 ± 7.40 76.78 ± 7.95 0.04

M/F (n. / %) 4 (22 %) / 14 
(78 %)

8 (57 %) / 6 
(43 %)

0.04

ASA I-II / ASA III-IV 4 (22 %) / 14 
(78 %)

6 (43 %) / 8 
(57 %)

0.21

Previous ERCP 11/18 (61 %) 11/14 (78 %) 0.29

Multiple stones 14/18 (78 %) 13/14 (93 %) 0.24

Mean n. of stones 2.0 ± 0.76 2.5 ± 1.16 0.76

Stone size (cm) 2.77 ± 0.57 2.71 ± 0.51 0.45

Strictures 1/18 (5 %) 1/14 (7 %) 0.85

▶Table 2	 

EHL LL p

N. patients 18 14 -

N. procedures 22 18 0.38

Procedures per patient 1.22 ± 0.55 1.28 ± 0.72 0.38

Procedure time (min.) 101.13 ± 28.19 105.83 ± 47.13 0.35

Stent placement 7/18 (39 %) 4/14 (28 %) 0.45

Complete clearance 16/18 (89 %) 13/14 (93 %) 0.70

Clearance at I session 13/16 (81 %) 12/13 (92 %) 0.39

Advers events (cholangi-
tis)

1/22 (4.5 %) 1/18 (5.5 %) 0.85

Conclusions  Cholangioscopy-guided intraductal lithotripsy has markedly im-
proved the management of difficult biliary stones. In our single-center study, 
both EHL and LL achieved high success rates with a favorable safety profile and 
low adverse-event rates; no statistically significant differences in efficacy or 
safety were detected between techniques. Future work should include larger 
prospective and randomized studies comparing the two techniques.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP991  Elevated Lipase with a Normal Pancreas: The 
Key Role of Endoscopic Ultrasound
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Background  Ectopic pancreas is a rare congenital anomaly characterized by 
pancreatic tissue located outside its normal anatomic position and not con-
nected to the main gland. Although frequently an incidental finding, it may 
lead to clinical symptoms such as abdominal pain, gastrointestinal bleeding, 
or, less commonly, acute or chronic pancreatitis. The diagnosis can be challeng-
ing, and endoscopic ultrasound (EUS) plays a decisive role in characterizing 
gastric subepithelial lesions and guiding their management.
Case Description  A 22-year-old woman with no significant medical history 
presented with five days of epigastric pain, heartburn and nausea. Laboratory 
tests revealed a five-fold elevation in serum lipase. Upper endoscopy identified 
two submucosal lesions, 2–3 cm in diameter, at the gastric antrum–body junc-
tion (Figure 1).
Radial and linear EUS demonstrated two heterogeneous, lobulated subepithe-
lial masses along the greater curvature: one arising from the submucosa 
(20 × 12 mm) and another extending into the muscularis propria (22 × 14 mm), 
while preserving wall layer anatomy (Figure 2). Fine-needle aspiration (25G) 
confirmed ectopic pancreatic tissue without atypia.
Abdominal CT revealed solid, contrast-enhancing gastric-wall lesions with sur-
rounding inflammatory changes, without involvement of the orthotopic pan-
creas (Figures 3 and 4). Given the patient’s clinical stability and the absence of 
complications, conservative management with outpatient follow-up was cho-
sen, reserving endoscopic resection for possible recurrence.
Conclusion  This case illustrates acute idiopathic-like pancreatitis originating 
from gastric ectopic pancreatic tissue, confirmed by EUS-guided FNA. EUS was 
decisive in establishing the diagnosis and avoiding unnecessary investigations, 
delays, or inappropriate treatments in this uncommon entity. Careful follow-up 
is appropriate in clinically stable patients, while endoscopic resection remains 
a therapeutic option if symptoms recur.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP992  Prognostic Value of Stromal and Mesenchy-
mal Signatures Assessed by EUS Elastography in 
PDAC
Authors  Ungureanu BS1, Florescu M2, Pirici D3, Schenker M4, Rogoveanu I1, 
Gheonea DI1, Turcu-Stiolica A5

Institutes  1  Research Center of Gastroenterology and Hepatology of 
Craiova, Romania, Craiova, Romania; 2  Pathology Department, University 
of Medicine and Pharmacy of Craiova, Craiova, Romania; 3  Department of 
Histology, University of Medicine and Pharmacy of Craiova, Craiova, 
Romania; 4  Oncology Department, University of Medicine and Pharmacy of 
Craiova, Craiova, Romania; 5  3 Department of Pharmacoeconomics, 
University of Medicine and Pharmacy of Craiova, Craiova, Romania
DOI  10.1055/s-0046-1822344
Aims  To evaluate a combined approach using EUS-guided real-time elastog-
raphy (RTE) and mesenchymal immunohistochemical markers to predict prog-
nosis in pancreatic cancer.
Methods  Twenty-three consecutive patients diagnosed with PC by EUS-FNB 
at the Research Center for Gastroenterology and Hepatology, University of 
Medicine and Pharmacy of Craiova, between January and April 2025, were en-
rolled. All patients underwent RTE-EUS using the ARIETTA 850 system. Histo-

pathology confirmed the diagnosis, and immunohistochemistry for α-SMA and 
vimentin was performed to assess mesenchymal activation. Quantitative mor-
phologic and textural classifiers were automatically generated using Image 
ProPlus AMS analysis software, including: hole area, roundness, heterogeneity, 
integrated optical density (IOD), Feret max, Feret mean, fractal dimension, and 
clumpiness [1].
Results  High expression of α-SMA and vimentin was significantly associated 
with the presence of metastases and decreased survival (p < 0.05). Morpholog-
ic classifiers applied to both elastography and IHC images demonstrated in-
creased stiffness and dense fibrosis in advanced disease stages. Significant 
associations were found for heterogeneity, IOD, Feret max, Feret mean, fractal 
dimension, and clumpiness (p < 0.001), and for hole area and roundness 
(p < 0.05).
Conclusions  This study highlights the potential of EUS-RTE as a real-time im-
aging tool for improving prognostic assessment in PDAC by integrating mes-
enchymal marker–based quantitative denominators. Combined elastography–
IHC analysis may contribute to more refined risk stratification and personalized 
management.
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Aims  Multidrug-resistant (MDR) pathogens may compromise empiric therapy 
in acute cholangitis, particularly after repeated biliary interventions. We aimed 
to describe MDR prevalence and identify patient- and procedure-related risk 
factors.
Methods  We prospectively analysed 1960 Tokyo Guideline–defined acute 
cholangitis episodes in a multicenter cohort. Bile and blood isolates were clas-
sified as MDR if non-susceptible to ≥ 1 agent in ≥ 3 antimicrobial classes; epi-
sodes were labelled MDR when ≥ 1 MDR isolate was recovered. Analyses were 
restricted to culture-positive episodes.
Results  Among 979 culture-positive episodes, 350 (35.8 %) were MDR, corre-
sponding to 17.9 % of all cholangitis episodes. Patients with MDR organisms 
were older (mean 70.2 vs 68.0 years). MDR clustered in those with prior health-
care and biliary manipulation: previous hospitalisation increased MDR from 
30.8 % to 40.7 %, prior ERCP from 30.1 % to 46.0 %, and any previous biliary stent 
from 30.7 % to 47.5 %. Stenting at the index ERCP was also associated with 
higher MDR rates (39.7 % vs 29.5 % without stent). MDR isolates accounted for 
35.4 % of bile and 23.3 % of blood cultures. In multivariable analysis, older age 
(30 % higher odds per decade), previous ERCP (adjusted odds ratio [aOR] 2.4) 
and antibiotic administration before ERCP (aOR 1.5) remained independently 
associated with MDR.
Conclusions  In this large acute cholangitis cohort, over one-third of cul-
ture-positive episodes involved MDR organisms, with substantially higher rates 
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in older patients and those with recent hospitalisation, prior ERCP, and biliary 
stents. These findings support escalation of empiric therapy for patients with 
significant prior biliary manipulation or healthcare exposure, while antimicro-
bial-sparing regimens may remain appropriate for truly community-acquired 
cases without such risk factors.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Improving the quality of upper gastrointestinal endoscopy (UGE) relies 
increasingly on structured performance measures (PMs) defined by the Euro-
pean Society of Gastrointestinal Endoscopy (ESGE). The 2025 update intro-
duced revised key and minor PMs to strengthen standardization and enhance 
diagnostic performance. The aim of this study was to evaluate compliance with 
the updated 2025 ESGE UGE performance measures in a cohort of 100 consec-
utive UGE procedures, to calculate local quality metrics, and to compare these 
results with those obtained in the same centre in 2023, when examinations 
were assessed according to the 2016 ESGE framework.
Methods  Retrospective cohort study including 100 consecutive UGE per-
formed in 2025 and 309 consecutive procedures performed in 2023 in a single 
centre. Standard exclusion criteria aligned with ESGE recommendations were 
applied to both cohorts. Each examination was evaluated against the corre-
sponding ESGE performance measures: the 2025 PMs for the 2025 cohort and 
the 2016 PMs for the 2023 cohort. Extracted variables included key and minor 
performance measures, and a comparative analysis between 2023 and 2025 
was performed using chi-square, with significance set at p < 0.05.
Results  In 2025, regarding key PMs, appropriate indication for the procedure 
was documented in 98 % of examinations, fasting instructions in 100 %, accurate 
photodocumentation in 99 %, and standardized terminology in 91 %. The man-
agement of epithelial precancerous conditions and early neoplasia of the stom-
ach (MAPS) protocol was followed in 100 % of applicable procedures (n = 40), 
and recommended surveillance intervals in patients with gastric precancerous 
conditions were respected in 100 % of applicable cases (n = 21). Two key per-
formance measures remained below ESGE minimum thresholds: the use of a 
validated mucosal visibility score (39 %) and documentation of an inspection 
time ≥ 7 minutes (39 %). Among minor PMs, a minimum 20-minute allocated 
time slot was assured in 100 % of procedures and patients’ experience was not 
evaluated. Some PMs were not applicable due to the absence of eligible cases 
among the 100 consecutive UGE evaluated: Barrett’s oesophagus-related meas-
ures, chromoendoscopy in squamous neoplasia risk groups and post-therapeu-
tic complications. Comparative analysis of PMs available in both 2023 and 2025 
revealed no relevant differences in fasting documentation (100 % vs. 100 %, 
p = 1.00), photodocumentation adequacy (99 % vs. 99 %, p = 0.85), or use of 
standardized terminology (94 % vs. 91 %, p = 0.54). There was a statistically 
significant improvement in the proportion of procedures in which the MAPS 
protocol was applied, when relevant (89 % vs. 100 %, p = 0.03). Comparing the 
2016 ESGE measures requiring documentation of time vs. the 2025 update 
additionally mandating an inspection time ≥ 7 minutes, the proportion of ex-
aminations meeting the PM improved significantly (22 % vs. 39 %, p < 0.01), 
indicating a meaningful enhancement in compliance with time-related key PM. 
Overall, in 2025, 7 of the 10 available PM to evaluate were performed according 
to the ESGE minimum standard ≥ 90 %.
Conclusions  This two-cohort analysis demonstrates measurable progress in 
adherence to ESGE performance measures following the 2025 update, with 
several key PMs meeting or approaching target standards. Improvements were 

particularly evident in time-related documentation and use of MAPS protocol 
for gastric precancerous assessment. Some PMs remain below ESGE minimum 
thresholds, giving room for continuous improvement, but the overall trend 
supports the positive impact of systematic quality monitoring and highlights 
ongoing opportunities to optimize UGE performance in accordance with evolv-
ing European standards.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the real-world efficacy and safety of botulinum toxin type A 
(BTX-A) injection as a minimally invasive therapeutic alternative for chronic 
anal fissures and to identify factors associated with early treatment success.
Methods  We conducted a retrospective observational study including all pa-
tients aged ≥ 18 years with chronic anal fissure treated with BTX-A in a proctol-
ogy outpatient clinic between January 2021 and September 2024, with a min-
imum follow-up of 12 months. Patients with inflammatory bowel disease were 
excluded. A standardized dose of 20 IU of BTX-A divided into two injections was 
administered in all cases. Primary outcomes were healing rate, number of treat-
ment sessions required, recurrence, and procedure-related complications. The 
impact of optimized peri-procedural medical therapy (topical treatment and 
constipation control) on treatment response was also evaluated.
Results  Twenty-two patients were included (54.5 % male). Complete fissure 
healing was achieved in 64 % after a single BTX-A session and in the remaining 
36 % after a second session, resulting in a 100 % overall healing rate with no 
recurrences at 1-year follow-up. Patients with optimized peri-procedural med-
ical therapy (n = 16, 73 %) showed a significantly higher early success rate, as all 
healed after one session (p < 0.001). Only one case of transient mild fecal in-
continence (4.5 %) was observed, with no permanent sequelae. Complex fissure 
patterns (combined anterior and posterior fissures and fissure with anal ulcer) 
were exclusively identified among patients requiring two sessions.
Conclusions  In this real-world cohort, BTX-A injection demonstrated excellent 
efficacy and an outstanding safety profile for the treatment of chronic anal 
fissures, achieving universal healing with minimal morbidity. Optimized 
peri-procedural medical therapy emerged as a key modifiable factor for early 
success, significantly reducing the need for repeated interventions. These data 
strongly support BTX-A as a first-line, sphincter-preserving, minimally invasive 
alternative to lateral internal sphincterotomy, with the potential to change 
current therapeutic paradigms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP997  Use of topical hemostatic agents in upper 
gastrointestinal bleeding: experience in a reference 
center in the province of girona
Authors  Barreto LP1, Albert M1, Hombrados M1, Busquets D1, 
Pardo Grau L1, Torrealba L2, Oliveras B1, Huertas C3

Institutes  1  Hospital Universitari de Girona Doctor Josep Trueta, Girona, 
Spain; 2  Hospital Universitari de Girona Doctor Josep Trueta, Giro, Spain; 
3  Endoscopy Unit, Digestive Diseases Department, Doctor Josep Trueta 
University Hospital of Girona, Girona, Spain
DOI  10.1055/s-0046-1822349
Aims  To evaluate the effectiveness and safety of topical hemostatic agents in 
the treatment of UGIB in a tertiary hospital.
Methods  A retrospective study conducted at Hospital Universitari Dr. Josep 
Trueta in Girona. Patients with UGIB treated between January 2016 and June 
2025 were included. Data were obtained from the Endobase database. Demo-
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graphic variables, indication for gastroscopy, etiology of bleeding, use of top-
ical hemostatic agent as first-line treatment, technical success, rebleeding, and 
30-day survival were collected [1, 2].
Results  A total of 47 patients were analyzed, with a mean age of 66.08 years 
and a male predominance (76.6 %). The main indication for gastroscopy was 
hematemesis (53.2 %), followed by melena (34.0 %) and rectal bleeding (4.3 %). 
The most frequent etiology was esophagogastroduodenal neoplasm (25.5 %), 
followed by duodenal ulcer (21.3 %), esophagitis (14.9 %), gastric ulcer (6.4 %), 
and variceal bleeding (6.4 %). The topical hemostatic agent was used as first-line 
treatment in 27.7 % of cases. Immediate hemostasis was achieved in 91.5 %, 
with technical success in 89.4 %. Rebleeding at 7 days was 19.1 % and at 30 days 
23.4 %. The 30-day survival rate was 78.7 %.
Conclusions  The use of topical hemostatic agents in UGIB showed a high rate 
of technical success and immediate hemostasis. These results support their use 
as an effective tool in the endoscopic management of UGIB, especially in se-
lected cases (neoplasms or refractory bleeding) and even as a first-line option.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP998  Endoscopic removal of an unusual foreign 
body from the stomach
Authors  Saichi S1, Saoula H2
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DOI  10.1055/s-0046-1822350
Abstract Text
Foreign body (FB) ingestion is common and usually benign. At-risk populations 
include children, elderly patients, psychiatric patients, prisoners, and those 
with esophageal disease. While most FBs pass spontaneously, 10–20 % require 
endoscopic removal, and only ~1 % need surgery. We report a case of tooth-
brush ingestion successfully removed endoscopically after multiple failed at-
tempts [1, 2].
Case:  A 40-year-old obese woman with allergic rhinitis accidentally ingested 
a toothbrush during a coughing episode. She presented with nausea and gastric 
fullness. Physical examination and plain thoraco-abdominal radiographs were 
unremarkable (radiolucent object). Urgent esophagogastroduodenoscopy 
without sedation revealed the toothbrush lodged horizontally in the gastric 
fundus. After repositioning maneuvers and use of a diathermic snare, the object 
was turned vertically, grasped by the head, and removed successfully without 
complications. The patient was discharged the same day.
Conclusion:  Long objects ( > 6 cm), such as toothbrushes, can become impact-
ed in the stomach or duodenum and often require endoscopic removal. Use of 
a snare, basket, and appropriately sized overtube facilitates safe extraction. 
Management should be multidisciplinary, and preventive measures including 
patient and caregiver education are essential to reduce such incidents.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Training in gastrointestinal (GI) endoscopy has mainly relied 
on plastic simulators, virtual reality platforms, mechanical, and animal tissue 
models. While widely used, the above modalities lack key features of the human 
GI tract, including anatomical accuracy, mucosal appearance, and tissue re-
sponsiveness. Human cadaver models provide a lifelike experience in surgical 
training. However, despite various efforts to develop GI endoscopy training on 
human cadavers, limitations in preservation methods, tissue quality, and re-
producibility have prevented widespread adoption so far.
Innovation  We developed a novel soft-embalming technique specifically op-
timised to preserve the human GI tract. Preservation quality was initially vali-
dated on three cadavers via standard upper and lower GI endoscopy. We estab-
lished an international one-day hands-on GI endoscopy training program using 
our novel, next-generation human cadaver models designed explicitly for the 
realistic practice of diagnostic and basic therapeutic endoscopic techniques. 
Participants practiced diagnostic upper and lower GI endoscopy and basic ther-
apeutic procedures, including endoscopic band ligation (EBL) and submucosal 
injection using Fujifilm devices.
Results  The preserved GI tracts closely resembled living tissue, with realistic 
mucosal appearance, tissue pliability, and luminal distension. Notably, the re-
duced adherence of the upper GI mucosa to the submucosa proved beneficial 
for practising submucosal injection and EBL techniques. Preservation chemicals 
caused no damage to endoscopic equipment, and the cadavers remained suit-
able for reuse. 70 participants from 14 countries have completed the training 
across three courses since 2024, and reported significant improvements in both 
endoscopic technical proficiency and confidence. A total of 51 trainees com-
pleted a standardized evaluation (Likert scale 1–5), the results of which are 
summarized in ▶Table 1.

▶Table 1	  Summary of Trainee Evaluations (1 = poor, 5 = excellent)

Parameter Mean Score, 
(n = 51)

Odour intensity of preservation method 
(low = better)

1.4

Mucosal realism 3.6

Tissue consistency 3.6

GI tract cleanliness 4.3

Endoscope handling realism 4.1

Overall examination realism 4.1

Comfort working on cadavers 3.8

Usefulness for diagnostic endoscopy training 4.3

Conclusions  This new-generation human cadaver model provides a realistic, 
safe, and reusable platform for GI endoscopy training. Quantitative evaluations 
from 51 trainees demonstrate high realism and educational value, supporting 
its integration into international endoscopy curricula. Its ability to enable both 
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diagnostic and therapeutic training – especially submucosal injection, rarely 
feasible in cadaver models – positions this innovation as a promising bridge 
between simulation tools and real-world clinical practice.
video   http://data.process.y-congress.com/Scientif icProcess/Data
//106/660/1670/1c10753f-8e5b-4413-a504-7e925b2b0ed1/Uploads/19990_
Cadaver_Endoscopy %20for %20ESGE %202026 %20- %20Submucosal %20in-
jection.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1025  Navigating ERCP Through Duodenal 
Stenosis and Pre-existing Enteral Stents: A Sin-
gle-Center Experience
Authors  Conti Bellocchi MC1, Del Fauro V1, Agnolon C1, De Pretis N1, 
Crinò SF1

Institute  1  University of Verona, Verona, Italy
DOI  10.1055/s-0046-1822352
Aims  Malignant biliary obstruction (MBO) in the setting of duodenal narrowing 
is a frequent and challenging scenario in advanced gastrointestinal cancers. Al-
though EUS-guided biliary drainage has emerged as a promising alternative, its 
use is still limited to specialized centers with dedicated expertise. In daily practice, 
endoscopists often face two situations: patients with pre-existing enteral stents 
placed for gastric outlet obstruction (GOO), which complicate biliary access, and 
patients with duodenal substenoses that appear clinically insignificant but prove 
non-transitable during ERCP. In both cases, positioning or navigating through du-
odenal stents can represent a pragmatic solution to enable ERCP.
Methods  We conducted a single-center observational study including con-
secutive patients with MBO in the setting of duodenal narrowing. Patients were 
stratified into two groups according to stent indication: those who underwent 
ERCP-directed stent placement to enable biliary access, and those with pre-ex-
isting enteral stents previously positioned for palliation of GOO. The primary aim 
was the technical success, defined as successful cannulation of the biliary tract 
followed by correct placement of a stent. Secondary endpoints included the clin-
ical success, the safety of the procedure, and the need for reintervention. Reinter-
ventions were categorized according to indication: biliary reintervention, per-
formed for stent dysfunction or recurrent biliary obstruction, and GOO-related 
reintervention, performed for recurrence or progression of duodenal obstruction.
Results  Thirty-five patients were included, with a mean age of 68 years and a 
slight male predominance. The majority had pancreatic cancer and advanced 
disease stages. Most underwent ERCP-directed stent placement (29, 80.5 %) , 
while a smaller subgroup carried pre-existing enteral stents for GOO (7, 19.5 %). 
Clinical indications were mainly jaundice, with a minority presenting with chol-
angitis. Papilla status was balanced between naïve and previously treated, and 
sphincterotomy was rarely performed. Metal stents were the preferred choice, 
either fully covered (82.7 %) or uncovered (13.8 %), with only one case requiring 
plastic stents due to hilar cholangiocarcinoma. ERCP was feasible in 30 out of 
35 patients (82.9 %), confirming a high rate of technical success. Clinical success 
was achieved in 26 out of 35 patients (74.3 %). Procedural adverse events oc-
curred in 2 patients (5.7 %), both classified as grade IIIb, consisting of periproce-
dural collections requiring drainage. Reintervention was necessary in four 
cases (11.4 %): three for cholangitis due to stent dysfunction, and one for stent 
occlusion, with subsequent ERCP and EUS-guided gastroenterostomy.
Conclusions  ERCP in malignant biliary obstruction with duodenal stenosis is 
feasible (83.3 % technical success), with a good clinical efficacy. Severe proce-
dural adverse events were rare (5.6 %) , while stent dysfunction required rein-
tervention in 11.1 % of cases. Overall survival remained limited, reflecting ad-
vanced disease stage.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1026  Acute bleeding from a downhill esophageal 
varix treated by endoscopic band ligation
Authors  Birzle L1, Roser DA1, Braun G1, Karpynec S1, Krapp N1, Römmele C2, 
Nagl S1, Scheurig-Münkler C1, Messmann H3

Institutes  1  University Hospital Augsburg, Augsburg, Germany; 2  Internal 
Medicine III – Gastroenterology, University Hospital Augsburg, Augsburg, 
Germany; 3  Internal Medicine III – Gastroenterology, University Hospital 
Augsburg, Augsburg, Germany
DOI  10.1055/s-0046-1822353
Case description:  A 87-year-old patient presented to our emergency depart-
ment with hematemesis and melena. With an initial hemoglobin level of 5 g/
dL, two units of packed red blood cells were transfused before the hemody-
namically stable patient was transferred to our endoscopy unit.
Emergency upper endoscopy revealed a column of downhill varices with stigmata 
of recent bleeding, characterized by a white nipple sign. During inspection, active 
bleeding from the downhill varix recurred. The remaining esophagus and stomach 
showed no signs of portal hypertensive gastropathy or additional varices.
Due to acitve hemorrhage, endoscopic band ligation was performed using a 
multiband ligator, resulting in immediate hemostasis. No additional endoscop-
ic therapy was required.
To clarify the etiology of the downhill varices, contrast-enhanced CT of the chest 
was obtained. It demonstrated a 3.7 × 9 mm thrombus in the superior vena cava 
with collateralization through the azygos system. The patient had a previously 
implanted a CRT-D device for complete atrioventricular block, and the transvenous 
leads were regarded as the causative factor for the SVC thrombosis.
The patient was started on anticoagulation. Given the elevated risk of damag-
ing the CRT-D system, an initial attempt was made to embolize the azygos vein. 
However, the procedure proved technically unfeasible, and the patient is now 
being evaluated for stenting of the superior vena cava.
Conclusion  Acute bleeding from downhill esophageal varices is rare but can 
be effectively treated with endoscopic band ligation. Identification and man-
agement of the underlying SVC obstruction is crucial for preventing recurrence.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1027  Endocytoscopy in the evaluation of histo-
logical remission in ulcerative colitis
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Aims  Endoscopic and histologic remission are therapeutic targets in ulcerative 
colitis (UC). Endocytoscopy (EC), provides optical magnification up to 520x, this 
real-time imaging modality offers the potential to assess histologic healing without 
tissue sampling. The objective of this study was to evaluate the diagnostic perfor-
mance of EC to assess endoscopic and histologic healing in UC [1–3].
Methods  We conducted a prospective observational study including consec-
utive patients with UC in clinical remission undergoing colonoscopy. EC and 
biopsies were performed and in the segment with the highest previously doc-
umented inflammatory activity. Endoscopic activity was evaluated using the 
Mayo endoscopic subscore and UCEIS. Clinical activity (PRO2) and biochemical 
markers (fecal calprotectin and C-reactive protein) were recorded. Endocyto-
scopy (ECI-H290ECI, Olympus) was evaluated using three different scores 
(ELECT, ICC and ESS) using NBI and 1 % methylene blue staining. Three inde-
pendent endoscopist reviewed EC videos for interobserver correlation. Histo-
logic activity using Nancy index served as the gold standard.
Results  Thirty-seven patients were included. Mean age was 52,3 (SD16,6) and 
56,8 % were female. Baseline characteristics are shown in ▶Table 1. Only three 
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patients (8,6 %) had demonstrated mucosal healing on the prior endoscopy. Clin-
ically, patients were in remission, with normal bowel movements number (73 % 
reporting 1 bowel movement/day) and no rectal bleeding in 100 %. Median fecal 
calprotectin was 39.5 µg/g (IQR 19.1-91.3), CRP 1.2mg/L (IQR 0.5-5.4), hemoglo-
bin 14.8 g/dL (IQR 13.6-15.4), and albumin 4.5 g/dL (IQR 4.4-4.7).

▶Table 1	  Baseline characteristics

Age mean (SD) 52,3 (16.6)

Sex 16(43,2 %) male, 21 (56,8 %) female

Smoking status 27 (73 %) No, 5(13,5) Yes, 5(13,5 %)Ex

UC extension Proctitis 8,6 %, Left-sided 54,3 %, 
extensive 37,1 %

Most patients were in endoscopic remission, with 90 % with Mayo 0 and UCEIS 
0. Histologic remission (Nancy 0-1) was present in 78,4 % of patients.
EC assessment showed 81 % patients scored as ELECT 0 or 1, 83 % as ICC 0 or 1 
and 57 % as ESS 3.
Concordance between Nancy and EC indexes was good. 93,1 % of patients in 
histologic remission were correctly classified as ELECT 0 or 1, ICC 0 or 1 while 
62 % as ESS 3.
Among 6 patients with significant histologic activity (Nancy 2-3), 3 were clas-
ified as ELECT 2-3, 2 as ICC 2 and 4 as ESS 4.
Interobserver agreement was good for ELECT score (kappa 0.67), and moderate 
for ICC and ESS (kappa 0.4). Concordance was 83.3 % for ELECT and 66,7 % for 
ICC and ESS scores. Of individual variables vascular architecture, distance be-
tween crypts, and abscence of crypt abscesses had good agreement, while 
capilar morphology and presence of inflammatory infiltrate only had 33,3 % 
concordance.
Conclusions  Endocytoscopy allows accurate in vivo assessment of histologic 
remission in patients with ulcerative colitis, with an excellent negative predic-
tive value and could be a feasible alternative to biopsies in patients in endo-
scopic remission.
Conflicts of Interest  Equipment support provided by Olympus
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Aims  Proper prioritization is essential for optimizing waiting lists and ensuring 
that endoscopic procedures provide meaningful diagnostic value. This study 
aimed to evaluate whether a gastroenterologist’s review of General Pratiction-
ers (GP)-issued referrals could improve appropriateness and enhance the  
detection of clinically significant findings.
Methods  A single-center retrospective observational study was conducted, in-
cluding all patients who underwent upper or lower gastrointestinal endoscopy 
between January 2022 and December 2024. All referrals were issued by GP with a 
60 day-priority. Patients were divided into two cohorts: the “GP” group, in which 
booking occurred directly through the regional scheduling system without spe-
cialist input, and the “Specialist” group, in which a gastroenterologist reviewed 
and, if necessary, modified the assigned priority before scheduling. Appropriate-
ness was assessed using italian (Raggruppamenti di Attesa Omogenea, RAO) [1] 
and American Society for Gastrointestinal Endoscopy (ASGE) [2] criteria, and en-
doscopic outcomes were evaluated for significant organic pathology.
Results  A total of 602 patients (302 in the “Specialist” group and 300 in the “GP” 
group) were included in the study. The “Specialist” cohort demonstrated mark-
edly improved appropriateness of referrals according to RAO (77.5 % vs 59.0 %, 
p < 0.001) and ASGE (94.0 % vs 83.0 %, p < 0.001) criteria and increased rates of 
significant organic pathology (23.2 % vs. 15.0 %, p = 0.014), both neoplastic (2.6 % 
vs 2 %) and non-neoplastic (20.5 % vs 13 %), compared with CUP. Across both co-
horts, appropriate referrals were associated with a higher diagnostic yield and no 
neoplastic lesions were found in examinations classified as inappropriate.
The general features of the two cohorts and the more significant results are sum-
marized in ▶Table 1.

▶Table 1	 

Specialist (n = 302) GP (n = 300) p-value

Female sex 145 (48,0 %) 176 (58,7 %)

Age (yrs; mean, SD) 63,71 (15,36) 62,81 (14,34)

Esophagogastroduodenoscopy 191 (63,2 %) 132 (44,0 %)

Colonoscopy 111 (36,8 %) 168 (56,0 %)

RAO criteria 234 (77,5 %) 177 (59,0 %)  < 0,001

ASGE criteria 284 (94 %) 249 (83 %)  < 0,001

Significant pathology * 70 (23,2 %) 45 (15,0 %) 0,014

Neoplastic disease (GC/CRC) 8 (2,6 %) 6 (2,0 %) 0,078

Non-neoplastic disease 62 (20,5 %) 39 (13,0 %) 0,016

 *Esophageal varices, Barrett’s esophagus, erosive esophagitis grade C/D, eosinophilic/infectious esophagitis, gastric cancer (GC), gastric/duodenal ulcers, 
gastric antral vascular ectasia, gastric varices, endoscopic findings suspicious for coeliac disease, colorectal cancer (CRC), active inflammatory bowel disease, 
acute diverticulitis,recurrence of previously endoscopically resected lesion, high-risk colorectal polyp, anastomotic stenosis, rectal fistula, radiation proctitis
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Conclusions  Specialist review enhances prioritization accuracy and overall 
diagnostic yield, suggesting that implementing specialist triage may help man-
age the increasing demand for endoscopic procedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Oesophageal endoscopic submucosal dissection (ESD) is increasingly 
used for the treatment of early oesophageal neoplasia. Post-ESD stricture re-
mains a frequent adverse event, often requiring repeated therapeutic endos-
copy. Although several factors have been proposed to influence stricture risk, 
reported associations vary and the relative importance of individual factors 
remains uncertain. We aimed to identify predictors of stricture requiring ther-
apeutic endoscopic intervention (SRT) following oesophageal ESD in a re-
al-world cohort.
Methods  We performed a retrospective analysis of all oesophageal ESDs with 
accessible follow-up undertaken at our centre between July 2023 and Septem-
ber 2025. Collected variables included demographic, lesion-related (location, 
length, circumferential extent, histologic subtype, depth of invasion, histolo-
gy-based risk category); and procedural characteristics (knife type, endosco-
pist, procedural complication).
The primary outcome was SRT. Secondary outcomes included the number of 
endoscopic dilatations at predefined intervals (2 months, 4 months, 6 months, 
last follow-up) and change in dysphagia grade from pre-procedure to peak 
post-procedure and last follow-up. Clinically important events including oe-
sophageal stenting, non-oral feeding, and stricture-related perforation were 
also recorded. All variables underwent univariate testing, and the strongest 
univariate predictors were entered into an exploratory multivariable model.
Results  70 oesophageal ESDs were included in the analysis (median age 71.5 
years [IQR 62–77], 71 % male). Lesions were located in the upper (6 %), mid 
(26 %), lower (47 %) oesophagus or at the gastro-oesophageal junction (19 %). 
Median lesion length was 40 mm (IQR 30–60). Median circumferential extent 
was 50 % (IQR 26.3–78.8), with 22/70 (31.4 %) involving ≥ 75 % of the circum-
ference. Histology comprised glandular neoplasia in 61.4 %, squamous neopla-
sia in 32.9 % and other subtypes. Depth of invasion included no invasion 
(24.3 %), T1a (50.0 %) and T1b (22.9 %).
28 patients (40 %) developed SRT. On univariate analysis, circumferential extent 
showed a strong association with SRT (median 87.5 % [IQR 46.5–100 %] vs 
31.5 % [IQR 25–50 %]; p < 0.0001), while all other variables were non-significant. 
In the multivariable model containing the strongest univariate predictors, cir-
cumferential extent remained the only independent predictor of SRT (OR 1.04 
per 1 %, 95 % CI 1.014–1.061; p = 0.0016). Histologic subtype (OR 2.92, 95 % CI 
0.91–9.41; p = 0.073), lesion length (OR 0.996, 95 % CI 0.98–1.02; p = 0.70) and 
age (OR 1.009, 95 % CI 0.95–1.07; p = 0.78) were not significant.
Circumferential extent also demonstrated moderate to strong associations with 
dilatation burden across all intervals (Spearman ρ = 0.55–0.59, p < 0.0001), was 

strongly associated with peak dysphagia worsening (ρ = 0.60, p < 0.0001), and 
moderately associated with dysphagia at last follow-up (ρ = 0.40, p = 0.001). 
Lesion length showed weak associations with dilatation number and peak dys-
phagia (ρ ≈ 0.25, p < 0.04), and histologic subtype showed borderline associa-
tions with dilatation burden (p ≈ 0.05–0.09) but no association with dysphagia. 
Neither variable remained significant after adjusting for circumferential extent. 
All other variables showed no meaningful association with any secondary out-
come.
All clinically important events were confined to 100 % circumferential ESDs, 
including oesophageal stenting (n = 5), need for non-oral feeding (n = 2), and 
dilatation-related perforation (n = 3).
Conclusions  Circumferential extent was the sole independent predictor of SRT 
following oesophageal ESD and the only factor consistently associated with 
stricture severity across dysphagia and dilatation outcomes. These findings 
highlight circumferential involvement as the dominant determinant of clinical-
ly significant post-ESD stricture and support its use as the primary basis for risk 
stratification and preventive strategies.
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Introduction  Eosinophilic esophagitis (EoE) is a chronic, immune-mediated 
esophageal disorder characterized by eosinophil-predominant inflammation 
[1]. Esophageal eosinophilia may also be seen in gastroesophageal reflux dis-
ease (GERD) and Barrett’s esophagus (BE) [2, 3]. However, the onset of EoE 
after endoscopic eradication therapy—particularly radiofrequency ablation 
(RFA)—is rare, with only a single case described in the literature [4]. We report 
a case of de novo EoE developing after successful RFA for BE.
Methods  A 43-year-old woman with a 10-year history of GERD and BE under-
went RFA in 2021 and remained on single-dose proton pump inhibitor (PPI) 
therapy thereafter. Surveillance esophagogastroduodenoscopy (EGD) in 2022 
showed normal-appearing mucosa, while biopsies revealed > 15 eosinophils 
per high-power field (HPF) without dysplasia. After a four-week PPI washout, 
repeat EGD demonstrated mucosal edema and longitudinal furrows (EREFS 
score: 2). Biopsies from distal, medium and proximal esophagus showed up to 
35 eosinophils/HPF, confirming EoE.
Results  High-dose PPI therapy was initiated, resulting in both symptomatic 
and histologic improvement. Three-month EGD revealed partial mucosal heal-
ing (EREFS score: 1) and reduced eosinophilic count (9 eosinophils/HPF). As of 
today, the patient maintained sustained clinical, endoscopic, and histologic 
remission of EoE, with no recurrence of BE or dysplasia.
Conclusions  This case illustrates the rare occurrence of EoE arising after RFA 
for BE. Clinicians should consider EoE in patients with previously treated eso-
phageal conditions who develop persistent or unexplained symptoms, even 
after successful eradication therapy. Early recognition and appropriate man-
agement can prevent chronic inflammation and disease-related complications.
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Introduction  Enterohepatic fistulas are rare complications of pyogenic liver 
abscesses, typically involving the stomach, colon, or duodenum [1, 2]. Prompt 
identification may be challenging, as symptoms are often nonspecific. Esoph-
agogastroduodenoscopy (EGD) may reveal unexpected fistulous tracts, while 
contrast-enhanced CT remains the gold standard for detailed characterization 
[3, 4]. No standardized management guidelines exist; conservative drainage 
may allow spontaneous closure, though surgery is often required [3].
Methods  A 76-year-old woman presented to the emergency department with 
abdominal pain, epigastric pain, fever, and coffee-ground vomiting. Given the 
suspicion of upper gastrointestinal bleeding, an urgent EGD was performed. 
The examination revealed an orifice with inflamed margins in the duodenal 
bulb, exuding purulent material—highly suggestive of a fistulous tract. Based 
on these findings, a contrast-enhanced CT scan was promptly obtained, demon-
strating a 42 × 30 mm abscess in segment V of the liver, containing air–fluid 
levels and extending toward the gallbladder bed and duodenum, confirming a 
hepato-duodenal fistula.
Results  Ultrasound-guided percutaneous drainage was performed and intra-
venous piperacillin/tazobactam was initiated. Despite a significative clinical 
improvement, persistence of the fistulous tract on follow-up imaging required 
surgical intervention. Postoperatively, the patient showed rapid clinical and 
biochemical improvement, and a CT scan confirmed complete resolution.
Conclusions  This case describes the endoscopic detection of a rare hepato-du-
odenal fistula secondary to a pyogenic liver abscess. The initial EGD—performed 
for suspected upper GI bleeding—proved crucial in early detection of the fistu-
lous tract and guided subsequent imaging and therapy.
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Aims  Pancreatic cystic neoplasms present a diagnostic challenge in determin-
ing which lesions are malignant or carry a high malignant potential. Cyst fluid 
carcinoembryonic antigen (CEA) is traditionally used to distinguish mucinous 
from non-mucinous pancreatic cysts, with limited value in identifying malig-
nancy. However, in clinical practice, markedly elevated CEA levels are occasion-
ally observed in patients with invasive cystic neoplasms. This study investigates 
the association between extremely high cyst fluid CEA concentrations and the 
presence of underlying malignancy in pancreatic cysts [1–3].
Methods  We retrospectively analyzed pancreatic cyst fluid CEA concentrations 
in patients with known cyst outcomes. A total of 177 patients who underwent 
EUS-FNA between 2022 and 2024 for the evaluation of pancreatic cysts were 
included.Malignancy was established by expert cytopathology. Non-malignant 
lesions included low-grade intraductal papillary mucinous neoplasms, pseu-
docysts, serous cystadenomas, and lymphoepithelial cysts. We compared CEA 
levels between non-malignant and malignant groups and constructed a receiv-
er operating characteristic (ROC) curve using malignant cytology (Yes/No) as 
the reference standard. The area under the curve (AUC) was calculated (ac-
counting for tied values in CEA measurements), and we examined sensitivity 
and specificity at a high CEA cutoff. Finally, a univariable logistic regression was 
performed with log-transformed CEA (ln[CEA]) as the predictor of malignancy, 
reporting the odds ratio (OR) and model performance metrics.
Results  A total of 177 pancreatic cysts were included (122 non-malignant, 55 
malignant by cytology). Cyst fluid CEA levels ranged widely in both groups. The 
median CEA was 18 ng/mL in non-malignant cysts versus 800 ng/mL in malig-
nant cysts, although there was notable variance and overlap between groups 
(some malignant cysts exhibited only modest CEA elevations, and occasional 
benign lesions had moderately increased CEA). ROC analysis yielded an AUC of 
0.873 for CEA in predicting malignant cytology. Using an exemplary high cut-
off (CEA > 1500 ng/mL), sensitivity was 78.8 % and specificity 94.3 % for identi-
fying malignancy (based on cross-tabulation of the dichotomized CEA). In a 
logistic regression model, ln(CEA) was a significant independent predictor of 
malignancy (OR ≈ 1.97 per unit increase, p < 0.001). This single-predictor mod-
el achieved an overall diagnostic accuracy of 82.4 %, with a Nagelkerke R² of 
0.504, indicating that approximately half of the variance in cyst malignancy 
status was explained by fluid CEA alone.
Conclusions  Extremely elevated pancreatic cyst fluid CEA levels are associated 
with malignancy, yet the overlap with benign lesions limits CEA’s role as a stan-
dalone diagnostic marker. These findings support CEA as a valuable, though 
imperfect, tool in malignancy risk stratification. Clinicians may tailor interpre-
tation of CEA thresholds based on the desired balance between sensitivity and 
specificity in the context of surgical decision-making. Our retrospective anal-
ysis suggests that markedly elevated CEA levels (in the thousands of ng/mL) 
are indicative of an invasive mucinous cyst and may aid in identifying high-risk 
cysts that warrant more aggressive management. Therefore, cyst fluid CEA 
results should be interpreted in conjunction with cytology, imaging, and clin-
ical findings rather than in isolation.
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Introduction  Eosinophilic esophagitis (EoE) is a chronic, immune-mediated 
disease characterized by a T-helper 2 (Th2)–driven inflammatory response [1]. 
Ulcerative colitis (UC), although distinct, also involves dysregulated Th2-relat-
ed pathways [2]. Dupilumab, a monoclonal antibody targeting IL-4Rα and 
modulating Th2 inflammation, has demonstrated efficacy in allergic disorders, 
including EoE [3]. Although theoretical concerns exist regarding IL-17 down-
regulation and potential inflammatory bowel disease (IBD) activation, current 
evidence does not indicate an increased risk of UC exacerbation [4]. We report 
a case of coexisting EoE and UC successfully managed with dupilumab and 
mesalazine.
Methods  A 43-year-old man with chronic atopic asthma treated with inhaled 
corticosteroids (ICS) and antihistamines was evaluated for recurrent bloody 
diarrhea. Colonoscopy and biopsies confirmed UC and combined oral and rec-
tal mesalazine induced clinical remission. 2 years later, he developed reflux 
symptoms and dysphagia. Esophagogastroduodenoscopy (EGD) revealed dis-
tal esophagitis and a fixed ring, with 15 eosinophils/high-power field (HPF). 
After discontinuing ICS, a repeat EGD demonstrated edema, rings, and furrows 
(EREFS: E1R1Ex0F1S0) with > 70 eosinophils/HPF, confirming EoE. High-dose 
proton pump inhibitor therapy failed to improve symptoms. Given persistent 
EoE and worsening asthma control, dupilumab was initiated.
Results  After three months of dupilumab, dysphagia resolved, and follow-up 
EGD showed near-complete mucosal healing (EREFS: E0R1Ex0F0S0) with 5 
eosinophils/HPF. A same-visit colonoscopy demonstrated endoscopic and his-
tologic remission of UC. At the follow-up 4 years later, the patient maintained 
sustained clinical, endoscopic, and histologic remission of both EoE and UC 
under dupilumab and mesalazine.
Conclusions  This case highlights the efficacy and safety of dupilumab in a 
patient with concurrent EoE and UC, without IBD exacerbation. The findings 
support the potential role of Th2-targeted biologics in managing overlapping 
allergic and immune-mediated gastrointestinal diseases.
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Introduction  Composite colorectal tumors combining neuroendocrine and 
glandular neoplastic components are exceptionally uncommon and may pres-
ent diagnostic and therapeutic challenges [1, 2]. Advances in high-definition 
endoscopy and resection techniques allow effective, minimally invasive treat-
ment when lesions are accurately staged [3].
Methods  A 70-year-old man underwent colonoscopy for evaluation of 
non-specific abdominal discomfort. Endoscopic examination revealed a 40-mm 
sessile lesion in the proximal rectum. High-definition white-light and nar-
row-band imaging demonstrated a mixed pit pattern with glandular and slight-
ly depressed areas, suggestive of early neoplasia limited to the mucosa. An en 
bloc endoscopic mucosal resection (EMR) was performed after submucosal 
injection with saline, epinephrine, and indigo carmine. The resection was mac-
roscopically complete, and the procedure was uneventful.
Results  Histopathologic analysis confirmed a composite tumor composed of 
a well-differentiated NET G1 (trabeculo-microacinar pattern; CKpan + , chro-
mogranin + , synaptophysin + , Ki-67 < 3 %) and a coexisting intramucosal ade-
nocarcinoma. Both components were strictly confined to the mucosa, with 
negative lateral and deep margins and no lymphovascular invasion. A con-
trast-enhanced CT performed after EMR showed no residual disease, regional 
lymphadenopathy, or complications. The final diagnosis was composite NET 
G1 and intramucosal adenocarcinoma with R0 resection. Considering the com-
plete removal and low metastatic risk, conservative management was chosen, 
with follow-up colonoscopy scheduled at 12 months.
Conclusions  This case illustrates that en bloc EMR can be a definitive, mini-
mally invasive treatment for selected composite colorectal tumors when both 
endoscopic staging and histology confirm mucosal confinement. High-quality 
imaging, meticulous resection technique, and comprehensive pathology review 
remain essential to guide optimal management and surveillance in these rare 
lesions.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is utilised as 
a therapeutic tool to treat pancreatobiliary diseases. Inherently, it carries a risk 
of complications ranging from mild to fatal. With an ageing population, a sig-
nificant proportion of patients requiring an ERCP are > 80 years. Complications 
in this age group are significantly higher. The aim of this study was to evaluate 
the safety of ERCPs in individuals > 80 years by calculating the incidence of 
complications and associated mortality rate at our centre.
Methods  A retrospective review of individuals > 80 years old who underwent 
an ERCP at our centre. Data was collected across 2 years and 10 months be-
tween January 2023 and October 2025. Endoscopic database was scrutinised 
to obtain data regarding details of the procedure, including medications ad-
ministered and immediate complications. Electronic records were analysed to 
determine the indications, the presence of any intermediate/medium term 
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complications as well as mortality. Pathology database was reviewed to assess 
blood results at the time of the procedure.
Results  A total of 398 ERCPs were performed during the 34-month time frame. 
Of which, 110 (27.6 %) procedures had been performed on individuals of at 
least 80 years of age. Median age was 86 (IQ range 83-89). 56.4 % of them were 
male. Median dose of midazolam and fentanyl administered were 1.25mg (IQ 
range 1-1.25), 25mcg (IQ range 25-37.5), respectively. 43.1 % of patients re-
ceived hyoscine butylbromide.
91.8 % of patients received PR diclofenac. All patients received intravenous 
fluids pre and post procedure. Mean ALT, ALP and bilirubin prior to ERCP was 
125 (IQ range 36.5-169), 592 (IQ range 174-705) and 115 (IQ range 14.5-155), 
respectively.
The decision to perform an initial ERCP was determined by at least 2 of the 3 
parameters: imaging, biochemistry or symptoms. 90.6 % of patients fulfilled 
minimum 2 criteria. Most common indication for ERCP was choledocholithia-
sis + /- cholangitis (68 %). Other indications were abnormal imaging indicative 
of hepato pancreato biliary cancer.
Complications were found in 10 % of the cohort. Most common complication 
was post-ERCP pancreatitis and post ERCP cholangitis, occurring in 4.5 % and 
3.6 % of procedures respectively. Delayed bleeding occurred in 0.1 % of patients. 
There were no patients in this study who sustained a perforation. One patient 
in the cohort of 110 patients died from cardiorespiratory arrest and 1 patient 
died from post-ERCP pancreatitis resulting in a total mortality rate of 1.8 % ( 
multiple co-morbidities and frailty). In 5 of the 110 procedures, a repeat ERCP 
was required due to inability to cannulate. An alternative procedure, such as 
an EUS or PTC was organised.
Conclusions  Outcomes of this study indicate that ERCP is safe in this age group 
for sepsis and decompressing of the biliary system, when two out of three 
pre-requisition criteria are met and safe sedation practices are followed. When 
compared to national metrics there is no difference in complication rates in 
those over the age of 80.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1036  Real world outcomes from endoscopic 
ultrasound guided gastrojejunostomy for malignant 
gastric outlet obstruction
Authors  Keating E1, Hakeem K1, Bashir K1, Ahmed W2, Simon D2, Nayar M1, 
Leeds J1

Institutes  1  Freeman Hospital, Newcastle upon Tyne, United Kingdom; 
2  Hammersmith Hospital, Imperial College Healthcare NHS Trust, London, 
United Kingdom
DOI  10.1055/s-0046-1822363
Aims  Endoscopic ultrasound guided gastrojejunostomy (EUS-GJ) has recently 
been shown to be superior to enteral stenting and surgery for management of 
gastric outlet obstruction (GOO). Outcomes outside of randomised trials is 
limited. We aimed to assess the outcomes from EUS-GJ for management of 
malignant gastric outlet obstruction in 2 UK centres.
Methods  Retrospective analysis of patients undergoing EUS-GJ was conduct-
ed in 2 tertiary centres. Information was collected including demographics, 
indication, sedation, pre- and post- GOOS score, stent size, technique used, 
number of days to commencing diet, adverse events, reintervention rate, oth-
er interventions required, receipt of oncological treatment and survival. Uni-
variate analysis was performed to assess pre- and post-procedure GOOS scores. 
Survival was assessed using Kaplan-Meier curves and assessment of factors 
associated with survival using Cox regression analysis.
Results  46 patients were included with mean age 68.8 year and 22 females. 
The majority were for obstruction due to pancreaticobiliary cancer (n = 38) and 
23 were performed under anaesthesia and 23 sedation. Median pre-procedure 

GOOS score was 0.5 (IQR 0 – 1). Technical success was achieved in 44/46 
(95.6 %) with 2 stents having a type 1 maldeployment (1 managed endoscop-
ically with subsequent success). Median GOOS score rose to 3 (IQR 3 – 3, 
p < 0.0001) post-procedure with a median of 1 day to full diet. Overall 7-day 
adverse event rate was 4/46 (8.7 %) which were maldeployment (2), acute kid-
ney injury (1) and failure to improve (1). 21/46 (45.7 %) also required biliary 
intervention. Overall survival was 113 days which was shorter in those needing 
biliary intervention (97 days biliary vs. 150 days non-biliary, p = 0.3). Improved 
survival was associated with subsequently receiving chemotherapy (HR 1.2, 
95 % confidence interval 1.07 – 1.6, p = 0.0004).
Conclusions  EUS-GJ is an effective intervention for malignant gastric outlet 
obstruction showing significant improvement in GOOS scores and early return 
to full diet. Adverse event rates are low and allows receipt of chemotherapy 
which improves survival. Larger studies are needed to determine factors affect-
ing survival.
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Aims  Malignant pancreaticobiliary pathology can result in simultaneous gas-
tric outlet obstruction (GOO) and biliary obstruction. Previously, surgical and/
or radiological intervention was required to alleviate this combination of symp-
toms. Endoscopic ultrasound guided gastrojejunostomy (EUS-GJ) and EUS-bil-
iary drainage (EUS-BD) now affords patients endoscopic options for double 
drainage, relieving both GOO and obstructive jaundice. Real world data on 
double drainage feasibility is emerging.
Methods  A retrospective analysis of patients undergoing both EUS-GJ and 
EUS-BD was conducted across 2 UK centres over 17 months. Data collected 
included demographics, indication, sedation approach, drainage approach, 
technical success rate, clinical success rate, adverse events, re-intervention rate 
and survival. Univariate analysis was performed to compare outcomes and Cox 
regression used to determine factors influencing survival.
Results  18 patients underwent double drainage intervention. Mean patient 
age was 69.7 with 55 % male predominance (n = 10/18). 78 % of procedures 
were completed under conscious sedation (n = 14/18). Pancreatic adenocarci-
noma was the most common pathology (44 %, n = 8/18), followed by duodenal 
adenocarcinoma (22 %, n = 4/18). EUS-GB was the most common biliary drain-
age approach (33 %, n = 6/18), followed by EUS-CDD (27 %, n = 5/18). Technical 
success was achieved in 100 % of patients. Clinical success rate was 88.9 % 
(n = 16/18) with a significant drop in bilirubin (median pre-bilirubin 158 vs me-
dian post-bilirubin 36, p = 0.0007). Adverse events were recorded in 16.7 % 
(3/18; acute renal failure, lower respiratory tract infection, CDD stent occlu-
sion). Re-intervention was required in 11 % (2/18). Median survival post inter-
vention was 97 days (range 40-171). Palliative chemotherapy post intervention 
conferred a significant survival benefit, OR 1.2 (95 % CI 1.07-1.6).
Conclusions  Real world date demonstrates that EUS double-drainage provides 
a single session alternative to surgical or radiological drainage options. Clinical 
success and complication rates were comparable with international standards. 
Although conscious sedation supported double-drainage is feasible, general 
anaesthetic remains the preferred sedation approach to facilitate prolonged 
interventional procedures.
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Aims  The Index of Severity for Eosinophilic Esophagitis (I-SEE, EoE) is a longi-
tudinal, clinically applicable scoring system designed to evaluate the complete 
extent of EoE symptoms, endoscopic and histologic activity, fibrostenotic pro-
gression, and the risk of complications. We aimed to define the relationship 
between the I-SEE score and EoE features and disease severity at diagnosis, and 
to assess whether the I-SEE score could predict the loss of response to budes-
onide orodispersible tablets (BOT).
Methods  Patients with EoE undergoing at least one year of BOT maintenance 
therapy at the dosage of 1 mg/day were enrolled. The I-SEE score was calculat-
ed at the time of EoE diagnosis. According to the score, patients were classified 
as mild (1–6 points), moderate (7–14 points) or severe ( ≥ 15 points). Patients 
characteristics and disease features, including symptoms, endoscopy and his-
tology, were collected at baseline and after one year of BOT therapy. Pearson 
correlation, chi-square test and logistic regression analysis were used where 
appropriate. A p value < 0.05 was considered statistically significant.
Results  A total of 114 adult EoE patients (81.6 % male) with a mean age of 38.7 
(SD ± 12.8) were retrospectively enrolled in the study. At baseline, 27.2 %, 54.4 % 
and 18.4 % of patients had mild, moderate and severe I-SEE scores, respectively.
At diagnosis, the total I-SEE score positively correlated with diagnostic delay 
(r² = 0.18, p = 0.043) and with the EREFS score (r² = 0.40, p < 0.001). Moderate/
severe I-SEE was significantly associated with food impaction (χ² = 13.6, 
p = 0.001) the presence of stenosis (χ² = 28.4, p < 0.001) and the need for en-
doscopic dilation (χ² = 20.9, p < 0.001) at diagnosis. Presence of atopic comor-
bidities at baseline did not correlate with I-SEE severity score.
In the logistic regression model, increasing I-SEE severity was a strong independent 
predictor of endoscopic dilation (p < 0.01), corresponding to almost ten-fold in-
crease in risk for each severity category (OR = 9.97, 95 % CI:2.8-34.4).
In our cohort, 4.9 % has not responded to induction treatment and 24.7 % lost 
histological response after 1 year of BOT. The I-SEE score at diagnosis did not cor-
relate with BOT failure and it could not predict loss of response after one year of 
follow-up.
Conclusions  In our study, the I-SEE score could not predict loss of response to 
BOT treatment. However, our results suggest that the I-SEE is a valuable tool 
for classifying EoE patients according to the severity of their symptoms, endo-
scopic activity and fibrostenotic features, and for predicting the need for en-
doscopic dilation at diagnosis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided liver biopsy (EUGLB) has become an al-
ternative to percutaneous biopsy. The most commonly used techniques require 
several punctures in both hepatic lobes. The technique with dynamic aspiration 
with heparin (DAH) allows the procedure to be performed with a single punc-
ture without affecting quality indicators. Our aim is to describe our center's 
experience with the implementation of EUGLB with DAH.
Methods  Retrospective study of patients undergoing EUGLB with DAH from 
September 2024 to June 2025 at our center. Clinical, anatomicopathological, 
and procedural data were collected. The procedure was performed using the 
DAH technique with a single transduodenal puncture with a 19F biopsy needle 
(Boston Adquire) on the right hepatic lobe. An adequate sample was defined 
as ≥ 20 mm in size and including ≥ 11 complete portal spaces (CPS).
Results  A total of 30 EUGLB procedures were performed with DAH. The main 
indication was hypertransaminasemia (81.7 %). Other indications were suspect-
ed rejection (4.5 %) and acute hepatitis (13.7 %). The mean total sample size 
was 58.7 ± 26.6 mm, the mean size of the largest fragment was 20.6 ± 9.22 mm, 
and the mean number of CPS was 12 ± 6.79. An adequate sample was obtained 
in 68.7 % of cases, and a histological diagnosis was possible in 100 % of cases. 
No serious adverse effects were observed, and all patients were discharged in 
less than 12 hours. In 2 cases (6.6 %), abdominal pain was reported, which was 
controlled with first-line analgesia.
Conclusions  EUGLB with DAH has proven to be a safe and effective technique 
for obtaining liver parenchyma samples with a single puncture.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colon capsule endoscopy (CCE) is a noninvasive alternative for colorec-
tal evaluation; however, its widespread adoption has been limited by histori-
cally suboptimal completion rates and inadequate colonic cleanliness compared 
with conventional colonoscopy. Prucalopride, a selective 5-HT4 agonist, may 
improve gastrointestinal motility and enhance CCE performance, but real-world 
data are limited.
Methods  A prospective, cohort analysis was performed on 500 CCE examina-
tions. Asymptomatic, FIT negative patients (aged between 40 and 60 years) 
were enrolled and divided into two groups: those who did not receive pruca-
lopride and/or fleet enema (n = 250) and those who received 2 mg prucalopride 
immediately after gastric imaging (n = 250). In this group if colonic transit was 
already prolonged, patients (who consented) received an on-demand rectal 
sodium phosphate enema as a rescue booster. Gastric, small bowel, colonic 
and total transit times were compared using Welch’s t-test. Completion rates 
(defined as excretion or visualization of the hemorrhoidal plexus before battery 
depletion) were compared using chi-square and Fisher’s exact tests. Polyp de-
tection rates and CC-CLEAR colonic cleanliness scores were also analyzed.
Results  Prucalopride and enema booster administration significantly reduced 
small bowel transit time (mean 99.7 vs. 54.6 min, p < 0.001) and total exami-
nation time (392.9 vs. 315.9 min, p = 0.0056), while gastric and colonic transit 
times showed no significant differences.
The technical incomplete examination rate was markedly lower in the new 
protocol group (15/493) compared with the control group (16/100) 
(p < 0.00001; OR 6.07), indicating a more than six-fold reduction in failure risk.
Polyp detection rates did not differ significantly between the groups (21 % vs. 
29 %; p = 0.11).
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In the CC-CLEAR subset, colonic cleanliness was significantly better with pru-
calopride (mean score 3.8 vs. 8.4; p < 0.001).
Conclusions  Our new protocol improves the efficiency and technical success 
of colon capsule endoscopy by significantly accelerating transit and enhancing 
colonic cleanliness, while maintaining comparable polyp detection rates. These 
findings suggest that optimized CCE protocols may help overcome longstand-
ing limitations of the modality and hold promise for future application as a 
non-invasive colorectal cancer screening alternative, particularly in FIT-negative 
screening populations who require reliable yet patient-friendly diagnostic path-
ways.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Artificial intelligence (AI)–assisted polyp characterization during colo-
noscopy may support real-time decisions on resection strategy and surveillance 
intervals. Several systems are now available, but head-to-head comparative 
data remain limited.
Our aim was to compare the diagnostic performance of two CADx systems 
(MagentiQ and PolypBrain) for differentiating neoplastic from non-neoplastic 
colorectal polyps during colonoscopy, using histology as the gold standard.
Methods  We performed a retrospective single-centre analysis of 62 colorectal 
polyps with available histology and AI-based predictions from both systems. 
Histopathology was classified as neoplastic (adenomas, sessile serrated ade-
nomas/lesions, adenocarcinoma, high-grade neoplasia) or non-neoplastic 
(hyperplastic and juvenile polyps, inflammatory/IBD-related changes, normal 
mucosa). For MagentiQ, outputs labelled “Neo” / “Neo–Neo” were considered 
neoplastic; “Non-Neo”, “Inconclusive” or “not found” were considered non-ne-
oplastic. For PolypBrain, any output containing “adenoma” was classified as 
neoplastic; all other outputs (including “too small / too bloody / not classified”) 
were considered non-neoplastic. We calculated sensitivity, specificity, positive 
and negative predictive values (PPV, NPV) and overall accuracy, and compared 
paired classifier performance using McNemar’s test.
Results  Histology identified 46/62 (74.2 %) lesions as neoplastic. For MagentiQ, 
sensitivity was 67.4 % (31/46), specificity 68.8 % (11/16), PPV 86.1 % (31/36), 
NPV 42.3 % (11/26), and accuracy 67.7 % (42/62). For PolypBrain, sensitivity 
was 73.9 % (34/46), specificity 62.5 % (10/16), PPV 85.0 % (34/40), NPV 45.5 % 
(10/22), and accuracy 71.0 % (44/62). PolypBrain correctly classified 14 lesions 
that MagentiQ misclassified, whereas MagentiQ correctly classified 12 lesions 
misclassified by PolypBrain (McNemar p = 0.85).
Conclusions  Both AI systems achieved high PPV but only moderate sensitivity 
for identifying neoplastic colorectal polyps. PolypBrain showed slightly higher 
sensitivity and overall accuracy at the expense of somewhat lower specificity, 
while overall performance differences were not statistically significant. These 
findings support the potential of AI-assisted polyp characterization but high-
light the need for the opinion of experts as AI systems remain suboptimal.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound–guided liver biopsy (EUS-LB) isincreasingly used 
as an alternative to percutaneous liver biopsy (PC-LB), butcomparative evidence 
on optimal needle selection remains limited. This studycompared diagnostic 
yield and tissue adequacy of EUS and percutaneous biopsy needles using ex-
planted cirrhotic livers [1].
Methods  In this prospective, comparative ex-vivo study, 30 adult explanted 
cirrhotic livers underwent biopsies using four needles: PC-16G, PC-18G, EUS-19G 
FNB, and EUS-22G FNB from both lobes (total 240 biopsies). Tissueadequacy was 
defined as specimen length &gt;15 mm and ≥ 11 complete portaltracts (CPT). 
Histopathology was assessed by a blinded pathologist. Repeated-measures ANO-
VA, Cochran’s Q, and McNemar tests were used (▶Table 1).

▶Table 1	  DIAGNOSTIC ACCURACY OF EUS AND PC NEEDLES

Sl no. Nee-
dles

Stage 2
n ( %)

Stage 3
n ( %)

Stage 4
n ( %)

1 PC 16 G 1 (3.3 %) 1 (3.3 %) 58 (96.6 %)

2 PC 18 G 0 8 (13.3 %) 52 (86.6 %)

3 EUS 19 G 0 21 (35 %) 39 (65 %)

4 EUS 22 G 16 (26.6 %) 43 (71.6 %) 1 (3.3 %)

Results   Mean total  specimen length was highest with EUS-19G 
(26.8 ± 14.9mm), followed by PC-16G (18.8 ± 5.5 mm), PC-18G (17.9 ± 6.2 mm), 
and EUS-22G (12.9 ± 8.2 mm) (p&lt;0.001). Mean CPT was comparable between 
EUS-19G(13.5 ± 3.8) and PC-16G (13.4 ± 2.8), but significantly lower with EUS-
22G (8.9 ± 3.2, p&lt;0.001). Tissue adequacy was achieved in 98 % with PC-16G, 
93 % with PC-18G, 92 % with EUS-19G, and 50 % with EUS-22G (p&lt;0.001). 
Cirrhosis was most accurately identified with PC-16G and EUS-19G, while EUS-
22G had higher non-diagnostic rates and lower fibrosis staging accuracy.
Conclusions  EUS-19G provides tissue adequacy and portal tract yieldcompa-
rable to standard percutaneous biopsy needles and yields significantlylonger 
core specimens. EUS-22G is inferior for diagnostic liver biopsy. EUS-19Grepre-
sents a reliable alternative to PC-LB in appropriately selected patients.
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Aims  Postoperative pancreatic fistula (POPF) remains the most significant 
complication following pancreaticoduodenectomy (PD), and pancreatic paren-
chymal texture is a key determinant of POPF risk. While intraoperative palpation 
and histopathological fibrosis assessment are traditional methods to evaluate 
pancreatic texture, a reliable preoperative tool is lacking. Endoscopic ultrasound 
(EUS) provides high-resolution evaluation of pancreatic parenchyma. EUS conven-
tional criteria of chronic pancreatitis (EUS CP criteria) has been found to corelate 
well with pancreatic fibrosis but whether the criteria can predict POPF has not been 
established. The aim of the study was to evaluate the accuracy of the preoperative 
EUS CP criteria in predicting POPF and to assess its association with intraoperative 
pancreatic texture by palpation and histopathological fibrosis [1].
Methods  A prospective observational study was conducted on patients with 
benign and malignant periampullary disease undergoing PD. Preoperatively, 
all patients underwent EUS and CP scoring (0–9). Intraoperative pancreatic 
texture by palpation and histopathological fibrosis (Klöppel score) were record-
ed. Comparative analysis was performed between patients with and without 
POPF (▶Table 1).

▶Table 1	 

Statistic Value 95 % Confidence 
Interval

Sensitivity 95.24 % 76.18 % to 99.88 %

Specificity 27.78 % 9.69 % to 53.48 %

Positive Predictive Value 60.61 % 53.21 % to 67.54 %

Negative Predictive 
Value

83.33 % 39.10 % to 97.50 %

Accuracy 64.10 % 47.18 % to 78.80 %

Results  POPF occurred in 53.8 % (21/39), with clinically relevant POPF in 19 %. 
Soft pancreas and non-dilated pancreatic duct were significantly associated 
with POPF (p = 0.003 and p = 0.002). EUS CP criteria ≥ 3 was significantly asso-
ciated with firm/hard pancreas and lower POPF incidence (16.7 %) whereas 
those with criteria < 3 was associated with soft pancreas and higher POPF inci-
dence (60.6 %). EUS CP criteria correlated significantly with intraoperative pan-
creatic texture (p = 0.001) and histopathological fibrosis (p = 0.005). EUS CP 
criteria predicted POPF (p = 0.047), demonstrating high sensitivity (95 %) and 
NPV (83 %) but lower specificity (28 %) and PPV (63 %), with an overall diagnos-
tic accuracy of 64 %.
Conclusions  Preoperative EUS using the CP criteria reliably predicts pancreatic 
texture and can serve as a valuable screening tool to identify patients at high risk 
for POPF prior to PD. Incorporating EUS-based assessment into preoperative plan-
ning may enhance risk stratification and guide perioperative management
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Aims  Pancreatic cancer is a highly lethal disease, often diagnosed at an ad-
vanced stage when onlypalliative care is available. Endoscopic retrograde chol-
angiopancreatography (ERCP) withbrush cytology or forceps biopsy is com-
monly used to obtain samples from the bile duct (BD)and pancreatic duct (PD) 
in patients presenting with distal biliary strictures; however, itsdiagnostic ac-
curacy remains debated. This study aimed to assess the pooled sensitivity of 
BDand PD brushing, as well as BD forceps biopsy, in detecting pancreatic cancer 
compared tohistology.
Methods  A systematic search was conducted in three major medical databas-
es on November 05, 2024.We included studies reporting the performance 
measures of BD and/or PD brushing or forcepsbiopsy, primarily based on his-
tology, but also considering radiological follow-up, laparotomy,or other ac-
cepted diagnostic methods. A random-effects meta-analysis was performed 
tocalculate the pooled sensitivity of each technique for various cytopatholog-
ical interpretations,with results presented as percentages and 95 % confidence 
intervals (CI).
Results  Our systematic search identified 11340 articles, of which 83 met the 
inclusion criteria for thefinal analysis. These included 6,638 BD brushing pro-
cedures, 1,089 PD brushing procedures,and 3,416 BD forceps biopsies. The 
pooled sensitivity for PD brushing was 53 % (95 % CI:28 % – 76 %; I 2 = 70.3 %), 
for BD brushing 28 % (95 % CI: 23 % – 34 %; I 2 = 58.8 %), for BDforceps biopsy 
36 % (95 % CI: 29 % – 45 %; I 2 = 0 %) when only clearly malignant sampleswere 
considered positive. Additional analyses were performed to explore differenc-
es ofdifferent cytopathological interpretations. The post-ERCP pancreatitis rate 
did not differbetween index tests, and it remained under 5 % for each. Howev-
er, data on the safety andadverse events associated with ERCP were limited 
among the included studies.
Conclusions  PD brushing may increase the sensitivity compared to BD brush-
ing during ERCP and providea valuable ancillary diagnostic technique in detect-
ing pancreatic cancer in patients with distalbiliary strictures. Moreover, PD 
brushing may not elevate the risk for post-ERCP pancreatitisin this population. 
These findings support the integration of brush cytology in ERCPprocedures to 
enhance early detection of pancreatic cancer, ultimately facilitating morein-
formed clinical decision-making.
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Aims  Endoscopic ultrasound-guided fine-needle aspiration has become an 
indispensable tool for the diagnostic workup and biological characterization 
of lesions arising within or adjacent to the gastrointestinal tract. However, in 
certain clinical scenarios, the presence of interposed vascular structures may 
impede direct access to the target lesion, limiting the feasibility of convention-
al approaches. In recent years, transvascular EUS-guided puncture has emerged 
as a technically feasible and potentially safe diagnostic alternative.
The aim of this study was to evaluate the feasibility, safety profile, and diagnos-
tic performance of EUS-guided transvascular fine-needle aspiration, including 
portal thrombus puncture, in patients undergoing workup for suspected ma-
lignant disease in a tertiary referral centre.
Methods  A retrospective case series was conducted including consecutive 
patients who underwent EUS-guided transvascular aspiration of suspicious 
lesions between 2014 and 2025. Demographic characteristics, comorbidities, 
procedural variables (including needle gauge, type of access, target anatomy, 
and number of needle passes), and peri-procedural management were record-
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ed. Diagnostic performance (sensitivity, specificity, and accuracy) was assessed 
based on cytopathological results, including immunohistochemical profiling 
when available. Procedural safety was evaluated by documenting adverse 
events and classifying them according to severity.
Results  Sixteen patients were included, with a median age of 69.5 years; 75 % 
were male. Most patients were classified as ASA II, and the mean Charlson 
Comorbidity Index was 4.75. Anticoagulant or antiplatelet therapy had been 
prescribed in 25 % of cases and was temporarily discontinued before the pro-
cedure. Targets included suspected malignant portal thromb (50 %), pancre-
atic cystic lesions (25 %), lymphadenopathy (12.5 %), and solid masses (12.5 %). 
Access routes comprised transportal puncture (31.25 %), non-portal transvas-
cular routes (18.75 %), and direct puncture of portal thrombi (50 %). A 22G 
needle was used in 62.5 % of procedures, employing a slow-pull technique with 
two to three passes. A diagnostic specimen was successfully obtained in 81 % 
of cases, sensitivity of 81.8 % (95 % CI 52.3–94.9), specificity of 100 % (95 % CI 
56.6–100), and overall accuracy of 87.5 % (95 % CI 63.0–96.8). Malignancy was 
confirmed in 56.25 % of patients, and immunohistochemistry was feasible in 
all cytologically malignant specimens.
A total of 43.75 % of procedures were performed in hospitalized patients and 
56.25 % on an outpatient basis. Only one patient required admission due to 
acute pancreatitis, which resolved with conservative management. The com-
posite adverse event rate was 12.5 %, and no statistically significant association 
was found between adverse events and age, sex, ASA score, Charlson Index, or 
anticoagulant use (p > 0.15).
Conclusions  EUS-guided transvascular puncture appears to be a feasible and 
safe technique with high diagnostic performance in selected clinical scenarios 
involving difficult-to-access lesions or malignant thrombi. The favourable out-
comes and low complication rate observed in this cohort support the incorpo-
ration of transvascular access as a complementary diagnostic strategy in ad-
vanced endoscopic practice. Furthermore, these findings raise the possibility 
that transvascular access may eventually extend beyond diagnostic applications 
and into therapeutic endoscopic interventions.
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Aims  The European Society of Gastrointestinal Endoscopy (ESGE) recommends 
the use of a standardized safety checklist. The concept is gaining attention, but 
real-world data on its implementation and impact remain limited. This study 
aimed to assess the feasibility, adherence, and user perception of implement-
ing the ESGE Safety Checklist in gastrointestinal endoscopic practice across 
Hungary.
Methods  A nationwide, prospective, multicenter observational study was 
conducted between 20 January and 14 February 2025 in 14 public and seven 
private endoscopy units. The ESGE Safety Checklist was translated into Hun-
garian and locally adapted before implementation. Data were collected on the 
checklist application, procedure type, preventable errors, and user feedback. 
Quantitative data were analyzed descriptively, and qualitative comments were 
thematically summarized.

Results  Altogether, 5124 procedures were performed, of which 4160 (81.2 %) 
were completed with the checklist. Adherence was higher in private (94.7 %) 
than in public centers (80.0 %). The checklist identified at least one preventable 
error in 335 procedures (8.0 %) and multiple deficiencies in 117 (2.8 %). The 
most frequent omissions were team introductions (5.7 %), post-procedure 
instructions (2.7 %), resumption of anticoagulation (1.9 %), and rectal admin-
istration of nonsteroidal anti-inflammatory drugs during endoscopic retrograde 
cholangiopancreatography (2 %). Preventable errors occurred most often dur-
ing colonoscopy (4.5 %) and gastroscopy (2.6 %). Most centers reported im-
proved communication, organization, and attention to patient safety.
Conclusions  In a considerable proportion of endoscopic procedures, the ESGE 
Safety Checklist helped identify preventable errors, confirming its practical 
value in improving procedural safety. Its implementation enhanced procedur-
al structure and supports broader adoption, strengthening patient safety and 
quality.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Complete esophageal obstruction (CEO) is an uncommon but debilitating late 
complication of chemoradiotherapy for head and neck cancers, with reported 
incidence ranging from 0.8 % to 5 %. Affected patients experience profound 
dysphagia, often losing the ability to swallow even saliva, resulting in depend-
ence on enteral feeding and markedly impaired quality of life. While tradition-
al management relied on complex surgical reconstruction, the combined an-
tegrade and retrograde endoscopic dilation (CARD) technique has emerged as 
a less invasive and increasingly preferred option. CARD facilitates safe recanal-
ization of obstructed esophageal segments, but its use in upper esophageal 
strictures, particularly those near the upper esophageal sphincter, remains 
technically challenging and underreported. We present two cases of radia-
tion-induced CEO involving the upper esophagus, emphasizing procedural 
strategies, outcomes, and practical considerations [1–8].
The first case involved a 54-year-old man treated previously with chemotherapy 
and radiotherapy for buccal squamous cell carcinoma. He presented with com-
plete dysphagia (FOIS 1) and dependence on a pre-existing PEG tube. Endo-
scopic evaluation revealed total obstruction just below the pyriform fossa. 
CARD was performed using dual ultrathin gastroscopes introduced antegrade 
and retrograde, with transillumination enabling precise scope alignment in this 
anatomically difficult region. A needle-knife puncture was made through the 
fibrotic segment, followed by guidewire passage and sequential Savary dilation 
up to 15 mm. The procedure was technically successful and complication-free. 
After subsequent dilations, the patient achieved sustained recanalization and 
full PEG removal, ultimately tolerating a soft diet (FOIS 6) at one year.
The second case involved a 15-year-old boy with hypopharyngeal squamous 
cell carcinoma who also presented with absolute dysphagia and PEG depend-
ence. CARD was performed with transillumination guidance, needle puncture, 
cystotome-assisted tract creation, and sequential balloon and mechanical 
dilatation. A nasogastric tube was left across the recanalized lumen to maintain 
patency. Although initial improvement allowed limited oral intake, early recur-
rence was noted. Repeat CARD and serial dilations resulted in improvement to 
FOIS 3 (liquids only), though PEG dependence persisted. Mild bleeding occurred 
but resolved spontaneously, consistent with the low complication rates report-
ed in the literature.
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These cases demonstrate that CARD is a safe and effective modality for man-
aging radiation-induced CEO, even in anatomically constrained upper esoph-
ageal locations. Successful recanalization can significantly improve swallowing 
function and quality of life. However, recurrence remains a major limitation, 
particularly in pediatric patients and in severe post-radiation fibrosis, necessi-
tating repeated interventions and long-term multidisciplinary follow-up. Over-
all, CARD offers a minimally invasive alternative to surgery, with meaningful 
functional benefits despite its inherent challenges.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic Retrograde Cholangiopancreatography (ERCP) in patients 
with altered anatomy due to Billroth II (BII) gastrectomy remains challenging. 
Difficulties arise from the need to traverse the afferent loop, reach the major 
duodenal papilla, and achieve selective cannulation due to reversed anatomy. 
These challenges often demand the use of specialized techniques and both 
side-viewing and forward-viewing endoscopes. This study aims to evaluate the 
efficacy and safety of ERCP in this patient population [1, 2].
Methods  We conducted a 20-year retrospective study in our hospital between 
February 2005 and October 2025. Non-naive ERCP patients with BII anatomy 
were excluded. Data on demographics, indications, endoscope type used (du-
odenoscope, gastroscope) and procedural outcomes were systematically col-
lected. Initial endoscopic evaluation with gastroscope was performed in all 
patients to determine the optimal approach. The study outcomes included 

successful afferent loop intubation, papilla cannulation, completion of proce-
dure, and rate of procedure-related complications. Standard ERCP devices and 
pharmacological sedation were used in all patients.
Results  A total of 54 patients (42 males, 12 females) were studied. The medi-
an age of the group was 78.5 years. The most common indication was chole-
docholithiasis (n = 42, 77.8 %). Other indications included cholangitis (n = 3, 
5.6 %), obstructive jaundice (n = 3, 5.6 %), biliary colic (n = 2, 3.7 %), cholangio-
carcinoma (n = 2, 3.7 %), and pancreatic cancer (n = 2, 3.7 %).
The majority of procedures, 44 (81.5 %), were performed using a duodeno-
scope, while 10 procedures (18.5 %) utilized a gastroscope. The overall techni-
cal success rate for the entire cohort was 85.2 % (46/54). A detailed analysis 
revealed a success rate of 84.1 % (37/44) in the duodenoscope group compared 
to 90.0 % (9/10) in the gastroscope group (p = 0.46). The rates of successful 
afferent loop intubation (95.5 % vs 90 %) and selective cannulation (86.4 % vs 
90 %) did not differ significantly between the two endoscope type groups.
Among the cohort, 6 patients (11.1 %) had a concurrent Braun anastomosis, a 
configuration usually excluded from prior studies. Success was significantly 
lower in patients of this subgroup compared to standard BII anatomy (50.0 % 
vs 89.6 %,p = 0.036, < 0.05).
Regarding safety, major complications occured in 5 patients (9.3 %). This in-
cluded three perforations(5.5 %) requiring surgery, one post-ERCP bleeding 
managed endoscopically, and one case of pancreatitis. All complications except 
one perforation occurred in the duodenoscope group. No case of cholangitis 
were recorded in either group.
Conclusions  In this study, ERCP in patients with Billroth II anatomy demon-
strated efficacy and safety comparable to existing literature. No statistically 
significant differences were found between endoscope types. However, pa-
tients with a concurrent Braun anastomosis had a statistically significant lower 
sucess rate (p = 0,036), highlighting the technical challenge of this complex 
anatomy.
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Abstract Text
Autoimmune pancreatitis (AIP) is a rare form of chronic pancreatitis and is 
classified into two subtypes: type 1 (associated with systemic IgG4-related 
disease) and type 2 (not associated with IgG4). Diagnosis is based on a combi-
nation of clinical, imaging, serological, and histological findings [1–4].
We present the case of a 52-year-old woman who was referred to our depart-
ment for endoscopic ultrasound (EUS) evaluation due to an enlargement of the 
pancreatic head. The reported lesion has been identified in recent imaging 
studies (CT, MRI) performed due to painless obstructive jaundice. Serological-
ly, a markedly elevated serum IgG4 level was recorded, while tumor markers 
CEA and CA19-9 were within normal limits. Medical history revealed a possibly 
underdiagnosed IgG4-related ocular disease; the patient had undergone sur-
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gical excision of the lacrimal gland three years earlier, due to severe inflamma-
tion and vision impairment. The histological exams revealed dense lymphop-
lasmacytic infiltrate, storiform fibrosis and IgG4-positive lymphoplasmacytic 
infiltration with IgG4 + /IgG plasma cell ratio < 20 %.
EUS revealed diffuse, homogeneous and hypoechoic enlargement of the head, 
uncinate, isthmus, and part of the body of the pancreas, without clear features 
of an infiltrative neoplasm. The pancreatic duct appeared thin yet visible, 
whereas the intrapancreatic portion of the common bile duct was narrow with 
upstream dilatation. Endoscopic ultrasound-guided biopsy showed extensive 
fibrosis with scattered lymphocytic aggregates, numerous small tubular for-
mations, and scattered plasma cells without IgG4 expression.
A presumptive diagnosis of type 1 AIP was made based on the medical history, 
imaging features and elevated serum IgG4, despite certain atypical findings. 
Corticosteroid therapy was initiated, leading to rapid clinical and biochemical 
improvement and marked regression of the imaging findings.
Nonetheless, symptoms relapsed during corticosteroid tapering. The patient, 
subsequently, appeared with jaundice, blared vision and arthralgia. Following 
consultation with a rheumatologist, a shared decision was made to initiate 
rituximab and a substantial improvement was observed. The patient remains 
under close surveillance with blood tests and frequent clinical assessment.
This case demonstrates the diagnostic problems associated with autoimmune 
pancreatitis in the absence of histological IgG4 confirmation, underlining the 
need for a multifactorial approach, particularly when a relevant medical histo-
ry is present. In uncertain cases, where the diagnosis is unclear, particularly 
when the traditional diagnostic criteria are not entirely satisfied, the therapeu-
tic response can support the diagnosis.
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Aims  ERCP is the established method for biliary drainage in patients with ma-
lignant distal biliary obstruction (MDBO); however, in approximately 5-15 % of 
cases ERCP may fail.Various salvage techniques are used to effectively drain the 
biliary tract in patients with MDBO, including percutaneous transhepatic chol-
angiography (PTC), EUS-guided choledochoduodenostomy (EUS-CDS) and 
EUS-guided rendezvous technique (EUS-RV). The aim of this study is to compare 
the clinical efficacy and safety of PTC, EUS-CD and EUS-RV in patients with 
MDBO and failed ERCP drainage.
Methods  Data from patients with MDBO who underwent PTC, EUS-CDS or 
EUS-RV (1/2022-8/2024) after failed ERCP were retrospectively studied. MDBO 
was defined as malignant obstruction between the papilla and the cystic duct. 
All patients had previously failed ERCP drainage, either because it was not tech-

nically feasible or because it did not reduce bilirubin levels. The primary end-
point was the clinical success of the method (reduction in total bilirubin of at 
least 50 % at 2 weeks). The secondary endpoint was the occurrence of compli-
cations.
Results  A total of 66 patients (45,9 % males) were included, categorized by 
underlying pathology: distal cholangiocarcinoma (24 patients, 36,4 %), peri-
ampullary carcinoma (23 patients, 34,8 %), and pancreatic carcinoma (19 pa-
tients, 28,8 %). Intervention types included EUS-CDS drainage (30 patients, 
45,5 %), PTC (13 patients, 34,8 %), and EUS-rendezvous technique (23 patients, 
34,8 %). Mean initial total bilirubin was 10.6 ± 4.7 mg/dL, decreasing to 3.1 ± 3.4 
mg/dL post-intervention, representing a mean reduction of 69.6 %. The clinical 
success rate of EUS-CDS (90 %) was significantly higher as compared , with the 
most common complications being bleeding (6.7 %) and peritonitis (3.3 %). 
Regarding clinical success, EUS-CDS showed a statistical trend toward higher 
clinical success compared to PTBD (90 % vs 69.2 %, p = 0,09), although no sig-
nificant difference was detected in comparison with EUS-RV (90 % vs 78.3 %, 
p = 0.237). PTC showed a success rate of 69.2 % with the most common com-
plications being abscess formation (15.4 %), biloma (7.7 %) and cholangitis 
(7.7 %). The EUS-RV technique was clinically successful in 78.3 %, with the most 
frequent complication being bleeding (17.4 %) followed by cholangitis (4.3 %).
Pairwise comparisons of complication distributions showed a borderline sig-
nificant difference between EUS-CDS and EUS-RV technique (p ≈ 0.04–0.05), 
with higher bleeding in the rendezvous group. Comparisons between EUS-CDS 
vs PTC and PTC vs EUS-RV did not reach statistical significance (p > 0.05), al-
though PTC tended to have more infectious complications and abscess, while 
EUS-RV technique had more bleeding.
All complications were treated conservatively and no patient died due to com-
plications.
Conclusions  EUS-guided biliary drainage demonstrates superior clinical suc-
cess rates and lower complication rates compared to PTC and EUS-RV technique 
in patients with failed ERCP for MDBO. These findings support EUS-guided in-
tervention as the preferred alternative drainage method when ERCP is unsuc-
cessful.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1051  Evaluating the Diagnostic Accuracy of 
EUS-FNB Compared to On-site Evaluations for 
Diagnosing Pancreatic Neoplasias: A Systematic 
Review and Meta-analysis
Authors  Banfalvi ZI1, 2, Roman Z1, 2, Khan A1, Turquier C1, 2, Toth R1, 
Fehervari P1, Lee J1, Obeidat M1, Bálint E1, 2, Hegyi JP1, 2

Institutes  1  Semmelweis University, Centre for Translational Medicine, 
Budapest, Hungary; 2  Semmelweis University, Institute of Pancreatic 
Diseases, Budapest, Hungary
DOI  10.1055/s-0046-1822378
Aims  Endoscopic ultrasound-guided fine needle biopsy (EUS-FNB) is the pri-
mary diagnostic tool for assessing pancreatic masses. The time taken to obtain 
an accurate diagnosis is critical; therefore, it is essential to acquire a high-qual-
ity histological sample. Techniques such as Rapid On-Site Evaluation (ROSE) and 
Macroscopic On-Site Evaluation (MOSE) may enhance the diagnostic accuracy 
of EUS-FNB and increase the proportion of histologically adequate samples. 
However, the necessity of these on-site evaluation techniques remains a topic 
of debate. This study aims to determine whether these techniques should be 
incorporated into routine practice.
Methods  Five medical databases (PubMed, EMBASE, CENTRAL, Scopus, We-
bOfScience) were searched comprehensively for studies comparing the diag-
nostic accuracy of EUS-FNB ± ROSE and/or MOSE in solid pancreatic lesions. In 
the meta-analysis, pooled proportion rates with 95 % confidence intervals (CIs) 
were calculated, and then a multivariate meta-analysis model was constructed 
to calculate the differences.
PROSPERO registration number: CRD42024613021.
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Results  Altogether, we included 4562 patients’ data from 31 articles in our 
quantitative and qualitative synthesis.
The sensitivity of ROSE (95 % [92 %; 97 %]; p = 0.0087) and MOSE (93 % [92 %; 
95 %]; p = 0.0349) is significantly higher than stand-alone EUS-FNB (88 % [83 %; 
92 %]).
The specificity of both ROSE (94 % [89 %; 97 %]; p = 0.2368) and MOSE (90 % 
[81 %; 95 %]; p = 0.5854) does not differ significantly from stand-alone EUS-FNB 
(92 % [85 %; 96 %]; p = 0.0087).
Both the sensitivity (p = 0.2535) and specificity (p = 0.2535) of ROSE and MOSE 
are not significantly different.
Conclusions  MOSE is equally effective compared to ROSE, suggesting that 
routine incorporation of MOSE is sufficient in the diagnosis of pancreatic lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Vac Stent system, combining the mechanical properties of self-ex-
pandable metal stents with endoluminal negative pressure therapy, has 
emerged as a promising option for the treatment of post-esophagectomy leaks. 
However, its role in the management of esophageal perforations following 
interventional endoscopy has not yet been clearly defined [1].
Methods  All consecutive patients with esophageal perforation after interven-
tional endoscopic procedures treated with a Vac Stent at San Raffaele Hospital, 
Milan, between May 2024 and September 2025 were prospectively included. 
Placement was performed under fluoroscopic guidance and managed accord-
ing to the manufacturer’s recommendations, including continuous negative 
pressure settings and predefined timing and modality of removal.
The primary outcome was clinical success, defined as complete closure of the 
perforation, confirmed by endoscopy, fluoroscopy, and/or CT imaging, along 
with clinical resolution of symptoms. Secondary outcomes included technical 
success (successful placement and removal of the Vac Stent), adverse events, 
total treatment duration, and length of hospital stay.
Results  Five patients (4/5 male; median age 66 years, range 55–78) with es-
ophageal perforation were included: four following endoscopic submucosal 
dissection (ESD) and one following 30-mm balloon dilation for type II achalasia. 
Histological analysis of the ESD specimens revealed adenocarcinoma in all cas-
es. The mean maximum perforation size was 13 mm (range 5–30).
In three cases, post-procedural CT imaging demonstrated a leak-associated 
cavity, with a mean cavity size of 17 mm (range 12–24).
Clinical and technical success were achieved in 100 % of cases. The mean total 
Vac Stent treatment duration was 11 days (range 6–14), with a mean of 1.6 
devices per patient (range 1–2). The mean length of hospital stay was 19.4 days 
(range 7–33). No Vac Stent–related adverse events occurred, and no patient 
required surgical rescue therapy. Notably, the patient treated after a fully cir-
cumferential esophageal ESD did not develop post-procedural esophageal 
stricture.
Conclusions  In this prospective case series, Vac Stent therapy proved to be a 
safe and effective treatment for esophageal perforations following interven-
tional endoscopy. In addition, it may contribute to the prevention of post-re-
section esophageal stricture after extensive mucosal resections. Larger, con-
trolled studies are warranted to confirm these preliminary findings.
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Aims  Quality improvement in endoscopic ultrasound (EUS) is essential to en-
sure diagnostic accuracy, procedural safety, and consistency in clinical practice. 
Given the expanding use of EUS, the European Society of Gastrointestinal En-
doscopy (ESGE) released in 2025 an updated set of key performance measures 
(KPMs) to standardize and enhance quality assessment. The aim of this study 
was to evaluate compliance with the 2025 ESGE EUS KPMs in a cohort of 124 
consecutive EUS procedures and to evaluate our centre’s performance across 
applicable KPMs.
Methods  Retrospective cohort study including 124 consecutive EUS proce-
dures performed from September 2024 to October 2025 at a single centre, of 
which 50 involved EUS-guided fine-needle aspiration/biopsy (EUS-FNA/FNB) 
of solid lesions. Exclusion criteria were applied according to the 2025 ESGE 
recommendations. Each procedure was assessed individually for adherence to 
the relevant KPMs, encompassing both diagnostic EUS and EUS-FNA/FNB indi-
cators. An overall compliance analysis was carried out for each applicable KPM 
to determine our centre’s adherence to the updated 2025 minimum standards 
(MS) proposed.
Results  Among the six KPMs assessed, four met the established minimum 
standards. Informed patient consent was documented in 100 % of all procedures 
(MS = 100 %). Adequate documentation of EUS anatomical landmarks was 
achieved in 96 % of examinations (MS ≥ 90 %). Regarding tissue acquisition from 
solid lesions, the overall success rate, defined as obtaining a tissue sample that 
allows an accurate diagnosis, was 86 % (MS ≥ 85 %). No adverse events related 
to EUS-FNA/FNB were recorded (MS < 5 % in cystic, < 3 % in solid lesions). The 
remaining indicators performed below the recommended thresholds. For cas-
es involving pancreatic cystic lesions, standardized lesion description was re-
corded in 70 % (7/10) (MS ≥ 85 %). Finally, formal competence assessment of 
trainees performing EUS was not documented in any of the 11 eligible proce-
dures (MS ≥ 20 %).
Conclusions  This assessment of the 2025 ESGE EUS key performance measures 
demonstrated strong compliance across several essential domains, including 
informed consent, adequate documentation, successful and safe tissue acqui-
sition from solid lesions. While some indicators did not fully meet the recom-
mended thresholds, the findings primarily highlight opportunities for continued 
improvement of practice. Ongoing systematic monitoring of these indicators 
is crucial to optimize procedural quality, enhance training, and ensure consist-
ent, high-standard EUS practice within our centre.
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Aims  Peroral pancreatoscopy (POPS) is an endoscopic procedure that allows 
for direct visualization of the main pancreatic duct (MPD) along with to sample 
tissue and perform directed local therapy. This study evaluates POPS assess-
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ment of intraductal papillary mucinous neoplasm (IPMN) of the pancreas with 
MPD involvement.
Methods  A retrospective, cross-sectional study was conducted on individuals 
with IPMN who underwent POPS using the Boston Scientific Spyglass system 
at a tertiary medical center between 2020-2023. Multivariate logistic regres-
sion evaluated the association between both quality of visualization, as well as 
pathological results, and IPMN with MPD involvement. In addition, a univariate 
logistic regression model was applied to determine whether POPS inde-
pendently influenced management of these individuals.
Results  Eleven patients who underwent POPS were evaluated. Among them, 
7 (63.6 %) were males and the mean age was 57 + 13. Eight (72.7 %) had main 
duct IPMN, two (18.2 %) had mixed-type IPMN, and one (9.1 %) had branch-duct 
IPMN. Quality of visualization was good in all individuals. No suspicious lesions 
were found and no targeted biopsies were taken. Random biopsies were suc-
cessfully taken in 10 (90.9 %) patients. Biopsy specimens did not show malig-
nant or premalignant lesions (including dysplasia of any grade). Benign neo-
plastic epithelium was found in 3 individuals (27.2 %), all with main duct IPMN. 
In one case (9.1 %) biopsies showed mild atypia with reactive and regenerative 
changes. Post-POPS prophylactic pancreatic stent was inserted in 4 (36.3 %) 
patients. Post-POPS complications were observed in one patient (9.1 %) who 
developed asymptomatic mild hyperamylasemia and one patient (9.1 %) who 
developed mild post-POPS pancreatitis. POPS results did not change the pre-
POPS multidisciplinary decision or the management in any of the patients.
Conclusions  POPS appears to be feasible and safe, but did not impact clinical 
management among patients with IPMN of the pancreas with suspected MPD 
involvement.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Post–orthotopic liver transplantation (OLT) anastomotic biliary strictures 
(ABS) are commonly treated with multiple plastic stents (MPS), but data on 
protocol performance and the role of endoscopic ultrasound (EUS) remain 
limited. We evaluated efficacy, safety and technical characteristics of an MPS 
protocol in ABS, focusing on patients with associated ischemic-type biliary 
lesions (ITBL).
Methods  This single-centre retrospective study included 28-OLT recipients 
with ABS treated with ERCP-guided MPS. Of the 31-screened patients, 3 were 
excluded as they didn’t fulfill the cholangiographic criteria for ABS. In a subset, 
linear EUS or transpapillary miniprobe EUS was performed before/after MPS.
Results  Ten patients had completed the MPS protocol and 18 are still on treat-
ment. Among completed, 2 had isolated ABS and 8 ABS + ITBL: overall, 35 ERCPs 
were performed (3.5 per patient; 38 minutes per session). A mean of 3.3 stents 
were placed, achieving a cumulative diameter of 29.6 Fr. Biliary clearance with 
stent removal was required in 40 % of procedures (50 % in ABS + ITBL, 0 % in 
isolated ABS), and mechanical dilation in 40 %. Adverse events included two 
mild–moderate postERCP pancreatitis and one moderate cholangitis. Resolu-
tion of ABS at the end of MPS, according to predefined cholangiographic crite-
ria, was achieved in 90 %. In five ABS + ITBL patients with follow-up (5.25 
months), three maintained stricture resolution and two developed recurrence 
requiring retransplantation.
Conclusions  ERCP-guided MPS is an effective and safe strategy for post-OLT 
ABS, whereas concomitant ITBL identifies a more complex subgroup in which 

adjunctive EUS may help to identify anatomical alterations and to customize 
treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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endoscopic ultrasound-guided gallbladder drainage
Author  Altieri G1

Institute  1  San Raffaele Hospital, Milan, Italy
DOI  10.1055/s-0046-1822383
Abstract Text
Aims: Endoscopic ultrasonography-guided gallbladder drainage (EUS-GBD) 
with lumen-apposing metal stents (LAMS) is a minimally invasive option for 
managing high-risk, non-surgical patients with acute calculous cholecystitis. 
LAMS migration represents a potential adverse event. Methods: We report a 
case of complete intragallbladder LAMS migration following EUS-GBD. Results: 
A 74-year-old woman with significant comorbidities and grade 2 acute chole-
cystitis underwent initial PTGBD, but was referred for persistent symptoms and 
bile leakage. After conversion to EUS-GBD, she returned one month later for 
planned stent removal. Endoscopy, EUS, and fluoroscopy revealed full intragall-
bladder migration. A repeat EUS-GBD with a LAMS enabled trans-LAMS extrac-
tion of the migrated stent and gallstone removal. Conclusion: EUS-guided LAMS 
retrieval may serve as an effective rescue strategy.
V i d e o   h t t p : / / dat a . p r o cess . y - co n gr ess . co m / S c i e n t i f i c P r o cess /
Data//106/660/1670/e1dc693e-a842-4dbe-b274-333cbdefdb50/Up-
loads/19978_EUS_GBD %20LAMS %20removal %20ESGE %20DAYS.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The primary aim of this study was to evaluate the diagnostic yield of CE 
in patients with obscure small bowel bleeding. A secondary objective was to 
identify predictive factors for angiodysplasia in the two patient groups under 
investigation: those with occult bleeding and those with overt bleeding.
Methods  We conducted a single-center, retrospective observational study 
including all CE procedures performed at the Gastroenterology Unit of Azienda 
Ospedaliera–University of Padua between January 2018 and September 2025 
for overt or occult gastrointestinal bleeding. Demographic, clinical, biochem-
ical, and endoscopic data were prospectively recorded in a dedicated database. 
CE findings were classified according to the presence of angiodysplasias, ulcers, 
erosions, red spots, polyps, and evidence of bleeding. Furthermore, the Saurin 
classification was employed to evaluate the bleeding risk, according to each 
lesion’s potential for clinically significant hemorrhage. Patients were catego-
rized into overt bleeding (melena or hematochezia) and occult bleeding (ane-
mia or positive fecal occult blood test) groups. Univariate and multivariate 
analyses were performed to identify factors associated with angiodysplasia, 
ulcers, and red spots. Statistical analyses were conducted using STATA 18.
Results  A total of 1,049 CE procedures were performed for suspected gastro-
intestinal bleeding, including 323 for overt and 726 for occult bleeding. The 
mean age of the patients was 71 ± 14 years, with a predominance over 60 years, 
and 54 % were male, without significant differences between groups (p = 0.084). 
At least one comorbidity was present in 66 % of the case. The overall diagnostic 
yield was 71 % (75 % for overt and 74 % for occult bleeding). Angiodysplasia was 
the most common finding, with similar prevalence in both groups (53.2 % vs. 
56.0 %, p = 0.398). In multivariate analysis, a hemoglobin drop of at least 2 g/
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dL and iron supplementation therapy were the only independent risk factors 
for angiodysplasia among patients undergoing CE for overt bleeding. In patients 
who underwent CE for anemia or occult blood, the probability of detecting 
angiodysplasia increased with age in multivariate analysis: 45–60 vs. < 45 years 
OR 5.03 (95 % CI: 1.37–18.46); 61–80 vs. < 45 years, OR 7.22 (95 % CI: 2.08–
25.01); and > 80 vs. < 45 years, OR 10.59 (95 % CI: 2.98–37.56).
Conclusions  Our study confirms the high diagnostic yield of capsule endos-
copy in patients with both overt and occult gastrointestinal bleeding. Angiod-
ysplasia emerged as the most frequently detected lesion and we identified 
advanced age, iron supplementation therapy, and a hemoglobin drop of at least 
2 g/dL from baseline as independent risk factors for detecting these lesions.
These findings underscore the importance of considering patient age and the 
degree of anemia when evaluating patients with obscure gastrointestinal bleed-
ing and may help guide the prioritization of CE in clinical practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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obstruction – Bouveret’s syndrome in 73-old man
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Abstract Text
Bouveret’s syndrome is a gastric outlet obstruction caused by gallstone block-
age. We report a case of a 73-years old man who was admitted to the hospital 
with a symptoms of upper gastrointestinal (GI) obstruction. In CT scan Ringler’s 
triad was observed, including intestinal obstruction, pneumobilia, and an ab-
errant gallstone in the bowel. At admission we decided to perform endoscopic 
removal of the gallstone from the duodenum, which after many attempts with 
a loop and an extraction basket was unsuccessful. Subsequently, the surgical 
treatment with omega loop gastric bypass was accomplished. In the postoper-
ative period patient developed upper GI obstruction. Due to persistent symp-
toms and increase in inflammatory parameters relaparotomy was conducted 
upon which the right hepatic lobe abscess was revealed and removed. In the 
following days patient presented intolerance of oral alimentation therefore 
gastroscopy with insertion of nasointestinal feeding tube was performed. To 
supplement the calorie deficit and adjust the diet to the metabolic demand the 
patient was referred to a nutritional treatment center.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate locoregional staging is essential for optimal management of 
rectal cancer. Both endoscopic ultrasound (EUS) and pelvic magnetic resonance 
imaging (MRI) are widely used, but their comparative performance in routine 
clinical practice remains debated. This study aimed to evaluate and compare 
the accuracy of EUS and MRI for T and N staging in a consecutive cohort of 
rectal cancer patients.
Methods  Thirty consecutive patients with histologically confirmed rectal can-
cer underwent both EUS and pelvic MRI prior to definitive treatment. Staging 
results were compared to surgical pathology as the reference standard. The 
primary endpoints were the accuracy of T and N staging for each modality.

Results  The accuracy of EUS for T staging was 73 %, while the accuracy for N 
staging was 66 %. These findings are consistent with published data, where EUS 
and MRI demonstrate similar accuracy for T staging (typically 70–89 %) and N 
staging (65–90 %), with some studies reporting a slight advantage for EUS in 
overall T staging and for MRI in N staging. [1, 4, 5] The American College of 
Radiology and the World Society of Emergency Surgery recommend both mo-
dalities as complementary, with EUS favored for early-stage tumors and MRI 
for advanced disease and assessment of mesorectal fascia involvement. [2–3]
Conclusions  In this single-center cohort, EUS and MRI demonstrated compa-
rable accuracy for T and N staging of rectal cancer, supporting their comple-
mentary use in clinical practice. These results reinforce current guideline rec-
ommendations for a multimodal approach to locoregional staging.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Speedboat is a novel multimodal endosurgical device. It utilizes the use 
of advanced bipolar energy for cutting/dissection and super-high frequency 
microwave energy for coagulation. The trans-anal platform comprises the Gel-
point as an access port and the Airseal as a CO2 exchange apparatus. It creates 
an “invisible pneumo- dissection” effect due to intraluminal CO2 pressure gra-
dient. This study aims to evaluate the efficacy of Speedboat assisted Endoscop-
ic Submucosal Dissection (S-ESD) with and without the trans-anal platform 
(TAP) in the management of complex distal colorectal polyps as well as the 
speed of dissection.
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Methods  Data, from a prospectively collected clinical audit (2018-2025) was 
analyzed. Cases were divided into two groups, the pre-TAP group (2018-2020 
TAP not introduced) and the post-TAP group (2021-2025) which was further 
analyzed in two subgroups, the non-TAP and the TAP group when the platform 
was indicated. Lesion characteristics, long and short axis length, and time dis-
section were collected. Lesion surface (cm2), Speed (cm2/hr) and Clinical out-
comes were compared between the three groups.
Results  Over the study period, a total of 291 consecutive patients [55.7 % male, 
age 72 (IQR: 64-77)] had a distal colorectal lesion completely excised using 
S-ESD with median surface of 13.73cm2 (IQR:6.86-25.12), long axis 5,0 cm 
(IQR: 3.5-7.0) and speed 10.23cm2/hr (IQR:6.97-16.75).
Pre-TAP group included 58 patients [58.6 % male, age 72 (IQR 65-77)] with 
median surface of 9.81cm2 (IQR:6.72-15.89), long axis 4.5cm (IQR: 3.5-6.1) 
and speed 7.15 (IQR: 6.86-9.31). Post-TAP group included 233 patients with 
distal polyps had S-ESD [54.9 %male, age 72 (IQR: 64-77)] with median surface 
of 15.11 cm2 (IQR:6.96-28.26), long axis 5.0cm (IQR: 3.5-7.25) and speed 12.19 
(IQR: 7.18-18.84)].
Within the post-TAP group, the TAP subgroup included 145 patients who un-
derwent S-ESD [60.0 % male, age 71(IQR: 63-76) with median surface 15.70 
(IQR: 8.83-34.34) and speed 12.18 (IQR: 7.06-18.59). In the non-TAP subgroup 
88 patients were subject to S-ESD [46.6 % male, age 72 (IQR: 64-79), median 
surface 11.77 (IQR: 4.90-20.16)] and speed 11.99 (IQR: 7.39-21.81).
Overall, the speed and surface were significantly increased in the post-TAP 
group when compared with the pre-TAP group (p < 0.001 and p = 0.006 respec-
tively. There was not a statistical significant difference in dissection speed with-
in the the post-TAP subgroups (p = 0.563). The median surface of the polyps 
removed were significantly larger in the TAP subgroup (p = 0.002). No statisti-
cally significant difference in regards with age and gender was found among 
any of the groups.
Conclusions  The use of TAP modality combined with S-ESD appears to facili-
tate excision of distal lesions with larger surface with reasonable speed over 
time. A randomized trial and/or an international registry to investigate the role 
of pneumo-dissection is warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Endoscopic vacuum therapy has been used in treating leak-
ages and perforations in gastrointestinal tract. For patients having a larger 
leakage cavity, the standard-sized sponge for upper gastrointestinal leakages 
can be too small, being only 5cm long. Even though it is possible to place two 
sponges, it would also mean two nasal tubes resulting in increased discomfort 
for the patient and may challenge the swallowing process. Taking this into 
consideration, novel techniques to cover larger cavities is needed.
Innovation  A tailored-made sponge solution was created for larger cavities. 
A second sponge was fastened above the original sponge with non-absorbable 
sutures. The original nasal tube was pierced to allow the air to flow into the 
vacuum system. The original overtube was cut to accommodate the new length 
of the combined sponge enabling a feasible the placement of the lengthened 
sponge. The innovation was tested with a patient having a complex, large fis-
tula cavity at the resection line of the stomach which did not respond to stand-
ard therapeutic options.
Results  The sponge was prepared for the patient before the visit at the outpa-
tient clinic.
Insertation of the combined sponge solution was feasible when the overtube 
was cut accordingly.
During the therapy, the vacuum-sponge was changed once a week. The double 
sponge needed was tightly attached to the cavity walls showing good contact. 

During the changes a longer moisturizing time was used to safely remove or 
change the system.
Minimal bowel content was detected in the cavity during the sponge changes 
demonstrating a sufficient occlusion of the mouth of the fistula.
The sutures and sponges stayed intact during the therapy and the vacuum 
through the sponge shrank the cavity.
Conclusions  The developed sponge solution was found to offer an alternative 
techinique for vacuum therapy of complex cavities.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  1. To compare diagnostic accuracy between EUS-guided and US-guided 
biopsy approaches in pancreatis solid tumors. 2. To evaluate procedural safety, 
including complication rates such as bleeding and pancreatitis. 3. To assess 
sample adequacy, number of passes required, technical success rates and 
cost-effectiveness of the two methods.
Methods  A retrospective analysis was conducted at Military Medical Academy 
– Sofia, including 170 consecutive patients with suspected pancreatic solid 
tumors who underwent pancreatic biopsy between January 2024 and Decem-
ber 2024. Patients were divided into two groups – the first with patients who 
underwent endoscopic ultrasound guided (EUS-guided) pancreatic biopsy and 
the second with patients who underwent ultrasound guided (US-guided) pan-
creatic biopsy. For the patients in the EUS group 22G needle was used and for 
the patients in the US group 18G needle was used.
Results  After the final analysis, we found that the male-to-female ratio in the 
two groups was equivalent: 50.5 % to 49.5 %. The mean age in the US-guided 
core biopsy group was 66.5 years, and the mean age in the EUS-guided biopsy 
group was 70 years. The mean size of the pancreatic solid tumor in the US group 
was 38.75 mm, and the mean size of the solid pancreatic lesions in the EUS 
group was 34.65 mm. The mean number of needle passes in both groups was 
two. ERCP was performed in 50.5 % of the patients in the US group and in 44.1 % 
of those in the EUS group. The mean hospital stay was 4 days in the US group 
and 4.6 days in the EUS group. The most common complications were pancre-
atitis and bleeding. We found that ERCP was an independent risk factor for 
complications. The rate of pancreatitis in the US group was 1.17 % without ERCP 
and 8.23 % with ERCP in addition to the biopsy. The rate of bleeding in the US 
group was 1.17 % without ERCP and 10.58 % with ERCP. In the EUS group, the 
rate of pancreatitis was 2.35 % without ERCP and 11.62 % with ERCP. Bleeding 
occurred in 3.52 % of the patients undergoing EUS-guided biopsy without ERCP 
and in 8.23 % of those with ERCP. Histology results in the US group showed 86 % 
pancreatic adenocarcinoma, 11 % chronic pancreatitis, and 3 % other solid pan-
creatic lesions. In the EUS group, pancreatic adenocarcinoma was diagnosed 
in 77 % of the patients, chronic pancreatitis in 10 %, and other solid lesions in 
13 %.The positive predictive value in the US group was 100 %, the negative 
predictive value was 90.12 %, sensitivity was 100 %, specificity was 99 %, and 
overall accuracy was 98.70 %. In the EUS group, the positive predictive value 
was 98.48 %, the negative predictive value was 47.48 %, sensitivity was 91 %, 
specificity was 86.70 %, and overall accuracy was 87.20 %.
Conclusions  US-guided core biopsy demonstrated higher diagnostic accura-
cy (98.70 %) compared to EUS-guided biopsy (87.20 %) in this cohort of 170 
patients. Although both techniques required a similar number of passes and 
had comparable safety profiles, ERCP significantly increased the risk of pancre-
atitis and bleeding in both groups. EUS was more frequently associated with 
pancreatitis, while US-guided biopsy showed higher bleeding rates when com-
bined with ERCP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  For enteral nutrition especially in adults, in cases of Mickey 
PEG(button type) placement only upto 20Fr introducer kits are available mak-
ing it possible only to place 20Fr tubes initially(push technique) and asking the 
patient to come back for placement of 24 Fr tube once the tract matures. More 
visits, more interventions, more costs, more time lost.
Innovation  This problem can be overcome by simply modifying the technique 
of placement by push technique with available accessories in endoscopy room. 
All the steps till introduction of 20Fr sheath of dilatation system are the same. 
Once the 20 Fr sheath goes in, the inner dilators are removed by rotation. 
Normally a 20 Fr tube is placed by peeling of the sheath. To place 24 Fr tube, 
few steps are to be followed more. Once the 20 Fr sheath is in and inner dilators 
are removed, the 20 Fr sheath is peeled a little (approximately equal to the 
distance/abdominal wall thickness measured by the measuring ballon of intro-
ducer kit) above the skin surface. Then 9mm Savary Gilliard (SG) dilator(8mm 
not available) is introduced over the guidewire until it fits completely inside the 
sheath. Peeled sheath is held close to the dilator preparing it to dilate the tract. 
Then 20 fr sheath along with the SG dilator is pushed inside till the upper mar-
gin of the sheath is abutting the skin surface thus dilating the tract. Then sheath 
and dilator are pulled back till peeled part of sheath is above skin surface and 
the dilator is removed. Now the 24 Fr tube loaded over the removed dilators is 
placed inside the partially peeled sheath. 24 Fr tube is pushed inside while 
peeling the 20 Fr sheath. Once inside the lumen ballon inflated with 5ml NS and 
tube placement secured [1, 2].
Results  Until now 18 Mickey PEG tube (button type) placements have been 
done in last two years using the modified technique. No events of pneumop-
eritoneum noted. Hematoma or bleeding or infection of PEG site are not seen. 
No peri PEG tube leakage seen. Mild pain at PEG site seen in few patients which 
resolved in a day or two. No major adverse events noted. All were discharged 
on the same day.
Conclusions  24 Fr Mickey PEG tube can be be safely placedd in the first go with 
simple modification of the technique. Simple modification of the procedure 
needing no extra skill set.
Done with the available accessories.
Reduces the number of visits, number of interventions thereby reducing costs 
and time( for patients as well as heath personnel)
No adverse events related to modification of the procedure.
Future implications –
Such modifications obviates the need for 24 Fr introducer kit.
8mm dilator is better if available(American dilator)
VIDEO  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/b4b096f0-c97a-4b75-834a-b1ff2fabebc5/Uploads/19990_
ESGE_2026.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Tang S.J Percutaneous Endoscopic Gastrostomy Tube Replacement, Vid-
eo Journal and Encyclopedia of GI Endoscopy. Volume  2 (Issue 2): 2014;
[2]  O'Dowd M, Given MF, Lee MJ. New approaches to percutaneous gastros-
tomy. Semin Intervent Radiol 2004; 21 (3): 191–7

eP1064  Rate and Predictors of Conversion from 
Small Bowel Capsule Endoscopy to Double Balloon 
Enteroscopy
Authors  Sheehan T1, Sihag S1, 2, Leung E2, McNamara D1, 2

Institutes  1  Tallaght University Hospital, Dublin, Ireland; 2  Trinity 
Academic Gastroenterology Group, Trinity College, Dublin, Ireland
DOI  10.1055/s-0046-1822391
Aims  Small bowel capsule endoscopy (SBCE) is an established, minimally in-
vasive technique for evaluating small bowel pathology, offering high diagnos-
tic yield across a range of clinical indications. The European Society of Gastro-
intestinal Endoscopy (ESGE) recommends that at least 75 % of patients who 
require further assessment with Double Balloon Enteroscopy (DBE) should 
successfully progress as a key performance indicator (KPI). However, little is 
known about the expected SBCE to DBE conversion rate. This knowledge will 
help in monitoring performance as well as aiding service provision. Understand-
ing conversion rates may also help clarify which clinical indications are most 
likely to proceed to DBE, supporting more efficient triage and referral pathways. 
Our aim is to evaluate the SBCE-to-DBE conversion rate. Secondly, we will assess 
our DBE compliance against ESGE standards. We also seek to examine how 
clinical indications influence the likelihood of requiring DBE and to assess 
whether these patterns have changed over time. By analysing these factors, 
we aim to provide insight into procedural demand, referral optimisation, and 
alignment with recognised performance standards.
Methods  All SBCE procedures performed between 2018 and 2023 were ret-
rospectively analysed using data extracted from the local PillCam database. 
Each SBCE report was individually reviewed, and no inclusion or exclusion cri-
teria were applied to ensure complete case capture. Indications were broadly 
grouped into 5 categories; Iron Deficiency Anaemia (IDA) and suspected bleed-
ing, suspected small bowel Crohn’s (CD), coeliac or enteropathy, polyps or le-
sions and finally radiology correlation. Recommendations for DBE were cross-
checked against the endoscopy reporting software to confirm procedure 
completion. Overall and indication-specific SBCE-to-DBE conversion rates were 
calculated. Odds ratios with 95 % confidence intervals were derived using Fish-
er’s exact test, and year-to-year DBE conversion rates were summarised de-
scriptively and benchmarked against the ESGE 75 % performance standard
Results  A total of 3,105 SBCE procedures were performed during the study 
period. DBE was recommended in 311 (10 %). Of these, 176 DBEs were com-
pleted, corresponding to an actual SBCE-to-DBE completion rate of 5.7 %. This 
gives a total DBE completion rate of 56.6 %, below the ESGE standard of 75 %. 
Yearly analysis demonstrated marked variability in DBE completion perfor-
mance. KPI compliance ranged from a low of 41.8 % in 2020 to a high of 77.4 % 
in 2023, with only 2023 meeting the ESGE KPI threshold. Indication-specific 
analysis showed significant differences in the likelihood of progressing from 
SBCE to DBE. Compared with all other indications combined, patients with IDA 
demonstrated a significantly increased probability of undergoing DBE (OR 3.70, 
p < 0.001), while those with polyps also showed an elevated likelihood (OR 2.08, 
p = 0.045). In contrast, suspected Crohn’s disease was associated with a mark-
edly decreased likelihood of DBE (OR 0.16, p < 0.001). Coeliac disease (OR 0.69, 
p = 0.47) and radiology-driven indications (OR 1.34, p = 0.55) did not signifi-
cantly influence DBE utilisation. These patterns confirm a strong dependence 
of DBE conversion on underlying clinical indication.
Conclusions  Overall, our centre did not meet the ESGE 75 % KPI for progression 
from SBCE to DBE, with the most pronounced decline occurring during the 
COVID-19 period, when elective services were significantly disrupted. As a na-
tional referral pathway, the geographical separation from the DBE centre may 
have played a role in reduced completion rates, potentially amplified by histor-
ically limited recognition within smaller referring units of the procedural im-
portance and clinical benefits of DBE. Indication-specific analysis showed a high 
odds ratio for DBE in iron-deficiency anaemia, consistent with the high diag-
nostic yield of SBCE in this group, while polyp detection appropriately prompt-
ed DBE for therapeutic polypectomy. In contrast, low conversion in suspected 
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Crohn’s disease may reflect reliance on complementary evidence such as bio-
markers, faecal calprotectin, and cross-sectional imaging before committing 
to enteroscopy. Understanding these conversion patterns is valuable for in-
forming service planning, optimising triage pathways, and strengthening re-
ferral practices to ensure timely access to DBE.
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Aims  One of the main challenges after colorectal endoscopic submucosal 
dissection (ESD) is the management of oral anticoagulation. Heparin-bridging 
therapy (HBT) has been associated with an increased risk of delayed bleeding 
in gastric ESD, but its impact in the colorectal setting remains controversial.
The aim of the study was to evaluate the impact of HBT on the rate of delayed 
bleeding after colorectal ESD in patients treated with vitamin K antagonists.
Methods  We performed a multicenter retrospective cohort study based on a 
consecutive prospective registry (11/2012–04/2025). We included pa-
tients ≥ 18 years undergoing colorectal ESD. Delayed bleeding was defined as 
any bleeding event within 30 days requiring urgent evaluation, hospitalization, 
or endoscopic reintervention. Procedures aborted or referred to surgery for 
non-bleeding reasons were excluded [1–5].
Results  A total of 855 ESDs were included; 49 patients were on vitamin K an-
tagonists, of whom 38 (77.6 %) received HBT. Mean age was 73.8 years (SD 8), 
and 79.2 % were male. The timing of anticoagulation resumption was similar 
between groups (day 1 in 78.9 % with HBT vs 72.7 % without HBT; p = 0.98).
Among vitamin K antagonist users, no significant differences were observed 
between HBT and non-HBT groups in baseline characteristics, concomitant 
antiplatelet therapy, lesion morphology, or lesion location.
The overall delayed bleeding rate was 4.5 % (95 % CI 3.3–6.1 %), and 33.3 % (95 % 
CI 21.7–47.5 %) among patients on vitamin K antagonists (p < 0.001). Median 
DEBE score was 6 (IQR 4–8) and 17 (IQR 13–19), respectively (p < 0.001).
No significant differences were found between HBT and non-HBT groups in 
delayed bleeding rates (34.3 % vs 30 %; p = 1) or in time to bleeding (median 4 
vs 3 days; p = 0.57). Two patients (12.5 %) required transfusion, and no throm-
boembolic events occurred.
Conclusions  Reinitiation of anticoagulation using heparin-bridging therapy was 
not associated with a higher risk of delayed bleeding compared with direct reiniti-
ation. However, the limited sample size affects the robustness of the conclusions 
and supports the need for prospective studies with a larger sample size.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-guided fine-needle biopsy (EUS-FNB) is a key modality for diagnos-
ing pancreatic lesions, but its real-world accuracy may be influenced by sam-
pling adequacy, tumor heterogeneity, and inconclusive histology. This study 
aimed to evaluate the diagnostic performance of EUS-FNB for (1) all pancreat-
ic tumors and (2) specifically pancreatic adenocarcinoma, using final histopa-
thology as the reference standard.
Methods  We retrospectively analyzed patients undergoing EUS-FNB for pan-
creatic lesions in a tertiary center. Based on procedural assessment, FNB results 
were categorized as tumoral or non-tumoral. Final histopathology classified 
lesions as pancreatic tumors (adenocarcinoma, pancreatic neuroendocrine 
tumors, ampullary/periampullary carcinoma, insulinoma), non-tumoral pan-
creatic disease, or indeterminate. Diagnostic accuracy was calculated for cases 
with conclusive histology; indeterminate outcomes were recorded to reflect 
sampling limitations.
Results  Eighty-three patients had paired FNB and final histology results. Con-
clusive histopathology was available in 70/83 cases (60 pancreatic tumors, 10 
non-tumoral lesions). For all pancreatic tumors, EUS-FNB demonstrated a sen-
sitivity of 96.7 %, specificity of 80.0 %, and an overall accuracy of 94.3 % (95 % 
CI: 86.2 %–97.8 %), consistent with recent large-scale studies reporting com-
parable accuracy for pancreatic EUS-FNB [1, 2].When restricting the target 
condition to pancreatic adenocarcinoma, FNB showed a sensitivity of 100 %, 
specificity of 50 %, and an overall accuracy of 72.3 %. Histopathology was inde-
terminate in 13/83 patients (15.7 %), reflecting insufficient or non-diagnostic 
tissue acquisition.
Conclusions  EUS-FNB demonstrated high diagnostic accuracy for pancreatic 
tumors, with results aligning with the upper range of contemporary evidence, 
in which accuracies of 85–95 % are typically reported for solid pancreatic lesions 
[1–3]. The lower accuracy observed for pancreatic adenocarcinoma alone, de-
spite excellent sensitivity, highlights the challenge of differentiating adenocar-
cinoma from other neoplastic entities when tissue sampling is limited. These 
findings reinforce the strong diagnostic utility of EUS-FNB while underscoring 
the importance of optimal sampling techniques and careful interpretation, 
particularly when precise tumor subtyping is clinically relevant.
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Aims  Conventional esophagogastroduodenoscopy (cEGD) is increasingly per-
formed under sedation, adding costs and logistical complexity, while delaying 
patients’ return to normal daily activities. Transnasal esophagogastroduoden-
oscopy (tnEGD) emerged as a less invasive, better-tolerated alternative to cEGD. 
Several UK centres have reported high patient acceptance and superior comfort 
compared to cEGD, with fewer instances of gag reflex, reduced cardiovascular 
stress and no need for sedation enabling immediate return to usual daily activ-
ities. Recent data show that new generation tnEGD offers comparable diagnos-
tic accuracy for oesophageal and gastric pathology, including early gastric 
cancer and premalignant conditions, while improving throughput, reducing 
use of resources, and facilitating outpatient-based endoscopic services. Despite 
its benefits, there is no widespread use in continental Europe.Conventional 
esophagogastroduodenoscopy (cEGD) is increasingly performed under seda-
tion, adding costs and logistical complexity, while delaying patients’ return to 
normal daily activities. Transnasal esophagogastroduodenoscopy (tnEGD) 
emerged as a less invasive, better-tolerated alternative to cEGD. Several UK 
centres have reported high patient acceptance and superior comfort compared 
to cEGD, with fewer instances of gag reflex, reduced cardiovascular stress and 
no need for sedation enabling immediate return to usual daily activities. Recent 
data show that new generation tnEGD offers comparable diagnostic accuracy 
for oesophageal and gastric pathology, including early gastric cancer and pre-
malignant conditions, while improving throughput, reducing use of resources, 
and facilitating outpatient-based endoscopic services. Despite its benefits, 
there is no widespread use in continental Europe. We aim to test the feasibility 
and efficacy of tnEGD in the first transnasal unit in Iberia.
Methods  This study included all tnEGD performed between April and Novem-
ber 2025. Before starting, the team of doctors, nurses and assistants, went 
through a dedicated learning program. Prospective data collection was per-
formed, including patient demographics, procedural success, tolerance, ad-
verse events, and patient-reported satisfaction through standardized Lik-
ert-scale questionnaires. All patients had a telephone interview one week after 
the procedure.
Results  During this period, 291 procedures (in 290 patients) were performed 
for diagnostic purposes. Most frequent indications were pre-surgical assess-
ment (28 %), dyspepsia/GERD (16 %), post-surgical evaluation (10 %) and pre-
malignant gastric conditions surveillance (10 %). Complete tnEGD was possible 
in 265 procedures (91 %). Incomplete cases were related to nasal cavity ana-
tomical limitations in 22 patients (nasal conchae hypertrophy/congestion), 
while only 2 cases were due to patient intolerance. There were 7 immediate 
adverse events (AE): 5 nasal discomfort/pain and 2 mild epistaxis – all self-lim-

ited. Concerning the following days after the procedure, 13 patients reported 
late AE: 6 mild epistaxis, 5 rhinosinusitis, 1 migraine and 1 throat irritation. 
Overall, 226 patients (77.9 %) reported being satisfied with the examination 
and 228 (78.6 %) patients would repeat the examination. Among 135 individ-
uals who had previously undergone cEGD, 121 (89.6 %) reported the tnEGD to 
be more comfortable. Regarding the costs related to sedation (previous anal-
ysis, anesthesiologist and nurse fee), a saving of approximately €63.60 per 
procedure is estimated.
Conclusions  This early experience in a large cohort confirms that tnEGD is a 
well-accepted, highly tolerable, and safe alternative to cEGD, maintaining pro-
cedural efficacy while enhancing patient satisfaction. These results were con-
sistent since the beginning of operations and support wider implementation 
of tnEGD across Europe.
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Aims  Inflammatory bowel changes which include inflammatory bowel disease 
(ulcerative colitis) and others like Proctitis, chronic colitis, is characterized by 
immune-mediated inflammation of the intestines, chronic gastrointestinal 
inflammation, often induce by underlying predisposing factors such as genet-
ics, environmental factors, and the gut microbiota.1Formerly, Inflammatory 
bowel changes which include inflammatory bowel disease (ulcerative colitis) 
and others like Proctitis, chronic colitis is not considered as a common diagno-
sis within the sub-saharan African population Asia and South America popula-
tion, but lately the incidence of the disease is now on the rise.2,3Endoscopy 
preceding histopathological evaluation remains a cornerstone in understand-
ing disease mechanisms and early detections of these changes [1–3].
Methods  A retrospective review of this inflammatory bowel changes was con-
ducted using a total of 238 histological reports of patients gotten during an 
endoscopy examination to ascertain the incidence and distribution of this in-
flammatory bowel changes. Their clinical presentation, endoscopic findings, 
and the risk factors which predisposed them to these symptoms were evaluat-
ed.
Results  Out of the 238 patients included in the study, 66 cases (27.7 %) were 
identified as being related to inflammatory bowel disease (IBD), comprising 
colitis & IBD (61 cases, 25.6 %) and proctitis (5 cases, 2.1 %). Ulcerative Colitis 
represented the predominant inflammatory bowel change diagnosis, reflecting 
the higher prevalence of ulcerative colitis in the sampled population, while 
proctitis likely represents localized or early-stage IBD manifestations. This in-
dicates that approximately one in four patients in the study population exhib-
ited IBD-related gastrointestinal inflammation. These findings underscore the 
clinical importance of accurate histopathological evaluation to distinguish 
inflammatory bowel changes from other gastrointestinal disorders and to guide 
appropriate management.
Conclusions  Inflammatory bowel changes are increasingly detected among 
patients in our setting, indicating a shifting disease pattern once considered 
uncommon in sub-Saharan Africa. Early endoscopic and histological diagnosis 
is crucial for proper management. Ongoing surveillance is needed to better 
understand its evolving burden and risk factors in the region.
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Aims  There has been growing interest in the development of bipolar knives in 
therapeutic endoscopy due to their safety profile. These devices incorporate a 
negative electrode at the tip, ensuring closed-circuit current transmission. 
Thus, they have the potential to reduce transmural thermal injury, lowering the 
risk of perforation or stricture, as well as decreasing interference with implant-
ed cardiac devices. However, reports describe lower cutting efficiency, with 
longer procedure times. We want to test the efficacy and safety of a new bipo-
lar knife in a clinical setting.
Methods  Patients were prospective enrolled. In all, a newly certified bipolar 
knife wa used, with a 1.4-mm ball-type device and cap. A dedicated electro-
surgical unit was utilized (Hangzhou AGS MedTech Co, China).
Results  Twenty-six patients were included, with a median age of 69,5 (IQR 
61,0-77,5) years, inwhom 28 procedures were performed: 16 gastric endo-
scopic submucosal dissections(ESD), 4 colonic ESD, 3 rectal ESD, 3 esophage-
al ESD and 2 peroral endoscopic myotomies. The median procedure time was 
70 minutes (IQR 40-121). Regarding the 26 endoscopic resections, 24 were en 
bloc, of which 20 were curative. The median size of lesions was 25,0 mm (range 
10–104mm). Two ESDs were converted to a hybridtechnique, one due to device 
malfunction. Only one major adverse event occurred (post-ESD rectal bleeding 
in a patient on dual antiplatelet therapy), which was endoscopically treated. 
No post-ESD strictures were observed, including in lesions on the cardia and 
rectum with significant luminal circumference involvement.
Conclusions  This new bipolar knife seems to be safe and effective in advanced 
endoscopic therapies, with potential to reduce the risk of perforation or stric-
ture. Bipolar knives may play an important role in the future of third-space 
endoscopy, particularly in high-risk patients,although further comparative 
studies are needed to confirm our findings.
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Aims  Helicobacter Pylori (HP) is a class-1 carcinogen and Bismuth Quadruple 
Therapy (BQT) has recently been recommended as first line eradication thera-
py in Ireland. Previous local audits have shown that there is a variety of pre-
scribed therapy for HP eradication; causes include unfamiliarity with BQT and 
cumbersome prescription. When BQT was used, eradication rates in our local 
service was 90 %.
Since January 2025, we introduced a simple pro-forma prescription in Cavan 
Monaghan Hospital for BQT that only requires prescribers’ identifiers. The aim 
of this audit was to assess prescribing rates of BQT since introduction.Since 

January 2025, we introduced a simple pro-forma prescription in Cavan 
Monaghan Hospital for BQT that only requires prescribers’ identifiers. The aim 
of this audit was to assess prescribing rates of BQT since introduction.
Methods  We reviewed both physical and electronic records of patients who 
had a positive Rapid Urease Test (RUT) over a 1 year period (July 2024-July 
2025). We then compared prescribing practices of HP eradication once the 
pro-forma was introduced. We also checked return rates of HP stool antigen 
post eradication therapy, which is the only non-invasive HP test available to us.
Results  Over the 1 year period, we had a total of 202 positive RUT tests. In-
complete data sets were removed and only 201 cases was included in the anal-
ysis. 108 (54 %) had positive RUT prior to proforma introduction and 93 (46 %) 
after.
In total prior to introduction of pro forma – 69 (64 %) patients were prescribed 
Triple Therapy (TT); 39 (36 %) was given BQT.
After the pro forma introduction TT was prescribed in only 10 (11 %) patients 
and BQT was prescribed in 83 (89 %) patients.
Overall stool return rate for HP serology was only 53 % (106 patient), eradication 
was achieved in 92 % (98).
Conclusions  The introduction of the pro-forma BQT prescription has shown 
that there has been a marked increase (53 % increase) in the use of the most 
effective nationally recommended HP eradication regimen. In line with previous 
studies, stool sample returns were low; limiting data on post treatment eradi-
cation. This supports the development of other services including Urea Breath 
Testing for diagnosis and to assess post treatment eradication.
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Aims  Endoscopic Retrograde Cholangio-Pancreatography (ERCP) is among 
the most complex procedures in digestive endoscopy, associated with high 
technical demands and risk of complications. While proficiency is essential for 
safe and effective clinical practice, training programs remain highly variable 
across Europe. To address these inconsistencies, the European Society of Gas-
trointestinal Endoscopy (ESGE) has published a structured core curriculum that 
outlines minimum standards for ERCP training. However, it is unclear to what 
extent these recommendations are being implemented in Italy. This study aims 
at exploring the current ERCP training practices among young Italian endosco-
pists [1–6].
Methods  An anonymous e-survey was developed and distributed via Google 
Forms to all members of the Italian Association of Young Gastroenterologists 
and Endoscopists (AGGEI) since October 2024. The questionnaire was designed 
to assess demographics, ERCP training characteristics, procedural exposure, 
perceived competence, feedback and assessment methods, and overall satis-
faction. Responses were collected up to January 2025. Inclusion criteria were 
age under 40 and less than 5 years of ERCP training experience. Descriptive 
statistics were calculated, and a multivariable linear regression analysis was 
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performed to identify factors independently associated with perceived training 
quality.
Results  A total of 39 out of 904 young Italian endoscopists completed the 
survey (response rate: 4.3 %). Most were male (69 %) and aged 30–34 years 
(56 %). The majority (87 %) began ERCP training during residency, typically in 
the last year, and 67 % worked in high-volume centres ( ≥ 200 ERCPs/year). Train-
ing practices varied considerably. While 67 % had access to a dedicated ERCP 
mentor and 74 % received integrated EUS training, only 3 % reported using 
simulation-based tools. Regular feedback from mentors (daily or weekly) was 
reported by 62 %, yet only 4 (10.3 %) had completed a structured core curricu-
lum. Participants expressed higher confidence in cognitive skills (mean 3.5/5, 
79.5 % ≥ 3) than in motor skills (mean 2.9/5, 61.5 % ≥ 3). Most trainees required 
supervision for core therapeutic manoeuvres, with only 43.6 % performing 
ERCPs at least partially independently; the majority (53.8 %) required constant 
supervision or served only as assistants. Perceived training quality was rated as 
"Excellent" by 13 %, "Very Good" by 18 %, "Good" by 33 %, "Fair" by 28 %, and "Poor" 
by 8 %. In multivariable regression, two factors were significantly associated 
with higher perceived quality: motor skill confidence (β = 0.46, p = 0.004) and 
inclusion of EUS training (β = 0.81, p = 0.044). Mentor availability, simulator use, 
and feedback frequency were not significantly associated with perceived qual-
ity.
Conclusions  These early findings indicate substantial variability in ERCP train-
ing practices among young Italian endoscopists, with limited adherence to the 
ESGE curriculum recommendations. The inconsistent presence of mentors, 
minimal use of simulation tools, and unstructured assessment frameworks may 
hinder the development of essential competencies. As ESGE emphasises a 
structured, competency-based approach, including simulation and summative 
assessment, efforts should be made to align national training programs with 
these standards. Greater adoption of the ESGE core curriculum could help 
standardise ERCP education, promote procedural safety, and ensure a more 
equitable learning experience across training centres in Italy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Liver biopsy is important for diagnosing liver disease. Adequacy of biop-
sy specimen is essential for accurate pathology evaluation. The American As-
sociation for the Study of Liver Disease (AASLD) defines an adequate sample 
containing more than eleven complete portal tracts (CPT) and measuring at 

least 1.5 cm in length. EUS-guided liver biopsy (EUS-LB) has emerged as a prom-
ising alternative to traditional percutaneous or transjugular liver biopsy. Prior 
studies have shown that variation in liver biopsy technique impacts tissue yield, 
and studies evaluating various techniques have been performed. The dynamic 
suction technique is a simple modification of the wet heparin suction technique 
that obtains exceedingly adequate liver biopsy specimens for diagnosis. The 
aim of this study is to evaluate the safety, efficacy, and tissue adequacy of EUS-
LB with the dynamic suction technique.
Methods  This is a retrospective study including all patients that underwent 
EUS-LB with the dynamic suction technique at our institution in 2025. Clinical, 
laboratory, and procedural data were collected. All biopsies were performed 
with 1 pass, 3 actuations using a 19 G EUS-FNB needle primed with 3 mL of 
heparinized saline. The primary endpoint was technical success rate and diag-
nostic adequacy as per pathologist. Secondary endpoints include total speci-
men length, number of complete portal tracts, stage of fibrosis, and rate of 
adverse events.
Results  A total of 23 patients were identified to have undergone EUS-LB with 
dynamic suction technique from January to November 2025. The average age 
was 61, with 48 % female. The mean INR was 1.08 (0.9-1.2) and the mean plate-
let count was 164.5 (x10^3/mm3) (56-334). Unilobar biopsy was performed 
in all cases (87 % in right lobe and 13 % left lobe). Indications for liver biopsy 
included chronic liver disease (57 %), evaluation of abnormal LFTs (43 %), and 
stratification of portal hypertension (17 %). The technical success rate of EUS-LB 
was 100 % with diagnostic adequacy by pathology achieved in all cases. The 
average fixed liver specimen length per pathology was 6 cm (SD 1.5) and aver-
age CPT 14 (SD 6.2). 22 % of specimens were staged as fibrosis stages F1-F2, 
while 39 % were staged as F3-F4. There were no adverse events or procedure 
complications reported.
Conclusions  The dynamic suction method is an effective adaptation of the 
wet suction method during EUS-LB. We achieved consistently adequate tissue 
acquisition with 1 pass, 3 actuations with no adverse events. Our findings sup-
port the dynamic suction method as a safe, reliable, and practical approach for 
obtaining diagnostic liver tissue.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) can fail in 
some challenging situations, such as surgically altered anatomy, complex/in-
trahepatic biliary strictures, or difficult lithiasis. Percutaneous approach using 
digital single-use cholangioscopy (DSOC), eventually in combination with an 
endoscopic procedure (“rendezvous”) may provide a prompt and effective 
rescue option. The aim of this pilot study was to evaluate feasibility, safety, and 
effectiveness of percutaneous cholangioscope in the management of complex 
biliary diseases.
Methods  This single-center retrospective analysis included all consecutive 
patients who underwent percutaneous biliary access with the simultaneous 
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collaboration between interventional radiologist and endoscopist (2021–24). 
Data were extracted from a prospectively maintained database. All procedures 
were performed under general anesthesia. DSOC with SpyGlass Discover (Bos-
ton Scientific) system was employed (always handled by the endoscopist) for 
direct visualization of biliary mucosa, selective biopsies (SpyBite forceps) or 
stone treatment through electrohydraulic lithotripsy (EHL with Autolith). All 
patients received antibiotic prophylaxis, rectal indomethacin in case of a ren-
dezvous procedure. Descriptive analysis was performed regarding baseline 
characteristics, clinical indication, therapeutic details, and adverse events.
Results  Twelve patients were included (mean age 71.5 years; 7 females, 5 
males). For 3 patients a rendez-vous procedure was performed (with contem-
porary endoscopic access from the papilla and a percutaneous one); the re-
maining 9 procedures were carried out through percutaneous access with the 
endoscopist managing the cholangioscope. Indications were predominantly 
choledocholithiasis and complex stone disease (n = 8), followed by biliary stric-
tures (n = 4), including 2 cases of hilar cholangiocarcinoma. ERCP failure was 
previously reported in 50 % of cases (6 pts), mainly due to duodenal diverticu-
la (n = 2), luminal strictures (n = 2), altered anatomy such as Roux-en-Y or bil-
io-digestive anastomosis (n = 1), or impossibility of oral intubation (n = 1); 3 
more patients had surgically altered anatomy directly approached in a percu-
taneous fashion. The largest biliary stone diameter ranged from 5 mm to 50 
mm. EHL was required in 10 patients: 6 needed one session, 3 required two 
sessions, and 1 required three sessions to achieve complete clearance. Techni-
cal success of the combined procedure was obtained in all patients, allowing 
biliary drainage, stone removal, or targeted biopsies when indicated. Among 
the 4 cases of biliary strictures, 3 were subjected to biopsy sampling obtaining 
diagnostic confirmation of malignancy (n = 2) or inflammation (n = 1). Safety 
evaluation showed a low complication rate: 8 patients experienced no ad-
verse events. Four complications occurred overall: 2 cases of post-procedural 
fever managed conservatively (antibiotc therapy), 1 mild bleeding/anemia not 
requiring blood transfusion, 1 severe hemoperitoneum resulting in death. No 
perforations or sepsis were reported. Overall, minor complications represent-
ed 75 % of all adverse events. No patient required urgent re-intervention due 
to treatment failure, and in selected cases repeat procedures were performed 
solely to complete EHL-guided lithotripsy or planned re-evaluation of biliary 
bening stenosis.
Conclusions  This pilot study demonstrates that percutaneous cholangiosco-
py, with or without a “rendezvous” approach, with the simultaneous presence 
of high professional figures like interventional radiologist and endoscopist, is 
feasible, effective, and generally safe for managing complex biliary condi-
tions. DSOC enables a precise diagnosis in hard-to-reach areas both for diag-
nositc purposes or for targeted therapy, achieving successful stone clearance 
or stricture evaluation in challenging anatomies. The safety profile was accept-
able considering the high-risk population (fragile/oncological patients), but 
the occurrence of 1 fatal adverse event should enfasize the need of performing 
this procedure in expert centers, where all facilities are available in a multidis-
ciplinary setting, and by skilled operators able to interpret in real-time the in-
traductal findings to optimize the treatment strategy.
Conflicts of Interest  Fabbri C, Binda C and Coluccio C are consultant for Boston 
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Abstract Text
A 37-year-old patient with cirrhosis secondary to hepatitis B, complicated by 
hepatocellular carcinoma previously treated with right hepatectomy, present-
ed with recurrence in the remnant liver requiring chemoembolization and 
treatment with Atezolizumab–Bevacizumab. He had a history of multiple epi-
sodes of gastrointestinal bleeding refractory to repeated endoscopic band li-
gation, with no other complications related to portal hypertension. CT imaging 
demonstrated multiple portosystemic collaterals and partial splenic vein 
thrombosis, managed with anticoagulation without resolution after 6 months 
[1, 2].
Following discussion at the multidisciplinary tumor board, and given the con-
traindication to beta-blockers due to dilated cardiomyopathy, endoscopic ul-
trasound (EUS)-guided treatment of the varices was recommended prior to 
initiating systemic therapy. EUS re-evaluation revealed esophageal varices and 
residual gastric varices. The decision was made to perform glue injection of the 
esophageal varices first, followed by treatment of the gastric varices.
During the initial procedure, EUS identified a perforating vein (5 mm diameter) 
feeding the esophageal collateral system, confirmed by lipiodol injection. Using 
a 19G FNA needle, 2 cc of glue were injected, resulting in immediate cessation 
of flow within the esophageal varices. One month later, resolution of the eso-
phageal varices was confirmed, with persistence of collateral gastric flow; there-
fore, treatment was completed with placement of one coil (14 cm × 10 mm) 
plus 1 cc of glue—also delivered through a 19G FNA needle—leading to signifi-
cant flow reduction.
No complications or new bleeding episodes have occurred to date, with no 
evidence of intraluminal collateral flow on follow-up EUS at 3 months.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Choledocholithiasis after Roux-en-Y gastric bypass poses major endoscopic 
challenges. When enteroscopy fails, EUS-guided options are often unfeasible: 
EDGE is not possible, EDEE is unpredictable, and EUS-BD lacks intrahepatic 
dilation. We report a single-session rendezvous using the gallbladder as an 
access port. After failed ERCP, EDEE, and EUS-BD, a Spaxus cholecysto-jejunos-
tomy enabled cholecystoscopy and transcystic guidewire passage to the duo-
denum. Saline instillation allowed creation of a 20 × 10-mm Axios jejuno-duo-
denostomy, granting gastroscopic access to the papilla. Sphincterotomy, stone 
extraction, and temporary covered stent placement restored biliary drainage, 
resolving symptoms. The gallbladder offers a feasible endoscopic route to per-
form ERCP in altered anatomy when standard strategies fail.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Early reports on the application of Lumen-Apposing Metal Stents (LAMS) 
guided by EUS for the drainage of peripancreatic fluid collections (PFCs) report-
ed a high number of adverse events (AEs) mainly related to the indwelling time 
of the stent. The recommendation is to remove LAMS within 3-4 weeks of 
placement. [1] The aim was to evaluate the AEs rate in patients undergoing PFC 
drainage with LAMS, focusing on the timing of these events with the date of 
stent placement.
Methods  A total of 1,242 studies were identified in the initial search. After the 
selection process, 15 studies were included, comprising 674 patients. The da-
tabases consulted were: Scopus (n = 250), Web of Science (n = 286), PubMed 
(n = 243), Embase (n = 226), and Cochrane Library (n = 83).
Results  1,242 references were identified, of which 15 studies encompassing 
674 patients were included. 129 (19.1 %; CI 95 % 0.17-0.23) AEs were reported, 
with the timing ascertainable for 123 (95.3 %) cases. The most frequently re-
ported AEs were stent obstruction (n = 39, 31.7 %; CI95 %: 0.22-0.37) and bleed-
ing (n = 31, 24 %; CI95 %: 0.15-0.29). 12 (8.8 %; CI 95 %: 0.06-0.18) AEs occurred 
during the stent removal. 41 (6 %; CI95 %:0.04-0.08) AEs were classified as severe. 
Mortality associated with LAMS was reported in 5 (0.73 %; CI95 % = 0-0.02) cases. 
Of the total AEs for which the timing of occurrence was documented (n = 123), 65 
AEs (52.8 %; CI 95 % = 0.41-0.58) occurred within the first 4 weeks following stent 
placement. The remaining AEs (n = 58, 47.2 %; CI95 % = 0.42-0.59) occurred in pa-
tients who retained the stent > 4 weeks. No significant differences were observed 
concerning the type of collection (pseudocyst vs. necrosis).
Conclusions  The observed AEs rate is noteworthy; however, most reported 
AEs (94 %) were mild. This study did not find a correlation between the duration 
of stent indwelling and the development or severity of complications.
Conflicts of Interest  Consulting/Lecture Olympys/Medtronic/Lumendi/Sie-
mens/Boston Scientific/M.I.Tech
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Aims  Effective sedation is critical for endoscopic retrograde cholangiopancre-
atography (ERCP). While pethidine (meperidine) has traditionally been used 
for procedural analgesia, many centers are shifting toward fentanyl due to its 
favorable pharmacokinetic profile. We aimed to compare ERCP success rates 
and sedation characteristics between patients receiving fentanyl versus pethi-
dine in a real-world endoscopy unit setting [1–3].
Methods  We retrospectively analyzed 2,871 ERCP procedures performed be-
tween 2004 and 2025 at our tertiary endoscopy center. Patients were grouped 
based on analgesic received (pethidine or fentanyl). Primary outcome was 
procedural success. Secondary outcomes included the total intravenous mida-
zolam dose administered during the procedure, as well as procedural complex-
ity indicators such as the need for needle-knife precut sphincterotomy and the 
presence of difficult biliary cannulation, as defined by ESGE criteria. Multivari-
able logistic regression and inverse probability of treatment weighting (IPTW) 
using propensity scores were applied to adjust for confounding (covariates: 
age, gender, year, procedure difficulty, precut use, midazolam dose).
Results  Fentanyl was used in 348 cases (12.1 %), primarily in 2024–2025, while 
pethidine was used in 2,523 (87.9 %). Despite higher rates of difficult cannula-
tion (37.1 % vs 23.5 %, p < 0.001), fentanyl cases had significantly higher unad-
justed success rates (95.4 % vs 89.6 %, p = 0.0008). In adjusted logistic regres-
sion, fentanyl was independently associated with increased ERCP success 
(OR 7.08, 95 % CI 3.58–14.03, p < 0.001). IPTW analysis confirmed this associ-
ation. Median midazolam dose was higher in fentanyl cases (3 mg vs 2 mg, 
p < 0.001), likely reflecting the greater procedural complexity and evolving 
sedation practices during the study period.
Conclusions  Fentanyl use during ERCP was independently associated with signif-
icantly higher procedural success, even in cases with increased technical difficulty. 
While fentanyl is typically associated with reduced midazolam requirements in 
procedural sedation, our finding of higher midazolam dosing in the fentanyl group 
likely reflects the significantly higher procedural complexity and case difficulty. 
Fentanyl was introduced in the most recent period, coinciding with more advanced 
therapeutic ERCPs, often requiring precut sphincterotomy and prolonged cannu-
lation attempts, necessitating deeper sedation. Furthermore, evolving practice 
patterns may have permitted more aggressive midazolam titration when using 
fentanyl, due to its rapid onset and shorter duration of action. These findings sug-
gest that fentanyl may offer clinical advantages over pethidine in achieving suc-
cessful outcomes, particularly in challenging ERCPs, and support its adoption as 
the preferred analgesic in modern endoscopy sedation protocols.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pan-intestinal Capsule Endoscopy (PIC) offers a potential to assess the 
entire small bowel and colon in a single test. PIC may be advantageous in a 
variety of clinical scenarios, including the established indication of Crohn’s 
disease assessment and the more recently proposed indication of suspected 
mid-lower GI bleeding and for selected patients with polyposis syndromes. Its 
uptake and efficacy in routine clinical practice remain to be assessed.
Methods  PIC procedural data uploaded to the Irish Capsule Endoscopy Regis-
try (ICaRe) from 2024 to date were included for analysis. Patient demographics, 
clinical indication, and procedural variables – including bowel preparation and 
booster regimen, capsule type, complete transit rate (capsule reaching the 
dentate line), adequate image quality, complete study rate (transit and image 
quality) and significant small bowel or colonic findings – were documented.
Results  In all, 307 PIC procedures were included in the registry. The median 
age was 57 years (IQR 40–71), and 134 (44 %) were male. A dedicated PIC 
capsule was used in only 32 (10 %) of cases, with the remainder employing 
colon capsules. The indication given for PIC was obscure GI bleeding in 48 % 
(n = 146), Crohn’s disease assessment in 16 % (n = 49), new GI symptoms in 10 % 
(n = 32), screening in 6 % (n = 19), polyp surveillance in 4 % (n = 12), incomplete 
colonoscopy in 4 % (n = 13), and other indications in 8 % (n = 36). The complete 
transit rate was 78 % (n = 240) and adequate image quality in both the small 
bowel and colon was reported in 76 % (n = 234). The combined complete study 
rate (transit and adequate image quality) was 65 % (n = 198). While the overall 
diagnostic yield was 47 % (n = 145), significant colonic findings (CRC, significant 
polyps, or colitis) were found in 25 % (n = 76), including two with colorectal 
cancer. While significant small bowel disease was found in 26 % (n = 81), indi-
cation did not affect diagnostic yield. Of interest, PIC performance varied by 
preparation and booster regimen. Higher complete transit rates were seen in 
subjects who received low-dose PEG-based bowel preparation with Plenvu, 
100 % vs 75.6 % (OR 23.7; 95 % CI 1.4–392.1; p < 0.001). Patients who received 
higher-volume PEG (2 litres of Moviprep), compared with other bowel prepa-
ration regimens, were more likely to have inadequate image quality (OR 0.37; 
95 % CI 0.17–0.82; p = 0.014). Of note, prucalopride as a booster had no impact 
on either transit or complete study rate, while the use of castor oil as a booster 
was significantly associated with a higher complete study rate, 55 % vs 75 % (OR 
2.4; 95 % CI 1.5–3.9; p < 0.001). Although transit rates were similar (28/32 [88 %] 
vs 212/275 [77 %]), both adequate image quality and resultant complete study 
rates were higher with dedicated PIC Crohn’s capsules compared with colon 
capsules. Adequate image quality was achieved in 29/32 (91 %) vs 205/275 
(75 %) (OR 0.30; 95 % CI 0.09–1.03; p = 0.05), and complete studies were 
achieved in 28/32 (88 %) vs 172/275 (63 %) (OR 0.24; 95 % CI 0.08–0.67; 
p = 0.009). However, patients in the Crohn’s capsule cohort were significantly 
younger, which may have affected outcomes (p = 0.03).
Conclusions  Our clinical data suggests PIC is being employed in a variety of 
clinical scenarios, with variable procedural success. Despite this, the overall 
diagnostic yield for both colonic and small bowel disease was high, irrespective 
of indication. PIC procedures should be considered as a distinct capsule entity, 
with specific procedural recommendations, as variations in bowel preparation, 
boosters and capsule type all impact performance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Infective endocarditis and infections of unknown origin have been asso-
ciated with an increased risk of either benign or malignant colonic lesions. Aim 
of our study is to determine the diagnostic yield of colonoscopy in this setting.
Methods  We retrospectively evaluated all colonoscopies performed at our 
center from 2013 to the present for endocarditis or systemic infections of un-
known origin. Clinical, microbiological and endoscopic data, including polyp 
detection rate (PDR), adenoma and advanced adenoma detection rate (ADR 
and AADR) and cancer detection rate were analyzed. The correlation between 
different infective agents or sites of infection and endoscopic findings was ex-
aminated.
Results  107 patients (mean age 68 years, 77.6 % males) were enrolled; main 
cause of admission was endocarditis (66 patients, 61.7 %), followed by sepsis 
(21, 19.6 %) and hepatic abscesses (14, 13.1 %). 25 (23.4 %) patients carried 
biological cardiac valve prostheses and 11 (10.3 %) had mechanical prostheses. 
18 (16.8 %) had diabetes, 12 (11.2 %) had chronic kidney disease, 6 (5.6 %) had 
cirrhosis, 7 (6.6 %) were immunocompromised, and 5 (4.7 %) had an active 
malignancy. The most frequently isolated etiological agents were E. faecalis 
(38, 35.5 %) and S. gallolyticus (36, 33.6 %). Adequate bowel preparation rate 
was 82.2 %. Overall, PDR and ADR were 44.8 % (48/107) and 36.4 % (39/107). 
Advanced adenomas were found in 22 patients (AADR 20.6 %), and adenocar-
cinoma in 6 (5.6 %). S. gallolyticus isolation was associated with higher PDR 
(58.3 %, OR 2.28, 95 CI 1.00-5.16, p = 0.048), ADR (50 %, OR 2.38, 95 CI 1.03-
5.45, p = 0.04) and AADR (33.3 %, OR 3.93, 95 CI 1.43-10.81, p = 0.007) com-
pared to other etiological agents. Among patients diagnosed with cancer, no 
statistically significant differences were observed across the various infectious 
agents. No differences were observed between endocarditis and other infec-
tions.
Conclusions  Performing colonoscopy in patients with endocarditis or infec-
tions of unknown origin is justified by a high diagnostic yield. Identification of 
colonic lesions is particularly frequent when the isolated etiological agent is S. 
gallolyticus.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1080  Automated Grading of Capsule Endoscopy 
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Aims  Small bowel capsule endoscopy preparation quality is typically graded 
qualitatively and is largely subjective and subject to inter-observer variability. 
Quantitative scoring systems, such as the Brotz scale, exist but are cumbersome 
to implement. Deep learning models are being developed to grade quality from 
capsule video frames. However, these tools will be limited to commercial soft-
ware and may not be readily accessible. We aimed to develop a novel, open 
access, reliable clinical tool to objectively grade capsule endoscopy cleanliness 
by analysing the colour progress bar displayed by the capsule reader’s software.
Methods  We developed an AI algorithm deployed via ChatGPT that processes 
screenshots of the colour progress bar that is automatically generated by cap-
sule reader software. This bar represents the dominant colour of each video 
frame throughout the small bowel transit and we hypothesised that analysis of 
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these colours could provide an objective surrogate for preparation quality. To 
train the algorithm, a human reader labelled multiple individual frames from 
real studies as having either good or poor mucosal visibility. For each labelled 
frame, the dominant mucosal colour was sampled, creating a library of colours 
associated with good or poor views. Using this library, the algorithm defined 
rules describing which colours typically represent good and poor visibility. 
When a screenshot of a colour bar is uploaded, the algorithm applies these 
rules to classify each small portion of the bar as good or poor. While several 
metrics can be generated from this, we evaluated the performance of the over-
all fraction of poor-classified portions (the PoorFrac score, range 0–1). We se-
lected a cohort of small bowel capsule studies with both human adequacy 
grading and Brotz-score adequacy grading (inadequate was defined as a Brotz 
score < 10). Each colour bar was processed by the algorithm and their PoorFrac 
scores were generated. The relationship between the PoorFrac score and both 
human grade and Brotz-score were assessed using Pearson’s r, point-biserial 
Correlation, and ROC analysis.
Results  A total of 54 studies were analysed, with a human grading of adequate 
in 32 (59 %) and inadequate in 22 (41 %). Median Brotz score for this cohort was 
12 (range 2–18). There was a strong correlation between human adequacy 
grading and Brotz score (r = 0.68, 95 % CI 0.45–0.83; p < 0.001). The AI-auto-
mated PoorFrac score was strongly negatively correlated with the Brotz score 
(r =  − 0.69; 95 % CI − 0.83 to − 0.46; p < 0.001) and strongly positively correlated 
with the human adequacy grade (r = 0.59; 95 % CI 0.38 to 0.74; p < 0.001). A 
PoorFrac cutoff of 0.28 yielded an AUC of 0.836, with 70 % sensitivity and 88 % 
specificity for identifying inadequate studies (Brotz score < 10) on ROC analysis.
Conclusions  Our AI algorithm offers a simple method to objectively assess 
capsule endoscopy preparation quality from the colour progress bar. The score 
from this approach correlated well with the established Brotz scale. Pending 
further refinement and validation of the algorithm, this could be a highly use-
ful and widely accessible clinical tool.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
DESCRIPTION OF PROCEDURE AND KEY FINDINGS
En block resection using Bipolar-Microwave assisted Endoscopic Submucosal 
Dissection modality of the rectal malignant lesion (T1 sm3) was achieved with 
targeted separation of the layers of the bowel wall. Gradual increase CO2 pres-
sure every 2mm Hg by CO2 exchange apparatus allowed ease separation of the 
circular layer in 2 stages: first peeling off the superficial surface of the circular 
followed by a deeper dissection to the intermuscular space. With aid of the 
bipolar/microwave device and a smoke free CO2 exchange apparatus, the in-
termuscular dissection was achieved by pulsed injections prior to the bipolar 
cutting modality.Follow up endocyroscopy check confirmed granulation tissue.

Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/43814ac8-a096-4d3e-ac72-79bf083d7477/Uploads/19978_
TARGETED_ENDO %20.mov
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Effective coordination between Primary Care (PC) and hospital-based 
endoscopy units plays a crucial role in improving early diagnosis and timely 
detection of relevant gastrointestinal pathology. The increasing demand for 
endoscopic procedures requires the implementation of standardized referral 
pathways to ensure adequate patient selection, avoid inappropriate indications, 
and prioritize individuals at higher risk. Structured collaboration, supported by 
evidence-based protocols and continuous feedback to referring clinicians, can 
improve efficiency, reduce unnecessary procedures, and enhance diagnostic 
performance across the healthcare system.
To evaluate the indications, appropriateness, acceptance, and reasons for re-
jection of endoscopies requested from PC during 2024, while assessing the 
influence of clinical referral protocols and the colorectal cancer (CRC) screening 
program on decision-making and final scheduling outcome
Methods  A retrospective descriptive analysis was performed of all digestive 
endoscopy requests submitted from PC throughout 2024. Data collected in-
cluded reason for referral, compliance with predefined clinical criteria and CRC 
Screening Program requirements, type of endoscopy requested, and whether 
the procedure was accepted, temporarily deferred, or definitively rejected. 
Reasons for non-acceptance were categorized according to predefined clinical 
and organizational criteria.
Results  A total of 3,281 endoscopy requests from PC were evaluated: 1,289 
gastroscopies (95.3 % accepted), 1,830 colonoscopies (86 % accepted), and 162 
combined procedures (95 % accepted). The overall rejection rate was 9 %. For 
gastroscopies, the leading causes of rejection were uncomplicated dyspepsia 
without alarm features and without prior Helicobacter pylori testing (37.7 %), 
followed by inadequate or prematurely requested surveillance of previously 
detected lesions (34.4 %). For colonoscopies, the most frequent reasons for 
rejection were post-polypectomy surveillance intervals not aligned with clini-
cal guideline recommendations (39 %) and inappropriate requests related to 
family-history–based CRC screening (32 %). Among colonoscopies requested 
within the CRC Screening Program (n = 1,124), 16 % were rejected for failing to 
meet program criteria. The most common causes were a previous colonoscopy 
performed within the last 10 years (50.55 %) and the presence of gastrointes-
tinal symptoms (17.58 %); most symptomatic patients were subsequently re-
assigned as diagnostic colonoscopies. A comparative evaluation with previous 
years showed a progressive reduction in inappropriate referrals (▶Table 1)

▶Table 1	  Anual proportion of Endoscopic procedures rejection

YEAR Upper 
Endoscopy

Colonosco-
py

CRC screening

2021 10 % 19 % 19 %

2023 4 % 20 % 13 %

2024 4,7 % 14 % 16 %
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Conclusions  The structured implementation of shared referral protocols be-
tween PC and the Endoscopy Unit, together with systematic assessment of 
indication appropriateness, has led to a measurable improvement in the qual-
ity of endoscopy requests. This has contributed to reducing
unnecessary procedures, optimizing resource allocation, and enhancing diag-
nostic yield. Sustained communication with PC, ongoing updates on referral 
criteria, and feedback on screening indications remain essential to consolidate 
and further strengthen this positive trend.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Per oral endoscopic myotomy (POEM) is a minimally invasive treatment 
that has become the first-line treatment for achalasia, and it is emerging as a 
therapeutic option for other esophageal spastic disorders. Although the main 
procedural steps are well established, myotomy technique varies according to 
the centre’s expertise, ranging from conventional to underwater, or from se-
lective to full thickness. POEM is considered a safe procedure but may be asso-
ciated with adverse events in up to 7.5 % of cases, with some reports of cap-
no-pericardium and cardiac arrest. Fiber laser have been used in different 
applications on interventional endoscopy, and more recently on POEM. This 
technology enables precise and direct cut without the use of conventional 
monopolar current.
Methods  We report the use of holmium fiber laser technology (Quanta Sys-
tem, Samarate, Italy) as primary treatment on four patients with different es-
ophageal motility disorders: type 1 and type 2 achalasia, esophagogastric 
junction outlet obstruction and hypercontractile esophagus.
Results  Patients’ age ranged between 47 and 77 years. The procedures were 
performed under general anesthesia at the endoscopy unit after multidiscipli-
nary conference and patient informed consent. Conventional esophageal inci-
sion and submucosa tunnelling extending to the gastric cavity was performed 
using an ESD knife. Subsequently, under saline immersion and through an 
endoscopic catheter, a 365 μm holmium laser fiber was used for the myotomy 
(1.5-1.8 J; 10 Hz). Myotomy length varied according to the clinical indication 
and manometric results, from 6 to 10 cm. Selective myotomy was performed 
without bleeding or any other intraprocedural adverse event. All patients were 
admitted for 24 hours and resumed liquid diet on day 1, without adverse events. 
At 3-month follow-up, all patients achieved clinical remission, one continued 
PPI therapy for persistent reflux symptoms.
Conclusions  Holmium fiber laser technology appears to be an effective and 
safe therapeutic tool for POEM, especially due to its ease of use, precise cutting 
and ability to avoid bleeding during the procedure. Robust comparative studies 
are needed to demonstrate the advantages of using fibre laser over standard 
techniques in third-space endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1084  The Importance Of P53 As A Biomarker Of 
Dysplasia In Ibd – Reconfirmed By The Application Of 
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Aims  The aim of our study is to determine the most valuable marker for early 
detection of dysplasia in colorectal tissues of patients with IBD. These results 
will contribute for patient classification into different risk groups regarding 
closer follow-up. Artificial intelligence is being useful during colonoscopy ex-
amination (for diagnosis of IBD, detection and chracterisation of dysplasia, 
quantifying disease severity and integration with digital pathology), as well as 
in IBD histologic assessment (in p53 evaluation in particular).
Methods  For investigation of IHC expression of several markers (beta-catenin, 
VDR, NF-kappaB) in IBD patients, colorectal tissue samples from 30 patients 
who underwent colonoscopy examination were selected. IHC examinations in 
the tissue slides of patients with IBD were performed at the "Laboratory for 
Tumor Pathology" – Medical University of Vienna [1–9].
Results  Of all IHC markers we have analyzed, staining intensity of p53 best 
correlated with disease activity and intensity of inflammation. Positive nuclear 
p53 expression was found in 52 % of patients with IBD, of which 32 % showed 
low expression, 15 % – medium expression, and 6 % – high expression).
Conclusions  Our results are in line with the majority of publications in this 
field, which consider the protein expression of p53 in dysplastic crypts as a good 
biomarker and a very valuable diagnostic tool in IBD-associated colon cancers. 
Traditional diagnostic methods, such as IHC for p53 combined with H&E stain-
ing, are widely used to identify colitis-associated dysplasia precisely, but remain 
subject to inter-observer variability – at this point artificial intelligence offers 
a promising alternative.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1085  Investigating the Characteristics of Bile 
Culture Organisms in Patients with Cholangitis 
Undergoing ERCP: A Systematic Review and Me-
ta-analysis
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Aims  Tokyo Guidelines 2018 (TG18) recommend providing empiric therapy 
to patients with moderate to severe (Grades III – IV) cholangitis before bile duct 
decompression through Endoscopic Retrograde cholagiopancreatography 
(ERCP). Current literature indicates an increase in antibiotic resistance, high-
lighting the importance of enhanced antibiotic management. If empiric anti-
biotic therapy is not sufficient, complications of cholangitis can result in bac-
teremia and subsequent organ failure. TG18 suggests taking bile culture to 
convert to targeted antibiotic therapy, while European Society for Gastrointes-
tinal Endoscopy (ESGE) and American Society for Gastrointestinal Endoscopy 
(ASGE) guidelines do not yet specify taking bile culture during ERCP. This sys-
tematic review and meta-analysis aims to synthesize evidence that may guide 
conversion to earlier targeted antibiotic therapy in patients with cholangitis 
undergoing ERCP.​
Methods  This review follows the recommendations of the PRISMA 2020 guide-
line and has a registered protocol on PROSPERO (CRD420251164558). We 
systematically searched five major databases: MEDLINE (via PubMed), Embase, 
CENTRAL, SCOPUS, and Web of Science. Eligible studies include patients with 
cholangitis who undergo ERCP and receive empiric antibiotic therapy. We in-
clude comparative and single-arm studies reporting extractable or calculable 
prevalence data. Two reviewers independently performed title-abstract and 
full-text screening, data extraction, and risk of bias assessment using the Joan-
na Briggs Institute Critical Appraisal Checklist for Prevalence Studies. Planned 
analysis includes pooled proportions with 95 % confidence intervals (CI), and 
heterogeneity will be assessed by Higgins and Thompson’s I2 statistics and 
variance measure (tau-square, t2).​
Results Preliminary results from 11 studies showed a 27 % prevalence of  
E. coli (Figure 1), 17 % for Klebsiella (Figure 2), 6 % for Pseudomonas (Figure 
3), and 4 % for Staphylococcus (Figure 4) in patients with cholangitis under-
going ERCP.
Conclusions Our preliminary data suggests Escherichia coli (E.coli) is the most 
common organism diagnosed from bile cultures in patients with cholan-
gitis undergoing ERCP. Our meta-analysis will include an estimated 70 
studies in the final analysis, and we will include results for more subgroups 
of bacteria, fungi, as well as an analysis of multidrug-resistant organisms 
(MDROs).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  We aimed to assess the outcomes of patients treated endoscopically for 
post-gastric sleeve leaks in a single tertiary referral centre in Ireland, with a 

particular assessment of the use of VacStents. These patients had primary sur-
geries done various helath centres.
Methods  Retrospectively data was collected from EndoRaad (endoscopy re-
porting system) in the hospital was conducted to assess for all patient reports 
that contained ‘VacsSent’ or ‘Post-sleeve leak’ or similar variations for the years 
2021-2025 and we collected the data from radiology system for same patients 
to assess the procedural burden until the leak was healed.
Results  11 patients had endoscopic treatment of post-bariatric leak, 9 of which 
were female. The median age was 48 (range 28-66). Surgeries were performed 
in Turkey (6), Ireland (3), Spain (1) and Poland (1).
Overall the median time from surgery to first stent was 17 days for patients for 
whom the date of operation is available.
7 patients (64 %) have achieved healing with endoscopic therapy. A further 3 
patients have had surgery, and the final patient is undergoing active surveil-
lance to assess for healing. VacStent was used in 7 patients (64 %) Three of these 
patients (43 % of Vacstent cohort) achieved healing. The median number of 
OGDs was 6 (range 3-12). Median number of stents per patinet was 3 (range 
1-7) and these included SEMS,OTSC and EndoVac.
Patients were also noted to have significant overall use of healthcare resources. 
10 patients had radiological drainage of collections. Median number of CXR 
was 14(3-25) and median CT Abdomen & Pelvis was 4 (2-15). The median length 
of stay was 78 days (35-240).
Conclusions  VacStents were used in 64 % of patients, with a 43 % healing rate 
within that subgroup and 64 % overall healing across the cohort. There were 3 
surgical failures (27 %) and 1 non-surgical failure with persistent leak (9 %). 
VacStents contributed meaningfully to closure in complex leaks but were rare-
ly sufficient alone. Optimal outcomes depended on multimodal management 
integrating SEMS, OTSC, NJ feeding, and radiologic drainage. Despite the pro-
cedural burden, most patients achieved healing, underscoring the value of 
coordinated, stepwise care.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Case:  A 59-year-old man, without prior medical history, presented with high-
grade obstructive symptoms, including coffee-ground vomiting. CT revealed 
a pancreatic mass causing gastric outlet obstruction due to duodenal invasion. 
With partial encasement of the superior mesenteric vein and side branch of the 
superior mesenteric artery, the disease was deemed locally advanced, requiring 
neoadjuvant treatment. To facilitate oncological therapy, a bypass was indicat-
ed for which creation of an EUS-GE was elected.
The procedure was performed using a 20 × 10 mm electrocautery-enhanced 
Lumen Apposed Metal Stent (LAMS; Hot AXIOS) and the Wireless Endoscopic 
Simplified Technique (WEST). Utilizing an oro-enteric catheter for enteric dis-
tention, the LAMS was correctly deployed without immediate adverse events. 
The patient resumed intake and was discharged after achieving clinical success.
Four days after, he was re-admitted with obstructive symptoms and a distend-
ed non-peritonitic abdomen. Laboratory findings were unremarkable. A CT 
scan confirmed LAMS patency but revealed a mesenteric "whirl sign" and calib-
er transition, diagnostic of acute mesenteric volvulus with closed-loop small 
bowel obstruction.

S882



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Emergency laparoscopy confirmed an intact EUS-GE with LAMS positioned 10-
15 cm beyond the ligament of Treitz. However, a complete Petersen-type in-
ternal herniation of the small bowel through the mesenteric defect created by 
the gastrojejunostomy was found. After reduction, torsion of the efferent jeju-
nal segment became apparent, but tissue appeared non-ischemic. To prevent 
recurrence, the Petersen space was closed and a distal side-to-side gastrojeju-
nostomy in omega configuration was created. The postoperative course was 
favorable.
EUS-GE theoretically confers the same anatomical risk as surgical bypass pro-
cedures (e.g., Roux-en-Y gastric bypass): formation of a Petersen space, a mes-
enteric defect with a gateway for internal herniation and volvulus. The rarity of 
this complication suggests an unusual contributing mechanism in this patient. 
We hypothesize that herniation in this patient resulted from the combined 
effects of tumor-related distortion and the slightly more distal placement of 
the EUS-GE (~10-15 cm distal to Treitz), allowing for a larger Petersen space 
and more torsion.
Immediate detorsion, reduction and defect stabilization (closure of the Peters-
en space and creation of gastrojejunostomy performed here) yields favorable 
results. Whereas delayed diagnosis leads to bowel necrosis, perforation, and 
sepsis, carrying a mortality rate up to 30 %.
Conclusion:  Our case is a reminder that despite minimal invasiveness of EUS-
GE, the resulting anatomical reconstruction might result in internal herniation with 
secondary mesenteric volvulus. Recurrent obstructive symptoms following EUS-GE 
should prompt early imaging to identify mesenteric abnormalities (the "whirl sign"). 
Early recognition and intervention are essential to prevent ischemic injury, mor-
bidity and mortality risk associated with delayed management.
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Aims  To identify factors associated with prolonged cecal intubation time (CIT); 
to assess the impact of patients’ anthropometric parameters on CIT; and to 
determine the influence of previous intra-abdominal surgical procedures on 
CIT.
Methods  This retrospective, cross-sectional, single-center study included 201 
patients who underwent total colonoscopy under procedural sedation/analge-
sia between January 2025 and August 2025. Data collected included age, sex, 
height, weight, body mass index (BMI), CIT, presence of diverticulosis and hem-
orrhoids, and history of intra-abdominal surgery. Exclusion criteria were failure 
to achieve cecal intubation, inadequate bowel cleansing, defined as Boston 
Bowel Preparation Scale (BBPS) score 0 and a history of colorectal resection. 
The association between CIT and demographic/anthropometric parameters, 
as well as prior surgical history, was evaluated [1–3].
Results  A total of 100 male and 101 female patients participated in the study. 
Male patients had significantly lower CIT values (5.0 (4.0–7.0) min) compared 
with female patients (8.0 (5.5–10.0) min; p < 0.001). Patients who had under-
gone previous abdominal surgery had significantly higher CIT (7.0 (5.0–11.0) 
min) than those without prior surgery (6.0 (4.0–8.0) min; p = 0.012). BMI cor-
related significantly with CIT (rho = –0.308; p < 0.001). In a linear regression 
model, lower BMI (β = –0.375, p < 0.001), female gender (β = 0.267, p < 0.001), 
and previous abdominal surgery (β = 0.353, p < 0.001) were independent pre-
dictors of prolonged CIT, explaining 26.4 % of the variance (R² = 0.264).

Conclusions  Female sex, low BMI, and a history of prior intra-abdominal sur-
gical procedures emerged as independent predictors of prolonged CIT in a 
linear regression model.
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Abstract Text
Per oral endoscopic myotomy (POEM) is currently the first-line treatment for 
achalasia. Myotomy is the step most prone to complications, namely bleeding 
or electrocoagulation organ injury, and its technique is still variable around 
expert centers. We report a case of type 1 achalasia with a 10-point Eckardt 
score, treated with laser-assisted POEM. After standard esophageal mucosal 
incision and submucosal tunnel creation with a TriangleTipKnife J (Olympus, 
Tokyo, Japan) a 9-cm selective myotomy was performed using a 365 μm hol-
mium laser fiber (Quanta System, Samarate, Italy). Patient resumed oral liquid 
diet on day 1 and was discharged after 24 hours. At 3-month follow-up patient 
achieved clinical remission and weight regain. Holmium laser fiber technology 
offers an easy, safe and precise myotomy method during POEM.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/775f6b4f-ce61-4829-8cdd-c73ac4bcc2cf/Uploads/19978_
Laser_(1).mp4
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Aims  The overall documented PEP rate is 3.5 % to 9.7 %, while the rate of high-
risk patients is 14.7 %. The guidelines recommend a minimum standard of < 10 % 
of PEP, with a target of 5.1 %.
There are well-recognized risk factors, including suspected SOD, previous pan-
creatitis, previous PEP, female sex, difficult cannulation, pancreatic guidewire 
passages > 1 and pancreatic injection. There are likely risk factors as younger 
age, nondilated extrahepatic bile duct, normal serum bilirubin, end-stage renal 
disease, biliary balloon sphincter dilation, failure to clear bile duct stones.
ESGE suggests that patients should be considered to be at high risk for PEP 
when at least one definite or two likely patient-related or procedure-related 
risk factors are present.
ESGE recommends PEP prophylaxis using rectal administration of 100mg of 
diclofenac or indomethacin immediately before ERCP in all patients in whom a 
contraindication does not exist. Current ESGE and ASGE do not recommend 
routine combination prophylaxis in all patients. Current studies demonstrated 
potential benefits in combining rectal NSAIDs with other strategies.
Methods  Objective: There are studies that compares aggressive hydration 
with Ringer lactate versus moderate hydration with saline solution during and 
after procedures. We describe the first results of a combination of a conserva-
tive hydration regimen with Hartmann´s solution and NSAIDs, since we already 
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using indomethacin. Among patients with high risk for PEP, compare indometh-
acin with moderate IV hydration versus indomethacin with modified aggressive 
IV hydration.
Material and methods: Prospective study, including adult patients > 18yo, with 
high risk of post-ERCP pancreatitis, from 2022 to 2024 at Hospital General de 
Tláhuac, a 2nd level hospital in México City.
The patients were randomly assigned to a combination of rectal indomethacin 
combined with a modified aggressive hydration (maximum 1.5ml/kg/hr during 
procedure, 20mg/kg bolus of Hartmann solution at the end of procedure, fol-
lowed by 3ml/kg/hr for 8 hours) or indomethacin combined with moderate 
hydration (maximum 1.5ml/kg/hr during and after the procedure for 8 hours).
Inclusion criteria: Adult patients > 18yo with at least one definite or two likely 
patient-related or procedure-related risk factors are present before undergoing 
to ERCP, with a documented indication. Patients with additional pancreatic 
stent were excluded.
Descriptive analysis with measures of central tendency for quantitative variables 
and frequency distribution for qualitative variables.
Results  Between January 2021 and December 2024, 71 patients met the cri-
teria for high-risk patients to develop PEP, with a total of 87 procedures. There 
was a total of 37 patients in the group of indomethacin with modified moder-
ate hydration and 50 patients in the modified aggressive hydration group.
A total of 11 (12.7 %) patients developed PEP, consistent with literature of 14.7 % 
high-risk PEP patients. It is worth mentioning that if we break down the rate by 
year, the percentage of PEP fell to 5.7 % during 2024, possibly due to the learn-
ing curve of the newly graduated endoscopist. Among high-risk patients re-
ceiving rectal indomethacin, the incidence of post-ERCP pancreatitis was 13.5 % 
(5/37) in the indomethacin with modified moderate hydration group and 12.0 % 
(6/50) in the indomethacin plus modified aggressive hydration regimen group. 
There was no statistically significant difference between groups (RR 1.13, 95 % 
CI 0.37–3.41; OR 1.15, 95 % CI 0.32–4.09; Fisher’s exact test p = 1.00).
Conclusions  At least in these early results, the modified hydration regimen 
shows that it is not inferior than the established one. There was no significant 
difference in the incidence of post-ERCP pancreatitis between both groups
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Appropriate sedation is essential for safe and effective gastrointestinal 
endoscopy. The Italian Society of Digestive Endoscopy (SIED) conducted a sur-
vey to assess current sedation practices ingastrointestinal endoscopy among 
its members.
Methods  The survey was carried out from 1 November 2024 to 30 January 
2025 through an online self administered questionnaire.
Results  Of the 1,337 SIED members, 592 (44.3 %) completed the question-
naire. Most endoscopists (84.7 %) reported routinely performing sedation 
following the SIED–SIAARTI good clinical practice recommendations (67.8 %). 
However, almost all participants (93.4 %) indicated the need for a national 
guideline on sedation in gastrointestinal endoscopy. Mild (benzodiazepine 
alone) to moderate (benzodiazepines + opioids) sedation was preferred for 
gastroscopy, colonoscopy, and endoscopicultrasound (EUS), whereas deep 

sedation (propofol) was mainly used for endoscopic retrograde cholangiopan-
creatography (ERCP) and enteroscopy. Anesthesiologist assistance was availa-
ble at least once a week for 77.5 % of participants, but only 20.5 % reported 
availability on almost all workingdays. Notably, 22.5 % of endoscopists report-
ed no availability of anesthesiologist assistance for gastrointestinal endoscopy. 
Although almost all participants considered a training course on sedation in 
gastrointestinal endoscopy essential, only 36 % had actually attended one. All 
endoscopists reported monitoring peripheral oxygen saturation and heart rate 
during mild-to-moderate sedation, while blood pressure, ECG, and capnogra-
phy were frequently monitored during deep sedation [1–6].
Conclusions  This nationwide survey provides essential information to improve 
and standardize sedation practicesin gastrointestinal endoscopy in Italy. These 
findings may support the development of a nationalguideline on sedation in 
gastrointestinal endoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic papillectomy (EP) is an effective treatment for papillary ad-
enomas, but intraductal extension (IDE) is a known risk factor for incomplete 
resection and recurrence. Accurate histological assessment of IDE is often chal-
lenging due to specimen orientation. We evaluated whether ex-vivo guidewire 
cannulation of specimens improved histological assessment.
Methods  Consecutive Patients undergoing EP with ex-vivo guidewire cannu-
lation of major papilla at a tertiary centre over 30 months, to Oct 2025 were 
included. Specimens with non-adenomatous histopathology were excluded. 
Propensity score matching (1:1) was performed for size, en-bloc resection, and 
laterally spreading component (LSL) against a prior cohort. Outcomes included 
histological identification of the biliary duct orifice and intraductal extension.
Results  60 patients were included, 30 with ex-vivo guidewire cannulation 
(wired) and 30 propensity-matched controls without guidewire (non-wired). 
The groups were balanced for age (mean 64 years), sex (16 males per group), 
median lesion size (25 mm), en-bloc resection (21 per group), and lateral 
spreading component > 10 mm (12 per group). Histopathology comprised 
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tubular adenomas with low-grade dysplasia (LGD) in 38 patients (20 wired, 18 
non-wired), tubulovillous adenomas with LGD in 15 (10 wired, 5 non-wired), 
high-grade tubulovillous adenomas in 2 (1 wired, 1 non-wired), and carcinoma 
in 9 (5 wired, 4 non-wired). The common bile duct orifice was identified in 23/30 
(77 %) wired versus 13/30 (43 %) non-wired specimens (p = 0.017), and histo-
logic intraductal extension was detected in 17/30 (57 %) wired versus 10/30 
(33 %) non-wired specimens (p = 0.119).
Conclusions  Ex-vivo guidewire cannulation of papillary specimens improved 
identification of the CBD orifice by 33 % and nearly doubled the detection of 
intraductal adenoma. This technique allows identification of a subgroup at risk 
of intraductal recurrence, the primary means by which papillary adenomas 
reoccur. These findings have important implications for subsequent surveillance 
and therapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Environmental impacts of clinical practice are increasingly an area of 
focus internationally. In this study, we surveyed members of the I Irish Society 
of Gastroenterology to get a better understanding of current attitudes towards 
Green Endoscopy practices and the environmental impact of conference at-
tendance in Ireland. We hope that the results of this study can guide policy 
development in Green Endoscopy nationally, and contribute to strategies for 
reducing the carbon footprint of Conferences globally.
Methods  An anonymous 21 question survey using Microsoft Forms was dis-
tributed via email to members of the Irish Society of Gastroenterology. The age 
profile and position of responders was recorded, as was their region of practice. 
We assessed the prevalence of Green Endoscopy initiatives in Endoscopy Units 
by region, awareness of Green Endoscopy policies , and what barriers exist to 
introducing such policies locally. Data regarding the number of conferences 
attended annually, both nationally and internationally, was recorded, as were 
the methods of transport used to attend these conferences. We collected data 
regarding responders attitudes towards virtual conference attendance and the 
environmental impact of conferences.
Results  A total of 65 responses were received from Consultants(n = 25) , GI 
trainees (n = 14), Endoscopy Nurses (n = 21), Nurse Endoscopists (n = 4). The 
majority (52 %) were aged 30-39 (n = 34) and worked in urban areas (72 %). 40 % 
of those surveyed said that their unit had a Green endoscopy programme 
(n = 26), and 69 % of those who responded stated that their endoscopy unit 
recycled green waste (n = 45). 55 % of respondents confirmed that their endos-
copy unit did adhere to guideline recommended biopsy protocols (n = 36).
18 % of those who responded were aware of barriers to implementing a green 
endoscopy initiative (n = 14), reporting issues with waste segregation or a lack 
of leadership for policy rollout. 60 % of respondents said that their unit had a 
digital system for endoscopy appointments (n = 39). 58 % of respondents at-
tended 1-2 conferences annually (n = 38), 38 % attended 3-5 conferences an-
nually (n = 25) and 3 % attended more than 5 conferences annually (n = 2 ), with 
in-person attendance favoured by 91 % (n = 59). The reasons for attending in-
cluded CPD (46 %, n = 30), abstract presentation(20 %, n = 13),and networking 
purposes (22 %, n = 14). Conference attendance increased for some (20 %, 
n = 13), decreased for others (29 %, n = 19) or had not changed (51 %, n = 33). 
94 % of respondents attended 1-2 conferences in Ireland annually. 94 % of those 
who responded stated that they attended 1-2 conferences outside of Ireland 
annually. For conferences within Ireland, the preferred method of transport was 
by car (single occupancy) (57 %, n = 37), car pool (34 %, n = 22), or train (9 %, 

n = 6). Most reported gaining more knowledge from in-person attendance 
(85 %, n = 55). The environmental impact of attending a conference was a fac-
tor for 26 % (n = 17) but not for 38 % (n = 25) . If available in advance, the pre-
dicted environmental impact of a conference would be a factor in attending 
for 66 % (n = 43).
Conclusions  This survey captured attitudes of various Endoscopy practitioners 
in Ireland. Responses showed there is scope for improved rollout of green en-
doscopy initiatives in Irish hospitals, particularly for recycling of green waste 
part. Our survey also showed that most individuals prefer in-person conference 
attendance for networking and learning opportunities. Surprisingly, only a third 
take the environmental impact of conferences into account when deciding to 
attend. This survey may suggest that advanced awareness of predicted envi-
ronmental impact, along with choosing conference location with good public 
transport options, may help to reduce the environmental impact of conferenc-
es in the future. We hope that this study contributes to policy development for 
the reduction of the environmental impact of our practice nationally going 
forward.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 40-year-old Iranian female patient with no relevant past medical history un-
derwent an abdominal ultrasound (US) during evaluation of mildly elevated 
liver enzymes, revealing an incidental mass in the caudate lobe. Magnetic res-
onance imaging (MRI) demonstrated a 3.5 × 2.8 cm caudate lesion with a cen-
tral scar and high T2 signal, raising strong suspicion for fibrolamellar hepato-
cellular carcinoma (FL-HCC). Given the lesion’s deep location, percutaneous 
biopsy was deemed challenging, and an endoscopic ultrasound (EUS)-guided 
approach was recommended. EUS revealed a hypoechoic, hypervascular, oval 
mass measuring 32 × 27 mm with well-defined, smooth borders, located near 
the liver but with unclear site of origin. Fine-needle biopsies (FNB) were per-
formed using a 22-gauge Acquire needle (Boston Scientific). Histopathology 
demonstrated a succinate dehydrogenase (SDH)-deficient paraganglioma (Ki-
67 3.8 %). A DOTATATE PET/CT showed moderate uptake confined to the lesion 
with no evidence of metastases. Biochemical evaluation revealed elevated 
plasma normetanephrine at 3 nmol/L (normal < 0.9 nmol/L), with normal chro-
mogranin A. The patient reported only occasional night sweats without classi-
cal symptoms of catecholamine excess. Blood pressure remained stable 
throughout the evaluation, including after and during EUS-FNB. Given the 
functional nature of the tumor, surgical resection was advised. The patient is 
currently undergoing preoperative preparation with doxazosin [1–3].
Paragangliomas are rare neuroendocrine tumors that may present at any age 
and can cause secretory hypertension due to excessive catecholamine release. 
Most abdominal sympathetic paragangliomas arise from chromaffin tissue near 
the inferior mesenteric artery and the aortic bifurcation. Intra-abdominal par-
agangliomas are particularly uncommon, with an estimated incidence of 1 in 
500,000. Diagnosis is typically established through plasma or urinary metane-
phrines and functional imaging, while tissue sampling is rarely performed due 
to bleeding and hypertensive risks.
This case highlights the diagnostic utility and safety of EUS-guided tissue ac-
quisition for a functional abdominal paraganglioma. Despite the tumor’s bio-
chemical activity, the patient tolerated EUS-FNB without hemodynamic insta-
bility, underscoring that EUS-guided biopsy may be considered in select cases 
where the diagnosis is unclear and histology is essential. To our knowledge, 
EUS-guided biopsy of an abdominal paraganglioma is exceedingly rare. This 
case emphasizes the importance of maintaining a broad differential for liver 
masses and demonstrates the expanding role of EUS-guided tissue sampling.
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Aims  Colonoscopy is a routinely performed procedure for diagnosing and 
managing large bowel pathology. Despite its clinical value, pre-procedural 
anxiety remains common and can adversely affect patient experience, coop-
eration, and compliance with future screening. Non-pharmacological interven-
tions offer promising, low-cost strategies for minimising procedural anxiety 
without introducing clinical risks. This study aimed to evaluate the effectiveness 
of selected non-pharmacological interventions in reducing patient anxiety 
during colonoscopy and to explore patients’ preferences and satisfaction with 
these interventions.
Methods  A quantitative cross-sectional study was conducted at the Royal 
Gwent Hospital between April and July 2025. From 1,324 colonoscopy patients, 
those receiving pharmacological sedation and non-consenting individuals were 
excluded. The final sample comprised 130 participants who completed the 
State-Trait Anxiety Inventory (STAI) before their procedure and a post-proce-
dure satisfaction questionnaire. Participants voluntarily selected one of four 
anxiety-reducing interventions: conversation, breathing exercises, guided 
relaxation, or music therapy. Data were analysed using SPSS version 23. De-
scriptive statistics, reliability analyses, assumption tests, and both parametric 
(ANOVA) and non-parametric (Kruskal–Wallis) group comparisons were per-
formed. Associations between demographic variables and high anxiety (top 
quartile, STAI ≥ 44) were assessed using chi-square tests.
Results  Intervention preferences were as follows: 35 % selected breathing 
exercises, 32 % conversation, 20 % guided relaxation, and 12 % music therapy. 
The overall mean anxiety score was 37.04 (SD = 9.94, range = 17–65). Conver-
sation was associated with the lowest mean anxiety (M = 34.19, SD = 8.87), 
followed by music (M = 36.63, SD = 10.31), breathing exercises (M = 38.62, 
SD = 9.56), and guided relaxation (M = 39.23, SD = 10.03). Internal consistency 
of the anxiety scale was good (Cronbach’s α = 0.82). Both Shapiro–Wilk and 
Levene’s tests indicated partial violations of normality and homogeneity as-
sumptions; thus, results from both ANOVA and Kruskal–Wallis tests were con-
sidered. No statistically significant differences were found in total anxiety scores 
across the four intervention groups (p > .05), and post hoc Mann–Whitney U 
tests confirmed no significant pairwise differences.
In terms of satisfaction (0–10 scale), guided relaxation (M = 8.92, SD = 0.97) 
and breathing exercises (M = 8.78, SD = 0.86) received the highest ratings, fol-
lowed by conversation (M = 8.17, SD = 1.14) and music therapy (M = 5.63, 
SD = 1.52). Perceived helpfulness ratings (1–4 scale) were generally high (~3/4) 
across interventions. Chi-square analyses revealed no significant association 
between gender and high anxiety (p > .05), although participants with 
school-level education showed a higher proportion of high anxiety scores com-
pared with those with university-level education.
Conclusions  Breathing exercises and guided relaxation techniques demon-
strated favourable patient satisfaction and potential in reducing anxiety during 

colonoscopy. Although mean anxiety scores did not differ significantly between 
intervention groups, the overall positive response and low cost highlight the 
feasibility of integrating such interventions into routine endoscopy practice. 
Implementing simple, non-invasive, patient-selected anxiety management 
strategies could enhance the overall patient experience, reduce reliance on 
sedative medication, and support more patient-centred care delivery in endos-
copy units. Future studies with larger samples and controlled designs are war-
ranted to verify these findings and further optimize tailored anxiety reduction 
interventions in gastroenterological settings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Foam and bubbles can interfere with the detection of small or early le-
sions during esophagogastroduodenoscopy (EGD), prolong procedures, and 
increase complication risks. Pre-procedural preparation may reduce the need 
for mucus removal. This study evaluated the efficacy and safety of various pre-
EGD preparation methods. Simethicone is known to reduce foam and improve 
visibility, though it may be less effective in patients with dense mucus, such as 
those with autoimmune or atrophic gastritis.
Methods  From July 2024 to July 2025, 192 patients aged 20–94 participated 
in a prospective, single-center, randomized, blinded study (Table 1). Exclusion 
criteria: prior gastrointestinal surgery, upper GI tract strictures, dysphagia, or 
allergy to premedications.
Premedication protocols:
Group A: no premedication
Group B: simethicone 40 ml
Group C: simethicone 20 ml + 5 % sodium bicarbonate 20 ml
Group D: 5 % sodium bicarbonate 20 ml
All solutions were administered 20 minutes before EGD.
Outcomes measured:  mucosal visibility (GRACE scale), procedure duration, 
mucus removal time, and need for additional cleansing agents.
Results  Group C (preparation with simethicone 20 ml + 5 % sodium bicarbonate 
20 ml) showed the shortest mucus removal time (20.8 seconds), highest GRACE 
score (6.7 in Group A vs. 8.4 in Group C), and the best subjective mucosal 
cleanliness, rated “excellent” in 88.9 % of cases. The use of a combined prepa-
ration solution of simethicone and sodium bicarbonate demonstrated the 
highest efficiency in detecting pathological lesions – 51.1 %, while the propor-
tion of lesions less than 1 cm in size was 65.2 %.
Conclusions  The combination of sodium bicarbonate and simethicone is a 
safe, effective method to improve mucosal visibility during EGD and shorten 
procedure time, particularly in patients with dense mucus
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Computer-aided detection (CADe) and diagnosis (CADx) systems aim 
to improve colonoscopy quality. This study evaluated the real-time perfor-
mance of the CAD EYE system (Fujifilm, Japan) for both polyp detection and 
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the optical characterization of colorectal lesions into hyperplastic vs. neoplas-
tic categories.
Methods  A prospective, comparative study was conducted. Consecutive pa-
tients undergoing colonoscopy were allocated to procedures either with (study 
group, n = 56) or without (control group, n = 54) CAD EYE assistance. The system 
was used in CADe mode with white light imaging (WLI) and linked color imag-
ing (LCI). For characterization (CADx), blue light imaging (BLI) mode was used 
to predict histology (neoplastic vs. hyperplastic). Primary outcomes were the 
sensitivity and specificity of CADe for polyp detection and of CADx for optical 
diagnosis. Secondary endpoints included procedural metrics. Statistical anal-
ysis included calculation of performance metrics with 95 % confidence intervals 
and AUC.
Results  A total of 241 lesions (mean size 7.9 mm) were analyzed from 110 
patients: 135 (56 %) neoplastic and 106 (44 %) hyperplastic. Patient groups were 
well-matched for bowel preparation (Boston Bowel Prep Score > 7: 87.5 % vs 
87 %) and cecal intubation (100 % each). The CADe system demonstrated a 
sensitivity of 97 %, specificity of 84 %, accuracy of 93 %, and an AUC of 0.95 for 
polyp detection. For optical characterization, the CADx mode achieved a sen-
sitivity of 96 %, specificity of 99 %, accuracy of 98 %, and an AUC of 0.96 for 
differentiating neoplastic from hyperplastic lesions.
Conclusions  The CAD EYE system shows high accuracy for both real-time pol-
yp detection and optical characterization of colorectal lesions, performing at 
expert-level benchmarks. Its integration into clinical practice has the potential 
to enhance the quality of screening colonoscopy, increase adenoma detection 
rates (ADR), and support real-time endoscopic decision-making. Prospective 
multicenter studies are warranted to confirm its impact on long-term patient 
outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 80-year-old Caucasian male patient was referred to Yaroslavl Regional Cancer 
Hospital for follow up upper gastrointestinal (GI) endoscopy after endoscopic 
submucosal dissection (ESD) for early gastric cancer. In 2012 and 2015 patient 
underwent curative ESD for early neoplastic lesion of gastric body. Two postESD 
scars on the greater curvature of gastric body without any signs of cancer re-
currence were detected during white light imaging upper GI endoscopy (Olym-
pus EVIS X1, GIF H290EC). Advanced atrophic changes in gastric body and 
gastric antrum were confirmed at the background gastric mucosa, Helicobac-
ter pylori infection was not detected, no suspicious lesion was identified. Nar-
row-band imaging (NBI) with magnification and NBI endocytoscopy (520 × mag-
nification) was performed for all local mucosal changes. A 2-mm flat area with 
microvascular irregularity and irregular cellular architecture and marginal crypt 
epithelium border was detected on ultra-magnifying NBI observation. Target 
forceps biopsy was taken for histological assessment of the lesion. Histology 
showed well-differentiated adenocarcinoma.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1099  First experience of using a new generation 
thulium laser for lithotripsy during cholangioscopy: 
case report
Authors  Gusev D1, Kashin S2

Institutes  1  Cancer Hospital №57, Moskva, Russia; 2  Yaroslavl Regional 
Cancer Hospital, Department of Endoscopy, Yaroslavl, Russia
DOI  10.1055/s-0046-1822426
Abstract Text
Therapeutic Thulium laser usually use in urology [1]. But now the indications 
for applying a new generation thulium laser in endoscopy are expanding [2]. 
In this case, we report one of the first experience of successful management of 
choledocholithiasis using cholangioscopy-assisted thulium laser lithotripsy.
A 68-year-old female showed typical symptoms of progressive jaundice. Chron-
ic calculous cholecystitis was known from the medical history. Laboratory tests 
were consistent with obstructive jaundice: elevated hepatic enzymes (total 
bilirubin-207 mg/dL, direct bilirubin 138 mg/dL, ALT – 254 IU/L, AST – 353 IU/L). 
Transabdominal ultrasound (TUS) showed dilated intrahepatic and extrahepat-
ic bile ducts with a 20 mm stuck stone in the common bile duct (CBD). MRI 
showed chronic calculous cholecystitis and signs of moderate biliary hyperten-
sion with obstruction at the middle and lower thirds of the CBD (fig.1.) We also 
performed EUS which showed the biliary hypertension and the bile stone ( > 15 
mm) at the level of the confluence of the cystic duct (fig.2.) Standard ERCP-litho-
extraction with balloon sweep and basket retrieval was failed. Then our treat-
ment plan included performing a repeat ERCP to visualize the biliary tree and 
facilitate cholangiscopy-assisted thulium laser lithotripsy to break down the 
stone and remove the fragments.
We performed cholangioscopy-assisted lithotripsy for a fixed CBD stone using 
a superpulse thulium laser (power: 30 W, pulse energy: 30 J, frequency: 1 Hz, 
fiber diameter: 365 μm, Urolase + Premium). (fig.3,4.) The design of thulium 
laser minimizes retropulsion compared to other lithotripsy lasers. The selected 
pulse frequency effectively fragments stones into small pieces, including sand-
sized particles (fig.5.) The thulium laser features an innovative tissue sensor 
function that enhances the safety and efficacy of laser treatments by distin-
guishing between hard and soft tissues. During lithotripsy, this technology 
automatically halts laser emission when aimed at the mucosa, thereby reduc-
ing the risk of tissue damage. Following the lithotripsy procedure, all fragments 
were successfully removed from the CBD (fig.6.) The procedure was completed 
without any adverse events or complications, and the patient was subsequent-
ly discharged.
This case report aimed to explore the efficacy and safety of new generation 
thulium laser (fig.7.) Thulium laser lithotripsy can be applied in endoscopic 
management of biliary stones during ERCP to fragment large stones that can-
not be removed by standard ERCP-techniques. There are no any published 
cases of in vivo experience using the thulium laser for bile stone fragmentation. 
Further research and clinical trials will help to refine thulium laser use and es-
tablish best practices for optimal patient outcomes in the management of bile 
duct stones.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Standard ERCP with biliary stenting requires fluoroscopy, exposing pa-
tients and staff to radiation. We describe a novel technique using SpyGlass-chol-
angioscopy and transabdominal ultrasound (TUS) guidance to eliminate radi-
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ation exposure entirely. Aim is to evaluate feasibility, safety and efficacy of 
fluoroscopy-free endoscopic biliary stenting using SpyGlass and TUS guidance.
Methods  Twelve patients (8F/4M; mean age 72) with malignant distal biliary 
obstruction from pancreatic head cancer underwent standard duodenoscopy 
with selective bile duct cannulation. The length and localization of tumor ste-
nosis were accessed by SpyGlass cholangioscopy. It’s allow to choose right stent 
design, take biopsy. Guidewire advanced to upper part of biliary tree by direct 
visualization Stent deployment (8 plastic, 4 SEMS) were monitored in real-time 
using TUS instead of fluoroscopy. Adequate placement was confirmed by bile 
flow and resolution of biliary dilation on ultrasound. In case with SEMS place-
ment, position control may be access with SpyGlass.
Results  Technical success was achieved in all 12 cases (100 %). Clinical success 
with jaundice resolution was 100 %. Mean procedure time was shorter than 
conventional fluoroscopic ERCP. No complications occurred. The key advantage 
was zero radiation exposure for patients and staff.
Conclusions  SpyGlass-cholangioscopy/TUS-guided endoscopic biliary stent-
ing is feasible and safe, completely eliminating radiation exposure while main-
taining high success rates. The technique is applicable for both: plastic and 
metal stents, offering a promising radiation-free alternative for palliative biliary 
drainage.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal bleeding (GIB) is a critical complication in patients re-
ceiving antithrombotic agents (ATs). We aimed to (1) investigate the incidence 
and timing of major GIB, (2) classify the etiologies of upper GIB (UGIB) and 
lower GIB (LGIB), and (3) identify the risk factors for GIB following AT initiation 
during long-term follow-up.
Methods  A retrospective cohort study of 8,699 patients with atrial fibrillation 
(AFib) initiating ATs was conducted using electronic health records from a ter-
tiary hospital. Major GIB was defined as bleeding requiring therapeutic inter-
vention and classified anatomically as UGIB or LGIB. Incidence rates were cal-
culated, and risk factors were examined via multivariable Cox regression and 
1-year landmark analysis.
Results  : During a mean follow-up of 6.5 years, 2.4 % of patients experienced 
major GIB (1.7 % UGIB; 0.8 % LGIB), and incidence was the highest in the first 
year (79.0 per 10,000 person-years). Ulcers and angiodysplasia were the lead-
ing etiologies. In addition to well-known comorbidities, low baseline hemoglo-
bin and albumin were independently associated with the increased GIB risk. As 
hemoglobin decreased, the risk increased progressively, beginning at ≤ 12 g/
dL and peaking at ≤ 8 g/dL (adjusted HR 10.95, 95 % CI 6.36–18.85). Landmark 
analysis confirmed that low hemoglobin predicted GIB in the first year and 
thereafter.
Conclusions  : Major GIB is the most frequent in the first year following AT ini-
tiation but remains a long-term concern. Low baseline hemoglobin and albumin 
levels, as readily available markers, may be valuable in the early identification 
and risk stratification of high-risk patients with AFib.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
EUS-directed transgastric ERCP (EDGE) is an effective minimally invasive tech-
nique for ERCP in patients with Roux-en-Y gastric bypass (RYGB), though ad-
verse events such as lumen-apposing metal stent (LAMS) displacement may 
occur [1]. We report a 69-year-old patient with RYGB and obstructive jaundice 
due to choledocholithiasis who underwent EDGE. ERCP achieved complete bile 
duct clearance, but LAMS displacement occurred during scope withdrawal, 
resulting in loss of anastomotic continuity. Endoscopic removal of the displaced 
stent and peritoneal navigation allowed successful deployment of a new LAMS, 
restoring the anastomosis. No delayed adverse events occurred. This case high-
lights the role of advanced endoscopic management in resolving complex 
EDGE-related complications and avoiding surgery.
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Abstract Text
Postoperative duodenal fistulas are associated with high morbidity, particular-
ly in patients with surgically altered anatomy. We report successful endoscop-
ic management of a complex duodenal fistula in a 69-year-old man with prior 
Billroth II gastrectomy, complicated by colon cancer–related duodenal perfo-
ration after surgery. Persistent high-output fistula following two surgical revi-
sions prompted a multidisciplinary endoscopic rescue approach. Using a duo-
denoscope, biliary and pancreatic ducts were selectively cannulated and plastic 
stents placed with distal ends in the gastric remnant to divert bile and pancreatic 
secretions away from the fistula. A fully covered enteral metal stent was deployed 
across the duodenal defect, combined with continuous nasoduodenal suction 
drainage. Drain output progressively resolved. Four-week follow-up imaging con-
firmed fistula closure, allowing safe removal of all devices [1].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/b8035150-dc92-4fac-9f26-b35848298b6e/Uploads/19978_EN-
DOSCOPIC_MANAGEMENT %20OF %20DUODENAL %20STUMP %20PERFORA-
TION %20IN %20A %20BILLRO....mp4
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Abstract Text
Biliary complications after orthotopic liver transplantation (OLT) remain a ma-
jor cause of morbidity. Complete hepatico-jejunal anastomotic disconnection 
is rare and often refractory to conventional endoscopic treatment. We report 
a 60-year-old man who underwent OLT with Roux-en-Y biliodigestive anasto-
mosis for primary sclerosing cholangitis and developed recurrent cholangitis. 
Percutaneous cholangiography suggested complete anastomotic disconnec-
tion, and enteroscopic ERCP attempts failed. EUS-guided duodenojejunostomy 
was created using a lumen-apposing metal stent (LAMS), followed by transen-
teric ERCP. Due to incomplete biliary access, EUS-guided hepaticojejunostomy 
through the LAMS with placement of a fully covered metal stent was performed. 
At three-month follow-up, cholestasis improved and no further cholangitis 
occurred [1, 2].
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106/660/1670/f4406212-c888-4e6d-b681-dbf51ad21867/Uploads/19978_
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Abstract Text
A 72-year-old female underwent pylorus-preserving pancreaticoduodenecto-
my due to a non-ampullary HDG LST of the descending duodenum (R0). 
Post-surgical adverse events included a millimetric jejunal perforation due to 
the migration of the surgical pancreatic stent against the limb wall. During the 
endoscopic retrograde treatment attempt of the perforation, a dehiscence of 
the hepaticojejunostomy was noticed and addressed by placing an enteral fc-
SEMS and through-the-meshes biliary fc-SEMS. Subsequent EUS-guided ante-
grade fc-SEMS was placed through the pancreaticojejunostomy to guarantee 
an access route to retrieve the migrated pancreatic surgical stent. Challenges 
with stent migration led to further interventions, highlighting the complexities 
of postoperative management following pancreatic surgery and the pivotal 
therapeutic role of a multimodal endoscopic approach.
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Abstract Text
A 64-year-old man underwent piecemeal EMR of a 20-mm duodenal adenoma 
and developed delayed perforation with retroperitoneal free air. Endoscopy 
revealed a large duodenal wall defect. ERCP with biliary and pancreatic stenting 
was performed to divert secretions. The defect was treated with enteral self-ex-
pandable metal stents and continuous negative-pressure therapy using dou-
ble-lumen tubes, combined with periduodenal drainage and enteral nutrition. 
Despite initial improvement, stent migration and infected retroperitoneal 
collection occurred. A step-up hybrid approach including deployment of a cus-
tomized chimeric duodenal stent and combined endoscopic–percutaneous 
drainage achieved complete sealing of the defect and fistula. Follow-up imag-
ing confirmed resolution of the collection. The patient resumed oral feeding 
and was discharged in good clinical condition [1, 2].
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Aims  Endoscopic closure is the preferred therapy for iatrogenic gastrointesti-
nal perforations, but real-world data, especially for the loop-and-clip technique, 
remain limited. This study evaluated technical success, clinical success, and 
adverse events, and the requirement of surgery across commonly used endo-
scopic closure methods [1–23].
Methods  This retrospective cohort study analyzed all patients with iatrogen-
ic perforations during 229,712 endoscopic procedures (upper endoscopy, 
colonoscopy, ERCP, EUS, enteroscopy) at Asian Institute of Gastroenterology, 
Hyderabad, India from November 2022 to November 2024. Endoscopic closure 
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strategy was determined by defect size, morphology, anatomical site, timing 
of recognition, and patient stability, with final discretion left to the endoscopist. 
Closure techniques included loop-and-clip, through-the-scope (TTS) clips and 
over-the-scope clips (OTSCs). The primary outcome was clinical success, while 
secondary outcomes included technical success, need of surgical intervention, 
and adverse events.
Results  During the study period, 82 perforations occurred (0.039 % of inci-
dence). The mean age of patients was 58.9 ± 14.9 years; and 54 % were male. 
The most frequent organs with iatrogenic perforation were the duodenum 
(32.9 %) and colon (29.2 %). Perforation was identified intraprocedurally in 90 % 
of cases, with early diagnosis ( < 12 hs) in 3.6 % and delayed diagnosis ( ≥ 12 hs) 
in 6 %. Endoscopic closure was attempted in 76 (92.6 %) cases. Technical success 
was high across closure methods: Loop-and-clip achieved 92 % (median size 
perforation size: 2.3 cm, range: 1-4cm), TTS 100 % (median size 0.5cm, range: 
0.5-1 cm), and OTSC 100 % (median size: 1.5 cm, range: 1.0- 2.0 cm). Clinical 
success was achieved in 88.2 % of attempted closures (loop-and-clip achieved 
90 % clinical success, TTS 94.7 %, OTSC 100 %). Perforation size was an inde-
pendent predictor of closure failure (OR 2.87; 95 %CI: 1.38-6.07). Adverse 
events occurred in 28 % of the cohort (AGREE II), and overall mortality was 2.4 %. 
Eight patients (9.7 %) required surgery, including six after failed endoscopic 
closure attempts. Among the six patients in whom endoscopic closure was not 
attempted, conservative management was successful in 66.7 % (4/6).
Conclusions  Endoscopic closure showed strong technical and clinical perfor-
mance across modalities. The loop-and-clip technique demonstrated high ef-
fectiveness and broad applicability, supporting its role as a practical closure 
method with acceptable adverse event rates.
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Aims  Endoscopic papillectomy enables resection of ampullary lesions but has 
notable limitations, including piecemeal resection and high recurrence rates. 
To overcome these limitations, we previously reported the feasibility of endo-
scopic submucosal dissection including the papilla (ESDIP) as an alternative 
approach. ESDIP extends conventional ESD to the ampullary region, allowing 
en bloc resection while dividing the sphincter of Oddi. However, this division 
increases postoperative exposure to bile and pancreatic juice, making biliary 
and pancreatic duct drainage essential to prevent complications. In patients 
with pancreas divisum, anatomical variation often renders endoscopic naso-
pancreatic drainage (ENPD) unfeasible, resulting in more complex postopera-
tive management. This study aimed to evaluate the feasibility and safety of 
ESDIP for ampullary tumors in patients with pancreas divisum.
Methods  Among 70 patients who underwent ESDIP at our institution between 
August 2011 and October 2025, two patients with pancreas divisum and am-
pullary neoplasms were retrospectively analyzed.
ESDIP was performed by creating a distal mucosal incision, forming a mucosal 
flap from the oral side, conducting submucosal dissection with identification 
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and division of the sphincter of Oddi, and subsequently achieving en bloc re-
section of the lesion.
According to our standard ESDIP protocol, postoperative management typi-
cally involves ERCP-guided biliary and pancreatic drainage to prevent bile and 
pancreatic juice exposure to the resection defect. However, in the present two 
cases with pancreas divisum, ENPD was not feasible due to the anatomical 
configuration of the pancreatic duct.
After resection, endoscopic retrograde biliary drainage (ERBD) was performed. 
The mucosal defect, excluding the papilla, was partially closed using clips, and 
continuous duodenal suction was applied using a nasogastric tube placed near 
the duodenal ESD defect. Octreotide was additionally administered to minimize 
pancreatic juice exposure.
Primary outcomes included en bloc resection, intraoperative perforation, 
length of hospital stay, white blood cell count, C-reactive protein, serum am-
ylase level, and post-ERCP pancreatitis.
Results  En bloc resection was achieved in both cases. No intraoperative or 
delayed perforation, postoperative bleeding, or post-ERCP pancreatitis oc-
curred. One patient experienced mild abdominal pain on postoperative day 1, 
and computed tomography revealed minor retroperitoneal emphysema, which 
resolved with conservative treatment. The nasogastric tube was removed on 
postoperative days 4–5, after which oral intake was resumed. Patients were 
discharged on postoperative days 10 and 12, respectively, with uneventful 
clinical courses.
Conclusions  ESDIP for ampullary tumors in patients with pancreas divisum 
can be safely performed even when ENPD is not feasible. Continuous duodenal 
suction using a nasogastric tube, combined with partial ulcer closure and oct-
reotide administration, effectively reduced pancreatic juice exposure and en-
abled safe postoperative management. This strategy may represent a practical 
therapeutic option for pancreas divisum cases in which pancreatic duct drain-
age cannot be achieved.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colon capsule endoscopy (CCE) offers a minimally invasive alternative 
to conventional colonoscopy, yet its clinical impact is strictly dependent on 
achieving adequate colon cleansing rates (ACR) and completion rates (CR). 
These requirements impose more stringent preparatory demands than tradi-
tional colonoscopy, as capsules cannot rinse or flush the lumen. Existing sys-
tematic reviews (SRs) and meta-analyses (MAs) on CCE procedure laxatives and 
boosters’ regimens show significant variability in recommendations and meth-

odological rigor, creating a barrier to clinical practice harmonization. The aim 
of this umbrella review is to synthesize and critically appraise findings from 
existing SRs/MAs to evaluate the comparative effectiveness of CCE bowel prepa-
ration strategies, and identify areas of consensus and uncertainty [1–15].
Methods  A literature search to November 2025 identified SRs/MAs evaluating 
preparation regimens for CCE. Methodological quality was assessed using AM-
STAR-2. Primary study overlap was quantified using the Corrected Covered Area 
(CCA). Primary outcomes were ACR and CR; data were stratified by regimen 
components (laxatives, boosters, prokinetics, diet) and specific populations. 
AI assistance (Google Gemini 3 Pro) was used for data organization.
Results  Fourteen SRs (comprising 11 MAs) including 102 unique primary stud-
ies and over 16,000 patients were included. The CCA was 8.59 %, indicating 
moderate overlap and confirming that reviews provide complementary evi-
dence. Methodological quality was variable, with only two reviews rated as high 
quality, while the majority were classified as low or critically low due to report-
ing limitations. Overall pooled ACR (72.5 %–76.8 %) and CR (79.8 %–83.0 %) 
remained suboptimal compared to colonoscopy standards. In patients with 
Inflammatory Bowel Disease (IBD), efficacy varied widely (ACR 49–98.5 %) with 
no significant difference between regimens. However, component analysis 
identified superior strategies: low-volume polyethylene glycol (PEG, < 4L) yield-
ed numerically higher ACR (77.5 %) compared to high-volume regimens 
(72.9 %). Sodium phosphate (NaP) boosters consistently outperformed PEG 
boosters, with the NaP + Gastrografin combination achieving the highest ab-
solute CR (93.1 %). Castor oil significantly improved excretion rates (92 % vs 
73 %), and routine prokinetics were superior to selective use (OR 1.86). Finally, 
a low-fiber diet was associated with better cleansing than a clear liquid diet 
(ACR 78.5 % vs 70.0 %).
Conclusions  CCE bowel preparation regimens frequently result in suboptimal 
CR and ACR, highlighting the need for protocol standardization. Meta-analytic 
evidence consistently demonstrates that the optimization of regimens by com-
bining low-volume PEG, NaP-based or Gastrografin boosters, and routine prok-
inetics yield superior outcomes, though specific needs may vary in IBD popu-
lations. The substantial heterogeneity across reviews, driven by variable 
definitions and protocols, underscores the need for consensus. The 2025 Ny-
borg Consensus recommendations, such as the adoption of the CC-CLEAR scale 
and mandatory reporting fields, are critical next steps. Since ACR and CR are 
significant inverse predictors of follow-up endoscopy rates, the future adoption 
of optimized and personalized protocols is crucial for cost-effectiveness.
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Aims  Serrated polyps are diverse lesions that encompass hyperplastic polyps 
(HPs) proximal to the rectum, sessile serrated lesions (SSLs) with or without 
dysplasia, and traditional serrated adenomas (TSAs) [1]. Although most spo-
radic colorectal cancers (CRCs) arise from adenomas, it is believed that about 
15-30 % of CRCs [2] arise through an alternate serrated neoplasia pathway. This 
is particularly true for proximal and interval cancers. Serrated lesions can be 
flat, with a mucous cap, and are easily missed compared to adenomas. Improv-
ing detection rates is crucial to reducing CRC incidence and mortality.
We aim to compare the ability to detect sessile serrated lesions with high defi-
nition scopes (HD) versus standard definition scopes (SD) in a faecal immuno-
chemical test (FIT) – positive national screening cohort.

▶Table 1	 

High 
Defini-
tion

Standard 
Defini-
tion

P Value

Total number of procedures 200 200

Serrated Polyps (HP, SSL w 
and w/o dysplasia, TSA)

70 56 0.162

Hyperplastic Polyps 51 37 0.116

SSL 30 25 0.561

SSL w Dysplasia 1 0  > 0.999

Traditional Serrated 
Adenoma

1 1  > 0.999

Adenomas 166 170 0.682

Methods  A retrospective analysis was conducted of 400 BowelScreen (NCSS) 
participants in Ireland’s national colorectal screening program who underwent 
colonoscopy after a positive faecal immunochemical test ( > 45 ug/g) and had 
polyps removed. All colonoscopies were performed by a BowelScreen endos-

copist. They were evenly split between HD and SD. Detection rates were cal-
culated for SSLs and HPs, and statistical analysis was performed with chi-square 
testing with a two-sided significance level of α = 0.05. Adenomas, serrated le-
sions with dysplasia, traditional serrated adenomas and identifying serrated 
polyposis syndromes were also assessed in this cohort (▶Table 1).
Results  The mean age of the cohort was 66.6 years, with data collected be-
tween 2018 and 2025. Among 200 HD scopes performed, 30 SSLs were detect-
ed (15 %) compared to 25 in the SD group (12.5 %) (p = 0.561). For hyperplastic 
polyps, 51 HD scopes detected HPs (25.5 %) compared to 37 (18.5 %) in SD 
(p = 0.117). One SSL with dysplasia was detected in the HD arm, and 1 TSA was 
detected in each arm. It is worth noting that there was one patient in whom 
serrated polyposis syndrome was diagnosed with a high-definition endoscope. 
No observed statistical significance achieved.
Conclusions  Although this initial retrospective analysis did not show statistical 
significance, an observed higher absolute detection rate of serrated lesions 
with HD scopes suggests a potential benefit. Post hoc power considerations 
indicate that a substantially larger sample size would be required to reflect the 
actual technology effect. Key limitations include the lack of standardised with-
drawal times and unmeasured variation in bowel preparation quality, especial-
ly in the proximal colon, which can affect lesion detection rate. Given the es-
tablished contribution of serrated lesions to proximal and interval CRC, and 
emerging quality metrics such as SSL detection rate, prospective, adequately 
powered studies are needed to clarify if HD colonoscopy should be mandated 
as standard, especially for population-based screening programmes.
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Aims  Conventional white light imaging (WLI) frequently fails to detect subtle 
colorectal lesions, which contributes significantly to the incidence of interval 
colorectal cancer. Texture and Color Enhancement Imaging (TXITM) is a novel 
endoscopic technology utilizing a proprietary algorithm to enhance image 
clarity, thus facilitating the detection, particularly of subtle lesions. Preliminary 
studies have reported conflicting evidence: one trial indicated that TXI im-
proved the adenoma detection rate (ADR), while another demonstrated im-
provement only in the detection of flat lesions [1, 2]. This systematic review 
and meta-analysis was therefore conducted to comprehensively assess the 
efficacy of TXI compared to WLI for colorectal lesion detection.
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Methods  We performed a systematic literature search in accordance with the 
PRISMA guidelines up to 3th november 2025 after protocol registration on OSF. 
Articles were retrieved from PubMed and EMBASE, limited to English, full-text, 
original research papers on adults comparing the efficacy of TXI vs WLI. Two 
independent, blinded reviewers will perform the selection process. Primary 
endpoint was evaluate the performance in ADR of TXI vs. WLI. Secondary end-
points include serrated polyp detection rate (SPDR), right ADR (rADR), and flat 
polyp detection rate (FDR).
Results  Overall, seven studies were included in the analysis [1–7]. For the pri-
mary endpoint, five studies involving 6377 participants were included. The 
pooled random-effects model showed a statistically significant improvement 
in ADR with TXI (RR 1.19; 95 % CI 1.07–1.32; p = 0.0015) compared to WLI. The 
right ADR was evaluated across three studies including 2451 patients. The 
pooled analysis demonstrated a statistically significant improvement with TXI 
(RR 1.26; 95 % CI 1.13–1.42; p < 0.0001) compared to WLI. The serrated polyp 
detection rate was evaluate in four studies comprising 5907 patients. The 
pooled analysis evidenced a significant, but bordeline, benefit for TXI compared 
to WLI (RR 1.13; 95 % CI 1.00–1.27; p = 0.048). Lastly, for the flat polyp detection 
rate, two studies involving 4687 patients, showed a pooled RR of 1.19 (95 % CI 
0.98–1.46; p = 0.0845), indicating a non-significant trend toward improved 
detection with TXI. General heterogeneity across outcomes was low to mod-
erate (ADR: I² = 70 %; SPDR, rADR; I² = 0 %; FDR: I² = 26 %)
Conclusions  This systematic review and meta-analysis including recent RCTs, 
evidences that TXI provides a significant improvement compared to WLI in 
overall ADR, SPDR and especially rADR, suggesting enhanced recognition of 
clinically relevant lesions, including serrated and right-sided precursors asso-
ciated with interval colorectal cancer risk. While the benefit for flat lesions was 
not statistically significant, the direction of effect aligns with the broader pat-
tern favoring TXI. Further studies are needed to evaluate its impact on mortal-
ity.
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eP1113  Antibiotic Strategies, ESGE-Guideline 
Adherence, and Pre-interventional Inflammation as 
Determinants of Post-PEG Infection and Survival
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Aims  Percutaneous endoscopic gastrostomy (PEG), used for long-term enter-
al nutrition is associated with postprocedural infections. Therefore, the Euro-
pean Society of Gastrointestinal Endoscopy (ESGE) recommends periinterven-
tional intravenous antimicrobial prophylaxis. This study aimed to evaluate 
guideline adherence, determine the impact of different antibiotic strategies on 
infection rates and analyze their association with 90-day survival post PEG-Im-
plantation [1, 2].
Methods  This retrospective single-center study included all patients who un-
derwent PEG placement between January 2017 and December 2023. Patients 
were categorized into four groups based on their periinterventional antibiotic 
status: no antibiotics, ongoing antibiotic treatment, pre-interventional 
EGSE-compliant prophylaxis and pre-interventional non-compliant prophylax-
is. Infections were defined as newly elevated CRP values > 5 mg/dl and/or clin-
ical or microbiological signs of infection within 7 days post-PEG. Group com-
parisons used Fisher's exact test and Mann-Whitney U tests; pairwise odds 
ratios (OR) with confidence intervals (CI) were calculated. Ninety-day mortal-
ity was analyzed using Kaplan-Meier estimates with log-rank tests. Effect sizes 
were expressed as rank-biserial correlation coefficients (r). Analyses were per-
formed using RStudio (4.4.3).
Results  A total of 689 patients, median age 68 years (IQR 18.2), 39 % female, 
were included. Indications for PEG were tumors (45.6 %), cerebrovascular events 
(35.1 %), and neurological diseases (19.3 %). Pre-interventional single-shot 
prophylaxis was administered in 427 cases (62 %), 148 patients (21.5 %) were 
already on antibiotic treatment at the time of PEG placement, and 90 (13.1 %) 
received no antibiotics, 24 patients (3.5 %) were excluded. Cephalosporins 
(51.1 %) and penicillin combined with β-lactamase inhibitors (29.3 %) were most 
frequently used, resulting in an overall ESGE-adherence of 91.4 %, with some 
leniency (i.e., considering broader coverage as ESGE-compliant). The overall 
postprocedural infection rate was 22.6 % (n = 128), the most common sources 
were unclear (40.6 %), local infections at the insertion site (19.5 %), peritonitis 
(10.9 %), and pneumonia (10.2 %). Infection rates did not differ significantly 
between ESGE-complaint vs. non-complaint prophylaxis (18.5 % vs. 26.7 %; OR 
0.62, 95 %CI 0.17-2.77, p = 0.49). The numerically highest postprocedural in-
fection rate was observed in patients receiving no antibiotics (28.4 %; OR 1.74, 
95 %CI 0.93-3.20, p = 0.07). Patients on systemic antibiotics at the time of PEG 
placement had the second highest infection rate (27 %, OR = 1.63, 95 %CI 0.95-
2.70, p = 0.053 – vs. ESGE-compliant prophylaxis). Overall, 90-day survival 
differed statistically significantly between the subgroups (p = 0.019). The high-
est survival was seen with ESGE-complaint prophylaxis (83.1 %), followed by 
non-complaint prophylaxis (78.6 %) and no prophylaxis (78.7 %). The lowest 
survival occurred in patients with ongoing antibiotic therapy (73.4 %), signifi-
cantly worse than ESGE-complaint prophylaxis (p = 0.0015). Comparative anal-
ysis of baseline and inflammatory parameters demonstrated that patients with 
ongoing antibiotic therapy exhibited a higher systemic inflammatory burden, 
with elevated CRP (3.05 vs.1.; r = 0.36, p < 0.001) and leukocyte levels (8.8 vs 
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8.16; r = 0.12; p < 0.01). They also presented with higher comorbidity (CCI 6 vs 
5; r = 0.1, p = 0.025) and poorer functional status (ECOG ≥ 3: 45.6 % vs. 26 %; 
r = 0.22, p < 0.001). Also, PEG indication differed significantly between antibi-
otic groups (p < 0.001), with tumor-patients being less often on ongoing anti-
biotic therapy (29.1 % vs. 51.1 %, p < 0.001), and stroke more often (50 % vs. 
32.9 %, p < 0.001).
Conclusions  Overall adherence to ESGE-recommended prophylaxis was high, 
when also accepting broader coverage. The lowest rate of infection and highest 
90-day survival was observed in patients receiving ESGE-compliant prophylax-
is, while some of the analyses were not statistically significant, possibly being 
underpowered due to high compliance rates. Patients on ongoing systemic 
antibiotics exhibited the lowest 90-day survival. This finding reflected both 
their higher comorbidity burden and elevated inflammatory activity, confirm-
ing that systemic inflammation, frailty and comorbidities substantially contrib-
ute to post-PEG mortality. Future studies could focus on finding subgroups 
where optimization of patients and delaying PEG placement may improve 
outcomes.
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eP1114  Antiplatelet and anticoagulant therapy in 
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in clinical practice?
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Aims  An audit to assess the adherence to British Society of Gastroenterology 
(BSG) and European Society of Gastrointestinal Endoscopy (ESGE) guidelines 
in patients on antiplatelet or anticoagulant therapy in clinical practice in a UK 
endoscopy service.
Methods  A prospective analysis of patients on anticoagulant and antiplatelet 
undergoing endoscopy over a period of six weeks from September 2025 at a 
district general hospital in North London was undertaken. Electronic patient 
notes along with the endoscopy reports were scrutinized for management of 
antiplatelet/anticoagulation during the time of their diagnostic or therapeutic 
endoscopy and compared to the recommendations according to BSG and ESGE 
guidance.
Results  55 patients were included, median age 72 and 62 % were male. A low-
risk diagnostic endoscopy was performed in 69 % of patients, whilst 31 % of 
patients had a high-risk therapeutic procedure which included either polypec-
tomy (n = 16) or oesophageal stricture dilatation (n = 1).
BSG/EGSE guidelines were followed in 42 % of patients. Lower adherence rates 
were seen in low-risk diagnostic endoscopy (37 %).
Of those having a low-risk diagnostic procedure, 50 % of patients stopped their 
antiplatelet medication unnecessarily; this includes clopidogrel (n = 10), aspirin 
(n = 5) and dual antiplatelet therapy (DAPT, n = 3). For patients taking DOACs 
(direct oral anticoagulants), guidelines were not followed appropriately in any 
of the five patients- three patients did not omit their medication on the morn-
ing of the procedure, and two patients omitted them for an unnecessarily long 
period of time.
For high-risk therapeutic procedures, BSG/EGSE guidelines were correctly fol-
lowed in 53 % of patients. Non-adherence with guidelines included not discuss-

ing strategy for temporarily stopping P2Y12 receptor antagonists with an in-
terventional cardiologist for high-risk conditions (coronary artery stents, n = 3), 
stopping aspirin unnecessarily prior to procedure (n = 3), and stopping apixaban 
for 24 hours only, instead of the required 72 hours (n = 2).
Conclusions  The audit found a significant gap between current practice and 
best practice guidelines with only 42 % following recommendation guidelines. 
The largest gap identified was the unnecessary cessation of aspirin for both 
diagnostic and therapeutic procedures, as well as the unnecessary prolonged 
cessation of P2Y12 receptor antagonists for diagnostic procedures. Of concern 
was the lack of communication with cardiologists regarding the cessation of 
dual antiplatelet therapy in high-risk patients.
Possible reasons for this are that patients are predominantly counselled and 
booked for procedures by nursing colleagues, who may not be familiar with 
BSG/EGSE guidance. In addition, patients referred for endoscopic procedures 
come from multiple referral pathways which may be the reason for variability 
of practice.
From this study we recommend better implementation and adherence anti-
platelet or anticoagulant therapy for endoscopic procedures.
The findings of this audit will be presented at the next endoscopy user group 
meeting to highlight non-adherence to guidelines, and to remind members of 
the multidisciplinary team of best practice guidance. Patient information leaf-
lets and counselling protocols will be reviewed to ensure they are in-line with 
BSG/ESGE guidance. The service will be re-audited following these changes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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AimsHelicobacter pylori (Hp) infection remains the leading cause of chronic 
gastritis and gastric cancer worldwide. Asian studies described specific gastric 
mucosal patterns observed by electronic chromoendoscopy, the “spotty” and 
“cracked” patterns, which are associated with active and past Hp infection, 
respectively [1]. However, no prospective European study evaluated their di-
agnostic performance. This study aimed to assess the reproducibility and di-
agnostic accuracy of mucosal pattern recognition by Blue Light Imaging (BLI) 
for the identification of active or past Hp infection.
Methods  This was a prospective, single-center study conducted between 2023 
and 2025. Adult outpatients ( ≥ 18 years) undergoing gastroscopy for dyspep-
sia, gastroesophageal reflux, post-eradication follow-up ( ≥ 6 months after 
therapy), or first-degree family history of gastric cancer were enrolled. An ex-
pert endoscopist performed endoscopic examinations. For each patient, five 
non-magnified BLI images (two antrum, one angulus, two corpus) were pro-
spectively selected and anonymized. Three experienced endoscopists inde-
pendently evaluated all images, classifying each as normal, spotty, or cracked. 
A fourth expert adjudicated discordant evaluations. For diagnostic perfor-
mance, the final pattern assigned to each image was defined when all three or 
at least two endoscopists agreed; in cases of complete disagreement, the final 
classification was established after discussion with the fourth expert. Histolog-
ical assessment, following the updated Sydney System, served as the reference 
standard. Analyses were performed at the image level. Interobserver agree-
ment was quantified by Fleiss’ κ and pairwise Cohen’s κ. Diagnostic perfor-
mance was calculated for each mucosal pattern, overall, and stratified by gastric 
region and proton pump inhibitor (PPI) status. Comparisons between diagnos-
tic performance proportions were conducted using two-sided z-tests.
Results  A total of 120 patients (mean age 54.2 ± 17.0 years; 65.0 % female) 
were enrolled, yielding 600 BLI images, of which 29 were excluded after con-
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sensus for insufficient quality, resulting in 571 images. Overall interobserver 
agreement among the three endoscopists was substantial (Fleiss’ κ = 0.74; 
p < 0.001), with comparable values in the antrum (κ = 0.73) and corpus 
(κ = 0.75). Pairwise κ values ranged from 0.72 to 0.77, and the overall propor-
tion agreement was 0.79, confirming high reproducibility across endoscopists. 
Using histology as the reference, the spotty and cracked patterns showed very 
high specificities of 98.9 % (95 % CI 97.5–99.6) and 87.9 % (95 % CI 84.3–91.0), 
diagnostic accuracies of 96.1 % (95 % CI 94.2–97.6) and 86.0 % (95 % CI 82.9–
88.8), and sensitivities of 43.5 % (95 % CI 34.3–53.0) and 50.6 % (95 % CI 43.1–
58.0), respectively. Conversely, the normal pattern achieved high sensitivity of 
95.7 % (95 % CI 92.5–97.9) but a moderate specificity of 58.5 % (95 % CI 52.8–
64.0), with a diagnostic accuracy of 75.3 % (95 % CI 71.6–78.8). Regional anal-
yses revealed complementary diagnostic behavior across gastric sites: the 
normal pattern was more accurately identified in the antrum (72.6 %; 95 % CI 
67.5–77.3) than in the corpus (42.4 %; 95 % CI 36.0–49.1; p < 0.0001), while 
the cracked pattern performed better in the corpus (90.8 %; 95 % CI 86.4–94.1) 
than in the antrum (83.1 %; 95 % CI 78.7–87.0; p = 0.0089). When stratified by 
PPI use, diagnostic performance remained stable for the spotty and cracked 
patterns, but the normal pattern showed lower accuracy in patients receiving 
PPIs (53.1 %; 95 % CI 46.7–59.5) compared with those not receiving PPIs (64.8 %; 
95 % CI 59.3–70.0; p = 0.0048).
Conclusions  This first European prospective study showed substantial inter-
observer agreement and consistent diagnostic accuracy in BLI-based assess-
ment of gastric mucosal patterns associated with active and past Hp infection. 
Electronic chromoendoscopy may contribute to defining the infection status, 
although awareness of PPI use remains important to avoid potential misinter-
pretation of mucosal patterns.
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Aims  Visual endoscopic retrograde appendicitis therapy (V-ERAT) has emerged 
as a promising minimally invasive alternative for acute appendicitis. While its 
safety and efficacy have been extensively validated, comprehensive under-
standing of risk factors associated with V-ERAT failure remains limited. This 
study aimed to compare clinical and laboratory characteristics between V-ERAT 
success and failure groups to identify potential associations [1].
Methods  A retrospective analysis was conducted on patients aged 18-65 years 
who underwent V-ERAT between January 1, 2024, and July 1, 2025. All patients 
had confirmed or suspected acute appendicitis by computed tomography (CT) 
and declined surgical intervention. The cohort was stratified into a success 
group (n = 140) and a failure group (n = 12). Demographic characteristics, clin-
ical features, and laboratory parameters were collected for analysis. Continuous 
variables were analyzed using the Mann-Whitney U test, while categorical var-
iables were compared using the Chi-square test or Fisher's exact test, as appro-
priate. P < 0.05 was considered statistically significant.
Results  The overall success rate of V-ERAT was 92.1 %, with a failure rate of 
7.9 %. Patients in the failure group were significantly older (48 years, 95 % CI: 
34.5-58.5 vs. 36 years, 95 % CI: 34-38; P = 0.026). The failure group also demon-
strated substantially longer procedure duration (78 min, 95 % CI: 51-100 vs. 29 
min, 95 % CI: 26-33; P < 0.001) and extended hospitalization (6 days, 95 % CI: 

4.5-7.5 vs. 3 days, 95 % CI: 3-3; P < 0.001). Laboratory findings revealed signif-
icantly elevated white blood cell counts in the failure group (11.38 × 10⁹/L, 95 % 
CI: 9.63-12.70) compared to the success group (6.93 × 10⁹/L, 95 % CI: 6.43-8.39) 
(P = 0.0182). Similarly, neutrophil percentage was markedly higher in failure 
cases (81.30 %, 95 % CI: 75.15-83.40) than in the successful cases (65.90 %, 95 % 
CI: 62.60-68.32) (P = 0.0034). Furthermore, the presence of complicated acute 
appendicitis (P < 0.001) and peritonitis (P < 0.001) were significantly associated 
with the failure of V-ERAT. Notably, subcecal appendix was identified in 91.6 % 
cases of the failure group, representing a critical anatomical predictor of un-
successful outcomes.
Conclusions  Subcecal appendix shows a strong association with V-ERAT failure, 
along with advanced age, elevated inflammatory markers, and peritonitis. 
Pre-procedural identification of appendix position through CT three-dimen-
sional reconstruction combined with clinical and laboratory parameters may 
help identify patients at higher risk of V-ERAT failure.
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Aims  Endoscopic vacuum therapy (EVT) is an established procedure for treat-
ing leaks in the gastrointestinal tract (GIT). This study aimed to investigate 
overarching factors influencing the success of therapy and the effects of EVT 
in the upper GIT. Patient characteristics associated with prolonged or compli-
cated courses of EVT should be identified.
Methods  All patients who underwent EVT treatment at a tertiary care centre 
between 2019 and 2024 were included in this retrospective analysis (n = 35). 
EVT was performed by placing an open-cell polyurethane sponge either endo-
luminally or intracavitarily at the site of the leak, typically using a standard 
gastroscope with an overtube or piggyback technique. Continuous debride-
ment and enhanced secretion drainage were achieved by applying a constant 
negative pressure of -125 mmHg. Sponge changes were carried out every 3–4 
days under endoscopic guidance. Commercially available systems were used 
(Eso-/Endo SPONGE, B. Braun Melsungen AG, Melsungen, Germany; Supraso-
rb CNP wound foam, Lohmann & Rauscher GmbH & Co. KG, Neuwied, Germa-
ny; VacStent Medtech AG, Steinhausen, Switzerland).
The defect size was categorised as small (0-9 mm), medium (10-20 mm) or 
large ( > 20 mm) for the leakage and small ( ≤ 20 mm), medium (21-50 mm) or 
large ( > 50 mm) for the insufficiency cavity.
Therapeutic success was defined as an endoscopically verified complete closure 
of the leak.
Results  EVT achieved an overall success rate of 83.3 % in this cohort, with a 
mean treatment duration of 33 days and an average of 9 sponge changes per 
patient.
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A higher Charlson Comorbidity Index (CCI) and ASA score were associated with 
a poorer therapeutic outcome (p = 0.023 and p = 0.031, respectively). The 
sponge location significantly influenced the total duration of therapy 
(p = 0.009), with intraluminal placement being associated with a shorter total 
duration of EVT. BMI, sex, age, number of sponge changes and intervals of 
change showed no statistically significant effects on therapeutic success. Pa-
tients who had received neoadjuvant chemotherapy tended to have signifi-
cantly smaller fistula cavities (p = 0.031). Larger insufficiency cavities as well as 
larger leakages were associated with poorer outcomes (p = 0.0015 and 
p = 0.006). Kruskal–Wallis analyses demonstrated that medium-sized 
(p = 0.016) and large cavities (p = 0.001) were significantly associated with 
longer treatment duration. In contrast, no significant effect was found on the 
total duration of EVT in this cohort. Complications occurred in 22.9 % of cases 
(n = 12), including therapy-related issues (e.g. suction problems), endoscopic 
complications and late complications (e.g. stenosis). However, no significant 
association with treatment duration (p = 0.122) or therapeutic success 
(p = 0.127) was found.
Conclusions  Our results confirm EVT as an established and clinically relevant 
treatment option for leaks, with high success rates and a low incidence of seri-
ous complications. Compared to surgical methods, EVT is significantly less 
invasive.
This study also identifies initial risk factors for prolonged treatment courses 
(fistula cavity, cavity size, high CCI and ASA score) and provides further evidence 
of EVT effectiveness.
Conflicts of Interest  O. Pech: speaker fee from Boston Scientific
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Aims  Spray coagulation mode provides a powerful non-contact coagulative 
effect that may facilitate bleeding control and increase the efficiency of endo-
scopic submucosal dissection (ESD). [1] However, evidence supporting its use 
is limited. We aimed to compare bleeding control, safety and technical out-
comes between spray-coagulation ESD (SP-ESD) and swift-coagulation ESD 
(SW-ESD).
Methods  We conducted a retrospective cohort study of consecutive ESDs 
performed at a tertiary referral center between December 2021 and December 
2024. Two predefined time-based cohorts were analysed using complete pro-
cedural video review: SW-ESD and SP-ESD. Procedures with mixed energy 
modes or incomplete video/data were excluded. ESDs were performed by ex-
perts and fellows using various techniques (conventional, pocket-creation 
method, traction, saline-immersion).
Primary outcomes were: number of intraprocedural bleedings, bleeding time 
(duration of intraprocedural bleeding), dissection speed (mm²/min), effective 
dissection rate (1 − [bleeding time/dissection duration]), ESD completion with-
out coagulation forceps, and intraprocedural perforation.
Secondary outcomes included R0 resection rate and adverse events (delayed 
bleeding, delayed perforation).
We employed non-parametric tests and evaluated covariate imbalance be-
tween groups to ensure comparability.

Results  141 ESDs (SP-ESD: n = 114; SW-ESD: n = 27) were included, performed 
in the oesophagus (52/141, 36.9 %), stomach (16, 11.3 %), duodenum (2, 1.4 %), 
colon (39, 27.7 %), and rectum (32, 22.7 %). Baseline patient, lesion, and oper-
ator characteristics were similar between groups.
The mean number of intraprocedural bleeding events (2.2 ± 4.1 vs. 4.4 ± 2.6; 
P = 0.007) and median bleeding time (0.6 min, IQR 0–3.7 vs. 5.8 min, IQR 
1.4–11.8; P < 0.001) were significantly lower in SP-ESD than in SW-ESD.
The median dissection speed (16.8 mm²/min, IQR 12.2 vs. 11.2 mm²/min, IQR 
9.2; P = 0.003), effective dissection rate (99.3 % vs. 95.5 %; P = 0.001), and rate 
of ESD completion without coagulation forceps (95 % vs. 26 %; P < 0.001) were 
significantly higher in SP-ESD compared with SW-ESD.
SP-ESD and SW-ESD did not differ significantly in delayed perforation (0.8 % vs. 
0 %; P = 1.00), delayed bleeding (6.7 % vs. 3.7 %; P = 1.00), or R0 resection rates 
(85 % vs. 81 %; P = 0.77).
Conclusions  Spray coagulation during ESD significantly reduces both the fre-
quency and duration of intraprocedural bleeding, resulting in faster dissection, 
fewer device exchanges, and improved procedural efficiency without compro-
mising safety or the completeness of resection. SP-ESD may also reduce the 
environmental and financial footprint of ESD by lowering the need for coagu-
lation forceps. Given the possibility of confounding from learning curve effects, 
prospective multicenter validation is warranted.
Conflicts of Interest  D.J. Tate is a consultant for and has received research 
support from Fujifilm and Olympus.The other authors declare that they have 
no conflict of interest.
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Aims  Upper gastrointestinal (GI) endoscopic submucosal dissection (ESD) is 
an increasingly adopted technique in the United Kingdom. This study presents 
a prospective analysis of clinical outcomes associated with the establishment 
of an ESD service at a single tertiary referral centre over four years. The findings 
aim to contribute to the growing national experience in advanced endoscopic 
resection [1].
Methods  A prospective cohort study was conducted of all patients who un-
derwent upper GI ESD at Imperial College Healthcare NHS Trust between 2021 
and 2025. The Trust serves as a regional referral centre for complex endoscop-
ic resections in North West London and has provided an ESD service since De-
cember 2021. All referrals were discussed with a multidisciplinary team (MDT) 
involving gastroenterologists, surgeons, oncologists, radiologists, and pathol-
ogists. Treatment decisions followed ESGE guidance. ESDs were performed 
under general anaesthesia, and patients discharged the same day, unless clin-
ically indicated otherwise. Data included procedure count, lesion type (epithe-
lial vs subepithelial), site, histology, size, duration, R0 and curative rates, and 
complications.
Results  A total of 67 ESDs were performed, 86 % epithelial and 14 % subepi-
thelial. Seventy percent were in males, mean age 69.6 years. Most resections 
were gastric (59.7 %), followed by oesophageal (26.9 %), gastro-oesophageal 
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junction (9.0 %) and duodenal (4.5 %). Histology varied by site: among oesoph-
ageal lesions, 44 % contained intramucosal carcinoma (IMC) and 56 % high-
grade squamous dysplasia; of gastro-oesophageal junction (GOJ) lesions, 83 % 
were IMC, with half of IMC cases in the oesophagus or GOJ arising in Barrett’s 
oesophagus. Gastric lesions were heterogeneous—IMC (27 %), low-grade dys-
plasia (23 %), stromal tumours (12 %)—with occasional lipomas, neuroendocrine 
tumours (NETs) and inflammatory polyps. Duodenal lesions comprised 66 % 
NETs and 33 % IMC.
Mean lesion size was 21 mm. Oesophageal lesions were largest (23.5 mm), 
followed by gastric (21.9 mm) and duodenal (12 mm). Mean resected lesion 
size increased from 16.6 mm in 2022 to 26.4 mm in 2025. In the oesophagus, 
squamous HGD measured 27.8 mm on average, IMC with Barrett’s 18.5 mm, 
and IMC without Barrett’s 13.1 mm. Mean procedure time was 70.6 ± 38.3 
minutes, increasing from 56 minutes in 2022 to 74 minutes in 2025; oesoph-
ageal ESDs were longest (77 minutes) and duodenal shortest (52 minutes). 
Mean resection time was 70 minutes for a 20mm lesion.
Among epithelial lesions, the en bloc resection rate was 95 %, R0 rate 88 %, and 
curative rate 83 %. Same-day discharge occurred in 78 % of cases. The overall 
complication rate was 7 % (n = 9): perforations (n = 5, mainly duodenal or gastric) 
and strictures (n = 2, all oesophageal). There were no ESD-related deaths.
Conclusions  ESD is the gold-standard therapy for selected epithelial lesions 
of the upper GI tract. As per ESGE guidance (1), it is indicated for all T1 oesoph-
ageal squamous lesions without deep submucosal invasion (T1a M2), Bar-
rett’s-related neoplasia > 2 cm or with submucosal invasion or fibrosis, and all 
dysplastic gastric lesions (T1a and limited T1b). Its capacity for en bloc resection 
reduces the need for surgery and enables accurate histological assessment. No 
definitive guidelines currently exist for subepithelial endoscopic resection.
A dedicated Upper GI Endoscopy MDT was established to optimise case selec-
tion and accept regional referrals for endoscopic resection, leading to a marked 
increase in procedural volume. Challenges in expanding an ESD service include 
case volume, operator training, endoscopy capacity, anaesthetic support, and 
multidisciplinary availability. Our results demonstrate a correlation between 
experience, referral volume, and case complexity, reflected by increasing mean 
lesion size and procedure time. Between 2023 and 2025, mean procedure time 
rose 18 minutes and lesion size 10 mm. Despite this, high enbloc ( > 90 %) and 
R0 (87 %) rates were maintained, with a stable curative rate (76 %) and low 
complication rate.
Our experience shows that a structured regional ESD service in the UK, sup-
ported by specialist MDT discussion, can achieve excellent outcomes compa-
rable to international standards while safely managing increasingly complex 
cases.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Anastomotic leakage has been reported in up to 30 % of patients who 
have esophagectomy or gastrectomy, with an associated morbidity and mor-
tality rate of 20 %–50 % [1]. Treatment options for upper gastrointestinal (UGI) 
leaks include endoscopic, surgical, and conservative therapy [2]. Endoluminal 
vacuum therapy (EVT) uses the principles of vacuum-assisted closure of exter-
nal wounds to improve and accelerate healing by removing infected secretions, 
reducing edema, increasing local perfusion, and promoting granulation tissue 
formation [3]. Most studies of EVT for UGI leaks and perforations have been 
retrospective case series or case reports to date. We conducted a meta-analy-
sis of the efficacy and safety of EVT to treat UGI defects in adults.
Methods  An expert librarian conducted searches of the MEDLINE full file (via 
Ovid) and Embase databases to identify studies of Eso-SPONGE (Boston Scien-
tific Corporation, Massachusetts, USA) published in English January 1, 2008–
May 30, 2025. Clinical studies (including meta-analyses & systematic reviews) 
and case reports/series including more than 10 patients were included. Effica-
cy and safety outcomes were assessed using a random-effects meta-analysis 
to estimate the proportion of patients with the outcome. Efficacy outcomes 
were UGI EVT technical success, clinical success, and reinterventions. The safe-
ty outcome was the proportion of patients with ≥ 1 serious adverse event (SAE).
Results  Data from 301 patients who participated in 8 observational studies 
were included in the analysis of all eligible publications. The estimated pooled 
proportions of patients with technical success and clinical success were 100 % 
(95 % CI 99.7–100 %) and 77.4 % (95 % CI 65.2 %–87.6 %), respectively. Patients 
had reinterventions associated with closure management (15.3 %, 95 % CI 
8.4 %–23.8 %) or adverse events (8.2 %, 95 % CI 1.2 %, 20.7 %). The estimated 
pooled proportion of patients with ≥ 1 SAE during the study period was 21.3 % 
(95 % CI 6.6 %–41.5 %), with a mortality rate of 5.9 % (95 % CI 3.5 %–8.9 %). 
Among 127 patients with an anastomotic leak from 5 studies with available 
data, 7 (5.5 %) patients died from one of the following causes: acute respirato-
ry distress syndrome with or without multiorgan failure (2), sepsis (4), pneu-
monia (1). Among 10 patients with a perforation in a single study, no deaths 
were reported.
Conclusions  EVT using Eso-SPONGE for UGI anastomotic leaks and perfora-
tions showed high technical success and good clinical success. High rates of 
adverse events and mortality occurred in ill patient populations at high baseline 
risk of complications. (Funded by Boston Scientific Corporation)
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eP1121  EUS-guided antegrade transanastomotic 
intrapancreatic stenting with fully covered metal 
stent: a novel approach to the management of leaks 
after pancreaticoduodenectomy
Authors  Stegagnini M1, Forti E1, Pugliese F1, Dioscoridi L1, Cintolo M1, 
Bonato G1, Bravo M1, Palermo A1, Gallo C1, La Mantia A1, Mutignani M1
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Aims  Pancreatic leak (PL) following pancreaticoduodenectomy (PD) remains 
one of the most challenging and potentially life-threatening complications in 
pancreatic surgery. When retrograde endoscopic access to the pancreaticoje-
juna (PJ) anastomosis is not feasible, treatment options are limited, and surgi-
cal revision carries high morbidity and mortality.
Currently, no clear or standardized guidelines exist regarding the optimal en-
doscopic management of these leaks. In our experience, retrograde approach 
becomes necessary when the pancreatic fistula coexists with biliary anasto-
motic dehiscence and/or necrosis of the jejunal limb, as these situations require 
a complex, multi-target intervention. Conversely, in isolated PLs, retrograde 
access is often technically demanding and ultimately redundant [1–3].
We aimed to evaluate the feasibility, safety, and clinical outcomes of a novel 
endoscopic technique for the management of PLs after PD: EUS-guided ante-
grade transanastomotic intrapancreatic stenting (EUS-ATIS) using a fully cov-
ered self-expandable metal stent (FCSEMS).
Methods  This was a single-center, retrospective case series (July 2022–August 
2025) of consecutive PD patients with PLs secondary to PJ dehiscence who 
underwent EUS-ATIS. Primary endpoints were technical and clinical success. 
Secondary endpoints included time to leak closure, adverse events (AEs), need 
for rescue therapy, recurrence, and follow-up outcomes (▶Table 1).

▶Table 1	 

Faesability, n 13/15 (86.7)

Indication for surgery, n ( %) Malignant 9 (69); Benign 4 
(31)

Sepsis before EUS, n ( %) 13 (100)

Associated BDA leak, n ( %) 5 (38)

Necrosis of afferent limb/PJ 
anastomosis, n ( %)

7 (53.8)

Therapeutic delay (days), median 
[IQR]

10 [6,5–13,5]

Technical success, n ( %) 13 (100)

Clinical success overall *, n ( %) 13 (100)

Median time to PL closure (days), 
median [IQR]

7 [5.5–11.5]

Leak recurrence, n ( %) 0 (0)

Procedure-related mortality, n ( %) 0 (0)

Results  Fifteen patients were evaluated; EUS-ATIS could not be performed in 
2 due to lack of a safe and adequate endosonographic window for puncture, 
resulting in a feasibility rate of 86.7 %. Thirteen patients underwent successful 

EUS-ATIS (61.5 % male; median age 68 years [IQR 59–73.5]). All had Interna-
tional Study Group on Pancreatic Surgery (ISGPS) grade B postoperative pan-
creatic fistula; 10/13 presented with high-output PLs, and all were septic at the 
time of the EUS intervention. In two cases, shorter FCSEMSs (40 mm in length) 
were initially placed, resulting in persistent leakage. Leak resolution was 
achieved after placement of a second, coaxial FCSEMS to extend the intrajeju-
nal segment and divert pancreatic flow further downstream within the jejunal 
limb. Median endoscopic sessions per patients were 1 (IQR 1-2). Median ther-
apeutic delay was 10 days (IQR 6.5–13.5). Technical success and clinical overall 
success rates were both 100 %. Median time to leak closure was 7 days (IQR 
5.5–11.5). Early AEs occurred in 3/13 (23 %), all non-severe and successfully 
managed either endoscopically or conservatively. No late AEs or leak recurrenc-
es were observed during a median follow-up of 189 days (IQR 95–410). No 
patient required radiologic or surgical rescue. One death (7.7 %) occurred, un-
related to the procedure or PL persistence. Pancreaticogastrostomy stents were 
removed in 7/13 patients after a median of 3 months (IQR 2–3). FCSEMS were 
removed in only 2 patients, as retrograde endoscopic access was often unfea-
sible.
Conclusions  To our knowledge, this represents the first reported use of EUS-
ATIS with FCSEMS placement for the treatment of PLs caused by PJ dehiscence 
after PD. This innovative approach provides a safe, effective, and minimally 
invasive alternative to surgery by restoring anastomotic continuity, diverting 
pancreatic flow from the dehiscence site, and promoting definitive healing. 
Early outcomes are favorable. Continued patients’ enrollment and longer fol-
low-up will be essential to confirm long-term safety and reproducibility.
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Aims  Radioactive phosphorus (32P) is an innovative therapy for locally ad-
vanced pancreatic cancer that is implanted through endoscopic ultrasound 
(EUS). One of the most innovative therapies is the implantation of radioactive 
phosphorus-32 which is a type of brachytherapy. It is indicated for the treat-
ment of patients with Locally Advanced Pancreatic Cancer (LAPC) in combina-
tion with gemcitabine-based chemotherapy. The primary goal of this study is 
to determine the safety of the intra-tumoral implantation of radioactive phos-
phorus (32P) through EUS and the complications of the procedure of implanta-
tion. The secondary goals are to determine the Local Disease Control Rate 
(LDCR) at 16 weeks and the effectiveness of the implantation of radioactive 
phosphorus by measuring Overall Survival (OS), Progression Free Survival (PFS) 
and Local Progression Free Survival (LPFS). They receive gemcitabine-based 
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chemotherapy in combination with an intra-tumoral therapy with radioactive 
phosphorus (32P) through a 22-gauge FNA needle guided by EUS [1–3].
Methods  The adverse events of the implantation are evaluated by the Com-
mon Terminology Criteria for Adverse Events (CTCAE) version 4.0. The LDCR is 
evaluated at 16 weeks and the alteration of Tumor Volume every two months 
for the first year after implantation and every three months the second year 
after implantation according to RECIST 1.1.
Results  We currently have made the implantation in seventeen patients (10 
male and 7 female) with similar clinical and demographic features who suffer 
from locally advanced pancreatic cancer. All the procedures (median age of 
patients:67,9 years) were unremarkable and no complication during the pro-
cedures was noted. The patients did not have any major adverse events during 
the day of the procedure. 13 out of 17 patients (76,4 %) revealed mild abdom-
inal pain on the second day which recovered with typical pain killers. The LDCR, 
for all patients, at 16 weeks, was 100 %. Two of the patients had a major reduc-
tion in the tumor and underwent surgery (resection rate 12 %) – R0 100 %. Three 
patients died after a median overall survival of 20,3 months. 12 patients showed 
stable disease (70,6 %) and 5 showed partial response (29,4 %) during the eight 
months of follow-up. During the first four months the median reduction of the 
tumor was 0,64cm.
Conclusions  We must include more patients to conduct more useful results, 
but the initial results look promising.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Audrey V, Joseph H, Rich S et al. Pancreatic cancer. Lancet. 2011; 378 
(9791): 607–620. doi:10.1016/S0140-6736(10)62307-0
[2]  OncoSil System: Instruction for Use
[3]  Wungki P, Akhil C, Eileen M. Pancreatic Cancer: A Review. JAMA 2021; 
326 (9): 851–862

eP1124  Impact of ESGE key performance measures 
on ERCP quality and safety: a multicenter study
Authors  Ruwisch L1, Braadt L2, Tischendorf M3, Meister T4, Floer WM4, 
Heinzow H5, Ellrichmann M6, 7, Trebicka J8, Domagk D9

Institutes  1  Josephs-Hospital Warendorf, Warendorf, Germany; 2  Josephs 
Hospital Warendorf, Warendorf, Germany; 3  Münster University Hospital, 
Münster, Germany; 4  Klinikum Ibbenbüren, Ibbenbüren, Germany; 
5  Krankenhaus Bamherzigen Brüder, Trier, Germany; 6  University Hospital 
Schleswig-Holstein, Campus Kiel, Kiel, Germany; 7  Department of Internal 
Medicine III – Gastroenterology, University Hospital Oldenburg, Oldenburg, 
Germany; 8  Department of Medicine B, Münster University Hospital, 
Münster, Germany; 9  Clemenshospital Münster, Düesbergweg, Münster, 
Germany, Münster, Germany
DOI  10.1055/s-0046-1822451
Aims  The aim of this study is to investigate the impact of the ESGE quality 
improvement initiative with respect to the performance in ERCP in multicenter 
setting. We strived to evaluate whether there have been any changes in clinical 
outcomes, particularly in the incidence of post-ERCP pancreatitis, since the 
guideline was introduced in 2017.
Methods  A total of six hospitals are included in this multicenter study: three 
academic teaching (Warendorf, Ibbenbueren, Trier) and three university hos-
pitals (Muenster, Kiel, Oldenburg). The study examined how the introduction 
of the ESGE guideline affected defined quality indicators [1].
Three groups were formed:

▪▪ Group I: Examinations prior to implementation of the guideline (retro-
spective, until 2017)

▪▪ Group II: Studies after implementation of the guideline (retrospective, 
2018–2023)

▪▪ Group III: Studies after implementation of the guideline (prospective, from 
2024)

The primary endpoint was the occurrence of post-ERCP pancreatitis (PEP). Sec-
ondary endpoints were the bile duct cannulation rate, stent placement in cas-
es of biliary obstruction, and the success rate of stone extraction.
In addition, a subgroup analysis was performed to assess the relationship be-
tween the number of examiners and the frequency of PEP.
The study is approved by the local Ethics Committee of University in Muenster 
and registered at ClinicalTrials.gov (NCT06727851).
Results  Data from over 1,200 ERCPs from four clinics are currently available. 
The incidence of post-ERCP pancreatitis was significantly reduced in the pro-
spective cohort to < 5 %, thereby achieving the primary endpoint of the study.
The bile duct cannulation rates in all clinics met the threshold value of over 90 % 
required by the ESGE. The further secondary endpoints, stone extraction and 
stent placement, were also close to the required target values, but still showed 
some potential for optimization.
The subgroup analysis revealed that a higher number of examiners and there-
by a lower number of investigations per person was associated with a slightly 
increased incidence of PEP.
Conclusions  The introduction of the ESGE guideline with defined key perfor-
mance measures led to an improvement in quality parameters and a reduction 
in post-ERCP pancreatitis in the four clinics studied.
By adhering to key performance measurements, we were able to demonstrate 
that complications were avoided, hospital stays were shorter, and there were 
fewer repeat examinations.
The observation that a higher number of examiners is associated with a slight-
ly increased incidence of PEP underscores the importance of examiner experi-
ence and indicates that the level of training and the supervision structure in 
endoscopy continue to be of central importance. Further studies should spe-
cifically address the question of what level of experience and training charac-
teristics are necessary to ensure consistently high quality and patient safety in 
ERCP.
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Aims  Inflammatory disorders of the small bowel represent a heterogeneous 
spectrum of diseases, in which endoscopic lesions show considerable variabil-
ity in terms of location, extent, and morphological features. The aim of the 
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study was to investigate the correlation between capsule endoscopy (SBCE) 
and double balloon enteroscopy (DBE) in the evaluation of inflammatory lesions 
of the small bowel [1–5].
Methods  This is a retrospective, single-center observational study including 
all SBCE and DBE performed at an Italian tertiary referral center between Jan-
uary 2018 and June 2025. The selected study period was determined by the 
availability of complete endoscopic data within the hospital’s Picture Archiving 
and Communication System (PACS) wich ensured a comprehensive and stand-
ardized data source for retrospective analysis. Patients with at least one inflam-
matory small-bowel mucosal lesion on SBCE or DBE were included. These in-
flammatory findings were defined according to the Delphi consensus on Crohn’s 
disease capsule endoscopy lesions and the I-CARE international consensus on 
atrophic patterns. Patients with a conclusive diagnosis of neoplasia were ex-
cluded. SBCE PillCam SB3 or PillCam Crohn’s were used according to clinical 
indication. Fujifilm DBE was performed antegrade or retrograde based on pre-
sumed lesion location. The diagnostic performance of SBCE for inflammatory 
lesions was assessed using DBE as the reference standard; sensitivity, specific-
ity, and Cohen’s kappa were calculated.

▶Table 1	  SBCE performance compared to DBE.

SBCE Sensitivity 
( %)

Specificity 
( %)

Cohen’s Kappa (95 % 
CI)

Aphtoid lesions 100 85 0.376 (0.197 – 0.793)

Deep ulceration 70 85 0.474 (0.189 – 0.715)

Superficial 
ulceration

50 80 0.300 (0.047 – 0.565)

Stenosis 70 90 0.599 (0.284 – 0.836)

Edema 67 86 0.599 (0.284 – 0.836)

Hyperemia 20 84 0.402 (-0.032 – 0.837)

Denudation 67 92 0.402 (-0.032 – 0.837)

Atrophy 85 87 0.709 (0.520 – 0.857)

Mosaicism 53 97 0.503 (0.189 – 0.800)

Scalloping 70 89 0.602 (0.382 – 0.876)

Fold reduction 0 98 -0.033 (-0.090 – 
0.000)

Granular mucosa 0 89 -0.057 (-0.094 – 
0.000)

Results  295 endoscopic procedures were analyzed, 195 SBCE (145 PillCam 
SB3, 50 PillCam Crohn) and 100 DBE (73 anterograde, 27 retrograde). Among 
these, 102 paired enteroscopies were performed (51 SBCE and 51 DBE) within 
six months thus allowing comparison of the two techniques. SBCE demonstrat-
ed an overall high specificity, greater than 80 %, for all inflammatory lesions. 
Sensitivity was more variable: high ( > 80 %) for aphthoid lesions and villous 
atrophy, good (70 %) for deep ulceration, stenosis and scalloping, and lower for 
the other lesions. Agreement was excellent (κ ≥ 0.6) for stenosis, edema and 
villous atrophy; good (κ 0.4–0.6) for deep ulceration, hyperemia, mucosal den-
udation and mosaicism; and only fair to weak for aphthous lesions and super-
ficial ulcerations. Fold reduction and granular mucosa showed very low κ values, 
probably due to the small number of cases. Data are reported in the ▶Table 1.
Conclusions  SBCE demonstrated an overall good performance in the evalua-
tion of inflammatory lesions of the small bowel. It showed good agreement 
with DBE, the reference standard for enteroscopy, in detecting most inflamma-
tory lesions, including both ulcerative–stenosing and atrophic patterns. Further 
multi-center studies with larger sample sizes and external validation in different 
study populations are needed to confirm these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Deep infiltrating endometriosis (DIE) of the bowel remains an under-rec-
ognized challenge in endoscopic practice. Lesions frequently mimic subepithe-
lial tumors or infiltrative neoplasia, leading to diagnostic errors reported in up 
to 60–70 % of reviews and resulting in delayed diagnosis. Rectosigmoid involve-
ment predominates, whereas small-bowel and duodenal disease are exception-
ally rare. The absence of reproducible endoscopic criteria and the infrequent 
use of EUS further complicate preoperative recognition, contributing to mis-
classification as malignancy.
Aims: To describe reproducible endoscopic and EUS markers of bowel DIE with 
histological confirmation and to evaluate the role of EUS-FNB in diagnosing 
atypical subepithelial lesions.
Methods  Two patients with histologically confirmed intestinal DIE complicat-
ed by gastrointestinal bleeding were analyzed. A comprehensive correlation of 
endoscopic, EUS, and histopathological findings was performed, including 
EUS-guided fine-needle biopsy (FNB).
A structured literature search and analysis were conducted using PubMed, 
Embase, and Scopus databases (2019-2025), focusing on bowel endometriosis 
and its endoscopic visualization.
Results  1. Sigmoid involvement
Colonoscopy: segmental wall rigidity, concentric luminal narrowing, mucosal 
deformation with preserved epithelium.
EUS: hypoechoic thickening of the muscularis propria with mesenteric involve-
ment.
Histology: confirmed DIE.
2. Duodenal involvement (exceptionally rare)
EGD: nodular, bleeding protuberant lesions distal to the major papilla.
EUS: deep hypoechoic infiltrate with loss of wall stratification and extension 
into paraduodenal tissue.
EUS-FNB: morphological confirmation of endometriosis (PAX8 + , ER + ).
Morphologically verified cases of duodenal DIE diagnosed by EUS-FNB are ex-
ceedingly rare or absent in the published literature.
3. Literature data
Bowel DIE occurs in ~5-12 % of patients with endometriosis, predominantly 
affecting the rectosigmoid segment.
EUS demonstrates high sensitivity for assessing depth of infiltration (~82–94 % 
in clinical series), whereas standard endoscopy remains limited in detecting 
submucosal disease.
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Practical implications / Reproducible markers
Based on clinical observations and literature analysis, the following reproduc-
ible endoscopic and EUS markers of bowel DIE were identified:
1.	 Wall rigidity and luminal narrowing without ulceration.
2.	 Mucosal deformation with preserved epithelial surface.
3.	 Atypical bleeding nodular lesions in the duodenum.
4.	 Hypoechoic infiltrative contour on EUS with involvement of adjacent tis-

sues.
These markers emphasize the diagnostic value of combined endoscopy and 
EUS, supporting accurate preoperative recognition of bowel DIE and reducing 
the risk of misinterpretation as neoplasia.
Conclusions  These observations enhance clinical awareness of endoscopic 
and EUS features of bowel DIE and demonstrate the diagnostic value of EUS-FNB 
even in extremely rare duodenal involvement. The findings may serve as a foun-
dation for developing standardized imaging criteria and for future multicenter 
prospective validation under the auspices of ESGE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Introduction: Peutz Jeghers Syndrome (PJS) is a rare, autosomal domi-
nant hereditary polyposis syndrome characterised by hamartomatous polyps, 
mucocutaneous pigmentation and confirmatory testing of a genetic mutation 
of serine/threonine kinase 11 or liver kinase B1 (STK11/LKB1). PJS is recognised 
as a cancer predisposition syndrome with a very high relative risk of gastroin-
testinal cancers. Some studies, including meta-analysis have suggest a relative 
risk of up to 13 % of small bowel cancers in PJS patients compared to less than 
1 % of the general population. However, the European Hereditary Tumour Group 
Guideline caution that the described risks are likely to be an overestimation 
due to retrospective review and selection bias. The malignant potential of 
hamartomatous polyps in PJS has been debated in the literature, controversy 
exists but presently PJS hamartomatous polyps are not considered precancer-
ous lesions [1–7].
Aim: To evaluate the presence of dysplasia or malignancy in resected PJS polyp 
specimens in our tertiary referral centre.
Methods  We performed a retrospective review of our histological specimens 
from patients with a clinical or histological diagnosis of PJS between 2008 to 
2025. The histological database was screened for keywords such as “Peu-
tz-Jeghers” “PJS” “Peutz-Jegher’s Syndrome” and “hamartomatous polyps”. 
Baseline demographic data and histological findings were extracted from elec-
tronic patient record and pathology reports.
Results  Seventeen patients with confirmed PJS were identified, with a male 
predominance (70 %). The median patient age was 31years (range 12-72). The 
median follow-up time was 64 months (range 1-135), accounting to 90.6 pa-
tient years. There were 65 polyp specimens of which 47 (72 %) were consistent 
with hamartomatous PJS polyps. The table below characterises the location of 
the polyps.
PJS polyps: The median patient age for PJS-type polyps was 26 (12-72). The 
median polyp size for PJS polyps was 20mm (range 4-100mm). 56 % of proce-
dures (n = 34) for PJS polyps were via device assisted enteroscopy (n = 22), ADBE 
(n = 17), RDBE (n = 5) remainder were obtained via OGD(n = 9), Colonoscopy 
(n-3). Indications for procedures included polypectomy based on size criteria, 
symptomatic polyps for intussusception, anaemia and surveillance. The major-
ity (62 %) of these procedures were performed for polypectomy of a pol-
yp ≥ 15mm (n = 21), two cases were performed for anaemia; the remainder of 

the cases were part of routine surveillance procedures. Following MDT consen-
sus review, no polyps demonstrated dysplasia or malignancy, resulting in an 
estimated incidence of 0 per patient year (95 % CI: 0–0.033) (▶Table 1).

▶Table 1	 

Location PJS polyps 
n = 47

Non-PJS polyps 
n = 18

Stomach 2 3

Duodenal 7 3

Jejunal 13 0

Ileal 14 0

Undifferentiated Small 
Bowel

8 1

Colon 3 11

Non PJS polyps: Of the non PJS polyps; the histological morphology was pre-
dominately hyperplastic (50 %, n = 9). Other morphology included; Tubular 
adenoma with LGD (n = 2), Serrated adenoma (n = 1), Pseudopolyp (n = 1), ep-
ithelial atypia favoured reactive (n = 1) normal small bowel mucosa (n = 4). The 
median age in the non-PJS polyps’ group was 59 (19-66), for those who had 
adenomas the median age was 62 (range 59-66). Adenomatous polyps were 
present in 16.7 % (95 % CI: 4.6 %–38.9 %).
Conclusions  Our study found that our cohort of PJS patients had no evidence 
of dysplasia or malignancy in any of their polyp specimens over 91 patient years 
in our tertiary referral centre. This study supports previously published studies 
from PJS registries and supports the argument from the European Hereditary 
Tumour Group who suggest that previous studies may overestimate risk of 
cancer due to selection bias and retrospective analysis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Sporadic duodenal adenomas are uncommon in comparison to other 
gastro-intestinal adenomas and often an incidental finding in upper gastroin-
testinal endoscopy. Recent studies indicate an increasing incidence of these 
lesions.
Methods  A retrospective review of upper endoscopies performed over the 
past 10 years was conducted to identify cases of duodenal adenomas. Patients 
with polyposis syndromes and ampullary adenomas were excluded, resulting 
in a sample of 41 patients with sporadic duodenal adenomas. In addition, a 
control group of 41 randomly selected individuals from the same 10-year span, 
matched by age and gender, was used for comparison. Potential risk factors for 
duodenal adenomas were collected [1, 2].
Results  The prevalence of duodenal adenomas was 0.22 %. The mean age of 
affected individuals was 69 years, out of which 24 were males. Most of the 
adenomas were endoscopically removed (68.3 %), three patients had recurrent 
adenomas and one progressed into adenocarcinoma. A significant association 
was observed between smoking and the presence of duodenal adenomas 
(p = 0.037). Family history of gastrointestinal neoplasia was related to the oc-
currence of duodenal adenomas (p = 0.043). In addition, in comparison to the 
control group, the duodenal adenoma group had a significantly higher number 
of affected family members with gastrointestinal neoplasia (p = 0.001). Fur-
thermore, the duodenal adenoma group had a significantly higher number of 
colorectal adenomas compared to the control group (p < 0.001). No statistical-
ly significant associations or differences to the control group were found 
amongst other variables.
Conclusions  Although sporadic duodenal adenomas are rare, their potential 
for recurrence and progression to adenocarcinoma warrants careful surveil-
lance. Smoking and family history of gastrointestinal neoplasia appear to be 
potential risk factors for sporadic duodenal adenomas. Additionally, the high-
er prevalence of colorectal adenomas in these patients highlights the impor-
tance of colorectal cancer screening in this population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Current ESGE guidance advises early gastroscopy within a few months 
of diagnosis for small subepithelial lesions, followed by periodic long-term 
surveillance with shorter intervals for larger lesions. These recommendations 
are based on low-quality evidence, and the true growth behavior of GISTs re-
mains uncertain. Our 10-year review of EUS-detected gastric and duodenal 
GIST aims to assess growth patterns and evaluate whether current surveillance 
intervals are justified or could be safely extended.
Methods  A retrospective study was conducted at a district general hospital, re-
viewing EUS examinations of endoscopically or biopsy-confirmed gastric and du-
odenal GISTs between January 2015 and October 2025. For patients with at least 
one qualifying EUS, any prior EUS before 2015 was included to preserve surveillance 
continuity. Data collected includes lesion size, location, EUS intervals, biopsy status, 
and management plan. Lesions were grouped by baseline size ( ≤ 10 mm, > 10–15 
mm, > 15–20 mm, and > 20 mm). Growth was defined as an increase of ≥ 5 mm 
or ≥ 20 % in maximal diameter between first and last EUS. Event rates per per-
son-year were calculated to estimate growth incidence, with 95 % confidence in-
tervals (CI) derived using binomial or Poisson methods.
Results  A total of 105 patients (274 EUS procedures) were reviewed and cat-
egorized by initial GIST size.
For lesions ≤ 10 mm, 11 of 17 patients underwent more than one EUS, repre-
senting 32.8 person-years. No growth events were recorded (0/11; 0 %, 95 % 
CI 0–27.3 %). The event rate per person-year was therefore 0 (upper 95 % 
bound = 0.0915 per person-year). Using this upper confidence limit to model 
the worst plausible scenario, the theoretical cumulative probability of growth 
was estimated at ≤ 24 % over 3 years and ≤ 31 % over 4 years. These values rep-
resent the statistical ceiling implied by zero events, not observed risk. In prac-
tice, all ≤ 10 mm lesions remained entirely stable.
For lesions > 10–15 mm, 12 of 32 patients had serial follow-up representing 40.8 
person-years. One lesion (1/12; 8.3 %, 95 % CI 0.2–38.5 %) enlarged from 15 mm 
to 30 mm after 24 months, yielding an event rate of 0.0246 per person-year (95 % 
CI 0.0006–0.136). The modeled upper 95 % cumulative risk was 7.23 % at 3 years 
and 9.52 % at 4 years. Although the upper cumulative risk is numerically smaller 
than that for the ≤ 10 mm group, this reflects narrower statistical uncertainty from 
one observed event; the true growth probability in ≤ 10 mm lesions is lower, but 
its confidence interval is wide due to the absence of events.
In the > 15–20 mm category, 9/22 patients had serial EUS (25.2 person-years). 
3 patients had growth events (3/9; 33.3 %, 95 % CI 7.5–70.1 %), giving an event 
rate of 0.119 per person-year (95 % CI 0.025–0.347), corresponding to an upper 
95 % cumulative risk of about 30 % at 3 years and 40 % at 4 years.
Among lesions > 20 mm, 11 of 50 patients had serial EUS (35.2 person-years). 
8 patients had growth events (8/11; 72.7 %, 95 % CI 43–90 %). The event rate 
was 0.228 per person-year (95 % CI 0.098–0.450), equivalent to an upper 95 % 
cumulative growth risk of 74.08 % at 3 years and 83.47 % at 4 years.
Conclusions  This review demonstrates that GISTs ≤ 10 mm show no measur-
able growth. Although Poisson modeling allows a theoretical 31 % risk at 4 
years, this reflects statistical uncertainty rather than clinical risk. The absence 
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of any true growth events supports extending surveillance for ≤ 10 mm GISTs 
every 3–4 years. For 10–15 mm lesions, a single event over 40 person-years 
corresponds to a modeled cumulative risk of 9.52 % at 4 years, making the 
current ESGE recommendation justified. Lesions > 15 mm showed substantial-
ly higher event rates, confirming that shorter surveillance remains appropriate 
for this subgroup.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Despite the increasing number of individuals diagnosed with Lynch syn-
drome, few studies have reported prospective follow-up data in this high-risk 
population. While colorectal surveillance is well established, international con-
sensus remains limited regarding optimal surveillance strategies for other organ 
systems, largely due to a lack of robust evidence.
Methods  This study is based on a retrospective analysis of prospectively col-
lected data from a single prevention-oriented center. All included individuals 
were confirmed carriers of a pathogenic or likely pathogenic variant in one of 
the mismatch repair (MMR) genes associated with Lynch syndrome and were 
followed according to a structured surveillance protocol.
The primary objective of this study was to estimate the incidence of cancers 
diagnosed during prospective follow-up in this genetically defined population.
The secondary objective was to assess the concordance between observed 
cancers and current organ-specific surveillance recommendations as outlined 
in regional French guidelines.
Results  517 patients carrying a P/LP variant in an MMR gene and enrolled in 
prospective follow-up. A total of 201 cancers were diagnosed during prospec-
tive follow-up.
203 patients (39.3 %) carried MSH2 or EPCAM P/LP variant, 181 had MLH1 
(35 %), 90 (17.4 %) had MSH6 and 42 (8.1 %) had PMS2. One patient carried two 
distinct variants affecting both EPCAM and MLH1. The median age at inclusion 
was 43 years (IQR: 32–52 years), and was 52 years (IQR: 40–64 years) at last 
follow-up. 52.8 % were males and 47.2 % were females, with a median follow-up 
duration of 8 years (IQR: 4–13 years). A total of 281 patients were cancer-free 
at the start of surveillance.
132 were subject to specific recommendations based on the underlying genet-
ic predisposition. These included tumors of the upper and median GI tract 
(stomach, duodenum, jejunum, n = 14), lower GI tract (colon and rectum, 
n = 84), urinary tract (renal, bladder, and urothelial tumors, n = 27), and gyne-
cologic cancers (n = 7).
The organ-specific incidence rates were as follows:

▪▪ Lower GI tract (n = 84): 1.74 % (95 % CI, 1.37–2.11)
▪▪ Urinary tract (n = 27): 0.56 % (95 % CI, 0.35–0.77)
▪▪ Upper and median GI tract (n = 14): 0.29 % (95 % CI, 0.14–0.44)
▪▪ Gynecologic cancers (n = 7): 0.15 % (95 % CI, 0.04–0.25)

Outside of the recommended surveillance organs, 69 cancers were diagnosed 
(1.43 %; 95 % CI 1.09–1.77). The most frequent sites were skin-related tumors 
(cutaneous, sebaceous, basal cell, or melanoma; n = 26; 0.54 %; 95 % CI 0.33–
0.75), followed by breast (n = 12; 0.25 %; 95 % CI 0.11–0.39), pancreas (n = 7; 
0.15 %; 95 % CI 0.04–0.25), and prostate (n = 6; 0.12 %; 95 % CI 0.03–0.22).
Urinary tract tumors were predominantly diagnosed in an asymptomatic set-
ting (n = 21) through surveillance imaging, cytology, or incidental findings, 
while 2 cases were diagnosed due to symptoms. Among upper GI tumors 
(n = 14), 6 were detected during routine endoscopic surveillance, and the re-
maining 8 were identified in symptomatic contexts. Of the 84 lower GI tumors, 
the vast majority (n = 71) were diagnosed during scheduled surveillance colo-
noscopies, with only 11 cases detected due to symptoms. Gynecologic cancers 
(n = 7) included 2 asymptomatic and 5 symptomatic cases.
Characteristics of the study population
Conclusions  This study provides robust prospective evidence supporting the 
value of structured, multidisciplinary surveillance in patients with Lynch syn-
drome. The majority of cancers covered by recommendations were detected 
at an asymptomatic stage, particularly in the lower GI and urinary tracts—un-
derscoring the effectiveness of current surveillance protocols. The high rate of 
symptomatic upper and median GI tumors highlights the need to reassess 
surveillance strategies for this site. In addition, our findings support the inte-
gration of dedicated skin, breast, and prostate surveillance into personalized 
and comprehensive care plans for patients with Lynch syndrome.
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Aims  Gastroparesis (GP) is a chronic gastric motility disorder that is frequent-
ly underdiagnosed and underestimated, with a major impact on quality of life. 
The underlying tissue mechanisms remain poorly defined. G-POEM is an emerg-
ing endoscopic therapy for refractory GP, but robust predictors of response are 
lacking. This study aimed to characterize gastric transcriptomic and metatran-
scriptomic profiles in patients with refractory idiopathic or diabetic GP and to 
correlate these features with post–G-POEM outcomes.
Methods  In this single-center prospective study, we enrolled adults with re-
fractory idiopathic or diabetic GP undergoing G-POEM (clinical cohort). All 
patients underwent standardized additional mucosal gastric biopsies from the 
antrum, body, and fundus. Clinical success at 3 months after G-POEM was de-
fined as a ≥ 1.0-point reduction in total GCSI and a ≥ 25 % improvement in at 
least one GCSI subscale.
A nested molecular cohort (9 GP patients) was selected for RNA sequencing. A 
control group of patients without GP symptoms, undergoing EGD for non–mo-
tility-related indications, underwent the same biopsy protocol; nine controls 
were age- ( ± 3 years) and sex-matched to GP cases. Host transcriptomic and 
microbial metatranscriptomic data were analyzed using differential expression, 
GSEA, UMAP, cell-type deconvolution, microbial alpha-diversity, and spe-
cies-level differential analyses. Correlations with G-POEM outcomes were also 
assessed.
Results  Between February 2023 and June 2025, 21 refractory GP patients (57 % 
idiopathic, 43 % diabetic; median age 52 years; 71.4 % female) undergoing 
G-POEM and 16 controls were enrolled. Clinical and functional success rates 
after G-POEM were 47.6 % and 42.9 %, respectively. G-POEM significantly im-
proved GCSI, SF-36, and GES parameters.
In the molecular cohort, a marked and region-specific transcriptional shift was 
observed in the antrum of GP patients (1,793 genes upregulated and 1,006 
downregulated vs controls). Pathway enrichment in the antrum revealed up-
regulation of programs related to tissue remodeling, cell migration and adhe-
sion, vascular regulation, and neuromuscular organization. Microbial alpha-di-
versity was preserved across groups and regions, although a distinct, 
region-specific shift in bacterial community composition at the species level 
was identified in the antrum of GP patients. No significant correlations emerged 
between molecular features and G-POEM outcomes.
Conclusions  In refractory GP, G-POEM provides a moderate short-term clinical 
and functional benefit. GP patients exhibit a distinct, antral-specific transcrip-
tomic reprogramming together with localized alterations in bacterial commu-
nity composition. These findings support the concept of a regionally confined, 
functionally oriented molecular phenotype in GP, which may contribute to 
disease mechanisms and help inform future, more personalized therapeutic 
strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This study aimed to examine the association between aortic valve dis-
eases and the subsequent development of colorectal neoplasia. Specifically, 

we evaluated whether patients with aortic stenosis (AS) or aortic regurgitation 
(AR) had higher risks of developing colorectal polyps, benign colorectal polyps, 
or colorectal cancer compared with echocardiography-confirmed individuals 
without valvular disease. By leveraging a large real-world dataset from a glob-
al collaborative network, we sought to clarify potential links between valvular 
pathology, systemic inflammation, and colorectal tumorigenesis.
Methods  We conducted a retrospective cohort study using the TriNetX Glob-
al Collaborative Network. Adults aged 18 years or older who underwent echo-
cardiography between January 1, 2015 and January 1, 2020 were included. Two 
exposure cohorts, aortic stenosis (AS) and aortic regurgitation (AR), were 
compared with echocardiography-confirmed controls without valvular disease. 
Patients with inflammatory bowel disease, acute abdomen, prior colectomy, 
or preexisting colorectal neoplasia were excluded. The outcomes included in-
cident colorectal polyp, benign polyp, and colorectal cancer. Propensity score 
matching in a 1:1 ratio was performed to balance demographics, comorbidities, 
and lifestyle factors. Cox proportional hazards models were used to estimate 
hazard ratios (HRs) with 95 percent confidence intervals (CIs).
Results  After matching, 250,255 patients with AS and 254,023 with AR were 
analyzed, each matched to an equal number of controls. In the AS cohort, risks 
were significantly higher for colorectal polyp (HR 1.21; 95 % CI 1.17–1.24; 
p < 0.0001), benign polyp (HR 1.19; 95 % CI 1.16–1.22; p < 0.0005), and colorec-
tal cancer (HR 1.20; 95 % CI 1.13–1.29; p = 0.0008). Similarly, in the AR cohort, 
risks were elevated for colorectal polyp (HR 1.17; 95 % CI 1.14–1.21; p < 0.0001), 
benign polyp (HR 1.21; 95 % CI 1.18–1.24; p = 0.0083), and colorectal cancer 
(HR 1.07; 95 % CI 1.00–1.15; p = 0.034). Kaplan–Meier analysis showed con-
sistently lower event-free survival among AS and AR groups compared with 
controls (log-rank p < 0.001 for most outcomes).
Conclusions  Both aortic stenosis and aortic regurgitation were associated with 
increased risks of colorectal polyps and malignancy, suggesting potential 
shared inflammatory or hemodynamic mechanisms linking valvular disease 
and colorectal neoplasia. Further studies integrating molecular and hemody-
namic parameters are warranted to elucidate causal pathways.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The optimal endoscopic resection technique for non pedunculated 
colorectal polyps 15-20mm in size remained unclear. This study therefore 
aimed to evaluate the efficacy of snare tip precutting endoscopic mucosal re-
section (STP-EMR) compared to conventional EMR (C-EMR) for these lesions
Methods  This prospective randomized comparative study recruited 126 pa-
tients with 128 colorectal neoplasms of 15-20 mm in size and randomly as-
signed them in a 1:1 ratio to undergo STP-EMR or C-EMR at four university 
hospitals from June 2022 to November 2023. The primary outcomes were en 
bloc resection rate (EBR) and complete resection rate (CRR), determined by 
gastrointestinal pathologists based on histopathological findings. Adverse 
events and procedure time were also carefully analyzed.This prospective ran-
domized comparative study recruited 126 patients with 128 colorectal neo-
plasms of 15-20 mm in size and randomly assigned them in a 1:1 ratio to un-
dergo STP-EMR or C-EMR at four university hospitals from June 2022 to 
November 2023. The primary outcomes were en bloc resection rate (EBR) and 
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complete resection rate (CRR), determined by gastrointestinal pathologists 
based on histopathological findings. Adverse events and procedure time were 
also carefully analyzed (▶Table 1).

▶Table 1	 

variables C-EMR(n = 65) STP-EM-
R(n = 63)

P value

En bloc resecion, no( %) 46(70.8) 55(87.3) 0.022

Number of resected 
pieces, mean( ± SD)

1.35 ± 0.62 1.22 ± 0.68 0.257

Complete resection, 
no( %)

38(58.5) 48(76.2) 0.033

Pathologic findings 0.730

Serrated lesions 22 (33.8) 26 (41.3)

Adenoma 42 (64.6) 36 (57.1)

Carcinoma in situ 1 (1.5) 1 (1.6)

Submucosal cancer 0 0

Total procedure time, 
mean( ± SD), min

5.0 ± 3.9 8.1 ± 2.5  < 0.001

Precut time, 
mean( ± SD), min

4.8 ± 1.8

Admission rate, no( %) 34 (52.3) 48 (76.2) 0.005

Hospital stays, , mean 
( ± SD)

1.92 ± 0.973 2.14 ± 0.820 0.169

post polypectomy 
bleeding, no( %)

0.480

Immediate( < 24h) 7 (10.8) 6 (9.5)

Delayed( ≥ 24h) 1 (1.5) 0

Perforation, no( %) 0 1 (1.6) 0.492

Results  A total of 128 eligible colorectal neoplasms were successfully resect-
ed using C-EMR and STP-EMR. The overall mean lesion size, EBR, and CRR were 
17.2 ± 1.9 mm, 78.9 %(101/128), and 67.1 %(86/128), respectively. The baseline 
characteristics such as location, size, morphology, and histologic findings of 
the polyps showed no significant differences between the two groups. The EBR 
and CRR were significantly higher in the STP-EMR group compared to the C-EMR 
group. Additionally, the mean total procedure time was significantly longer in 
the STP-EMR group. There were no significant differences in the post-proce-
dural bleeding rate and hospital stays between the two groups. A perforation 
occurred in the STP-EMR group , but this was not statistically different from the 
C-EMR group.
Univariate analysis revealed that the resection method was the sole significant 
factor associated with both EBR and CRR. Pathologic findings and polyp type 
also significantly influenced CRR. In the multiple logistic regression analysis, 
the resection method remained the only significant factor of both EBR and CRR 
(OR 3.03, 95 % CI 1.29-7.07, P = 0.011).
Conclusions  STP-EMR seems to significantly improve en bloc and complete re-
section compared to C-EMR for non-pedunculated colorectal polyps of 15-20 mm, 
even though the procedure time of STP-EMR was longer than that of C-EMR.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Mucinous adenocarcinoma is an uncommon subtype of colorectal cancer 
(10–20 %), defined by extracellular mucin comprising more than half of the 
tumor and is associated with increased lymphatic involvement in early stages. 
Endoscopically, mucin may appear as “droplet-like” material, a nonspecific but 
important finding during endoscopic submucosal dissection (ESD). We present 
two cases in which mucin droplets were visualized in the resection plane, with 
different distribution and histology. In the first case, a recurrent 30-mm rectal 
lesion contained mucin infiltrating deeper layers, and histology confirmed mu-
cinous adenocarcinoma. In the second case, a 30-mm colonic lesion showed 
mucin confined to the submucosa; en bloc resection revealed high-grade dys-
plasia with mucin-draining glands. Mucin during ESD may indicate malignancy, 
although it can also occur in benign lesions [1–3].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/bb808b39-aaca-40cb-abfa-c3cdb0d07959/Uploads/19978_Pres-
ence_of %20mucin %20droplets %20during %20endoscopic %20submu-
cosal %20dissect....mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  In inflammatory bowel disease (IBD) surveillance, current ESGE guidelines 
recommend a minimum neoplasia detection rate of > 8 %, whilst desirable de-
tection rates have not been defined. [1] These recommendations, however, are 
based on a limited number of studies, predominantly carried out in academic 
referral centres. We therefore aimed to evaluate neoplasia detection rates in 
IBD surveillance at a nationwide level, assessing performance across all endos-
copists to determine whether existing detection rate thresholds should poten-
tially be adjusted. Furthermore, to assess if conventional adenoma detection 
rate (ADR) in colorectal cancer screening correlates with neoplasia detection 
rate in IBD surveillance.
Methods  We utilized data from the Swedish Registry for Colorectal Cancer 
Screening and Colonoscopy (SveReKKS), a prospectively entered, web-based 
national register. Data were retrieved for the period April 2019 to October 2025. 
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Variables extracted from the registry included indication for colonoscopy, bow-
el preparation, ileocecal intubation, presence of suspected malignancy, polyp 
detection, biopsy or removal of polyp, and corresponding histopathological 
results. Neoplasia detection was defined as dysplasia in lesions that were re-
moved or biopsied. Data were not available for lesions that were not classified 
as polyps or cancer in the registry, nor for cases of “invisible” dysplasia (i.e., 
dysplasia in random biopsies). Adequate bowel preparation was defined as 
Boston Bowel Preparation Scale score > 6 in total, with an individual segment 
score of ≥ 2.
Results  In total, 8,757 IBD surveillance colonoscopies were performed by 333 
endoscopists. After excluding endoscopists that had registered less than 50 
IBD surveillance colonoscopies, 3,386 endoscopies and 40 endoscopists re-
mained. The mean age of the patients in the cohort was 53 (SD 15) years and 
the proportion of males was 58 %. Bowel preparation was adequate in 95 % of 
colonoscopies and ileocecal intubation was achieved in 97 %. The overall neo-
plasia detection rate was 8.8 % (95 % CI 7.9, 9.8 %), and cancer detection rate 
was 0.15 % (95 % CI 0.05, 0.34 %). Endoscopist-specific detection rates ranged 
from 0.8 % to 21.8 %. The second-highest quintile (60–80 %) and highest quin-
tile (80–100 %) of endoscopists had detection rates of 9.6–13.0 % and 13.2–
21.8 %, respectively. Overall, 22 endoscopists registered more than 50 colo-
noscopies for both colorectal cancer screening and IBD surveillance. Among 
these endoscopists, adenoma detection rate (ADR) and neoplasia detection 
rate demonstrated a moderate-to-strong correlation (R² = 0.59; β = 0.37 [95 % 
CI 0.23–0.52]). However, among endoscopists with a neoplasia detection 
rate < 8 %, ADR still ranged widely from 32 % to 58 %.
Conclusions  These results indicate that the current European guidelines for 
neoplasia detection in IBD surveillance seem reasonable, however, higher de-
tection rates can be achieved. Therefore, raising the minimum neoplasia de-
tection threshold in IBD surveillance, and setting desirable thresholds, can be 
considered. Furthermore, although a high ADR in colorectal cancer screening 
correlated with neoplasia detection, this correlation was not absolute, suggest-
ing that deidicated training in neoplasia detection in IBD surveillance may be 
required.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) provides superior en-bloc and 
curative resection rates for rectal neoplasia but at higher upfront cost. The 
cost-effectiveness of a universal rectal ESD strategy compared to EMR/ESD is 
unexplored within western practice. To evaluate the cost-effectiveness of uni-
versal rectal ESD compared with the current mixed EMR/ESD practice from St. 
Michael’s Hospital in Toronto, Ontario, Canada (▶Table 1).

▶Table 1	  Base-Case and Sensitivity Analysis Results Comparing Univer-
sal Rectal ESD versus Current EMR/ESD Practice

Outcome Status Quo 
(EMR/ESD 
mix)

Universal 
Rectal ESD

Incremental 
Difference 
(ESD − SQ)

Expected cost per 
patient (CAD)

$2,650 $7,850  + $5,200

Recurrence rate 10.6 % 3.1 %  − 7.5 %

Hospital admission 30 % 
(weighted)

80.8 % —

En-bloc resection 19.1 % 75.8 % —

R0 resection 95.5 % 96.4 % —

Curative resection 
(carcinoma)

9.3 % 74.3 % —

ICER (CAD per 
recurrence avoided)

$34,700

Probability cost-effec-
tive of $50,000 WTP

72 %

Methods  A decision-analytic model was developed using rectal outcomes from 
an institutional registry (n = 195; EMR = 89, ESD = 106). Inputs included weight-
ed probabilities of adverse events, admission, and recurrence. Costs were de-
rived from micro-costing and provincial reimbursement schedules (Ministry of 
Health Schedule of Benefits 2024 in CAD). The primary outcome focused on 
cost per recurrence avoided within a 12-month horizon. Sensitivity analyses 
examined admission policy, recurrence rates, and resource costs; uncertainty 
was explored using 5,000 Monte Carlo simulations.
Results  Base procedural costs were $1,348 (EMR) and $7,007 (ESD). Incorpo-
rating adverse events and retreatments, the mean expected cost per patient 
was $2,650 for the current practice and $7,850 for universal ESD. Recurrence 
for ESD decreased from 10.6 % to 3.1 % (Δ = 0.075), yielding an ICER of $34,700 
per recurrence avoided. In a one-way analysis, ESD was cost-saving when ad-
mission probability fell below 25 % or when EMR recurrence exceeded 13 %. 
Probabilistic analysis demonstrated ESD to be cost-effective in 72 % of iterations 
at a willingness-to-pay threshold of $50,000 per recurrence avoided.
Conclusions  Universal rectal ESD substantially reduces recurrence and retreat-
ment risk compared to current practice. Although associated with higher up-
front procedural cost, it is cost-effective in centers with optimized anesthesia 
and selective admission protocols. These findings support expansion of rectal 
ESD capacity where procedural expertise and resources are available.
Conflicts of Interest  JDM – Speaker: Boston Scientific, Pendopharm, Vantage, 
Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, 
Pentax, Fuji; CWT – Speaker for Medtronic and Boston Scientific, Consultant 
for Boston Scientific; GRM – Consultant for Olympus. Speaker: Pentax, Fuji and 
Medtronic; All the authors have no relevant financial disclosures or conflicts of 
interest to declare.
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Aims  Endoscopic submucosal dissection (ESD) is an effective but technically 
challenging treatment for esophageal neoplasms, with significant complication 
risks. To address these limitations, various tissue traction techniques have been 
developed. This study evaluates the feasibility and efficacy of a novel retracta-
ble robotic traction device designed to facilitate tissue traction during esoph-
ageal ESD.
Methods  Three endoscopists performed ESD procedures on live porcine eso-
phagus using both the robotic device and the conventional technique. Artificial 
lesions involving 50 % and 30 % of the esophageal circumference were created 
in both the mid and lower esophagus and assigned to either group. Primary 
outcomes included procedure time, dissection speed, incidence of proce-
dure-related adverse events, and blind dissection rate.
Results  We performed 12 robotic ESDs (RESD) and 12 conventional ESDs 
(CESD) across six pigs. RESD showed a significantly shorter total procedure time 
(30.1 ± 13.1 minutes) compared to CESD (42.3 ± 17.4 minutes, p < 0.05). RESD 
also achieved a significantly higher submucosal dissection speed (48.3 ± 7.8 
mm²/min versus 20.2 ± 7.4 mm²/min, p < 0.05), along with a lower rate of blind 
dissection (8.5 % ± 2.7 % versus 24.2 % ± 11.1 %, p < 0.05) and muscle damage 
(3.0 ± 1.4 versus 5.9 ± 3.2 %, p < 0.05). The advantage of RESD over CESD was 
more pronounced in lesions involving 50 % of the esophageal circumference 
than in those involving 30 %.
Conclusions  The robotic gripper facilitated efficient ESD by providing con-
trolled, multidirectional traction. These findings suggest the device may en-
hance procedural performance and overcome technical challenges of ESD, 
particularly in large esophageal lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1138  Withdrawal time and CADe are independ-
ent predictors of Adenoma Detection Rate: Result 
from a national prospective study
Authors  Olabintan O1, 2, George R1, Arimoro O3, Marynina A1, Choong LM1, 
Adeyeye A1, Emmanuel A1, Gulati S2, Haji A2, Hayee B1

Institutes  1  King's College Hospital, London, United Kingdom; 2  King's 
Institute of Therapeutic Endoscopy, King's College Hospital NHS Foundation 
Trust, London, United Kingdom; 3  University of Calgary, Calgary, Canada
DOI  10.1055/s-0046-1822465
Aims  Withdrawal time (WT) is a key quality indicator and technical determi-
nant of colonoscopy performance. The integration of artificial intelligence (AI), 
particularly computer-aided detection (CADe) systems, has demonstrated 
potential to enhance adenoma detection rate (ADR). However, the interaction 
between the CADe and procedural dynamics, including its potential to inad-
vertently prolong WT, remains poorly understood. In this study, we sought to 
evaluate the independent and combined effects of CADe and WT on ADR in a 
real-world multicentre setting.
Methods  Data were analysed from the NAIAD trial, a prospective, stepped-
wedge, multicentre study conducted across 25 hospitals involving 4,514 colo-
noscopies. The study comprised three phases: Phase 1 (baseline), Phase 2 
(CADe active), and Phase 3 (post-intervention). Changes in WT were examined 
across phases. Mixed-effects logistic regression was employed to assess the 
independent contributions of CADe (Phase 2 vs Phases 1 + 3) and WT (per min-
ute) to ADR, adjusting for patient age, endoscopist expertise and gender, bow-
el preparation quality, and hospital type, with random effects for site and en-
doscopist.
Results  Implementation of CADe (Phase 2) was associated with increased 
procedural duration and improved detection. Mean WT increased from 
10.2 ± 5.5 minutes at baseline to 10.9 ± 5.7 minutes during AI-assisted colonos-
copy, accompanied by an ADR increase from 30.0 % to 34.8 % (p < 0.001). In 
multivariable mixed-effect regression analysis, both CADe use and WT were 

independent predictors of ADR. CADe use increased the odds of adenoma 
detection by 17 % (aOR 1.17; 95 % CI, 1.01–1.35; p = 0.040), while each addi-
tional minute of WT increased ADR by 11 % (aOR 1.11; 95 % CI, 1.09–1.13; 
p < 0.001). Following CADe withdrawal (Phase 3), mean WT and ADR declined 
to 8.9 minutes and 27.6 %, respectively, below baseline levels.
Conclusions  CADe implementation and withdrawal time independently and 
synergistically improve adenoma detection. Although AI use incidentally pro-
longs WT, its impact on ADR extends beyond this effect. The decline in WT and 
ADR after CADe withdrawal suggests a transient behavioural adaptation. While 
CADe can augment endoscopic performance, sustained meticulous withdraw-
al technique remains fundamental to high-quality colonoscopy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Adoption of ESD has been limited and gradual in western centres due to 
the complexity of the procedure, a long learning curve, limited opportunities 
to train and a lack of standard guidelines for training. Most ESD practitioners 
embark on training “in-post” after specialisation and ESD fellowships are scarce. 
There are no reports from western centres of high volume ESD training of en-
doscopy fellows. The ESGE have published a recommended curriculum for ESD 
training, including a recommendation for 10 ESDs to be completed under men-
torship before independent practice. We report the experience of ESD training 
in a structured fellowship toward achieving this standard.
Methods  Patients who underwent colorectal ESD at a tertiary referral centre 
were included. Data recorded included procedure time, en bloc and R0 resec-
tion, complications and proficiency of resection in cm2/hr. Outcomes of ESD 
performed by fellows were reported and time to achieve 10 independent re-
sections under mentorship was calculated for those following a dedicated ESD 
training program
Results  1077 lesions were treated using ESD. Fellows performed part or com-
plete ESD of 277 lesions at an average of 23 cases per fellow (range 3-105). 80 % 
of fellow performed ESD were rectal lesions versus 57 % of expert performed 
ESD. En bloc and R0 resection rates for ESD involving fellows were 99 % and 
85 %. There was no difference in complications (p = 0.75) between trainers and 
fellows. Mean proficiency of ESD involving fellows was 8.3cm2/hr, 5 of 12 fellows 
who performed ESD followed a dedicated ESD training program, all achieving 
10 independently performed ESDs. 2 had interrupted training periods due to 
research and other commitments. For the rest, the time from first ESD experi-
ence in patients of any kind to completing the 10th independent ESD was 46, 
52, and 33 weeks
Conclusions Conclusion  In one of the first reports of fellow training in signif-
icant volume of ESD in western centres, we demonstrate that structured train-
ing consistently results in achieving ESGE ESD training curriculum requirements 
within an acceptable fellowship period. Training can be achieved with high 
quality outcomes and acceptable proficiency without compromising patient 
safety.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1140  Role of Preprocedural Biopsies in Upper 
Gastrointestinal Tumors Undergoing Endoscopic 
Submucosal Dissection (ESD) and Impact on Fibrosis 
and Resection Rates
Authors  Youssef M1, Ching Hui Yee C2, Ghobrial S3, Khalaf K1, Bechara R4
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Aims  Endoscopic submucosal dissection (ESD) is a minimally-invasive proce-
dure widely used for resection of upper gastrointestinal lesions (GI) including 
esophageal and gastric tumors. Although preprocedural biopsies are routinely 
performed, their role is limited due to sampling error and risk of fibrosis which 
may impact technical outcomes of ESD. This study aims to evaluate the diag-
nostic performance of pre-ESD biopsies and the associated risk of fibrosis as 
well as the impact on technical outcomes of ESD.
Methods  This is a retrospective cohort study of all patients who underwent 
ESD for upper GI lesions at Kingston Health Sciences Center (KHSC) between 
October 2016-September 2025. We analyzed clinical, endoscopic, and histo-
pathologic characteristics of lesions as well as patient outcomes. Histological 
diagnoses were categorized using the WHO Classification criteria for GI lesions, 
5th edition. Rates of concordance and upstaging were calculated comparing 
the initial and final resected pathology. Univariate analysis between the pres-
ence of fibrosis and technical outcomes such as resection time, procedural 
efficiency, en-bloc, R0, curative resections, and adverse events were used to 
calculate odds ratios with 95 % confidence intervals. P-value of < 0.05 was con-
sidered statistically significant.
Results  This cohort study included 183 patients with upper GI lesions (esoph-
ageal = 120, gastric = 63) that underwent ESD at KHSC. 158/183 (86.3 %) of 
patients had preprocedural biopsies prior to their ESD at KHSC. The overall 
histologic concordance rate between tissue biopsy and ESD specimens was 
48.4 % (38.8 % for esophageal and 68.0 % for gastric lesions). 46.4 % (n = 71) of 
lesions were upstaged from initial biopsy with 84.5 % (n = 60) of those final 
resections being neoplastic lesions. The risk of fibrosis was similar between 
patients with and without pre-ESD biopsies (23.9 % vs 36.0 %, p = 0.115). Lesions 
with fibrosis affected the procedural effiicency (mean 11.2 min/cm2 vs. 7.4 min/
cm2, p = 0.026). However, the presence of fibrosis did not have a statistically 
significant impact on en-bloc resections (p = 1.00), R0 resections (p = 0.763), 
curative resections (p = 0.647), or on periprocedural adverse events (p = 0.719). 
Subgroup analysis showed that fibrosis did affect ESD efficiency in gastric le-
sions (14.0 min/cm2 vs 6.1 min/cm2, p = 0.005) but not in esophageal lesions 
(p = 0.296). Technical outcomes and adverse events remained consistent be-
tween site-specific analyses and the overall cohort.
Conclusions  Preprocedural biopsies have poor concordance rate with post-ESD 
tissue histology. Biopsies of upper GI lesions do not seem to increase the risk 
of fibrosis. Fibrosis may limit ESD procedural efficiency but does not impact 
ESD technical outcomes or periprocedural adverse events.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Both endoscopic band ligation (EBL) and non-selective beta-blockers are 
used for primary prophylaxis of variceal bleeding, but the performance of EBL 
may vary across trials. We aimed to evaluate how study design and patient 
characteristics influence EBL-related outcomes in this context [1–6].
Methods  We performed a comprehensive search of MEDLINE, Embase, 
Cochrane Library, and major conference proceedings from 1995 to April 2025 
to identify randomized controlled trials comparing EBL with placebo or alter-
native interventions. Sample-weighted univariate and multivariate linear re-
gression models were applied to examine factors associated with bleeding 
events, variceal eradication, and mortality. Weighting was based on the num-
ber of patients undergoing ligation in each study.
Results  Forty RCTs were included, comprising 2055 patients treated with EBL. 
The pooled incidence of procedure-associated bleeding was 3 % (95 % CI 2–4 %), 
while post-ligation bleeding occurred in 11 % (95 % CI 9–15 %). In multivariate 
models, overtube use was independently associated with increased proce-
dure-related bleeding (β = 0.710; 95 % CI 5.389–26.124; p = 0.007). Alcohol-re-
lated liver disease showed a borderline association with higher post-ligation 
bleeding risk (β = 0.427; 95 % CI –0.019–0.324; p = 0.078). Variceal eradication 
was achieved in 94 % of cases (95 % CI 88–97 %), and a higher prevalence of red 
wale marks correlated with improved eradication rates (β = 0.537; 95 % CI 
0.002–0.335; p = 0.048). The overall mortality estimate was 18.3 % (95 % CI 
14.0–22.2 %), with longer follow-up duration significantly linked to higher mor-
tality (β = 0.651; 95 % CI 0.366–1.072; p < 0.001).
Conclusions  Outcomes of EBL for primary prophylaxis show substantial het-
erogeneity across trials. Procedural factors, patient profiles, and follow-up 
duration significantly influence bleeding, eradication, and mortality outcomes. 
Recognizing these determinants is essential for designing and interpreting 
future EBL studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Achalasia is a rare esophageal motility disorder defined by impaired low-
er esophageal sphincter (LES) relaxation and complete aperistalsis of the eso-
phageal body. Its incidence is estimated at ~1/100,000 per year, with a preva-
lence near 10/100,000. A recognized long-term complication is esophageal 
squamous cell carcinoma (ESCC), occurring at rates ranging from 0.4 % to 9.2 % 
and significantly exceeding that of the general population. Despite compelling 
evidence of elevated risk, international guidelines still do not recommend rou-
tine endoscopic surveillance for achalasia patients. This study quantifies ESCC 
risk in end-stage achalasia — defined by longstanding stasis and sigmoid-shaped 
megaesophagus — and evaluates whether surgical correction mitigates cancer 
risk. We report a single-center cohort of patients undergoing Laparoscopic 
Heller-Dor (LHD), supplemented by a systematic review and meta-analysis of 
published literature.
Methods  All consecutive patients with radiologically confirmed end-stage 
achalasia undergoing LHD at the University of Padova between 2000–2025 
were enrolled. Pre-operative diagnostics included endoscopy, barium swallow, 
and manometry. Post-operative surveillance consisted of endoscopy one year 
after surgery and every two years thereafter, aimed at detecting malignant 
transformation. Cancer prevalence and incidence rates were calculated. We 
additionally conducted a systematic search of MEDLINE, EMBASE, and the 
Cochrane Library (from inception to January 2025) to identify studies reporting 
ESCC in achalasia. Pooled prevalence, pooled incidence, rate ratios, and 95 % 
confidence intervals (CIs) were estimated according to PRISMA standards.
Results  Among 1,782 patients who underwent LHD for achalasia, 115 exhib-
ited radiological stage IV disease (median age 55 y, IQR 42–63). After a median 
follow-up of 8.2 years (IQR 5.1–15.6), 4 patients (3.47 %) developed ESCC, only 
one at early stage despite systematic postoperative endoscopic surveillance 
(▶Table 1). Three cases arose more than 10 years after surgery, and one oc-
curred in a patient with persistent dysphagia after failed surgical outcome. By 
contrast, no ESCC cases were detected among the remaining 1,667 patients 
with stage I–II–III disease (median follow-up 10.2 y).

▶Table 1	 

Patient Years after 
LHD

Tumor Location Stage Outcome

1 (M) 2 Upper third IIA (pT2N1M0) Disease-free after esophagectomy + adjuvant chemo-
therapy

2 (M) 14 Middle third IIIB (pT4aN1M0) Deceased 2 years after esophagectomy + adjuvant 
chemotherapy

2 (F) 13 Middle third IA (pT1aN0M0) Disease-free after esophagectomy

4 (F) 13 Lower third IVB (cT4N2M1) Palliative chemotherapy

The systematic review identified 26 eligible studies spanning 13 countries, 
comprising 12,962 achalasia patients. Overall ESCC prevalence in achalasia was 
~2 %, with an incidence of 173 cases per 100,000 patient-years. Stratified anal-
ysis demonstrated substantially higher risk in end-stage disease, with an inci-
dence of 724 vs 114 cases per 100,000 patient-years (rate ratio 6.34; 95 % CI 
3.24–12.38). Most tumors occurred in males (81 %) and predominantly in the 
mid-thoracic esophagus (52 %).
Conclusions Conclusion:  Patients with end-stage achalasia and sigmoid me-
gaesophagus exhibit a significantly elevated ESCC risk that persists even after 
surgical correction. These findings support reconsideration of current guide-
lines and emphasize the need for structured, targeted endoscopic surveillance 
in this high-risk subgroup. Further prospective studies are warranted to define 
evidence-based surveillance strategies and to refine risk-stratification thresh-
olds for early detection.
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Aims  To evaluate the frequency, etiological patterns, and clinical outcomes of 
esophageal strictures diagnosed on endoscopy in patients presenting with 
dysphagia, and to highlight challenges in management within a resource-lim-
ited environment [1, 2].
Methods  This prospective observational study was conducted at Naimat Be-
gum Hamdard University Hospital from January 2022 to January 2025. A total 
of 200 consecutive patients presenting with dysphagia (120 males, 80 females) 
underwent upper gastrointestinal endoscopy. Findings were categorized into 
stricturing lesions and non-stricturing causes (candida esophagitis, motility 
disorders, or normal examination). Patients with strictures were further clas-
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sified by etiology, clinical presentation, need for repeated dilatation, compli-
cations, and requirement of palliative interventions.
Results  Of the 200 dysphagia patients, 130 (65 %) were found to have esoph-
ageal strictures. Among these:

▪▪ 55 (42.3 %)  had benign peptic strictures related to chronic GERD.
▪▪ 43 (33.1 %)  had malignant strictures, predominantly in the mid and distal 
esophagus.

▪▪ 5 (3.8 %)  had radiation-induced strictures following treatment for head 
and neck cancer.

▪▪ 9 (6.9 %)  had corrosive strictures secondary to caustic ingestion.
▪▪ 18 (13.8 %)  had proximal smooth strictures/webs linked to iron deficiency 
anemia.

▪▪ Patients with corrosive and peptic strictures frequently required multiple 
sessions of endoscopic dilatation. Five patients (3 corrosive, 2 peptic) 
developed perforations during dilatation. Tumor-related strictures 
typically presented late, with most patients requiring palliative 
self-expandable metal stent placement due to inoperability.

Conclusions  Esophageal strictures constitute a major cause of dysphagia in 
our population, with peptic and malignant strictures being the most prevalent 
etiologies. Corrosive and peptic strictures pose significant management chal-
lenges, often requiring repeated interventions and carrying a risk of perfora-
tion. Late presentation of malignant strictures limits curative options, neces-
sitating palliative stenting. In resource-constrained settings, early referral and 
timely endoscopy are essential to improve outcomes and reduce morbid-
ity.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Double Scope Method (DS), performed during peroral endoscopic 
myotomy (POEM) for esophageal achalasia, is a technique used to objectively 
confirm complete myotomy of the lower esophageal sphincter (LES). Although 
several reports have demonstrated the usefulness of DS, no studies have inves-
tigated its association with the development of blown-out myotomy (BOM). In 
this study, we retrospectively evaluated the impact of DS on incomplete LES 
myotomy and the occurrence of BOM in POEM cases at our institution.
Methods  We included 490 patients who underwent POEM at our institution 
between September 2011 and November 2023 and had at least two years of 
postoperative follow-up. BOM was defined according to Joseph et al. (GIE 2021) 
as “a distal esophageal diverticulum corresponding to the previous myotomy 
site, characterized by a wide opening > 2 cm and ≥ 50 % dilation of the esopha-
geal body.” Patients with pre-existing diverticula were excluded. DS was intro-
duced in the 109th case in January 2015 and thereafter performed routinely 
except in technically difficult cases. Patients were divided into a DS group 
(n = 380) and a non-DS group (n = 108). We compared the rates of incomplete 
LES myotomy, overall BOM occurrence, and BOM caused by incomplete LES 
myotomy between groups. Fisher’s exact test was used for statistical compar-
isons, with p < 0.05 considered statistically significant.

Results  The success rate of DS was 99.5 % (380/382). The rate of incomplete 
LES myotomy was 0 % (0/380) in the DS group and 3.7 % (4/108) in the non-DS 
group, with a significantly lower rate in the DS group (p = 0.002). The incidence 
of BOM was 0.5 % (2/380) in the DS group and 0.9 % (1/108) in the non-DS 
group, with no significant difference (p = 0.53). BOM attributable to incomplete 
LES myotomy was not observed in the DS group (0 %) but occurred in 0.9 % 
(1/108) of the non-DS group; however, this difference was not statistically sig-
nificant (p = 0.22). No severe adverse events associated with DS were observed.
Conclusions  DS is a reliable technique for objectively confirming complete LES 
myotomy during POEM, and routine use is advisable. The introduction of DS 
significantly reduced the incidence of incomplete LES myotomy. Although the 
overall incidence of BOM in this series was lower than previously reported and 
statistical significance regarding the impact of DS on BOM occurrence was not 
demonstrated, the reduction in incomplete LES myotomy suggests that DS 
may theoretically contribute to preventing BOM. Further accumulation of cas-
es is warranted to clarify this relationship.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction  Blown-out myotomy (BOM) is a rare complication following 
Heller myotomy or Peroral Endoscopic Myotomy (POEM), characterized by 
pseudodiverticular dilation at the site of the previous myotomy [1, 2]. It results 
from mucosal herniation through the muscular defect and can lead to food 
stasis and symptom recurrence. Risk factors include type III achalasia, elevated 
integrated relaxation pressure (IRP), and inadequate myotomy extension [3–5]. 
Diverticular-Peroral Endoscopic Myotomy (D-POEM) has emerged as a prom-
ising minimally invasive treatment [6, 7].
Case Presentation  A 68-year-old man with type III achalasia, who had previ-
ously undergone an anterior POEM in 2017, presented with recurrent dyspha-
gia, retrosternal pain, and mild weight loss (Eckardt score 7). Upper GI endos-
copy revealed two pseudodiverticular ectasias—BOMs—in the middle and distal 
esophagus. Barium swallow confirmed esophageal dilation. The patient under-
went endoscopic treatment utilizing a D-POEM approach involving double 
septotomy.
Procedure  Under general anesthesia, endoscopy revealed food debris inside 
the BOMs, which was removed using a Roth-Net. A mucosal incision was per-
formed 8 cm above the squamocolumnar junction. Submucosal tunneling and 
full-thickness myotomy were extended 8 cm (with 3 cm on gastric side), includ-
ing the distal diverticular septum. Mucosal closure was achieved with four 
endoclips.To address the middle BOM, a second mucosal entry was created. A 
7 cm tunnel and septotomy were performed in a similar manner, followed by 
clip closure.
Outcome  Postoperative endoscopy after 24 hours confirmed proper clip place-
ment and mild mucosal trauma. The patient resumed oral intake within 24 
hours and was discharged on postoperative day 2. At three-month follow-up, 
symptoms had resolved (Eckardt score 2).
Conclusion  This is the first reported case of simultaneous double D-POEM for 
BOM in two esophageal segments. D-POEM is safe, effective, and should be 
considered for symptomatic BOM.
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Aims  : Secondary biliary cirrhosis (SBC) arises from sustained obstruction of 
the biliary tract, culminating in progressive cholestatic injury and fibrosis. De-
spite its clinical significance, literature delineating its etiological spectrum, 
onset chronology, and biochemical–radiological characteristics remains re-
markably scarce. Emerging evidence suggests that timely and appropriate 
biliary intervention may partially reverse fibrosis. Our aim is to elucidate the 
prevalence, delineate the relative contribution of benign and malignant causes, 
determine the temporal evolution from disease onset to cirrhosis, and evaluate 
post-interventional outcomes [1–2]
Methods  The study was conducted at Gastroenterology Department of a ma-
jor tertiary referral centre in north-west India. Among all admitted 1950 extra-
hepatic biliary obstruction (EHBO) patients, patients of SBC were selected. 
Primary objective of this study is to assess prevalence of SBC in all EHBO pa-
tients. Secondary objectives were to assess sociodemographic pattern, clini-
co-biochemical characteristics, aetiological spectrum, duration of onset of 
secondary biliary cirrhosis, radiological presentation, severity of cirrhosis and 
outcomes of biliary decompression
Results  Out of a total of 1,950 individuals enrolled, 149 patients developed 
SBC & prevalence came out to be 7.6 %. Among them, 53.7 % patients were 
females & 46.3 % were males. 33.6 % patients were benign ones while the rest, 
66.4 % were of malignant aetiologies. Most common aetiology repercussion 
into SBC is carcinoma gall bladder which accounts for 33.6 % cases. Among 
benign aetiologies, common bile duct (CBD) stricture is the most common one 
reported with 23.5 % cases. Median duration for the development of SBC is less 
for malignant aetiologies which is 2(2-4) months, whereas for benign causes it 
is 96 (57-123) months with significant p value of < 0.001. In all benign aetiolo-
gies of SBC, free fluid was present in all patients. The frequency of intervention 

varied significantly between the two groups with p value 0.01. The decrease in 
liver stiffness measurements (LSM) over the 12 months period was statistically 
significant in cholangiocarcinoma, carcinoma head of pancreas, metastatic 
lymphadenopathy and among all benign aetiologies with p value < 0.05.
Conclusions  In summation, SBC exhibited a conspicuous predilection for the 
female cohort, with malignant aetiologies predominating and demonstrating 
a truncated latency to overt manifestation. Notably, the institution of biliary 
drainage engendered a marked attenuation of LSM, corresponding to fibrosis, 
across both investigative arms, underscoring its potent therapeutic efficacy 
and capacity to ameliorate disease trajectory.
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References
[1]  Jeng K, Shih S, Chiang H, Chen B. Secondary Biliary Cirrhosis: A Limiting 
Factor in the Treatment of Hepatolithiasis. Arch Surg 1989; 124 (11): 1301–
1305. doi:10.1001/archsurg.1989.01410110059012
[2]  Hammel P, Couvelard A, O’Toole D, Ratouis A, Sauvanet A, Fléjou JF et al. 
Regression of liver fibrosis after biliary drainage in patients with chronic pan-
creatitis and stenosis of the common bile duct. N Engl J Med 2001; 344 (6): 
418–23

eP1147  Global lifetime risks of developing and 
dying from pancreatitis from 1990 to 2050: a 
cross-sectional analysis from the Global Burden of 
Disease Study 2021
Authors  Liu M1, Yuhao L2, Xin T3, Rui-Xi G3, Zhaoshen L3, Shengfeng W2, 
Lianghao H3

Institutes  1  Naval Medical University, shanghai, China; 2  Department of 
Epidemiology and Biostatistics, School of Public Health, Peking University, 
Peking, China; 3  Changhai hospital, Naval medical university, Shanghai, China
DOI  10.1055/s-0046-1822474
Aims  Limited research has been conducted on the lifetime risks of pancreati-
tis, defined as the chance of developing or dying from the disease over one’s 
lifetime. This study aims to estimate the global lifetime risks of pancreatitis 
from 1990 to 2021 [1–3].
Methods  We used the Global Burden of Disease (GBD) Study 2021 estimates 
of pancreatitis incidence and the competing risks of death from any cause oth-
er than pancreatitis to calculate the cumulative lifetime risks of pancreatitis. 
Regional and gender disparities, health inequalities, temporal trends, and fu-
ture projections were explored.
Results  In 2021, the global lifetime risks of developing and dying from pan-
creatitis were 2.93 % (95 % CI: 2.92 %–2.94 %) and 0.16 % (95 % CI: 0.16 %–0.16 %), 
respectively. The Socio-demographic Index (SDI) was positively correlated with 
lifetime incidence risk (r = 0.707, p < 0.001) and exhibited a weak positive cor-
relation with lifetime mortality risk (r = 0.248, p < 0.001). Eastern Europe and 
High-income North America had the highest lifetime risk of developing pan-
creatitis, while Eastern Europe had the highest mortality risk. The male-to-fe-
male lifetime risk ratios were 1.04 (95 % CI: 1.03–1.04) for incidence and 1.24 
(95 % CI: 1.20–1.28) for mortality. The mortality risk after age 70 accounted 
for 56 % of the overall lifetime risk. Between 1990 and 2021, Western Europe 
experienced the largest increase in incidence risk, while Eastern Europe had the 
largest increase in mortality risk.
Conclusions  The lifetime risk of developing pancreatitis is approximately 1 in 
34, with geographic variations and higher risks in males. Targeted prevention 
in high-risk areas and focused management among the elderly are essential to 
reducing the future burden of pancreatitis.
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Aims  The EUS-guided rendezvous technique（EUS-RV）is a useful salvage 
method for cases in which biliary cannulation during ERCP is difficult. However, 
the procedure has not been standardized, and technical approaches vary 
among institutions. Although adverse events such as bile leakage and bleeding 
have been reported, detailed analyses remain limited. At our institution, punc-
ture of the intrahepatic bile duct (B2/B3) from the stomach is the first-line 
approach, whereas puncture of the common bile duct from the second portion 
of the duodenum (D2 position) is selected when intrahepatic bile duct dilation 
is insufficient. This study evaluated the outcomes and adverse events associat-
ed with EUS-RV performed at our institution.
Methods  A total of 106 EUS-RV procedures were performed at our institution 
between November 2018 and October 2025. The puncture route, technical 
success rate, time to biliary cannulation, and adverse events were retrospec-
tively analyzed. Technical success was defined as successful bile duct cannula-
tion. Cannulation time was defined as the interval from ERCP failure to success-
ful cannulation with EUS-RV. Adverse events were defined as those directly 
attributed to the EUS-RV procedure.
Results  The median age was 77 years, and 54 patients were male. Primary 
diseases included common bile duct stones (n = 44), intrahepatic stones (n = 3), 
pancreatic cancer (n = 29), distal cholangiocarcinoma (n = 10), hilar cholangi-
ocarcinoma (n = 6), ampullary cancer (n = 3), and others (n = 11). Puncture 
routes were B2/B3 in 60 cases, the D2 position in 44 cases, and the D1 position 
(push position at the duodenal bulb) in 2 cases. The technical success rate was 
82.1 % (n = 87/106). Causes of technical failure included insufficient bile duct 
dilation (n = 7), inability of the guidewire to pass through the papilla or biliary 
stricture (n = 11), and failure of the duodenoscope to reach the papilla after 
guidewire placement (n = 1). The mean cannulation time was 29 minutes. EUS-
RV related adverse events occurred in 5 cases (4.7 %), consisting of bile leakage 
(n = 2) and intraductal bleeding (n = 3). Bile leakage occurred in one case punc-
tured from the D1 position and in another case punctured from the duodenal 
bulb with stretch position. Bleeding events were attributed to B3 puncture. All 
adverse events improved with conservative management, and no additional 
interventions were required.
Conclusions  Adverse events related to EUS-RV occurred in 4.7 %. Puncture 
from the duodenal bulb may increase the risk of bile leakage and should be 
avoided when possible. Technical refinements and representative adverse event 
cases from our experience will be presented with video.
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Aims  Pancreatic Ductal Adenocarcinoma (PDAC) remains one of the most 
lethal malignancies, projected to become the second leading cause of cancer 
death by 2040. The poor and heterogeneous prognosis, particularly in the Lo-
cally Advanced PDAC (LAD-PDAC) subgroup, highlights the urgent need for 
robust pre-treatment predictive biomarkers. Recent evidence implicates the 
intratumoral microbiota and metabolic reprogramming in disease progression 
and therapeutic response. This study aimed to characterize and integrate the 
microbial and metabolic signatures in pre-treatment tumor biopsies of LAD-
PDAC patients, leveraging high-resolution sequencing to improve taxonomic 
clarity.
Methods  A prospective cohort of LAD-PDAC patients (n = 65) undergoing 
Endoscopic Ultrasound-Guided Fine Needle Biopsy (EUS-FNB) was enrolled. 
The microbial community structure was characterized using 16S rRNA gene 
sequencing of the extended V1–V9 regions to achieve higher species-level 
resolution compared to standard protocols. Untargeted metabolomics analy-
sis was performed to identify the functional chemical landscape. Alpha and 
Beta diversity metrics were correlated with clinical and morphological variables, 
including surgical status, tumor size reduction following neoadjuvant therapy, 
and basal glucose levels.
Results  High-resolution sequencing successfully identified 267 genera and 
767 species, enriched for taxa typically associated with the skin, oral cavity, and 
gut (e.g., C. acnes, K. pneumoniae, S. aureus, H. pylori, E. faecalis). The metab-
olomic profiling revealed 413 known metabolites, dominated by lipids and li-
pid-like molecules (~22.6 %) and organic acids and derivatives (~23.6 %). Cru-
cially, the Beta-diversity of the microbial community emerged as a significant 
pre-treatment determinant: the microbial composition was significantly dis-
tinct in patients who later underwent surgical resection compared to those 
who did not (p = 0.026). Furthermore, patients who showed a dimensional 
reduction in tumor size post-therapy presented a significantly different micro-
bial profile compared to non-responders (p = 0.031). No single microbial taxa 
or metabolite was found to be significantly discriminant after correction for 
multiple comparisons.
Conclusions  Our findings demonstrate that the overall structure and diversi-
ty of the intratumoral microbiota, rather than specific single markers, is a 
pre-existing biological feature significantly associated with critical clinical out-
comes (resectability and response) in LAD-PDAC. The use of V1–V9 sequencing 
validated a highly complex microbial ecosystem. These results strongly advo-
cate for the development of integrated multi-omics and Network Analysis 
models to uncover the functional interplay between microbes and metabolites, 
ultimately paving the way for personalized therapeutic stratification.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreaticoduodenal malignancies commonly present with simultane-
ous biliary and duodenal obstruction, resulting in jaundice, vomiting, nutrition-
al decline, and marked deterioration in quality of life. Most affected patients 
are unsuitable for surgery. Conventional management often requires multiple 
staged interventions, including ERCP, duodenal stenting, percutaneous biliary 
drainage, and surgical gastrojejunostomy.
Endoscopic ultrasound (EUS)-guided gastrojejunostomy (GJ) and biliary drain-
age (BD) have emerged as effective palliative strategies. Performing both in a 
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single session offers an efficient method to relieve double obstruction while 
minimising procedural burden.
This study evaluates the technical success, clinical success, and safety of single-ses-
sion EUS-guided double bypass for palliation of malignant biliary and duodenal 
obstruction. We hypothesised that this approach would achieve high technical and 
clinical success, improve symptoms rapidly, reduce the need for multiple proce-
dures and prolonged hospitalisation, and maintain an acceptable safety profile.
Methods  This single-centre, retrospective observational cohort study was 
conducted at University Hospital Southampton, United Kingdom, from Sep-
tember 2023 to September 2025. Primary outcomes were technical success 
(successful completion of both EUS-guided bypass procedures) and clinical 
success (reduction in bilirubin and improvement in obstructive symptoms). 
Secondary outcomes included procedural safety and early recovery metrics. 
Statistical analysis was performed using Stata.
Results  Eighteen patients were screened, and sixteen met inclusion criteria. 
The cohort comprised 6 males and 10 females, with a median age of 63.6 years. 
Underlying malignancies included pancreatic adenocarcinoma and duodenal 
cancers: head of pancreas (40 %), duodenum (40 %), and ampulla (20 %).
All 16 patients underwent single-session EUS-GJ and EUS-BD. Biliary drainage 
techniques included EUS-GJ + choledochoduodenostomy (CDD; n = 4) and EUS-
GJ + hepatogastrostomy (HGS; n = 12).

▪▪ Technical success:  16/16 (100 %)
▪▪ Clinical success:  16/16 (100 %)
▪▪ Median time to oral intake:  3 days
▪▪ Median length of stay:  3.6 days

Adverse events occurred in 2 patients (12.5 %): one bile-leak biliary peritonitis 
and one probable ischaemic injury following EUS-HGS. The 30-day mortality 
was 30 %, predominantly related to underlying disease progression rather than 
procedural complications.
Conclusions  Single-session EUS-guided double bypass appears to be a safe, 
feasible, and highly effective palliative option for patients with malignant biliary 
and duodenal obstruction. The high technical and clinical success rates, early 
return to oral intake, and acceptable adverse-event profile suggest that this 
approach may reduce the need for multiple invasive procedures and streamline 
palliative care pathways.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The biological progression of pancreatic neuroendocrine neoplasms 
(PanNENs) is significantly influenced by their grading. Endoscopic ultrasound (EUS) 
is the gold standard for PanNENs’ grading evaluation but inconsistent EUS/surgery Ki67 
agreement rates have been found. This inconsistency underscores the need for im-
proved diagnostic techniques in EUS. The aim of the project is to evaluate the feasibil-
ity of extracting RNA in sufficient quantity and quality to perform genomic analyses 
from specimens obtained through EUS-fine needle aspiration (EUS-FNA) of PanNENs, 
comparing three methods of RNA preservation and extraction.
Methods  This study prospectively evaluated patients undergoing EUS for sus-
pected PanNENs. A uniform biopsy procedure using a 25-gauge Menghini 
needle with a slow-pull technique was applied. Sample adequacy was assessed 
on-site by a cytopathologist. For cases deemed adequate and suspicious of 
malignancy, an additional biopsy was performed, and RNA preservation and 
extraction were conducted using three distinct methods: Snap frozen plus Tri-
zol (Method 1), Fresh tissue plus 1-Thioglycerol buffer solution (Method 2), and 
Snap frozen followed by 1-Thioglycerol buffer solution (Method 3). RNA integ-
rity and concentration were measured using the 2100 Bioanalyzer

Results  The study included 37 PanNEN patients, predominantly male (62.2 %), 
with a median age of 59 years. The median Ki67 proliferation index was 2 %, with 
most tumors graded as G2 (62.2 %). RNA extraction yielded a median global RNA 
concentration of 11,000 pg/ul, and the median RNA Integrity Number (RIN) was 
3.7. Method 1 resulted in the highest median RNA concentration, while Method 3 
produced the highest median RIN value. Significant differences were observed 
between the methods in terms of RNA concentration and RIN. Univariate linear 
regression analysis considering various patient and tumor characteristics found no 
significant associations with RNA quantity or quality.
Conclusions  Successfully extracting high-quality RNA from EUS-FNA samples of 
PanNENs represents a significant advancement in the molecular profiling of these 
tumors. This development is crucial in the context of modern oncology, where 
molecular characterization increasingly informs treatment and prognostic evalu-
ations.
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Aims  Small ( < 2 cm), asymptomatic gastric subepithelial lesions (SELs) arising 
from the muscularis propria are frequently managed conservatively through fol-
low-up, since most represent gastrointestinal stromal tumors (GISTs) with a favora-
ble prognosis or benign lesions. This study aimed to evaluate the role of endoscop-
ic ultrasound (EUS) in the long-term surveillance of such lesions [1–5].
Methods  We conducted a retrospective multicenter study including patients 
with incidentally detected, asymptomatic, gastric SELs ≤ 20 mm arising from 
the muscularis propria who underwent EUS-based surveillance. Clinical out-
comes (iron deficiency anemia, epigastric pain, weight loss) and EUS changes 
(mucosal ulceration, enlargement ≥ 25 % of the initial main diameter as sug-
gested by previously published studies, change in the EUS pattern of the le-
sions) were analyzed together with risk factors for size increase and diagnosis 
of GISTs.
Results  A total of 150 patients (38.7 % male; median age 62 [IQR 55-68] years) 
were followed for a median of 49 (IQR 22–96) months. No patient developed 
lesion-related symptoms. Thirty-five lesions (23.3 %) demonstrated a ≥ 25 % 
increase in size, which was significantly associated with age (P = 0.02), a ≥ 5 % 
size increase at 1 year (P < 0.001) and histologically confirmed GIST (P = 0.001). 
Histological diagnosis was obtained in 42 cases, with 22 confirmed GISTs. On 
multivariate analysis predictors of GIST included location in the gastric fundus 
or cardia (OR 0.94 (0.86 – 0.98); P = 0.05), baseline diameter for each mm (OR 
1.17 (1.03 – 1.38); P = 0.01), ≥ 5 % enlargement at 1 year (OR 4.7 (1.1 – 20.5); 
P = 0.04), and size increase during follow-up for each % (OR 1.02 (1.01 – 1.04); 
P = 0.02). A resulting composite model was developed to predict the risk of having 
a GIST according to SEL location (fundus = 0 points; body or antrum = 1 point), 
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basal SEL size ( ≥ 10 mm = 1 point), 5 % increase at 1-year (2 points). The prevalence 
of GIST was 0 %, 4.4 %, 6.3 %, 34.8 %, 43.8 % in case of scores = 0, 1, 2, 3, 4 respec-
tively; patients with a composite score > 2 showed an Odd ratio 13.3 (95 % confi-
dence interval 4.39 – 39.9; P value < 0.001) for a diagnosis of GIST.
Conclusions  Our multicenter study confirms that EUS-based surveillance is a safe 
and effective strategy for small, asymptomatic gastric SELs of the muscularis pro-
pria. Most lesions remain stable over time, but younger age, baseline size > 1 cm, 
location in the fundus and early growth identify patients at higher risk of clinically 
relevant progression or GIST diagnosis. In such cases, closer EUS follow-up and 
tissue acquisition should be prioritized, while resection may be considered. Emerg-
ing techniques such as contrast-enhanced EUS, elastography and the incorporation 
of artificial intelligence in EUS image interpretation may further refine the risk 
stratification, but histology remains essential to guide management.
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Aims  Stapfer type II perforations, defined by periampullary injury with retro-
peritoneal leakage, represent the most frequent form of ERCP-related perfora-
tion. Despite their clinical relevance, optimal management remains debated. 
The aim of this study was to evaluate the clinical success of endoscopic treat-
ment of Stapfer type II perforations, including cannulation success, early per-
foration recognition rate, and the need for surgery or percutaneous drainage.
Methods  This retrospective study included patients diagnosed with Stapfer 
type II perforation between 2019 and 2025 at a high-volume tertiary referral 
center. Type II perforation was defined as retroperitoneal free air detected in-
tra-procedurally or confirmed post-procedurally on contrast-enhanced CT. 
When perforation was recognized during ERCP, FcSEMS was placed in the same 
session. Patients diagnosed after ERCP underwent repeat ERCP within 24 hours, 
and FcSEMS was deployed if technically feasible. Endoscopic clinical success 
was defined as the avoidance of surgical exploration. In two patients with failed 

cannulation, percutaneous transhepatic biliary drainage (PTBD) was performed, 
followed by rendezvous-assisted FcSEMS placement.
Results  Between 2019 and 2025, a total of 14,576 ERCPs and 8,094 sphinc-
terotomies were performed. Sphincterotomy-related Stapfer type II perforation 
developed in 24 patients (0.29 %). The median age was 61.5 years (range 23–
90), and 16 patients (66.6 %) were female. The most frequent indication for 
ERCP was common bile duct stones in 16 patients (66.6 %). Perforation was 
recognized during the index procedure in 20 patients (83.3 %), while 4 patients 
(16.7 %) were diagnosed post-procedurally by CT. Standard sphincterotomy 
was the cannulation technique attempted in 13 patients (54.2 %). Cannulation 
was successful in 22 patients (91.7 %). In two patients with unsuccessful can-
nulation, PTBD followed by rendezvous-assisted stent placement was per-
formed. Due to post-procedural recognition of perforation (n = 4) or failed in-
itial cannulation requiring PTBD (n = 2), a total of 6 patients (25 %) underwent a 
repeat ERCP within 24 hours. FcSEMS was successfully placed in 23 patients 
(95.8 %). One patient (4.2 %) with primary sclerosing cholangitis-related dominant 
stricture was treated with nasobiliary drainage because stent placement was not 
technically possible. Retroperitoneal fluid collection developed in 8 patients 
(33.3 %), 6 of whom were in the group requiring a second-session procedure. None 
of the patients required percutaneous drainage or surgical intervention. No mor-
tality occurred in the entire cohort. All patients demonstrated rapid clinical im-
provement following endoscopic therapy, and no stent-related adverse events 
such as migration or occlusion were recorded during follow-up.
Conclusions  FcSEMS placement is a highly effective treatment modality for 
Stapfer type II ERCP perforations. In all technically suitable patients, FcSEMS 
should be deployed immediately once perforation is recognized. In cases of 
failed cannulation, PTBD-assisted rendezvous enables successful stent place-
ment and prevents the need for surgery. When perforation is diagnosed 
post-procedurally, early repeat ERCP and prompt FcSEMS deployment within 
24 hours are critical to prevent clinical deterioration. Early recognition and 
timely treatment appear to reduce the likelihood of developing retroperitoneal 
fluid collections, which were predominantly observed in patients requiring 
delayed intervention. Our findings support the early, systematic use of FcSEMS 
for Stapfer type II perforations and highlight the importance of immediate 
detection, successful cannulation, and rapid biliary decompression to optimize 
outcomes and avoid invasive procedures.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  MAPS III recommends using AI where available to enhance exam quality, 
but surveillance decisions remain based on Kimura–Takemoto, EGGIM, OLGA/
OLGIM, and histology/risk factors—not on AI outputs. Many gastric AI systems 
show strong performance, yet most are offline and rarely report patient-level 
outcomes aligned with MAPS [1–4].
Methods  Systematic search of PubMed/Embase (through Oct-2025) for adult 
EGD-AI studies targeting: (i) CAG detection/classification, (ii) IM detection or 
EGGIM scoring, (iii) OLGA/OLGIM prediction, versus histology or expert endos-
copy. Because patient-level 2 × 2 data were uncommon, we performed a nar-
rative synthesis, extracting per-patient accuracy metrics when available and 
mapping outputs to MAPS tasks.
Results  We screened 214 records, assessed 32 full texts, and included 20 stud-
ies. Evidence clustered into three MAPS-relevant areas:
1.	 CAG (per-patient): accuracy ≈ 91 %, sensitivity ≈ 88 %, specificity ≈ 94 % vs 

histology.
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2.	 IM/EGGIM (risk stratification): per-patient accuracy 88 % (95 %CI ~80–96) 
with sensitivity 100 % for EGGIM ≥ 5 (no high-risk cases missed) and spec-
ificity ~85 %; per-image accuracy ~87 % on large NBI datasets.

3.	 Atrophy/histologic risk: AI correlated with Kimura–Takemoto and OLGA/
OLGIM (AUC ~0.67–0.75), supporting proof-of-concept more than 
deployable staging.

Most studies were offline, and < 15 % reported MAPS-ready, patient-level out-
puts (confusion matrices or explicit CAG/EGGIM/OLGA reporting); real-time 
validation and routine VCE/standardized scoring were inconsistent.
Conclusions  Gastric AI already reaches MAPS-relevant accuracy, but it must 
support—not replace—Kimura–Takemoto, EGGIM, and OLGA/OLGIM. Adoption 
hinges on multicentre real-time trials proving: (i) non-inferiority in missing 
high-risk disease (EGGIM ≥ 5 / advanced OLGA–OLGIM), (ii) better consistency 
of MAPS scoring, and (iii) standardized patient-level reporting aligned with 
MAPS III.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1155  Study of the CagPAI gene for gastric 
virulence factor of Helicobacter pylori
Authors  Baatar G1, Khasag O2, Boldbaatar G3

Institutes  1  ShinonMed Hospital, Ulaanbaatar, Mongolia; 2  Mongolian 
National University of Medical Sciences, Ulaanbaatar, Mongolia; 
3  Mongolian National University of Medical Sciences , Ulaanbaatar, 
Mongolia
DOI  10.1055/s-0046-1822482
Aims  The Helicobacter pylori (H. pylori) is considered as the major cause of 
gastric cancer. This can be explained by the differences in the genotype of the 
CagA toxicity and the genes of the CagPAI assembly.
Methods  A case control study was conducted among Mongolian adult pa-
tients. Gastric endoscopy, gastric histology, H. pylori isolation, and its gene 
sequence were performed in gastric cancer and non-gastric cancer cases. Тhe di-
agnosis of gastric cancer was determined by the Lawrence classification. After 
culturing H.pylori infection DNA was extracted. Based on whole genome database 
the CagPAI complex genes were extracted and statistically processed [1–8].
Results  A total of 54 patients were included in the study, with a male-to-female 
ratio of 1:1. Among the participants, 27.8 % (n = 15) were diagnosed with gas-
tric cancer and 72.2 % (n = 39) had non-cancer cases. According to the updated 
Sydney classification, 66.7 % (n = 26) of non-cancer cases were low-risk and 
33.3 % (n = 13) were high-risk for gastric cancer. Cancer prevalence differed by 
sex: 13.3 % of women (n = 4) and 45.8 % of men (n = 11) had cancer, indicating 
a significantly higher risk in men with H. pylori infection (p = 0.009).
Analysis of the H. pylori CagPAI gene revealed that 64.8 % (n = 35) of cases had 
complete gene sequences, 20.4 % (n = 11) were incomplete, and 14.8 % (n = 8) 
were negative. Full CagPAI expression was observed in 46.2 % of low-risk, 61.5 % 
of high-risk non-cancer groups, and 100 % of cancer cases, demonstrating a 
significant association with gastric pathology (p = 0.005). Full gene expression 
correlated with tumor presence and increased Sydney scores, reflecting great-

er histopathological changes in the gastric antrum (monocyte score p < 0.0001, 
neutrophil score p < 0.001).
Full CagPAI gene expression was associated with a 1.75-fold increased risk of 
gastric cancer (OR = 1.75, 95 % CI 1.3–2.3). Individuals over 40 years old with 
H. pylori infection had a 10.8-fold higher risk (OR = 10.8, 95 % CI 1.3–90.5), and 
men with H. pylori infection had a 5.5-fold higher risk compared to women 
(OR = 5.5, 95 % CI 1.5–20.7).
Conclusions
1.	 Among H. pylori–positive patients, 66.7 %(n = 26) of non-cancer cases 

were low-risk and 33.3 %(n = 13) were high-risk according to the updated 
Sydney classification.

2.	 Full CagPAI gene expression was observed in 46.2 %(n = 12)of low-risk, 
61.5 %(n = 8) of high-risk, and 100 % of cancer cases, indicating a strong 
association with gastric cancer development (p = 0.005).
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eP1156  Impact of the “TOGAS” Study on Gastros-
copy Key Performance Indicators in a Tertiary 
Referral Centre: An Interim Comparative Analysis
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Aims Introduction  TOGAS (TOwards GAstric Cancer Screening Implementa-
tion in the EU) is a large EU-funded study providing preliminary data to inform 
implementation of gastric cancer screening. “Pilot 2” focuses on participants 
aged 50-74 years-old undergoing FIT-positive/surveillance colonoscopy. Pa-
tients are offered additional gastroscopy at time of scheduled colonoscopy to 
determine prevalence of Helicobacter pylori infection, precancerous lesions and 
gastric cancer.
Aim  To determine whether preliminary evidence supports an improvement in 
gastroscopy key performance indicators (KPIs) following the introduction of the 
TOGAS pilot study in Ireland, similar to the established KPI enhancements seen in 
colonoscopy after the initiation of the Irish BowelScreen programme [1, 2].
Methods  Reports from 100 gastroscopies performed before the start of the 
TOGAS study were reviewed. Data were collected on photographic documen-
tation, use of anti-bubble solution, biopsies taken, and whether precancerous 
lesions such as intestinal metaplasia (IM) or atrophy were noted. These findings 
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were then analysed and compared with reports from 91 gastroscopies con-
ducted during the TOGAS study. P values were determined using Fisher’s exact 
test.
Results  In the pre-TOGAS cohort, the average number of photographs taken 
was 12, compared with the minimum of 15 obtained in the TOGAS cohort. 
Complete photographic documentation of the antrum, body, and incisura was 
achieved in all TOGAS gastroscopies, but in only 22 (22 %) of pre-TOGAS pro-
cedures (P < 0.0001). Photographic evidence of examination under NBI was 
completed in every TOGAS gastroscopy, in comparison to less than half of the 
pre-TOGAS cohort. Use of anti-bubble solution was not documented in any 
pre-TOGAS gastroscopy. Full Sydney protocol biopsies were performed in all 
TOGAS procedures, compared with just two in the pre-TOGAS group 
(P < 0.0001). Comments on the presence or absence of intestinal metaplasia or 
gastric atrophy were included in 28.26 % of TOGAS reports, but only 4 % of 
pre-TOGAS reports (P < 0.0001).
Conclusions  Adherence to the MAPS 2 (management of epithelial precancer-
ous conditions and lesions in the stomach) and Sydney protocol was much more 
prevalent in the TOGAS cohort in comparison to the pre-TOGAS group. This 
may suggest that participation in the TOGAS study results in improved quality 
of upper GI endoscopy.
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two-center experience
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Aims  EUS-FNA/B represents a key diagnostic modality for the evaluation of 
gastric subepithelial lesions, which are often incidentally identified and com-
prise a heterogeneous group of pathologies. However, the diagnostic perfor-
mance of EUS-FNA/B is affected by lesion-specific features, procedural factors, 
and operator expertise. This study aimed to identify the factors associated with 
the diagnostic yield of EUS-FNA/B in two tertiary centers in Greece.
Methods  Data from consecutive patients with gastric subepithelial lesions 
who underwent EUS-FNA/B between 2017 and 2025 were retrospectively col-
lected. Variables collected included patient demographics, needle type and 
diameter, number of needle passes, lesion size, and final cytological diagnosis. 
Associations between lesion size, needle characteristics, number of passes, and 
diagnostic cytology were assessed.
Results  A total of 118 EUS-FNA/B were performed in 118 consecutive patients, 
56 (47 %) males and 63 (53 %) females, with a median age of 67,5 years (range: 
29–90). Cytology was diagnostic in 100 cases (85 %) and non-diagnostic in 18 

cases (15 %). Of the diagnostic samples, 88 (88 %) were reported as neoplastic 
while 11(11 %) were non-neoplastic. In the neoplastic category, the predomi-
nant diagnosis was of gastrointestinal stromal tumor (53,4 %), followed by 
leiomyoma (39,7 %). In the non-neoplastic category, the most common diag-
nosis was pancreatic rest (18 %). Lesion size > 19 mm (OR = 0.29, 95 % CI: 0.12–
0.72, p = 0.007), ≥ 2 needle passes (OR = 5.99, 95 % CI: 2.20–16.3, p < 0.001) 
and use of EUS-FNB needle (OR = 4.21, 95 % CI: 1.57–11.3, p = 0.004) were as-
sociated with a higher diagnostic yield.
Conclusions  The results of our study suggest that performing two or more 
needle passes, targeting lesions > 19 mm, and the use of EUS-FNB needles were 
independently associated with a significantly higher diagnostic yield in the 
evaluation of gastric subepithelial lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the role of small bowel and pan-enteric capsule endoscopy 
in treat-to-target monitoring of Crohn’s disease.
Methods  We conducted a systematic review and meta-analysis of studies 
assessing capsule endoscopy for mucosal healing in Crohn’s disease from da-
tabase inception to November 2025. We searched PubMed, Embase, Google 
Scholar, and the Cochrane Library to identify studies performing a baseline 
capsule examination followed by repeat capsule after medical therapy. Two 
reviewers independently screened titles, abstracts, and full texts. Reference 
lists were also examined to identify additional eligible studies. Pooled effect 
estimates and risk of bias assessments were computed using STATA 19.
Results  The search yielded 829 records, of which nine studies met the inclusion 
criteria, enrolling a total of 348 patients. Among these, 91 % (95 % CI, 74 % 
100 %) showed positive findings on baseline capsule endoscopy. The weighted 
mean age was 30.5 years (95 % CI, 28.8 32.2 years), and 44 % (95 % CI, 37 % 51 %) 
were male. Small-bowel visualization was complete in 91 % (95 % CI, 73 %100 %) 
of cases, with no reported capsule retention. Capsule endoscopy detected 
active inflammation at baseline in 89 % of patients. A modification of medical 
therapy occurred in 97 % of patients (95 % CI, 88 % 100 %). After a weighted 
mean of 33.5 weeks, the pooled rate of mucosal healing was 26 % (95 % CI, 0.16 
0.37; I² = 77.40 %; p < 0.001). No statistically significant small-study effects were 
identified by Egger’s test (p ≥ 0.89). 40 % of patients demonstrated reduced 
inflammation scores (95 % CI, 0.33–0.48; p < 0.001; I² = 24.35 %; p = 0.23). Mean-
while, the proportion of patients without mucosal healing or mucosal improve-
ment was 33 % (95 % CI, 0.23–0.45; p < 0.001; I² = 76.8 %).
Conclusions  In the cohort of patients with small bowel Crohn’s disease, cap-
sule endoscopy was a safe and accurate tool for disease monitoring. These 
findings support incorporating Capsule Endoscopy into treat-to-target strate-
gies to guide therapeutic decision-making in Crohn’s disease with small bowel 
involvement.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Benign anal canal conditions are common, clinically impactful, and fre-
quently associated with proctological symptoms and functional impairment, 
creating a substantial burden for patients. Precise diagnostic assessment is 
essential to guide appropriate therapeutic planning and ensure optimal outcomes. 
Endoanal ultrasonography (EAUS) remains the reference modality for evaluating 
the sphincteric complex, yet its operator dependency, steep learning curve, and 
variability in image interpretation continue to limit consistency and reduce inter-
observer agreement. Artificial intelligence (AI) offers a compelling opportunity to 
address these constraints by enhancing image interpretation, reducing reliance 
on individual expertise, and strengthening diagnostic standardization. This study 
aims to validate an AI model capable of automatically detecting and characterizing 
benign anal lesions in EAUS exams, reinforcing the need for more consistent, scal-
able, and clinically dependable evaluation in anal disorders.
Methods  A bicentric retrospective study evaluated 13 787 EUAS radial-probe 
exams between April 2022 and January 2024. A total of 13787 frames were 
classified into fissures (632), external lacerations (1989), and internal lacera-
tions (1687), intersphincteric fistula (5163), transsphincteric fistula (3581) and 
internal atrophy (735), after expert review. The dataset was divided into 90 % 
for training and 10 % for testing. Performance metrics included sensitivity, 
specificity, and accuracy.
Results  For external lacerations, the CNN achieved 94.1 % sensitivity, 99.6 % 
specificity and 98.9 % accuracy. For internal lacerations, achieved 95.0 % sensitivi-
ty, 98.4 % specificity and 98.4 % accuracy. In the case of anal fissures, achieved 
98.4 % sensitivity, 98.6 % specificity and 98.7 % accuracy. Regarding inter and trans-
sphincteric fistulas, sensitivity was 92.5 % and 96.9 %, specificity was 99.5 % and 
97.8 %, and accuracy was 97.0 % and 97.4 %, respectively. For internal atrophy, 
sensitivity was 97.5 %, specificity was 99.9 % and accuracy was 99.9 %.
Conclusions  Our findings demonstrate that AI can reliably support the detec-
tion and characterization of benign lesions on EAUS and highlight its capacity 
to improve diagnostic consistency in this setting. In addition to enhancing 
accuracy and reducing operator dependency, AI may drive meaningful stand-
ardization and function as a valuable educational tool for clinicians in training. 
By guiding interpretation and emphasizing key anatomical structures, it has 
the potential to shorten the demanding learning curve associated with EAUS. 
Although these results are encouraging, they represent an early milestone in 
a wider developmental pathway. Future work will focus on integrating three 
dimensional network reconstruction to deliver richer anatomical insight and 
further elevate diagnostic precision.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1160  Prucalopride is Associated with Higher 
Completion Rate and Shorter Transit Times in Colon 
Capsule Endoscopy: Results from a Large Danish 
Cohort
Authors  Radic Eskemose S1, 2, Baatrup G1, Koulaouzidis A3, 2, 
Bjørsum-Meyer T1, Kaalby L1, Schelde-Olesen B1, Deding U1

Institutes  1  Odense University Hospital, Odense, Denmark; 2  Department 
of Clinical Research, University of Southern Denmark, Odense, Denmark; 
3  Department of Surgery, SATC-C, OUH Svendborg Sygehus, Svendborg, 
Denmark
DOI  10.1055/s-0046-1822487

Aims  Colon capsule endoscopy (CCE) is a minimally invasive alternative to 
colonoscopy for colorectal cancer screening and diagnostic evaluation of the 
colon. A major limitation of CCE is incomplete examination, with reported com-
plete CCE rates typically ranging from 60 to 80 %, depending on bowel prepa-
ration regimen and patient-related factors. In an interim analysis of the Care-
ForColon2015 trial, oral administration of 2 mg prucalopride (a selective 5-HT4 
receptor agonist) appeared to increase the complete CCE rate and reduce both 
total (mouth to anus) and colonic (caecum to anus) transit times [1]. This study 
aimed to validate these findings in the full cohort, asses self-reported side ef-
fects, and identify predictors of fast colonic capsule transit.
Methods  We conducted a non-randomised comparison of participants en-
rolled in the CareForColon2015 trial, which was conducted in Denmark from 
August 2020 to December 2022 [2]. The first 680 participants underwent a 
standard 2-day polyethylene glycol-based (Movicol and Moviprep, Norgine 
Danmark A/S, Herlev, Denmark) bowel preparation. The subsequent 1350 par-
ticipants additionally received 2 mg prucalopride 45 to 60 minutes prior to 
capsule ingestion. The main exclusion criteria were conditions related to CCE 
contraindications, e.g. history of abdominal surgery, cardiac pacemaker, and 
renal insufficiency. The primary outcome was complete CCE rate defined as 
adequate bowel cleansing in all colorectal segments, no more than short tech-
nical interruptions, and visualization of both the caecum and anal cushions. 
Secondary outcomes included complete transit, conclusive CCE rate, self-re-
ported side effects, polyp detection rate, total and colonic transit times, and 
overall bowel cleansing quality. Data were obtained from the capsule reports 
generated by the capsule readers or from participant questionnaires. Outcomes 
were compared between those who received prucalopride to those who did 
not using X2 tests, Fisher’s exact tests, Student’s t-tests, or Mann-Whitney U 
tests depending on data type and normality.
Results  Out of 2,031 participants, 2,024 were eligible for inclusion and com-
plete data was available for 1,915 (94.3 %). Prucalopride administration was 
associated with a higher complete CCE rate (63.2 % versus 69.1 %, p = .008). 
Median total transit time was decreased from 304 minutes (IQR 211 to 400) in 
the control group to 182 minutes (IQR 108 to 274, p < .001), representing a 
40.1 % reduction. Median colonic transit time was reduced by 27.5 %, going 
from 153 minutes (IQR 97 to 248) in controls to 111 minutes (IQR 44 to 184, 
p < .001). Adequate overall bowel cleansing increased from 72.9 % to 78.2 % 
(p < .001). Prucalopride was associated with higher detection of polyps > 9 mm 
(p = .037) but not detection of any polyps of any size (p = .070). Participants 
receiving prucalopride more frequently reported diarrhoea, headache, and 
fatigue. All self-reported side effects were of mild to moderate clinical signifi-
cance despite potentially being relevant for patients and their acceptability of 
undergoing CCE. Predictors of fast colonic transit times included male sex 
(p < .001) for transits < 20 minutes, and male sex (p < .001), older age (p = .015), 
and higher BMI (p = .016) for transits < 40 minutes.
Conclusions  Oral administration of 2 mg prucalopride 45 to 60 minutes prior 
to CCE was associated with higher complete CCE rate and shorter total and 
colonic transit times. Prucalopride may be a simple and effective addition for 
CCE completeness with little self-reported side effects. The main limitation is 
the non-randomised study design while the primary strength is the large sam-
ple size. Randomised trials investigating optimal patient-specific dosing strat-
egies and tolerability are warranted [3].
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Aims  Reliable predictors of clinical complete response (CR) are lacking for 
colon cancer (CC) patients treated with immunotherapy. Optical biomarkers 
have been used in other contexts for staging and response assessment, pre-
senting a promising strategy for this purpose. This study aims to externally 
validate an optical evaluation framework for predicting CR.
Methods  We conducted a retrospective, multi-reader, multi-case study in-
volving 28 international endoscopists and 75 cases of stage I-III CC, treated 
with a single dose of pembrolizumab. Endoscopists assessed response using a 
published optical framework and provided confidence ratings for each case. 
Evaluations were based on still images from re-staging colonoscopies, with 
accuracy compared to biopsy and surgical pathologic specimens.
Results  The optical evaluation performed with comparable accuracy to routine 
biopsy (72.7 % vs. 74 % OR = 0.94, p = 0.80) with moderate inter-observer agree-
ment (κ = 0.522). Reader confidence significantly correlated with accuracy. High 
confidence (HC) evaluations demonstrated a marked increase in diagnostic 
accuracy and AUROC compared to low-confidence (LC) evaluations (0.799 vs 
0.582, p =  < 0.0001). The addition of biopsy data doubled the odds of accurate 
LC-optical predictions (OR 2.01, p =  < 0.0001), but significantly decreased ac-
curacy in HC cases (OR 0.53, p =  < 0.0001).
Conclusions  Confidence-weighted optical assessment accurately predicts CR 
in CC. HC-optical evaluations matched biopsy accuracy and were not improved 
by addition of biopsy data, supporting a selective biopsy approach. LC-optical 
predictions of CR improved with biopsy confirmation, highlighting its role in 
uncertain cases. This framework provides an accurate, reliable and efficient 
strategy for disease restaging.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The primary aim of our study is to determine the correlation between 
the incidental PET-FDG uptake in the gastrointestinal tract (GIT) and the sub-
sequent endoscopic findings. Secondary outcomes are to analyze the differ-
ences among the types of 18-FDG uptake patterns and to evaluate the role of 
the maximum standardized uptake value (SUVmax) in differentiating among 
the different kind of findings [1–3].
Methods  We conducted a single center retrospective study in a cohort of pa-
tients who underwent an endoscopic examination after a PET-scan showed 

abnormal uptake at some level in the GIT. All the patients included had a non 
GIT malignancy, or the FDG accumulation was in a different site than the pre-ex-
isting GIT-malignancy. All the endoscopic procedures were performed at Isti-
tuto Regina Elena in Rome, while some of the radiological exams were per-
formed in other centers and then reviewed by our expert radiologists. The 
analysis of the differences of SUVmax values among the different groups was 
performed using the Kruskal-Wallis test with Dunn's post-hoc pairwise com-
parisons adjusted by the Bonferroni method, due to non-normal data distribu-
tion. Continuous variables were summarized as medians with interquartile 
ranges (IQR). Statistical significance was set at p < 0.05.
Results  We analyzed the data from 267 patients who underwent an endoscop-
ic procedure between April 2018 and November 2024. 57.7 % were females, 
with a median age of 66 years (range 32-89). 68.5 % of patients underwent 
lower-GI endoscopy, 19.9 % gastroscopy, and 11.6 % underwent both exami-
nations. 113 patients had a positive endoscopic finding (42.3 %), in particular: 
34 malignant lesions; 55 pre-malignant lesions (either colonic adenomas > 10 
mm in diameter, with low grade or high grade dysplasia, or gastric intestinal 
metaplasia) and 26 inflammatory conditions of various kind. In 237 patients 
we could analyze the pattern of uptake in the radiological exam being a focal 
pattern in 166, diffuse in 36 and focal on diffuse in 35 cases. The diffuse pattern 
was associated with the higher grade of false positives (33 out of 36, 91.7 %), 
while a focal captation was more frequently correlated with a significant endo-
scopic finding (86/166, 51.8 % in the focal pattern and 13/35, 37.1 % in the 
focal on diffuse pattern). In 242 out of 267 patients (90.6 %) the SUVmax value 
was reported on the radiological exam. SUVmax median value significantly 
differed among malignant (15.7), premalignant (10.7), inflammatory lesions 
(8.16) and false positives (8.05) (Kruskal–Wallis H = 36.97, p < 0.001). Post-hoc 
Dunn analysis showed that malignant lesions had significantly higher SUVmax 
compared with inflammatory lesions (p < 0.001) and PET false positives 
(p < 0.001), while the difference with premalignant lesions did not reach statis-
tical significance (p = 0.196).Premalignant lesions showed higher SUVmax 
values compared with PET false positives (p < 0.001), but not with inflammato-
ry lesions (p = 0.109). No difference emerged between inflammatory lesions 
and PET false positives.
Conclusions  In our study 42.3 % of the patients had a positive endoscopic 
finding (either neoplastic, premalignant or inflammatory) which corresponded 
to the segment of the abnormal FDG-PET uptake in the majority of the cases, 
with the focal uptake pattern being the most specific one in identifying clini-
cally relevant conditions compared to the diffuse pattern. The median SUVmax 
value in the group with malignant lesions was higher if compared to the inflam-
matory lesions or the false-positive PET-scan group, and the difference was 
statistically significant suggesting a role of this parameter in the decision of 
performing the endoscopic exam after incidental PET captation in the GIT. 
There are no guidelines on the subject yet and the decision whether to proceed 
with further investigations should be made on a case-by-case basis, also taking 
in consideration the patient’s prognosis and comorbidities.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Recurrent colorectal neoplasia at anastomotic sites after colorectal sur-
gery poses a significant risk for subsequent cancer and is challenging to treat 
endoscopically due to severe fibrosis. Evidence on the feasibility of endoscop-
ic submucosal dissection (ESD) in this setting remains limited. This study aimed 
to assess clinical and procedural outcomes of ESD for colorectal anastomot-
ic-site lesions [1–3].
Methods  A retrospective analysis was conducted on 17 patients who under-
went ESD for anastomotic-site lesions at two high-volume western referral 
centers between January 2018 and June 2025. Tumor characteristics (location, 
morphology, size, histology, invasion depth) and procedural outcomes (tech-
nical success, en bloc and R0 resection rates, procedure time, and adverse 
events) were evaluated.
Results  Mean patient age was 62 years (range 41–84); six patients had hered-
itary syndromes (Lynch n = 3; FAP n = 3). Lesions occurred at ileocolic (n = 1), 
colocolic (n = 3), colorectal (n = 8), coloanal (n = 1) anastomoses, and in the il-
eal pouch (n = 4). Median tumor size was 38 mm. Morphology included three 
protruded lesions, nine granular, and five non-granular LSTs. Technical success 
was 82 % (14/17): two procedures were aborted due to severe fibrosis (both in 
the ileal pouch), and one lesion in the rectal cul-de-sac was inaccessible. His-
tology showed adenomas (LGD n = 4; HGD n = 7) and invasive cancer (n = 3). 
Median procedure time was 75 minutes. En bloc and R0 resection rates were 
85.7 % and 71.4 %, respectively. One perforation occurred during one of the 
aborted procedure.
Conclusions  ESD for colorectal anastomotic-site lesions is feasible, achieving 
high en bloc resection rates with acceptable safety despite technical difficulty 
from dense fibrosis. Ileal pouch lesions represent the most challenging sub-
group. ESD may serve as an effective organ-preserving alternative to repeat 
surgery in selected patients.
Conflicts of Interest  G. Grande is consultant for Olympus, ERBE, Boston Sci-
entific
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Aims  Endoscopic laryngopharyngeal surgery (ELPS) and endoscopic submu-
cosal dissection (ESD) are minimally invasive endoscopic techniques for the 
treatment of head and neck tumors. ELPS is performed by otolaryngologists 
under gastrointestinal endoscopic guidance, whereas ESD is conducted by 
gastroenterologists with laryngeal exposure provided by otolaryngologists. 
Both procedures are performed collaboratively by gastroenterologists and 
otolaryngologists under general anesthesia, enabling organ preservation and 
favorable therapeutic outcomes. This study aimed to compare the clinical out-
comes of ESD and ELPS for superficial head and neck tumors.
Methods  A total of 120 patients with 129 lesions who underwent endoscopic 
treatment for head and neck tumors between June 2014 and December 2024 
were retrospectively analyzed. Parameters assessed included (1) patient de-
mographics and lesion characteristics, (2) short-term therapeutic outcomes, 
(3) procedural accidents, and (4) recurrence rates.
Results  (1) Among the 120 patients, 110 were male and 10 female, with a 
median age of 69 years (range, 45–82). Lesions were located in the hypophar-
ynx (n = 111), oropharynx (n = 9), and larynx (n = 9). Macroscopic types were 
0-Is (n = 10), 0-IIa (n = 25), 0-IIb (n = 82), and 0-IIc (n = 12), with a median tumor 
size of 15 mm (range, 3–70). Pathological diagnoses included pTis (n = 47), pT1 
(n = 59), pT2 (n = 18), pT3 (n = 3), and dysplasia (n = 2). (2) ESD was performed 
in 33 patients with 36 lesions, and ELPS in 88 patients with 93 lesions. The 
median resection speed, calculated as (long diameter × short diameter) / pro-
cedure time (mm²/min), was 13.9 (range, 2.2–32.7) in the ESD group and 11.3 
(range, 1.1–73.9) in the ELPS group, with no significant difference (p = 0.38). 
The R0 resection rate was significantly higher in the ESD group (88.9 %, 32/36) 
than in the ELPS group (48.4 %, 45/93) (p < 0.0001). In the ESD group, horizon-
tal margin indeterminate (HMX) status was observed in four lesions, due to 
tumor or dysplasia near the margin (n = 2), thermal denaturation (n = 1), and 
specimen incision (n = 1). In the ELPS group, HM1, HMX, VM1, and VMX status-
es were noted in 15, 32, 2, and 6 lesions, respectively. Causes of HMX included 
tumor or dysplasia near the margin (n = 16), specimen crush or epithelial de-
tachment (n = 8), thermal denaturation (n = 7), and specimen incision (n = 1). 
VMX was attributed to thermal denaturation (n = 5) and specimen crush (n = 1). 
(3) Procedural accidents occurred in seven patients (21.2 %) in the ESD group, 
including aspiration pneumonia (n = 2), tongue injury (n = 2), laryngeal edema 
(n = 1), hypoglossal nerve palsy (n = 1), and vocal cord paralysis (n = 1). In the 
ELPS group, complications were observed in 16 patients (18.2 %), including 
aspiration pneumonia (n = 6), laryngeal edema (n = 5), dysphagia (n = 2), free 
jejunal perforation (n = 1), tongue/oral floor swelling (n = 1), and prerenal failure 
(n = 1). There was no significant difference in the incidence of procedural acci-
dents between the ESD and ELPS groups (p = 0.71). (4) In the ELPS group, local 
residual or recurrent lesions were observed in five cases (5.4 %) and distant 
metastases in four cases (4.3 %), whereas no such events occurred in the ESD 
group. There were no significant differences between the two groups in the 
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rates of local residual or recurrent lesions (p = 0.16) and distant metastases 
(p = 0.21).
Conclusions  Although resection speed, incidence of procedural accidents, 
and frequency of residual or recurrent lesions were comparable between ESD 
and ELPS, the significantly higher R0 resection rate observed in the ESD group 
suggests that ESD may offer superior curative potential in the management of 
superficial head and neck tumors.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Virtual reality (VR) technology is increasingly used in ERCP training to 
enable early acquisition of skills in a safe environment. While its role in devel-
oping technical skills in ERCP is recognised, evidence for its impact on generic 
non-technical skills (NTS) —including communication, teamwork, leadership, 
situational awareness, and emotional regulation—is limited. We evaluated the 
use of fully immersive VR to teach generic NTS during the Joint Advisory Group 
(JAG) approved Basic Skills ERCP course at University Hospital of North Tees 
[1–4].
Methods  Three ERCP-based VR scenarios (complex stone disease, post-sphinc-
terotomy bleeding, and oversedation during ERCP) were developed with sup-
port from a VR development team. Participants (consultants, trainees, and 
ERCP nurses) viewed the scenarios using immersive headsets (Red Box) and 
took part in facilitated group debriefs. A post-session electronic questionnaire 
assessed realism, usefulness for NTS, decision-making, emotional control, and 
overall value.
Results  Seventeen delegates completed the questionnaire (7 doctors [4 con-
sultants, 3 registrars] and 10 nurses). Thirty-five percent had prior exposure to 
more than 200 ERCP procedures. Perceptions of VR were highly positive: 76.5 % 
strongly agreed and 23.5 % agreed that sessions were realistic. VR improved 
understanding of NTS in ERCP (88.2 % strongly agree, 11.2 % agree), deci-
sion-making (58.8 % strongly agree, 41.2 % agree), confidence and emotional 
control in challenging cases (70.6 % strongly agree, 29.4 % agree) and the abil-
ity to manage unexpected limitations (70.6 % strongly agree, 29.4 % agree). 
Debrief discussions were rated useful by all participants (88.2 % strongly agree, 
agree 11.2 %). Overall session rating was excellent in 76.5 % and very good in 
23.5 %. All participants recommended ongoing use of VR as an adjunct to ERCP 
training.
Conclusions  Fully immersive VR is a promising tool for teaching non-technical 
skills in ERCP, providing a realistic platform for developing situational aware-
ness, communication, and confidence within a controlled environment.
Integrating VR into a standardised ERCP curriculum may accelerate the acqui-
sition of both technical and non-technical skills. Further multi-centre studies 
are needed to determine its broader educational impact.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Amber-red color imaging (ACI) is a novel image-enhanced endoscopic 
modality designed to improve visualization of blood-rich and submucosal struc-
tures. This study aimed to evaluate whether ACI improves in a clinical setting 
the clarity of identification of submucosal vessels, submucosal and muscle 
layers compared with white light imaging (WLI) in a standardized, video-based 
setting [1].
Methods  In this prospective video-based study, third-space endoscopy clips, 
including endoscopic submucosal dissections (ESD) and peroral endoscopic my-
otomies (POEM), were analyzed. Each clip included matched WLI and ACI segments 
in randomized order. Six expert and six non-expert endoscopists independently 
rated vessel, submucosal and muscle layer clarity on a 10-point Likert scale.
Results  Clips from 35 ESD and 20 POEM were analyzed. For submucosal vessels 
mean scores improved from 7.33  ±  0.89 to 8.55  ±  0.85 for non-experts and 
from 7.96  ±  0.86 to 9.63  ±  0.51 for experts (both p < 0.001); non-experts with 
ACI outperformed experts with WLI (p < 0.01). For submucosal layer non-ex-
perts improved from 6.37  ±  1.51 to 8.14  ±  1.29, and experts from 7.82  ±  0.87 
to 9.80  ±  0.40 (both p < 0.001), with non-experts achieving expert WLI perfor-
mance (p = 0.2). For muscle layer non-experts improved from 5.31  ±  1.16 to 
7.12  ±  1.17, and experts from 7.75  ±  0.73 to 9.51  ±  0.57 (both p < 0.001).
Conclusions  ACI enhances recognition of submucosal vessels, submucosal 
and muscle layers in ESD and POEM, benefiting both experts and non-experts, 
and may serve as a valuable adjunct in third-space endoscopy.
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Aims  Transmural gastrointestinal (GI) defects—including perforations, anas-
tomotic leaks, and fistulae—carry significant morbidity and mortality. Salvage 
operations – esophagectomy, duodenal diversion, or major colorectal resection 
are associated with prolonged recovery and high complication rates. Modified 
Endoscopic vacuum therapy (mEVT) has emerged as an organ-preserving al-
ternative that promotes granulation, drainage, and controlled defect collapse. 
In our centre, a modified EVT platform (mEVT) was developed to enhance ad-
aptability, allow custom sponge/ioban configurations, and improve nega-
tive-pressure delivery in anatomically challenging locations. This study evalu-
ates the clinical performance, safety, and organ-preserving impact of mEVT 
across a wide spectrum of GI defects.
Methods  A retrospective analysis of a prospectively maintained database was 
performed for all patients treated with mEVT. The mEVT device was assembled 
using a fenestrated NGT wrapped with gauze and antimicrobial incise drape or 
sponge, secured with three-point suturing for stability and positioning. Multi-
ple 18G perforations enhanced uniform suction.The device was placed endo-
scopically and connected to continuous wall suction, with incise-drape sealing 
and a 20F catheter used to maintain stable negative pressure. All patients un-
derwent EGD and contrast-enhanced CT to delineate leak size, location, asso-
ciated cavities, and debris burden. Data retrieved included demographics, 
timing of presentation, comorbidities, etiology, leak chronicity, EVT placement 
technique (intraluminal, intracavitary, or combined), number of sponge ex-
changes, adjunctive endoscopic therapy, vacuum pressure settings, and clini-
cal outcomes. Primary outcome was clinical success, defined as complete leak 
resolution. Secondary outcomes included organ preservation, requirement for 
rescue surgery, EVT-related complications, and adjunctive therapy utilization 
(▶Table 1).

▶Table 1	 

Types Etilogy

Post-surgical N = 6 Whipple’s leak, LAR leak, ileorectal leak, 
duodenal ulcer repair, post–percutaneous 
drainage

Endoscopic / Iatrogenic 
N = 5

Post-EFTR (D3), post-POEM Boer-
haave-type leak, , iatrogenic transmural 
tear

Spontaneous / 
Traumatic / Idiopathic 
N = 7

Spontaneous Boerhaave, traumatic,for-
eign-body esophageal injury traumatic 
duodenal fistula, idiopathic TEF

Results  Eighteen patients underwent mEVT (mean age 54.22 ± 20.47 years; 
males 94.44 %). Acute leaks accounted for 72.22 % (13/18) and chronic defects 
for 27.78 % (5/18). Comorbidities included DM (27.77 %), HTN (27.77 %), and 
IHD (22.22 %). Prior therapy had failed in five patients. Successful closure was 
achieved in 10/13 (76 %) acute leaks and 3/5 (60 %) chronic leaks. Organ-spe-
cific healing rates were esophageal 6/8 (75 %), duodenal 5/7 (71.4 %), and co-
lonic 2/3 (66.7 %). Importantly, all successfully treated patients avoided major 
morbid surgery, preserving esophageal, duodenal, and colonic continuity. 
mEVT placement was intraluminal in 61.11 % (11/18), intracavitary in 16.67 % 
(3/18), and combined in 22.22 % (4/18). Adjunctive endoscopic therapy includ-
ed necrosectomy (2/18), endoscopic suturing (1/18), OTSC (1/18), haemoclips 
(5/18), specialized TTSC (1/18), and bovine pericardial patch (2/18). Only one 
patient required rescue surgical intervention. One patient was lost to follow-up; 
three deaths occurred, all unrelated to mEVT.Only 50 % required sponge ex-
changes (mean 6.22 ± 4.99). Median hospital stay was 21.5 days. Mean vacuum 
pressure was 145 mmHg ± 40. No major EVT-related complications were ob-
served.
Conclusions  mEVT is a safe, effective, and strongly organ-preserving treat-
ment for GI transmural defects. In this cohort, it achieved meaningful closure 

rates across esophageal, duodenal, and colonic injuries while preventing major 
salvage surgery in nearly all responders. The modified system’s adaptability 
and adjunctive endoscopic options broaden its utility and justify further pro-
spective evaluation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Symptoms correlate only modestly with endoscopic and histological 
activity in Eosinophilic Oesophagitis (EoE). Real-world data show that symp-
toms detect histological remission with only ~60 % accuracy (AUC 0.60–0.61) 
[1]. Persistent histological activity is potentially associated with progression to 
fibrostenotic disease, highlighting the importance of detecting subclinical in-
flammation. UK, US, and European guidelines therefore recommend reassess-
ment after induction or treatment change to detect unrecognised persistent 
inflammation [2–4]. Whether all symptom-free patients require routine gas-
troscopy in real-world practice remains uncertain.
This study aims to determine whether clinical remission predicts histological 
remission in treated EoE, and whether a targeted rather than universal reas-
sessment strategy may be appropriate.
Methods  We conducted a prospective single-centre cohort study from Sep-
tember 2023 to November 2025. Adults with confirmed EoE underwent reas-
sessment after ≥ 8 weeks of stable therapy (food elimination diet, proton pump 
inhibitor, budesonide orodispersible tablets (BOTs), or combinations). All pa-
tients completed the Dysphagia Symptom Questionnaire (DSQ) and underwent 
same-day capsule sponge cytology (Endosign) and gastroscopy with biopsies, 
as part of another study. Clinical remission was defined as DSQ = 0. Histological 
remission was defined as highest peak eosinophil count < 15 eos/hpf on capsule 
sponge or histology. Fisher’s exact test, Mann–Whitney U testing, sensitivity, 
specificity, predictive values and Cohen’s kappa were calculated.
Results  A total of 66 patients underwent paired symptom and tissue assess-
ment. Median age was 50 years (IQR 36.5–57.0); 64 % were male and 91 % were 
White or White British. Of the 66 patients, 29 had DSQ = 0 and 37 had DSQ ≥ 1. 
Histological remission occurred in 55/66 (83.3 %).
Among DSQ = 0 patients, 24/29 (82.8 %) were in histological remission and 5/29 
(17.2 %) had active eosinophilia (median 20 eos/hpf, IQR 19–30). In the DSQ = 0 
group, the median total EREFS score was 2 in histological remission, and 4 in 
those with active disease. Of the 5 DSQ = 0 patients with active eosinophilia at 
follow-up, 2 reported variable compliance with Jorveza, 2 had marked symp-
tomatic improvement despite persistent inflammation, and 1 had insufficient 
dietary elimination.
Among DSQ ≥ 1 patients, 31/37 (83.8 %) were in histological remission and 6/37 
(16.2 %) were histologically active (median 30 eos/hpf, IQR 27–37.5). In the 
DSQ ≥ 1 group, the median total EREFS score was 2 in both remission and active 
disease. Within the DSQ ≥ 1 group, DSQ scores were significantly higher in his-
tologically active patients compared with those in histological remission (me-
dian 34.5 [IQR 18–42] vs 9 [IQR 3–14]; Mann–Whitney U p = 0.016).
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Median treatment duration was 16.3 weeks (IQR 13.0–19.6) for DSQ = 0 pa-
tients and 14.9 weeks (IQR 10.4–21.9) for DSQ ≥ 1 patients.
Clinical remission did not correlate with histological remission (Fisher’s exact 
p = 0.76; κ = –0.04). Using DSQ ≥ 1 to detect histologic activity gave a sensitiv-
ity of 55 %, specificity 44 %, PPV 16 %, and NPV 83 %.
Conclusions  Despite clinical remission, 17.2 % of asymptomatic patients had 
persistent eosinophilic inflammation. As these are a minority of DSQ = 0 pa-
tients demonstrated active disease, these findings could support a targeted 
reassessment strategy, reserving gastroscopy for individuals with higher-risk 
features i.e. Higher EREFS at index endoscopy. The results also highlight the 
potential role of less invasive monitoring tools, such as capsule sponge cytol-
ogy, and the need for biomarkers beyond eosinophil counts alone.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1169  Submucosal Injection-Guided Septotomy 
(SING) for the treatment of Zenker’s diverticulum: a 
multicenter study of over 100 procedures
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Aims  Flexible endoscopic septotomy (FES) is the gold standard for the endo-
scopic treatment of Zenker’s diverticulum (ZD), although limitations of the 
technique remain. We report the first experience with a novel FES-based ap-
proach, termed Submucosal INjection-Guided septotomy (SING) technique 
[1].
Methods  In this retrospective analysis of prospectively collected data, all con-
secutive patients with ZD referred to three Italian centers between October 
2019 and August 2024 were treated by the SING technique and included. SING 
procedure includes a classic septotomy, a mucosal incision with a Hook-Knife 
along the midline of the septum, and a cricopharyngeal myotomy extending 
along the entire length of the diverticulum and at least 10mm into the esoph-
ageal muscular layer. During septotomy, a submucosal injection is performed 
on both the esophageal and diverticular sides, enhancing visualization of the 

muscular layer and guiding a complete myotomy. This represents the innovative 
aspect of the technique and an improvement over the traditional septotomy. 
The primary outcome was clinical success (CS), defined as a Kothari-Haber 
Scoring system score (KHSS) < 2 at 3 months. Secondary outcomes included 
technical success (TS), procedural time, and adverse events (AEs). Time to re-
currence was estimated using the Kaplan–Meier method.
Results  A total of 102 patients underwent the SING procedure (median age 
74 years [IQR 68–81]; 69.7 % male). Median diverticulum depth was 30 mm 
(IQR 25–40), and median baseline KHS score was 4 (IQR 3–6). CS was achieved 
in 98 % (100/102) of patients, and, after a median follow-up of 370 days (IQR, 
297–747), the recurrence of symptoms was 7 %. The probability of remaining 
recurrence-free was 93.5 % at 6 months, 92.0 % at 12 months, and 92.0 % at 24 
months. TS was obtained in all cases, with a median procedural time of 30 
minutes (IQR, 25–45 minutes). AEs occurred in 3 patients (2.9 %) and were all 
managed endoscopically. Sixty-three patients (61.8 %) underwent the conven-
tional SING technique (C-SING), while 39 patients (38.2 %) were treated with 
the diverticuloscope-assisted variant (D-SING). AEs occurred more frequently 
in the D-SING group (7.7 % vs 0 %, p = 0.04), including the only case of perfora-
tion, which was attributed to mechanical trauma from the distal end of the 
diverticuloscope. Recurrence was more frequent in the D-SING group compared 
to the C-SING group, although this difference did not reach statistical signifi-
cance (12.8 % vs 3.3 %, p = 0.06. Seventy-eight patients (76.5 %) had large di-
verticula ( > 25 mm), while 24 patients (23.5 %) had small diverticula ( < 25 mm). 
was similarly high (L-SING 97.4 % vs S-SING 100 %, p = 0.43). No significant dif-
ferences in AEs (3.8 % vs 0 %, p = 0.62) and recurrence rates (7.9 % vs 4.2 %, 
p = 0.53) were observed. TS was 100 % in both groups (p = 1.00).
Conclusions  SING appears to be a safe and effective technique for the endo-
scopic treatment of ZD, potentially offering technical advantages and improved 
outcomes over conventional FES.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Acute variceal bleeding (AVB) is the complication of portal hypertension 
associated with the highest mortality. Standard endoscopic treatment consists 
of esophageal band ligation (EBL) for esophageal varices (EV) or GOV1 varices, 
and cyanoacrylate (CYA) injection for gastric varices (GOV1–2 or IGV1–2). Ear-
ly rebleeding carries significant morbidity, mortality, and prolonged hospital-
ization. Baveno guidelines recommend early consideration of transjugular in-
trahepatic portosystemic shunt (TIPS) placement in patients at high risk of 
rebleeding, such as those with active bleeding, hepatic venous pressure gradi-
ent (HVPG) > 20 mmHg, or Child-Pugh score ≥ 8. Because HVPG is not univer-
sally available, identification of less invasive predictors of early rebleeding is 
required.
Methods  Patients presenting with AVB between January 2021 and March 2024 
were included. Demographic data, clinical parameters, type of varices, timing 
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of endoscopy (early intervention < 12 h; delayed intervention > 12 h), rebleed-
ing within 5 days, 30-day mortality, and overall mortality were recorded. Pa-
tients follow-up was until the end of the study or until death.
Results  A total of 91 patients were included, 86 males and 5 females, with a 
mean age of 59.5 ± 12.1 years. Cirrhosis accounted for 90.1 % of portal hyper-
tension, while 9.9 % had prehepatic etiologies (portsinusoidal vascular disease 
or portal vein thrombosis). AVB was caused by EV in 81 cases (89 %) and by GV 
in 10 cases (11 %). EBL was performed in 82 patients, and CYA injection in 9. 
Mean systolic arterial pressure was 123.9 ± 21.1 mmHg, mean hemoglobin 
8.8 ± 2.4 g/dL,  mean INR 1.66 ± 0.54,  and mean platelet  count 
134.18 ± 92.5 × 10⁹/L. Early endoscopy was performed in 77 patients (84.6 %), 
while 14 (15.4 %) underwent endoscopy > 12 hours. Rebleeding occurred in 15 
cases (16.4 %). Thirty-day mortality was 16.4 %, while overall mortality reached 
31.8 %, mainly related to multiple organ dysfunction syndrome.
Rebleeding (p < 0.01) was associated with CYA injection and with FFP transfu-
sion (p < 0.05) with statistical significance. For 30-day mortality, CYA injection, 
infection, low albumin, and coagulopathy were identified as significant predic-
tors (p < 0.001). Altough patients undergoing delayed endoscopy showed 
higher mortality rates (30,7 % versus 14,5 %), the difference did not reach sta-
tistical significance. No difference was seen in rebleeding rates based on en-
doscopy timing.
Conclusions  Rebleeding rates are higher in patients with gastric varices treat-
ed with CYA injection and in those who received FFP transfusion. Thirty-day 
mortality is increased in patients with gastric varices, infection, low albumin 
levels, or elevated INR.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Intraprocedural bleeding in third-space endoscopy remains a major technical 
challenge, and no universal pre-sealing strategy has been established.
We present the first comparison of two electrosurgical settings for vessel 
pre-sealing: Forced Coagulation (FC) (Effect 0.3) in CO₂ and Swift Coagulation 
(Effect 3.0) in saline immersion.
In the high-impedance CO₂ environment, Forced Coagulation (Effect 0.3) suc-
cessfully minimized spark formation, ensuring a safe pre-sealing effect. Con-
versely, in the low-impedance saline medium, Swift Coagulation achieved 
progressive tissue heating and successful coagulation.
Crucially, FC failed in saline due to the drop of impedance. These findings 
demonstrate that a similar pre-sealing outcome can be achieved with different 
modes across different settings, emphasizing the necessity of matching the 
electrosurgical setting to the procedural environment
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/c84fee2d-c5f0-4b65-9df1-502b6af1c95a/Uploads/19978_preseal-
ing.mov
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eP1172  Role of Endoscopy in the Management of 
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Authors  Aksim H1, Belhamdiya M1, Gharbi K1, Akka R1

Institute  1  L'hôpital militaire Avicenne, Marrakesh, Morocco
DOI  10.1055/s-0046-1822499
Aims  Rupture of a hepatic hydatid cyst (HHC) into the biliary tract is the most 
frequent and serious complication, leading to significant morbidity. Tradition-
ally, management relied on surgery, but the advent of endoscopic retrograde 
cholangiopancreatography (ERCP) has considerably modified practices over 
the past decades. The objective of our study was to evaluate the contribution 
of ERCP in the management of complicated forms of HHC, particularly those 
fistulized into the biliary tract [1–3].
Methods  We conducted a retrospective descriptive study within the Depart-
ment of Hepato-Gastroenterology over the period from January 2021 to August 
2025. Data were collected from ERCP records and concerned patients with 
complicated hepatic hydatid cysts.
Results  A total of 85 cases of fistulized HHC were included. The mean age of 
patients was 38 years, with a male-to-female ratio of 1.8. Reported medical 
histories included prior surgery for HHC (28 %), cholecystectomy (13 %), and 
known uncomplicated HHC (9 %). Clinically, obstructive jaundice was the pre-
dominant symptom (81 %), followed by hepatic colic (41 %); fever > 38.2 °C was 
present in 59 %.
Radiological investigations (ultrasound, CT, MRI) showed dilatation of the com-
mon bile duct (CBD) in 71 % of cases and of the intrahepatic bile ducts in 48 %. 
Hydatid material within the CBD was found in 69 % of patients.
The main indications for ERCP were: acute cholangitis (63 %), postoperative or 
post-drainage biliary fistula (33 %), and acute biliary pancreatitis (4 %). Endo-
scopic sphincterotomy was performed in all patients (100 %).
Post-ERCP evolution showed resolution of jaundice within 5–15 days on aver-
age, and closure of biliary fistulas within 10–16 days. Complications were rare: 
two cases of post-ERCP pancreatitis (2.3 %) and one case of procedure-related 
bleeding (5.2 %). The relative risk of bleeding after sphincterotomy was signif-
icantly lower in patients without a history of HHC surgery (RR = 0.439; p = 0.01).
Conclusions  ERCP is an effective and safe therapeutic modality in the man-
agement of complicated hepatic hydatid cysts. It ensures rapid resolution of 
jaundice and closure of fistulas, with a satisfactory safety profile (bleeding RR: 
0.43). These results highlight the central role of ERCP in the therapeutic arsenal 
for complicated HHC, as a complement or an alternative to surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1173  Microbiological Profile and Antimicrobial 
Resistance Patterns in Walled-Off Pancreatic Necro-
sis: A Single-Centre Retrospective Study
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Aims  According to the Revised Atlanta Classification, walled-off pancreatic 
necrosis (WOPN) is a late complication of acute pancreatitis, diagnosed > 4 
weeks after disease onset. Up to 40 % of WOPN cases develop secondary infec-
tions, which significantly worsen clinical outcomes and increase mortality up 
to five-fold compared with sterile necrosis. While endoscopic drainage is the 
preferred treatment, data on the microbiological characteristics of infected 
WOPN remain limited [1].
This study aims to characterise the microbial pathogens and their antibiotic 
resistance patterns in patients undergoing endoscopic stent placement for 
suspected infected WOPN at a single tertiary care centre the aim of this study 
is to describe the microbiological profile in infected WOPN. Secondary objec-
tives were to assess antimicrobial resistance patterns, evaluate the effectiveness 
of empiric antibiotic therapy, and document therapy modifications.
Methods  Between October 2021 and October 2025, we performed 3337 en-
doscopic procedures, including 1705 EUS examinations. During this period, a 
total of 75 WOPN cases were identified, comprising 40 LAMS insertions, 11 
conventional plastic stent insertions, and 24 cases of spontaneous regression.
This retrospective analysis included 51 patients with WOPN who underwent 
EUS placement of either a plastic or a metal stent. Samples from the WOPN 
cavity and blood cultures were obtained and sent for microbiological evalua-
tion. We recorded the isolated organisms, resistance profiles, and correspond-
ing antimicrobial therapies
Results  Among 51 patients, 37 had infected WOPN (72.5 %; median age 57 
[42-69], 32.4 % female) and 14 had sterile WOPN (27.5 %; median age 64 [54.8-
73], 57.1 % female). Polymicrobial infection was present in 35/37 infected 
cases (94.6 %), while the remaining two patients had monomicrobial infection. 
The most frequently isolated organisms included Enterococcus spp. (56.75 %), 
Klebsiella spp. (45.9 %), and Pseudomonas spp. (43.2 %). Fungal organisms, 
predominantly Candida spp., were identified in 19 patients (51.3 %).
Empiric imipenem was administered to 19 patients (51.3 %), with therapy mod-
ification required in 16 (84.2 %), including 13 modifications due to confirmed 
imipenem resistance (68 %). Overall, imipenem resistance was detected in 24 
out of the 37 infected cases (64.8 %), and antibiotic modification was required 
in 19 patients (51.3 %).
Conclusions  This study highlights the high rates of bacterial and fungal infec-
tions in WOPN, as well as the high prevalence of imipenem resistance, underscor-
ing the need to recognise pathogen profiles to improve treatment protocols and 
strengthen antimicrobial stewardship in managing necrotising pancreatitis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The optimal treatment of pancreatic duct strictures and stones due to 
chronic pancreatitis remains challenging considering the heterogeneity in eti-
ology, morphology and patient burden. Endoscopic therapy offers a minimally 
invasive option. However, endoscopic therapy, especially since the introduction 
of pancreatoscopy, varies between centers and countries due to availability and 
preference. Current guidelines offer limited guidance for treatment decisions. 
This study aims to provide an overview of practice variation across Europe and 
its influence on treatment outcomes, focusing on quality of life.
Methods  This multicenter prospective snapshot study was conducted in 14 
hospitals from 8 European countries. Between the 1st of June 2021 and the 9th 
of August 2023, patients undergoing endoscopic therapy for chronic pancre-
atitis were included. Patients were followed for at least 2 years. Primary out-
comes were type of therapy performed and clinical success, defined as partial 
or complete pain relief following endoscopic therapy after 2 years. Secondary 
outcomes were total number of interventions, quality of life and post-inter-
ventional events. The Pancreatitis Quality of Life Instrument (PANQOLI), Izbicki 
and 12-Item Short-Form (SF-12) were performed at baseline and after 1, 3, 6, 
12, 18 and 24 months post-intervention.
Results  96 patients were included (mean age 54 years (14.7), 66 (68.8 %) men), 
median symptom duration of 7 months (3.0-23.0), 33 (34.4 %) patients had 
current opioid use, of which 14 (42.4 %) longer than 6 months and the most 
common etiology toxic/metabolic (N = 49, 51.6 %). The mean Izbicki score was 
52.7 (SD 24.6) following 81 responses. The primary indication for intervention 
was pain (N = 70, 56.5 %). Overall, 102 treatments were performed, 6 patients 
receiving multiple modalities. Of these, 55 (53.9 %) were only classic Endoscop-
ic Retrograde Cholangiopancreatography (ERCPs), 23 (22.5 %) extracorporeal 
shockwave lithotripsy (ESWL) + /- ERCP, 20 (19.6 %) ERCPs assisted with pancre-
atoscopic lithotripsy and 4 (3.9 %) Endoscopic ultrasound-guided access (i.e. 
rendezvous). A median of 3 (IQR 2.0-5.0) endoscopic interventions were per-
formed in the two year follow-up. Clinical success following only endoscopic 
therapy was achieved in 56 (58.3 %) patients. After 2 years, the median Izbicki 
score was 18.1 (IQR 1.2-33.9) in the overall population, following 36 responses. 
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Nineteen patients used opioids (19.8 %). Four patients died, one caused by 
endoscopic complications, one due to an infected pseudocyst and two follow-
ing other/unknown causes. Additional pancreatic surgery was performed in 21 
(21.9 %) patients and planned in two (2.1 %). Explorative univariate logistic 
regressions showed no correlation of treatment related factors and patient 
related factors on clinical success. Additional quality of life outcomes are cur-
rently being analyzed and results are expected beginning of 2026.
Conclusions  This snapshot study shows substantial treatment variation across 
Europe, with currently a limited role for pancreatoscopic lithotripsy. This treat-
ment variation in combination with a clinical success rate in about 6 out of 10 
cases, underlines the need for standardization of endoscopic management of 
chronic pancreatitis. Although several studies have shown superior outcomes of 
surgery, minimally invasive endotherapy should not be dismissed. Future studies 
should focus on optimal patient selection, further standardizing endotherapy based 
on morphologic traits and creating unity in European treatment standards.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  EUS-guided hepaticogastrostomy (EUS-HGS) is among the preferred 
rescue techniques for biliary drainage when ERCP fails or when the papilla is 
inaccessible due to altered anatomy or neoplastic invasion. Although the ma-
jority of published experience originates from Eastern centers, and despite its 
demonstrated technical feasibility and clinical effectiveness, safety concerns 
have limited widespread adoption of EUS-HGS in Western practice, even among 
expert institutions. Recently, however, growing experience with EUS-guided 
interventions and accumulating evidence supporting the superiority of this 
technically demanding approach in select clinical scenarios have highlighted 
the need for robust data from Western centers.
Methods  We conducted a retrospective study of all consecutive patients who 
underwent EUS-HGS at six Italian institutions from 2017 to October 2025. 
Technical outcomes were technical success rate and procedure time. Clinical 
outcomes included the rates of clinical success—defined as a ≥ 50 % bilirubin 
reduction within two weeks for malignant disease or resolution of the under-
lying condition for benign indications—and adverse events, which were defined 
and graded according to the ASGE lexicon.
Results  A total of 183 patients underwent attempted EUS-HGS: 142 for ma-
lignant and 41 for benign conditions. Most procedures (n = 98, 53.6 %) were 
performed from January 2024 onward. In 116 patients, the papilla was inac-
cessible due to duodenal or pyloric strictures (n = 61) or altered anatomy 
(n = 55). Adequate transmural stent placement was achieved in 174 cases 
(95.1 %), with a mean procedure time of 50.2 ± 26.3 minutes. Following bile 
duct puncture, a cystotome was the preferred device for tract creation. Dedi-
cated stents were used in 110 cases. Among the 174 technically successful 
procedures, clinical success was achieved in 146 patients (83.9 %). Twenty-three 
patients (12.5 %) experienced adverse events, ranging from moderate (n = 16) 

to severe (n = 7) according to the modified ASGE lexicon. Cholangitis was the 
most common complication. One patient required surgery for biliary peritoni-
tis, and two procedure-related deaths occurred due to post-procedural chol-
angitis leading to septic shock.
Conclusions  EUS-HGS is increasingly adopted in tertiary centers and demon-
strates high technical and clinical success rates, particularly considering that 
these procedures are performed in patients with
limited—and often clinically ineffective—alternative options. Nevertheless, the 
incidence and severity of adverse events underscore the need for careful 
pre-procedural patient counseling and emphasize that EUS-HGS should be 
performed exclusively by experienced endoscopists in centers equipped to 
manage complications within a multidisciplinary framework.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Type I gastric neuroendocrine tumors (gNETs) arise in chronic atrophic gastritis 
under hypergastrinemic stimulation, are typically indolent, with negligible 
metastatic potential. They present as multiple, small, mucosal (rarely submu-
cosal) yellowish lesions with ectasic vessels. As most are small, superficial and 
without distant spread, the mainstay of treatment is endoscopic resection, 
while ENETS guidelines recommend considering surgery for lesions > 2 cm or 
high grade.
We report an exceptionally rare case of a type I gNET with an extremely unu-
sual morphology—flat and involving almost the entire gastric body—success-
fully treated by endoscopic submucosal dissection (ESD).
A 56-year-old woman with autoimmune atrophic gastritis underwent gastros-
copy. High-definition white-light and virtual chromoendoscopy revealed a 
subtle, completely flat (Paris 0-IIb) lesion with preserved glandular pattern but 
prominent, irregular “corkscrew-like” vessels, extending continuously from the 
proximal to the distal gastric body ( ≈ 100 mm).
Targeted biopsies showed low-grade gNET (Ki-67 1 %). Somatostatin receptor 
PET/CT with ⁶⁸Ga-DOTA-peptides and contrast-enhanced CT excluded metas-
tases. Endoscopic ultrasound (EUS) demonstrated mucosal thickening without 
submucosal or muscularis involvement.
Given the lesion’s remarkable size, the case was discussed at our multidiscipli-
nary neuroendocrine tumor board. The absence of deeper invasion or metas-
tasis supported an endoscopic approach, and ESD was performed. The lesion 
margins were carefully marked and en-bloc resection was achieved, yielding a 
140 × 35 mm specimen. Histopathologic examination confirmed a well-differ-
entiated, G1 multifocal NET with negative lateral and vertical margins and no 
vascular invasion. Remarkably, serial sectioning revealed more than 40 micro-
foci of neuroendocrine proliferation ranging from 0.5 to 5 mm.
Postoperative recovery was uneventful. Follow-up endoscopies at two and six 
months showed a retracted scar with no recurrence or symptoms.
To our knowledge, this is the first reported case of a giant, completely flat type 
I gNET successfully removed by ESD. In gNETs, lesion size correlates with lymph-
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node metastatic risk, typically guiding, for lesion larger than 2 cm, surgical 
management. However, in this case, careful correlation of morphology, 
cross-sectional imaging, and EUS findings supported localization limited to the 
mucosal layer, justifying an endoscopic approach. Definitive histology con-
firmed confinement to the mucosa and absence of lymphovascular invasion
This case highlights the importance of individualized, multidisciplinary evalu-
ation in gNETs and demonstrates that, even for unusual very large lesions, 
advanced endoscopic resection can achieve curative results and avoid unnec-
essary surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Miettinen-Lasota scoring system is the cornestone for prognostic 
stratification of gastrointestinal stromal tumors(GISTs), based on mitotic count 
and tumor size. Guidelines lack indications about the optimal sample that 
should be used for mitoticcount assesment, only specifying that at least 50 
high-power fields (HPF) must be evaluated. It is generally believed that, due 
totumor heterogeneity and the limited sample size obtained, endoscopic ul-
trasound-guided tissue acquisition (EUS-TA) is unreliable,particularly when 
using traditional cytology needles. However, only few data are available regard-
ing the use of histology (FNB) needles in this context. Nevertheless, the ability 
to correctly stratify patients preoperatively is a critical factor in GIST manage-
ment. The primary aim of this multicenter retrospective study was to evaluate 
the concordance between EUS-FNB andsurgical specimens in assessing the 
GIST prognostic score. Secondary endpoins were the adequacy of FNB samples 
forimmunohistochemistry (IHC) and mutational analysis [1–4].
Methods  We included all histologically confirmed GISTs from a prospective 
registry (NCT02855151). Concordance for mitotic count and tumor size meas-
urements was evaluated using Bland-Altman plots, calculating bias (mean 
difference between FNB and surgical specimens) and limits of agreement (LoA). 
Agreement in prognostic score classification was calculated as a percentage.
Results  Among a cohort of 68 GISTs, we included 32 cases in which complete 
histopathological data from both EUS-FNB and surgical specimens were avail-
able. The diagnostic concordance between EUS-FNB and surgical pathology 
was 100 %. IHC was successfully performed in all FNB samples (100 %). The 
mitotic count showed a bias of -1.19 mitoses, with LoA ranging from + 3.02 to 
-5.4. For tumor size, the bias was -0.96 mm, with LoA ranging from + 21.28 to 
-23.2 mm. Miettinen-Lasota score concordance between EUS with FNB and 
surgery showed 72 % agreement (23/32): in 5 cases, EUS underestimated the 
score, while in 4 cases, it overestimated it. Mutational analysis was performed 
in 62.5 % of the cases.
Conclusions  EUS with new FNB needles appears to be reasonably accurate for 
preoperative GIST evaluation and is certainly a useful tool for diagnosis and 
mutational analysis. However, its concordance with surgical findings is still 
suboptimal in terms of prognostic evaluation. On one hand, performing mul-
tiple needle passes, together with fanning technique, could improve the rep-
resentativeness of tumor heterogeneity and increase the amount of material 

provided to the pathologist. On the other hand, greater attention should be 
addressed to tumor size measurement in EUS, as this can sometimes lead to 
score variations. The study's limitations include its retrospective nature and 
the heterogeneity of mitotic count assessment. Prospective studies with ded-
icated protocols are warranted, along with an evaluation of the adequacy of 
the collected material for mitotic count on 50 HPF, as suggested by the guide-
lines.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Kyoto classification was introduced to standardize the endoscopic 
description of chronic gastritis associated with Helicobacter pylori (H. pylori). 
The diagnostic value of elementary endoscopic lesions has not been evaluated 
in our setting, where the prevalence of infection is high.
The aim of our study was to assess the diagnostic performance of each elemen-
tary endoscopic lesion for predicting H. pylori status.
Methods  This was a single-center, cross-sectional study conducted over a six-
month period. Included patients were H. pylori–treatment naïve and had not 
received recent antibiotics or proton pump inhibitors. Endoscopic evaluation 
focused on eight elementary lesions. H. pylori status was determined by histo-
logical examination. Diagnostic performance for each lesion was assessed by 
sensitivity (Se), secificity (Sp), positive predictive value (PPV), and negative 
predictive value (NPV).
Results  Among the 300 included patients, 228 (76.0 %) were H. pylori positive 
(mean age 40.2 ± 13.3 years; 54.4 % women). The most frequent lesions were 
diffuse redness (94.3 %), nodularity (50.4 %), and atrophy (46.9 %). Diagnostic 
performance was as follows:

▪▪ Diffuse redness: Se = 94.3 %, Sp = 8.3 %, PPV = 76.5 %, NPV = 31.6 %
▪▪ Nodularity: Se = 50.4 %, Sp = 86.1 %, PPV = 92.0 %, NPV = 35.4 %
▪▪ Atrophy: Se = 46.9 %, Sp = 43.1 %, PPV = 72.3 %, NPV = 20.4 %
▪▪ Fold hypertrophy: Se = 24.6 %, Sp = 83.3 %, PPV = 82.4 %, NPV = 25.9 %
▪▪ Adherent mucus: Se = 30.3 %, Sp = 75.0 %, PPV = 79.3 %, NPV = 25.4 %
▪▪ Spotty erythema: Se = 9.2 %, Sp = 94.4 %, PPV = 84.0 %, NPV = 24.7 %
▪▪ RAC absence/presence: Se = 32.5 %, Sp = 29.2 %, PPV = 59.2 %, NPV = 12.0 %
▪▪ Fundic gland polyp: Se = 3.1 %, Sp = 94.4 %, PPV = 63.6 %, NPV = 23.5 %

Conclusions  Nodularity is the most specific lesion and the strongest predictor 
of H. pylori infection (PPV = 92.0 %). Conversely, the absence of diffuse redness—
owing to its high sensitivity (Se = 94.3 %)—is a good indicator for ruling out in-
fection. Fundic gland polyp is highly specific for excluding H. pylori infection 
(Sp = 94.4 %), but its very low prevalence (3.1 %) limits its practical value.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurate pre-procedural lesion size estimation is crucial in endoscopic 
submucosal dissection (ESD) to guide treatment decisions. This study aimed 
to compare the accuracy of lesion size estimation by community endoscopists 
and hospital-based expert endoscopists against the actual lesion size measured 
from resected ESD specimens.
Methods  A total of 250 paired pre-procedural lesion size estimates were ana-
lyzed from community endoscopists and from hospital based expert endosco-
pists. These estimates were compared with the actual lesion size using 
Bland-Altman analysis, Mean Absolute Error (MAE), Root Mean Squared Error 
(RMSE), and Lin’s Concordance Correlation Coefficient (CCC). Regression anal-
ysis was performed to assess proportional bias and trends over time, while 
ANOVA tests were used to determine whether lesion classification (Paris clas-
sification) or anatomical location influenced estimation errors.
Results  Hospital-based endoscopists demonstrated superior accuracy com-
pared to community endoscopists, with a lower bias of 5.22 mm, narrower 
limits of agreement, and a higher concordance correlation coefficient (CCC) of 
0.785. Lesions larger than 11.5 mm were associated with increased estimation 
errors, particularly in community endoscopist estimates, which exhibited sig-
nificant proportional bias (p < 0.001). Among hospital-based endoscopists, 
neither Paris Classification nor anatomical location showed a significant asso-
ciation with estimation errors. However, for community endoscopists, lesions 
located in the greater curvature were significantly overestimated (p = 0.019), 
with an average overestimation of 8.50 mm. No significant improvement in 
estimation accuracy over time was observed, suggesting that error rates have 
remained stable despite potential advancements in training or experience.
Conclusions  These findings highlight the need for standardized measurement 
techniques and underscore the potential benefits of enhanced training pro-
grams and adjunctive imaging technologies to improve pre-procedural lesion 
size assessment in endoscopic practice
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Prior reports [1] suggest that distal colorectal lesions harbour carcinomas 
at higher rates than proximal (right-sided) lesions. Newer data [2], after adjust-
ing for lesion size and morphology, posit that lesion location is not a significant 
predictor of carcinoma. As such, there is conflicting evidence on the role of 

lesion location in the risk of carcinoma and thus the choice of endoscopic re-
section technique. Thus, we sought to characterize real-world cancer behaviour 
by colorectal sub-site. We leveraged detailed endoscopic and histopathologic 
correlation to assess whether a universal ESD strategy is superior to a selective 
resection algorithm (SRA). To determine how the frequency, depth, and cura-
bility of carcinoma differ across anatomical regions of the colorectum (rectum, 
distal colon, proximal colon), and to examine associations with lesion morphol-
ogy, optical classification, and histologic risk features.
Methods  From July 2019-2025, all 6,449 colorectal lesions assessed endo-
scopically at St. Michael’s Hospital, Toronto, Canada were screened. After ex-
cluding polyps less than 10mm (n = 4,871), 1,578 lesions with endoscopic 
features warranting resection were evaluated. Choice of endoscopic resection 
technique was determined using our previously presented SRA [3]. Thirty-two 
high-risk lesions were referred directly for surgery, leaving 1,546 endoscopic 
resections attempted: EMR n = 1,364; ESD n = 182.
Results  Carcinoma was identified in 110 (7.1 %) of specimens, with marked 
variation by anatomical sub-site: carcinoma was most frequent in the rectum 
(33/195, 16.9 %), followed by the distal colon (32/291, 11.0 %) and proximal 
colon (45/1,060, 4.3 %). By Vienna classification, low-grade dysplasia (LGD) was 
the predominant histologic grade (48.8 %), followed by high-grade dysplasia 
(33.3 %), intra-mucosal carcinoma (1.2 %), and submucosal carcinoma (5.9 %). 
On histopathological review, lesions with carcinoma were more commonly 
removed with ESD than EMR (15.4 % vs 4.6 %, p < 0.0001). Among the carcino-
mas, well-differentiated histology predominated (61.8 %), though poor differ-
entiation was more frequent in ESD vs EMR specimens (11.4 % vs 1.3 %, 
p = 0.002). LVI was observed in 36.4 % of all carcinomas and was more common 
in ESD vs EMR (51.4 % vs 29.3 %, p = 0.025). Among the carcinomas, positive 
deep (6.6 % vs 0.2 %, p < 0.0001) and lateral (4.9 % vs 0.2 %, p < 0.0001) margins 
were higher in ESD vs EMR. Curative resection for carcinoma was markedly 
higher with ESD vs EMR (74.3 % vs 9.3 %, p < 0.0001). Notably, 26.5 % of EMR 
lesions with submucosal invasive carcinomas fulfilled curative histologic crite-
ria and would have been cured endoscopically had they been resected by ESD. 
Multivariable logistic regression confirmed anatomical location as a key deter-
minant of carcinoma risk. Compared with the proximal colon, lesions in the 
rectum (OR 2.48, 95 % CI 1.24–4.97, p = 0.01) and distal colon (OR 2.56, 95 % 
CI 1.50–4.38, p = 0.0006) were significantly more likely to harbor carcinoma. 
Non-granular pseudo-depressed LSTs showed the strongest association with 
invasion (OR 4.94, 95 % CI 1.72–14.16, p = 0.003), whereas granular homoge-
neous LSTs were least likely to harbor carcinoma (OR 0.18, 95 % CI 0.07–0.49, 
p = 0.0009). When compared to lesions measuring 30–50 mm, those larger 
than 50 mm had significantly higher odds of harboring carcinoma (OR 0.50, 
95 % CI 0.29–0.85; p = 0.01), indicating roughly a two-fold increase in carcinoma 
risk. Furthermore, optical prediction (JNET) of carcinoma performed significantly 
worse in the rectum: the odds of correctly identifying carcinoma endoscopically 
were 6-fold lower in rectal vs colonic lesions (OR 0.159, 95 % CI 0.084–0.304; 
p < 0.0001), consistent with lower discriminative performance in the rectum (AUC 
0.67, [95 % CI 0.59-0.75] vs 0.71, [95 % CI 0.61-0.81] in the colon), supporting a 
higher prevalence of covert invasion in rectal lesions despite careful optical assess-
ment by JNET (AUC 0.88, 95 % CI 0.86-0.90) of all colorectal lesions.
Conclusions  Rectal lesions, while more frequently found to harbor carcinoma, 
exhibited a covert pattern of invasion that was less reliably detected endoscop-
ically. This underscores the need for heightened suspicion and an aggressive 
approach to en-bloc resection in this location. Recognizing these segmental 
differences is essential for refining a selective resection algorithm that balanc-
es curative potential, procedural complexity, and patient safety.
Conflicts of Interest  JDM – Speaker: Boston Scientific, Pendopharm, Vantage, 
Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, Pen-
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Problem to solve  Spray Coagulation (SprayCoag) is a noncontact thermoab-
lative mode producing superficial tissue effects and operating on the same 
principles as Argon plasma coagulation (APC). Although SprayCoag has long 
been used for hemostasis in Surgery and dissection in ESD or POEM, its use in 
first-space endoscopy remains limited. A recent case series suggested that 
SprayCoag applied with a conventional polypectomy snare tip across different 
gastrointestinal locations may be a safe, economical, and less polluting alter-
native to APC (1). However, a major gap that should be filled is the lack of 
documented SprayCoag settings for first-space endoscopy [1].
Innovation  We propose SprayCoag as an alternative to APC for ablating rectal 
angiodysplasias in chronic radiation proctitis (CrP). Accordingly, we conducted 
a single-blind randomized controlled trial using an ex-vivo porcine rectal mod-
el to identify the SprayCoag settings that most closely replicate APC-induced 
tissue effects. Intervention: Two electrosurgical units (ESU), the VIO-300D 
(Erbe Elektromedizin GmbH, Tübingen, Germany) and the ESG-300 (Olympus, 
Tokyo, Japan) were used for both APC and SprayCoag. APC was set according 
to recommended settings for CrP and SprayCoag was tested at 3 settings (ef-
fect/power): VIO-300D-Erbe: 2/50, 1/60 and 1/50; ESG-300-Olympus: 1/40, 
2/30 and 2/40. All electrofulgurations were performed by the same endoscopist 
and tissue effects were blindly assessed by the same anatomopathologist. Main 
outcome measure: The tissue effects of SprayCoag.
Results  Four rectums were included. For each rectum and generator, 3 APC 
and 3 SprayCoag electrofulgurations per setting were performed (N = 96).
VIO-300D-Erbe: APC produced mean thermal injury of 2.4mm (2.0-2.7) in 
diameter and 1.3mm (0.2-1.8) in depth, Volume: 2.0mm3 (0.3-2.8). These 
values were similar to SprayCoag-1/50: 2.6mm (2.2-2.8) in diameter and 
1.4mm (0.7-2.0) in depth, Volume: 2.3mm3 (1.2-3.5), p = 0.272 (95 %CI -3.3-
1.1), p = 0.251 (95 %CI -0.2-0.9), p = 0.525 (95 %CI -1.6-3.2), respectively. Spray-
Coag-2/50 and 1/60 caused significantly higher damage.

ESG-300-Olympus: APC produced injury of 2.3mm (1.8-2.6) in diameter and 
1.2mm (0.3-1.7) in depth, Volume: 1.8mm3 (0.3-2.9) similar to SprayCo-
ag-2/30: 2.5mm (1.9-2.8) in diameter and 1.2mm (0.9-1.8) in depth, Volume: 
1.9mm3 (0.8-3.3), p = 0.217 (95 %CI -0.3-1.2), p = 0.386 (95 %CI -0.3-0.7), p = 0.417 
(95 %CI -0.8-1.9), respectively. SprayCoag-1/40 showed a trend toward greater 
volume damage: 2.2mm3 (0.6-4.1), p = 0.271 (95 %CI -0.6-2.1) and a more erratic 
effect, 3/12 (25 %) yielding no measurable injury. SprayCoag-2/40 produced sig-
nificantly greater thermal damage in diameter and volume: 2.8mm (2.5-3.2), 
p = 0.021 (95 %CI 0.1-1.6) and 3.3mm3 (2.0-4.7), p = 0.017 (95 %CI 0.3-3.1), respec-
tively. No electrofulguration reached the muscle layer.
Conclusions  SprayCoag 1/50 with the VIO-300D and SprayCoag 2/30 with the 
ESG-300 produce tissue injury comparable to APC and may therefore be suit-
able alternatives for the treatment of chronic radiation proctitis.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/ce246253-d4c5-4019-bfb6-eb0cd8f223f7/Uploads/19990_SprayCo-
ag_resection.mp4
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Aims  Submucosal injection solutions are essential for safe and effective 
colorectal endoscopic mucosal resection (EMR), yet comparative evidence 
across available agents is limited. Viscous and hypertonic solutions have been 
proposed to improve technical performance and resection quality. This study 
evaluates the comparative efficacy of submucosal injectates using a network 
meta-analysis (NMA) of complete resection and a structured synthesis of sec-
ondary technical and safety outcomes.
Methods  Nine randomized trials were included in the study. Three colorectal EMR 
trials with extractable complete resection (R0/CRR) data contributed to the con-
nected NMA network of normal saline (NS), hyaluronic acid (HA), 50 % dextrose 
(DEX), and indigo carmine–mixed saline (IC) (total 564 lesions). A fixed-effect 
contrast-based NMA was used to generate risk ratios (RRs). Secondary outcomes, 
including submucosal elevation durability, injection volume, procedure time, and 
adverse events, were synthesized from all relevant colorectal trials.
Results  Primary NMA: Compared with NS, HA significantly improved complete 
resection (RR 1.21; 95 % CI 1.02–1.45), DEX showed comparable efficacy (RR 
1.26; 95 % CI 0.97–1.65), and IC showed no advantage over NS (RR 0.96; 95 % 
CI 0.89–1.05). Treatment ranking favored HA ≈ DEX > NS > IC.
Secondary Outcomes: Direct comparative evidence demonstrated that both 
hydroxyethyl starch (HES) and 50 % dextrose substantially prolonged submu-
cosal elevation and reduced reinjection volume versus NS. HES also modestly 
shortened procedure time and reduced EMR-related bleeding in large laterally 
spreading tumors. HA-based solutions exhibited a bleeding risk comparable to 
NS, whereas indigo-carmine saline and 0.13 % HA did not significantly influence 
bleeding or procedural safety. In a separate comparison unconnected to the 
saline-based network, Eleview required significantly less injectable volume and 
improved Sydney Resection Quotient compared with hetastarch, without clear 
adverse event differences. Across all colorectal trials, perforation was rare, and 
no injectate demonstrated a consistent safety liability.
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Conclusions  In this colorectal EMR NMA, hyaluronic acid was the only agent 
that showed a statistically significant improvement in complete/curative re-
section compared to normal saline. Dextrose 50 % showed a similar effect but 
with less precision. Secondary comparative analyses indicate that HES, dex-
trose, and Eleview each enhance technical performance by improving cushion 
durability or lowering injection volume, whereas bleeding and perforation rates 
remain low across agents. These results show that viscous and hypertonic solu-
tions, especially HA and DEX, are good injectants for clinical use. HES and 
Eleview also have some technical advantages in certain situations. Additional 
well-designed randomized controlled trials are required to standardize efficacy 
and safety assessments across all injectable categories.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To evaluate the adenoma detection rate (ADR) in patients under 50 years 
of age undergoing colonoscopy and to characterize the features of adenomas/
polyps in this population.
Methods  A retrospective analysis was conducted of colonoscopy procedures 
performed between 2022-2023 in patients under 50 years of age at a district 
general hospital in the UK. Data collected included patient demographics, pro-
cedure indications, colonoscopy findings, and histopathological results. Ade-
noma and polyp characteristics including location, histological type, and grade 
of dysplasia were recorded and analyzed (▶Table 1).

▶Table 1	  Adenoma Characteristics (n = 35)

Characteristics n  %

Location *

Caecum + ascending colon 13 37.1

Transverse colon 13 37.1

Descending + sigmoid colon 16 45.7

Rectum 9 25.7

Size

 < 5mm 16 45.7

6-9mm 10 28.6

 ≥ 10mm 11 31.4

Size range (mm) 2-30 -

Histological subtype

Tubular 29 85.7

Tubular villous 5 14.3

Dysplasia grade

Low-grade dysplasia 31 88.6

High-grade dysplasia 3 8.6

Adenocarcinoma 1 2.9

Advanced adenomas† 9 25.7

Results  A total of 3800 colonoscopies were carried out during this time. 234 
colonoscopies performed in patients under 50 years of age. Patients with in-
flammatory bowel disease and polyposis syndrome were excluded.
Overall adenoma detection rate was 14.96 % (35/234). The mean age of pa-
tients with adenomas was 38.12 years (range 33-49) with a 22:13 M: F of 1.7:1. 
One patient was found to have an adenocarcinoma.
Common indications for colonoscopy included: rectal bleeding (15/35, 42.9 %), 
altered bowel habits (13/35, 37.1 %), abdominal pain (9/35, 25.7 %), and anae-
mia (7/35, 20 %).
Overall serrated polyp detection rate was 4.27 % (10/234).
ADR plus (defined as the proportion of patients with at least one adenoma or 
serrated polyp) was 18.4 % (43/234).
Advanced adenomas were found in 25.7 % (9/35).
Conclusions  This study demonstrates a significant ADR of 15 % in patients 
under 50 years of age undergoing colonoscopy. Adenomas were relatively even-
ly distributed throughout the colon, with slight left-sided predominance 
(45.7 %). The presence of high-grade dysplasia in 8.6 % of cases and one ade-
nocarcinoma highlights the clinical significance of evaluating significant symp-
toms in younger patients. These findings support the value of colonoscopy in 
symptomatic patients under 50 and contribute to evidence informing screen-
ing strategies for younger populations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic reporting has traditionally required physicians to manually 
document findings, procedural maneuvers, and recommendations—a time-con-
suming task that contributes to physician burnout. Recent advances in ambient 
clinical documentation have reduced this burden, enabling greater focus on 
high-value, skill-based activities. Emerging large language models (LLMs) with 
vision-language capabilities offer the potential to further streamline workflows 
and enhance diagnostic accuracy through automated image interpretation. 
This study evaluated the performance of a state-of-the-art vision-language LLM 
for endoscopic image classification and report generation.
Methods  We fine-tuned Google’s MedGemma-4B LLM using the HyperKvasir 
dataset, comprising 9,808 labeled GI endoscopic images across 23 categories 
representing both anatomical landmarks and pathological findings from upper 
and lower GI examinations. Images were randomly divided into training/vali-
dation (80 %; 7,686/854) and testing (20 %; 2,122) sets. The model underwent 
supervised fine-tuning, and performance metrics were assessed before and 
after training.
Results  Fine-tuning yielded large performance gains across the full test set 
(Figure 1). On all samples, overall accuracy increased from 0.13 at baseline to 
0.86 after fine-tuning, with macro-averaged F1 rising from 0.07 to 0.54; dis-
crimination approached ceiling performance with area under the receiver op-
erating characteristic curve (AUROC) improving from 0.96 to 0.99. For labels 
with ≥ 100 training images, performance was uniformly strong, with both ac-
curacy and macro-F1 near 0.97 and AUROC ≈ 0.996. In contrast, classes 
with < 100 training images showed greater variability (Figure 2). Visually dis-
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tinctive but infrequent findings, such as impacted stool and ulcerative colitis 
with Mayo endoscopic score 3, remained accurately classified despite limited 
sample size.
Conclusions  Supervised fine-tuning of LLM substantially enhanced endoscop-
ic image classification, achieving near-ceiling discrimination for well-represent-
ed classes, with variable performance for underrepresented labels. These results 
support immediate utility for focused tasks such as Boston Bowel Preparation 
Scale grade assignment, anatomic landmark recognition, and polyp identifica-
tion, with anticipated gains with additional training data. Future work should 
incorporate unstructured textual inputs and free-text label prediction to better 
mirror clinical documentation. The framework’s scalability, adaptability to 
heterogeneous inputs, and flexibility in outputs position it for clinically relevant 
applications (e.g., automated endoscopy reporting) and for academic use in 
large-scale curation of image repositories. Extension to multimodal data 
streams may enable predictive analytics (e.g., pathology forecasting), offering 
a promising avenue for translational research.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastrointestinal (GI) endoscopy is widely regarded as safe, yet patient 
safety incidents (PSIs) do occur, with scarce information on contributory factors 
(CF). [1] This study aims to systematically identify contributory factors (CFs) 
across the endoscopy pathway using narrative reports from the National Re-
porting and Learning System (NRLS) in England and Wales, mapped to the 
Systems Engineering Initiative for Patient Safety (SEIPS) 2.0 human factors 
framework. By capturing latent risks across its various domains, we seek a sys-
tem-wide understanding of where, in the endoscopy journey, significant patient 
harm occurs and why. We also seek to translate these insights into team-based 
simulations, delivered in-situ, designed to reflect real-world risks.
Methods  We retrospectively analysed relevant PSI narrative reports submitted 
to the NRLS between 2017 and 2022, focusing on significant incidents, result-
ing in moderate or severe harm or death. Incidents were characterised by pro-
cedure type, urgency, and stage of patient care. Using a mixed inductive and 
deductive approach we identified CFs, based on the SEIPS 2.0 domains using 
established content analysis principles. [2] High-yield in situ simulation scenar-
ios were developed by translating key descriptors and CFs into realistic, con-
textually grounded scenarios. These scenarios reflected system vulnerabilities 
and provided a foundation for exploring team communication and adaptive 
decision-making in complex, real-world settings.
Results  Analysis of 1,442 PSI reports revealed that incidents most commonly 
occurred during oesophago-gastro-duodenoscopies (31.2 %), colonoscopies 
(29.4 %), and Endoscopic Retrograde Cholangio-Pancreatography (16.4 %). 
Elective procedures accounted for 44.8 %, with emergencies comprising 17.0 %. 
PSIs were most frequently reported peri-endoscopically (44.5 %), followed by 
pre- (28.3 %) and post-endoscopy (27.3 %) phases.
Content analysis of 1,057 reports identified 1,484 CFs. The Person domain 
predominated (52.0 %), with communication failures (50.6 %) and gaps in 
knowledge, competence, or skills (33.7 %) most commonly reported. Organi-
sational factors (18.7 %) reflected resource availability, staffing, and workflow 
challenges, while Task factors (17.5 %) related to procedural complexity and 
patient-specific considerations. Tools and Technology (7.3 %) and External fac-
tors (3.7 %, mainly COVID-19–related) were less frequently reported CFs

These findings were translated to create team-based in-situ simulation scenar-
ios addressing real-world vulnerabilities (such as management of complex 
patients with comorbidities and anticoagulation, navigating incomplete or 
conflicting documentation, responding to peri-procedural complications such 
as perforation, withdrawal of consent). Each scenario was explicitly mapped to 
CFs identified from the analysis and are currently being used as a basis to study 
endoscopy team communication and adaptive capacity in participating centres.
Conclusions  This content analysis of at least moderate harm incident reports 
in GI endoscopy highlights that PSIs arise from complex interactions across the 
entire work system, with Person and Organization domains most frequently 
reported. Communication failures accounted for over half of person-related 
CFs, often occurring across teams, with patients, or via incomplete documen-
tation. This highlights a mismatch between current endeavours to improve 
safety in endoscopy care—typically focused on improving individual technical 
performance—and where harm actually originates. Latent system vulnerabilities 
amplify seemingly minor errors into significant adverse events, including de-
layed diagnosis, missed pathology, or lost surveillance.
Addressing these risks requires a reconceptualization of safety that extends 
beyond the procedure room to encompass the entire multidisciplinary team. 
To address some of those challenges, we have developed and delivered mul-
ti-centre, in-situ team-based simulations based on those real-life risks. These 
simulations are now being used to study team communication and adaptive 
capacity, offering an evidence-informed, proactive approach to improving pa-
tient safety and fostering resilient endoscopy systems.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To address the limitations of current gastrointestinal endoscopy training 
systems—such as abstract modeling, low anatomical fidelity, and lack of support 
from adjacent organs—this study aimed to develop a high-fidelity upper gas-
trointestinal endoscopy training platform based on real imaging data, along 
with replaceable lesion training modules.
Methods  Three-dimensional reconstruction and optimized design were per-
formed using patient CT images, preserving the upper gastrointestinal tract, 
adjacent organs, and bony structures. The outer shell and positioning frame-
work were fabricated via 3D printing using TPU material, followed by rubber 
casting and overall assembly to form a complete human simulation model with 
a fixation system. According to training requirements, matching lesion modules 
for foreign body removal, polypectomy, and ESD were developed, enabling 
modular quick replacement and scenario expansion.
Results  A simulated upper gastrointestinal endoscopy trainer was construct-
ed that covers the pharynx, esophagus, stomach, duodenum, and pancreato-
biliary system, integrating adjacent structures such as the liver, spleen, pan-
creas, diaphragm, and spine, together with a stable fixation system. Multiple 
compatible lesion training modules were successfully developed to meet train-
ing needs ranging from basic to advanced procedures.
Conclusions  This trainer achieves high-fidelity design based on realistic ana-
tomical structures, significantly enhancing the spatial perception and tactile 
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feedback of endoscopic operations. It provides a reproducible and expandable 
solution for endoscopy education and skill training.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients receiving endoscopic percutaneous endoscopic gastrostomy 
(PEG) are usually at elevated risk of short-term mortality due to concurrent 
morbidity. Risk stratification algorithms to identify patients with no or elevat-
ed risk might assist appropriate patient selection. The aim of this study was to 
develop a machine learning-based risk stratification model for short-term ( < 30 
days) mortality prediction.
Methods  All PEG implantations between January 2017 and December 2023 
were retrospectively included. Exclusion criteria comprised age below 18 years, 
multiple PEG procedures ( ≥ 2), follow-up shorter than 30 days and PEG indica-
tions due to dementia or palliative treatment. Spearman correlation with Bon-
ferroni multiple comparison correction was used to identify feature variables. 
A time-based split (4:1) was applied to define the training (80 %) and validation 
cohort (20 %). After feature engineering, imputation of missing variables using 
K-nearest neighbour method and compensation of class imbalance with 
SMOTE, a logistic regression-based machine learning model was trained using 
the training cohort. Monte Carlo cross-validation-based (100-fold stratified 
random splitting with a 25 % validation proportion) threshold selection was 
used to pre-define a rule out threshold achieving a sensitivity > 80 % while max-
imizing the true negative classifications within the training data. This rule-out 
threshold was then applied to the validation data. Performance metrices were 
calculated and an internal validation was conducted using bootstrap analysis 
(n = 2000). To assess for differences between the training and validation cohort 
a Mann–Whitney U test was used for continuous non-parametric variables and 
a Fisher’s exact test for categorical variables. Python alongside different pack-
ages (e.g. NumPy, pandas, SciPy, scikit-learn) with the support of Chat GPT-5 
was used to develop the algorithm and to perform the statistical analysis.
Results  A total of 689 PEG implantations met the inclusion criteria. Median 
age of patients was 68 (IQR 60-78) years, 39 % were female. The most common 
PEG indication was a cancer (n = 314), either due to dysphagia or prophylactic 
(oncological), followed by stroke/cerebral haemorrhage (n = 242) and neuro-
logical disease (n = 133). Approximately 7.7 % of patients died within 30 days 
after PEG placement. Spearman correlation analysis demonstrated a significand 
correlation between 30-day mortality and C-reactive protein (r = 0.21), Charl-
son Comorbidity Index (r = 0.163), prothrombin time (r = -0.16), age (r = 0.12), 
leucocyte count (r = 0.12) and haemoglobin (r = -0.12). ASA score was also as-
sociated with short-term mortality (30-day mortality: ASA1 = 0 %; ASA2 = 3.1 %; 
ASA3 = 8.2 %; ASA4 = 8.9 %). To identify patients with no or elevated risk a ma-
chine learning based approach was developed. No differences between the 
training (n = 551) and validation cohort (n = 138) were found. A logistic regres-
sion-based machine learning model was trained utilizing the features identified 
and listed above. To reduce overfitting, as indicated by learning curves, leuco-
cytes were excluded from the final model. Evaluation of the model demonstrat-
ed good discrimination with an area under the receiver operating characteris-
tic curve of 0.81 (95 %CI 0.70-0.92). SHAP analysis indicated that PEG indication 
had only minimal predictive value (mean absolute SHAP < 0.01). Utilizing the 
pre-calculated rule-out threshold in the validation cohort, patients without 

short-term mortality could be identified with a negative predictive value and 
sensitivity of 100 % (true negative = 91; false negative = 0; true positive = 6; false 
positive = 41). Given the low prevalence of short-term mortality, a reliable rule-
in threshold could not be defined. Thus, the rule out threshold was used to 
stratify into rule out (mortality = 0 %) and elevated-risk groups (mortali-
ty = 14.6 %).
Conclusions  This logistic regression-based machine learning model enables 
stratification of patients receiving PEG implantations. Patients classified as rule 
out have no mortality risk. Future research should focus on external and pos-
sibly prospective validation and further refining the model for better stratifica-
tion of high-risk patients.
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Aims  In patients with cirrhosis, gastroesophageal varices (EV) due to clinical-
ly significant portal hypertension (CSPH) are associated with an increased risk 
of liver decompensation. Non-invasive tests (NITs) are increasingly used in 
clinical practice for assessing the risk for CSPH with EV, but chronic hepatitis 
Delta (CHD) specific studies are missing. We investigated the performances of 
NITs-based criteria to predict EV in CHD patients (▶Table 1).

▶Table 1	 

Criteria Speci-
ficity

Positive 
Predic-
tive 
Value

Sensi-
tivity

Negative 
Predic-
tive 
Value

LSM or PLT 24.0 % 31.6 % 95.7 % 93.8 %

SSM 47.3 % 37.0 % 89.5 % 92.9 %

LSM > 18.7 
kPa

68.1 % 40.9 % 60.2 % 82.4 %

Methods  Untreated patients with HDV-related compensated cirrhosis and 
available liver stiffness measurement (LSM) and esophagogastroduodenosco-
py (EGD) enrolled in the multicenter SAVE-D and D-SHIELD studies were includ-
ed. In a subgroup of patients, spleen stiffness measurement (SSM) was also 
available. EGD and transient elastography (TE) were performed prior to Bulev-
irtide (BLV) start. Baveno VI/VII and AASLD criteria were applied to identify 
patients in which screening endoscopy could have been avoided (LSM < 20 
kPa + platelets [PLT] count > 150x109/L). Regarding SSM, the Baveno VII criteria 
of SSM ≤ 40 kPa was implemented to identify patients who could have been 
spared of screening endoscopy. NITs’ performances were assessed calculating 
for each criteria Sensibility (Sn), Specificity (Sp), Positive Predictive Value (PPV), 
Negative Predictive Value (NPV), and accuracy. The diagnostic performance of 
the continuous LSM variable was evaluated using Receiver Operating Charac-
teristic (ROC) curve analysis [1, 2].
Results  347 patients were included in this analysis (median age 54, 56 % 
males): 93 (27 %) showed high risk varices (HRV). Avoiding screening endosco-
py in patients with LSM < 20 and PLT > 150 x109/L resulted in 4 (9 %) missed high 
risk varices (HRV) (Sensitivity [Sn] 95.7 %, Negative Predictive Value [NPV] 
93.8 %). In patients with available SSM, the rate of missed HRV dropped to 7 %, 
while Sn was reduced 89.5 % and NPV to 92.9 %. ROC analysis to identify patients 
harboring varices retrieved an optimal LSM cut-off of 18.7 kPa, with an AUROC 
of 0.620 (0.550-0.690), Sn of 60.2 % and a false positive rate (1 – Sp) of 0.319, 
corresponding to a Sp of approximately 68.1 %. The corresponding PPV was 
40.8 %.
Conclusions  In patients with untreated HDV-related cirrhosis, applying the 
Baveno VII criteria to identify patients who could avoid screening EGD reports 
a rate of missed HRV higher than the acceptable threshold. Avoiding screening 
endoscopy based on NITs in CHD patients could lead to misclassify patients who 
have HRV and are at higher risk of decompensating events.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Acetic acid chromoendoscopy and linked color imaging demonstrate 
significant clinical utility in enhancing the visibility of Barrett's neoplasia during 
endoscopy. However, there are limited data examining the incremental bene-
fit of utilizing these imaging modalities in combination. The aim of this study 
is to assess the effect of acetic acid-enhanced linked color imaging (AA-LCI) on 
enhancing Barrett's neoplasia visibility, compared with acetic acid chromoen-
doscopy alone [1–5].
Methods  We retrospectively examined paired endoscopic images of 17 lesions 
from 17 consecutive patients with Barrett’s neoplasia who underwent endo-
scopic submucosal dissection between April 2023 and March 2025 at a single 
Canadian tertiary referral centre. Images of each lesion were captured under 
acetic acid chromoendoscopy and AA-LCI during index endoscopy. Within these 
images, neoplastic and non-neoplastic Barrett's mucosa were identified and 
demarcated by an expert endoscopist, and ten 50-by-50-pixel regions of inter-
est were randomly selected from each of the demarcated mucosal zones using 
image analysis software (ImageJ, NIH, Bethesda, MD, USA). We then quantified the 
mean color contrast (ΔE *) between the neoplastic and non-neoplastic regions of 
interest for each lesion, using the Commission Internationale de l’Eclairage (CIE) 
lab color system. We also performed exploratory analyses of the geometric and 
textural contrast between the lesion and adjacent non-neoplastic mucosa using 
the Sobel operator and grey-level co-occurrence matrix, respectively. Paired dif-
ferences in color, geometric, and textural contrast between acetic acid chromoen-
doscopy and AA-LCI were analysed using a Wilcoxon signed-rank test.
Results  Overall, 680 regions of interest were analysed across 17 neoplastic lesions 
with paired acetic acid chromoendoscopy and AA-LCI images (340 neoplastic and 
340 adjacent non-neoplastic). Quantitative image analysis demonstrated that AA-
LCI produced a moderate increase in the lesion-to-background color contrast when 
compared to acetic acid chromoendoscopy alone (median paired difference 2.8 
ΔE *; Z = 2.34, p = 0.017, r = 0.57). Differences in geometric contrast did not favor 
either modality (median paired difference − 0.68 units; Z = 0.78, p = 0.459, r = 0.19), 
and textural contrast similarly showed no significant advantage for AA-LCI (medi-
an paired difference − 1.33 units; Z = 0.59, p = 0.579, r = 0.14).
Conclusions  In this single-centre review of Barrett’s neoplasia treated with 
ESD, AA-LCI was associated with a moderate increase in color contrast between 
neoplastic lesions and adjacent non-neoplastic Barrett’s mucosa when com-
pared to acetic acid chromoendoscopy alone. We did not observe significant 
differences in geometric or textural metrics between modalities, suggesting 
that the potential benefit of AA-LCI in this context may be driven principally by 
color contrast rather than by changes in edge or texture features. These findings 
support AA-LCI as a useful adjunct for enhancing color-based delineation of 
Barrett’s neoplasia. However, this study was limited by its small sample size and 
the absence of endoscopist visibility scores, diagnostic performance measures, 
or clinical outcome data. Larger studies are needed to further evaluate wheth-
er AA-LCI meaningfully improves the optical detection of Barrett’s neoplasia.
Conflicts of Interest  Dr. Robert Bechara is a consultant for Olympus and Van-
tage Endoscopy.
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Aims  Hemorrhage from sloughing of the esophageal slough, which has a se-
vere prognosis, is a rare complication of esophageal variceal ligation (EVL) in 
cirrhotic patients. The aim of this study was to identify risk factors for hemor-
rhage associated with this complication at the time of EVL.
Methods  This retrospective study included patients with cirrhotic portal hy-
pertension who underwent esophageal ligation between April 2021 and Octo-
ber 2025. A retrospective analysis of these patients was performed, followed 
by a case-control study comparing patients who experienced a first bleeding 
episode due to sloughing of the esophageal ulcer during their first esophageal 
ligation (EVL) session (13 cases) with 120 cirrhotic patients (controls) treated 
during the same period during their first EVL. Univariate and multivariate anal-
yses were conducted to determine predictive factors for bleeding from slough-
ing of the esophageal ulcer after EVL. The procedure was performed under 
propofol-induced general anesthesia. Eleven patients experienced a bleeding 
episode following EVL. Post-EVL sloughing of the esophageal ulcer was con-
firmed in all cases endoscopically by the presence of active bleeding at one or 
more sites of post-EVL esophageal ulceration .
Results  Bedsore sloughing occurred in 13 patients with a mean age of 54 years 
[ 34; 75], with a
M/F sex ratio of 1.5.
All of the patients were admitted through the emergency department for gas-
trointestinal bleeding.
Cirrhosis was non-B/non-C in 8 patients (61.5 %), of viral origin (Hepatitis B) in 
3 patients (23 %), of alcoholic origin in 1 patient (7.6 %), and of dysmetabolic 
origin in 1 patient (7.6 %).
Seven patients (53.8 %) had child-onset C , 4 patients (30.7 %) had child-onset 
B, and 2 patients (15.3 %) had child -onset A.
Hemorrhage from sloughing of eschar occurred within an average of 6 days, 
inducing hemodynamic instability in 2 patients (15.3 %) requiring transfusion. 
This complication induced severe bleeding in all patients and was significantly 
associated in the case-control study with the presence of gastroesophageal 
reflux (p < 0.001), a history of gastrointestinal bleeding (p = 0.02), a low pro-
thrombin level (p = 0.01), a high Child- Pugh score (p = 0.02), and elevated C- 
reactive protein. protein (p = 0.04) and units of fresh plasma transfused 
(p = 0.03). Two patients (15.3 %) died following this complication. In multivar-
iate analysis, a history of gastrointestinal bleeding (OR: 1.2), the presence of 
gastroesophageal reflux ( OR: 4.5), an APRI score greater than 3.3 (OR: 1.54), 
and a prothrombin level less than 46 % (OR: 0.54) were independent predictors 
of post-LVO eschar sloughing bleeding.

Conclusions  In conclusion, hemorrhage from sloughing of post-LVO eschar in 
cirrhotic patients is a severe complication with independent risk factors includ-
ing a history of gastrointestinal bleeding, gastroesophageal reflux , a high APRI 
score and a low prothrombin level.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1191  Long-term outcomes of endoscopic treat-
ment for zenker’s diverticulum in patients with prior 
failure treatments: a retrospective analysis in a 
high-volume western center
Authors  Alfarone L1, De Deo D1, 2, Minini F2, 1, Capogreco A1, Massimi D1, 
de Sire R3, 1, Spadaccini M1, 2, Maselli R4, 2, Hassan C1, 2, Repici A2, 1

Institutes  1  IRCCS Humanitas Research Hospital, Digestive Endoscopy Unit, 
Rozzano, Italy; 2  Humanitas University, Department of Biomedical 
Sciences, Pieve Emanuele, Italy; 3  Università degli Studi di Napoli Federico 
II, Gastroenterology Department, Napoli, Italy; 4  Humanitas San Pio X, 
Milano, Italy
DOI  10.1055/s-0046-1822518
Aims  Endoscopic treatment is an established treatment of Zenker’s divertic-
ulum. However, evidence on endoscopic retreatment of ZD after prior treat-
ment failure is limited. We aimed to compare long-term outcomes of endo-
scopic treatment of ZD in patients with and without previous endoscopic or 
surgical treatments.
Methods  This is a retrospective analysis of a prospectively maintained cohort 
of patients who underwent endoscopic treatment for ZD at a single high-vol-
ume center between March 2019 and March 2025. Patients who had complet-
ed at least 6 months of follow-up were included. Baseline data included demo-
graphics, symptom duration, and septum size. Procedural data included type 
of treatment (flexible endoscopic septotomy (FES) vs peroral endoscopic sep-
totomy (POES), sedation, procedural time, adverse events and length of hos-
pitalization. The primary outcome was clinical failure (defined as Kothari-Haber 
Dysphagia Score ≥ 2) during overall follow-up. The effect of previous treatment 
on clinical failure was estimated using inverse-probability-of-treatment weight-
ing (IPTW) with a Cox model, accounting for relevant influencing factors. A 
sensitivity analysis used 1:1 propensity-score matching (PSM) followed by Cox 
regression was performed.
Results  250 patients underwent endoscopic treatment for ZD during the study 
period. 224 patients (median age 74 years; 70.5 % male; median ASA score 2; 
median septum 20 mm; median symptom duration 12 months) with at least 6 
months of follow-up were included in the analysis. 50 patients (22.3 %) had 
undergone previous treatment. No difference between the two groups in terms 
of baseline characteristics and procedural data (median procedural time 20 
min; adverse events 3.1 %) were reported. Over a median follow-up of 36 
months, clinical failure was comparable in the two groups (10.4 % naïve vs 
14.0 % previous; p = 0.53). A conventional multivariable Cox model stratified by 
technique (FES vs POES) found prior failure treatment did not significantly pre-
dict clinical failure (HR 1.06; 95 %CI 0.46–2.42; p = 0.887). In the IPTW–Cox 
analysis, previous treatment was not associated with clinical failure (HR 1.34; 
95 %CI 0.56–3.22; p = 0.508), with good post-weighting balance across covar-
iates. The PSM–Cox sensitivity analysis yielded concordant results (HR 1.35; 
95 %CI 0.61–2.97; p = 0.46). Among previously treated patients, a subgroup 
analysis by prior modality (endoscopic vs surgical) showed no association with 
clinical failure (endoscopic: HR 0.78, 95 % CI 0.28–2.23, p = 0.65; surgical: HR 
1.63, 95 % CI 0.63–4.22, p = 0.31).
Conclusions  Endoscopic treatment for ZD after prior intervention failure re-
mains feasible, safe, and effective, achieving clinical results comparable to 
treatment-naïve patients even in the long-term. These findings support offer-
ing endoscopic treatment as the first-line therapy for ZD irrespective of previ-
ous failure history.
Conflicts of Interest  A. Capogreco is a consultant for ERBE and Boston Scien-
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Aims  To evaluate the frequency, type, and predictors of hepatic decompen-
sation following endoscopic retrograde cholangiopancreatography (ERCP) in 
patients with liver cirrhosis, and to assess the impact of baseline clinical and 
biochemical parameters on post-procedural outcomes.
Methods  We retrospectively analyzed 67 cirrhotic patients who underwent 
ERCP between January 2021 and December 2023 at a tertiary referral center. 
Child–Pugh and MELD-Na scores were recorded pre- and post-procedure. Var-
iables analyzed included demographics, etiology of cirrhosis, indication and 
type of ERCP intervention, and post-procedural complications such as ascites, 
hepatic encephalopathy (HE), variceal bleeding, jaundice, and hepatorenal 
syndrome (HRS). Statistical analysis included Wilcoxon, Chi-square, ANOVA, 
and univariate logistic regression tests.
Results  The study cohort included 49 men (73 %) and 18 women (27 %), mean 
age 65 ± 10.9 years. The predominant etiology was alcoholic cirrhosis (61 %). 
ERCP indications were choledocholithiasis (60 %), malignant biliary stricture 
(28 %), benign biliary stricture (8 %), and pancreatic disease (4 %). Post-proce-
dural deterioration in hepatic function was significant (Child–Pugh p = 0.008; 
MELD-Na p = 0.006). Hepatic decompensation occurred in 25 % of patients, 
most commonly ascites and HE. Logistic regression identified post-ERCP Child–
Pugh (OR 2.35; p < 0.001) and MELD-Na (OR 1.19; p = 0.001) as independent 
predictors of complications.
Conclusions  ERCP in cirrhotic patients carries a substantial risk of post-proce-
dural hepatic decompensation, particularly in advanced disease stages. Careful 
patient selection, pre-procedural optimization, and close post-procedural 
monitoring are essential to mitigate risk and improve outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic therapy is first-line for biliary leaks after liver transplantation 
(LT), yet contemporary series report success from ~55 % to > 90 %. We assessed 
which technical/anatomical factors explain this variability.
Methods  We searched PubMed/Embase (Jan 2015–Oct 2025) for peer-re-
viewed studies on endoscopic treatment of post-LT (or post-hepatic surgery 

including LT) bile leaks with extractable patient-level outcomes or multivariable 
analyses. Three studies met criteria (Oh 2015; Sendino 2018; Obata 2025). 
Management was classified as bridging (stent or nasobiliary tube beyond the 
leak) vs non-bridging/pressure-reduction only. Additional 2025 LT series/review 
were screened qualitatively but not pooled (no per-technique denominators).
Results  Across the three pooled studies, endoscopic closure was 190/244 
(77.9 %). Bridging drainage was the strongest, most consistent predictor: in a 
two-centre LT series, success was 44/47 (93.6 %) with stent vs 19/33 (57.6 %) 
with sphincterotomy alone (OR 8.36; p = 0.007); a large postoperative cohort 
likewise found bridging stent independently associated with closure (OR 12.2; 
p < 0.001). Anatomical complexity reduced success: an LT cohort showed 
leak-only 17/22 (77.3 %) vs leak + anastomotic stricture 10/20 (50.0 %). Recent 
2025 series confirmed high success ( > 85 %) for stent and ENBD when the leak 
could be crossed, supporting the bridging effect [1–10].
Conclusions  Bridging the leak is the decisive driver of success in post-LT bile 
leaks: ≈ 84 % when the drainage crosses the defect vs ≈ 55 % when it does not. 
The variability seen between studies is largely explained by three elements—
bridging, absence of an anastomotic stricture, and technical success at the 
index ERCP. Future reports should mandate “bridged vs not bridged” to make 
outcomes comparable and actionable.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims Background: Endoscopic ultrasound- guided gastroenterostomy (EUS-
GE) is a new treatment modality for gastric outlet obstruction, demonstrating 
advantages over enteral stenting and surgical bypass. The majority of reported 
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procedures have been performed with only one electrocautery- enhanced lu-
men-apposing stent (LAMS) and data about other LAMSs are scarce. There is 
paucity of data in the literature about long-term symptom relief and factors 
associated with outcomes and adverse events.
Aim: To evaluate the safety and efficacy of EUS-GE to treat gastric outlet ob-
struction (GOO) using a novel electrocautery- enabled LAMS (Niti-S Hot SPAX-
US, Taewoong Medical, Goyang, South Korea). Primary endpoints were adverse 
events (AEs) and factors associated with their occurrence. Secondary endpoints 
were technical success (establishment of an anastomosis), clinical success (tol-
erating semisolid food at 48 hours), procedure time, hospital stay and long 
term follow up data on symptom relief.
Methods Methods: Retrospective single center study over a 2-year period. 
Demographic characteristics, procedure-related and follow-up data were col-
lected.
Results Results:  Forty patients were included. The most common indication 
was malignancy (87.5 %), predominantly pancreatic cancer (55 %), followed by 
gastric cancer (10 %) and groove pancreatitis (7.5 %). Technical success was 
achieved in 97.5 %. Stent misdeployment (SM) occurred in 10 % and was more 
frequent in younger (p = 0.0067) and female (75 % vs. 25 %) patients. SM oc-
curred exclusively in malignant indications (11.4 % vs. 0 %). There was no cor-
relation with the presence of ascites, site of obstruction, technique, shape of 
target loop, previous interventions or surgically altered anatomy. All the cases 
were salvaged endoscopically. SM did not prolong the hospital stay (p = 0.481) 
and was only associated with prolongation of the procedure time. Immediate 
AEs ( < 24 hours) were reported in 2.5 % and happened more frequently in 
younger age and peritoneal carcinomatosis (p = 0.046). The rate of short-term 
AEs ( < 30 days) was 10 % (n = 4) occurring more frequently in the presence of 
ascites (p = 0.078), in malignant etiology (p = 0.048) and peritoneal carcinoma-
tosis (p = 0.046). Long-term AEs ( > 30 days) were reported in 15.8 % and were 
significantly associated with malignant etiology (p = 0.021). Most adverse 
events were managed conservatively or were not clinically significant, only two 
patients required surgery. The median procedure time was 35 minutes (IQR 
30–40), and the median hospital stay was 3 days (IQR 2–3) The clinical success 
was 92.5 %, indicating high rate of early functional recovery. Six-month fol-
low-up data were available for 15 patients (37.5 %). Among them, 86.7 % 
demonstrated complete clinical resolution. Late functional outcomes assessed 
using the gastric outlet obstruction scoring system (GOOSS score) showed that 
94.9 % of patients achieved a GOOSS of 3 or 2, indicating the ability to tolerate 
a full or almost full diet at longest follow-up. These findings suggest sustained 
symptomatic improvement in most patients with available follow-up data. Two 
patients are alive at 12 months and both tolerate normal diet.
Conclusions Conclusions:  We demonstrated that EUS-GE using a novel elec-
trocautery- enabled LAMS is a safe and highly effective procedure. The major-
ity of patients tolerate normal diet at long term follow-up. SM happened rare-
ly, mostly in young female patients with malignant indications but did not affect 
the outcome and was related only with prolonged procedure time. Malignant 
etiology and presence of peritoneal carcinomatosis are strongest risk factors 
for adverse events.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1195  Lumen-apposing metal stent with or 
without coaxial double pigtail plastic stent for 
EUS-guided gallbladder drainage in case of acute 
cholecystitis or distal malignant biliary obstruction: 
a multicentre study (COALA study) on behalf of I-EUS 
group
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Aims  EUS-guided gallbladder drainage (EUS-GBD) with lumen-apposing met-
al stent (LAMS) reported high technical/clinical success but not negligible ad-
verse events (AEs) and stent dysfunction (SD). Based on evidence from pancre-
atic fluid collection drainage and EUS-choledochoduodenostomy, the 
placement of a coaxial double-pigtail plastic stent (DPPS) within the LAMS may 
reduce these events. This study aimed to assess whether inserting a DPPS co-
axially through the LAMS during EUS-GBD decreases the risk of AEs and stent 
dysfunction.
Methods  This is an interim analysis of an ongoing multicentre study conduct-
ed across eight centres, including consecutive adult patients (2018–2025) who 
underwent successful EUS-GBD with LAMS for acute cholecystitis or distal ma-
lignant biliary obstruction. Patients with perforated gallbladder or with con-
tained perforation, coagulopathy, non-patent cystic duct (in case of DMBO) 
were excluded. As the target sample size has not yet been reached, analyses 
represent a direct comparison without propensity-score matching. Stent dys-
function was defined as a composite endpoint including recurrent jaundice, 
obstruction, migration, buried stent, cholangitis or new onset/recurrent AC 
during follow-up The primary endpoint was the effectiveness of coaxial DPPS 
placement in reducing overall AEs and SD. Secondary endpoints included iden-
tifying risk factors associated with AEs and SD.
Results  A total of 273 patients were included (141 M; mean age 80 ± 12 years); 
216 underwent EUS-GBD for acute cholecystitis. Coaxial DPPS placement was 
performed in 41 patients, predominantly via a trans-gastric approach. Overall, 
AEs occurred in 9/41 (22 %) patients in LAMS + DPPS group and 42/230 (18.3 %) 
in LAMS alone group. Kaplan–Meier analyses revealed no significant differenc-
es between the LAMS + DPPS and LAMS-alone groups in AE-free survival (log-
rank test, p = 0.49) or SD-free survival (log-rank test, p = 0.10) (Fig.1;Fig.2). 
Binary logistic regression identified previous percutaneous transhepatic biliary 
drainage (PTBD) (OR 3.197; 95 %CI 1.00–2.32; p = 0.048) and the presence of 
perihepatic ascites (OR 0.210; 95 %CI 0.00–1.00; p = 0.050) as predictors of 
AEs. The transgastric route showed a trend toward increased AEs (OR 0.515; 
95 %CI 0.03–1.36; p = 0.061).
Conclusions  In this interim analysis, coaxial DPPS within LAMS did not reduce 
AEs or SD. Notably, prior PTBD, ascites and a transgastric approach were iden-
tified as potential risk factors for AEs. A larger cohort with propensity-score 
matching or a RCT is necessary to verify this hypothesis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1196  Gastrointestinal Complications of Continu-
ous Levodopa–Carbidopa Enteral Therapy: A Five-
Year Multicenter Experience
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Aims  The primary objective of our study was to report our experience with the 
placement and management of complications in patients with advanced Par-
kinson’s disease (PD) treated with continuous intestinal infusion of levodo-
pa-carbidopa gel (LCIG) via gastrojejunostomy tube (PEG-J). This work was 
conducted through close collaboration between a neurology unit and a gas-
troenterology department. In addition, factors associated with system persis-
tence, the occurrence of complications, and the need for device replacement 
were also analyzed.
Methods  This was a retrospective observational study conducted in patients 
with long-standing, advanced PD who had a PEG-J tube placed for LCIG therapy 
between December 2019 and June 2025. The treatment decision, made by the 
neurology department based on clinical status, treatment history, and patient 
preferences, followed a thorough discussion of potential benefits and risks. 
After obtaining informed consent, PEG-J placement was performed endoscop-
ically, and LCIG therapy was initiated and adjusted during a short hospitalization 
period. A scheduled annual tube replacement was implemented to prevent 
complications, while patients and their caregivers received training on preven-
tive measures. Malfunctions or complications were managed on an emergen-
cy basis, with or without endoscopic intervention. Statistical analysis was per-
formed using Jamovi software, version 2.3.
Results  A total of 91 patients were included, accounting for 361 procedures 
performed over a five-year period. The male-to-female ratio was 2.37, and the 
mean age at the time of intervention was 68.5 ± 8.7 years. Most PEG-J tubes 
placed were 15 French in diameter (96.1 %). The median propofol dose per 
procedure was 245 mg [186; 346].
Among the procedures performed:

▪▪ 57 (15.8 %) corresponded to initial tube placements,
▪▪ 140 (38.8 %) to scheduled annual replacements,
▪▪ 67 (18.6 %) to complete endoscopic repairs under anesthesia,
▪▪ 92 (25.5 %) to repairs performed without anesthesia,
▪▪ and 5 patients (1.4 %) required complete tube removal due to lack of 
therapeutic efficacy.

One or more complications were reported in several patients, leading to partial 
or total device replacement (▶Table 1). The median device survival at one year, 
prior to scheduled replacement, was estimated at 308 days (cf. Survival Curve 
Analysis).

▶Table 1	 

Adverse Events / 
Complications

N ( %)

Stoma-related Wound infection 2 (0.9)

External blockage 9 (4.2)

Gastrointestinal 
complications

Buried Bumper Syndrome 
(BBS)

6 (2.8)

Bezoar 5 (2.3)

Digestive ulceration 4 (1.9)

Other gastric lesions 1 (0.5)

Device-related J-tube migration 37 (17.2)

Hardware displacement 11 (5.1)

Dislocation 7 (3.3)

Obstruction (loop, knot, 
etc.)

52 (24.2)

Severe complications Peritonitis 2 (0.9)

Aspiration pneumonia 1 (0.5)

Other Accidental device removal 78 (36.3)

Conclusions  Complications related to PEG-J tubes used for LCIG therapy in 
advanced Parkinson’s disease are frequent but generally mild. Optimal man-
agement relies on close collaboration between neurologists, gastroenterolo-
gists, healthcare providers, and caregivers to ensure early detection and effec-
tive management of complications, thereby maintaining treatment continuity 
and improving clinical outcomes.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Small-bowel capsule endoscopy (SBCE) has undergone substantial tech-
nological evolution over the past two decades, accompanied by changes in 
clinical indications and referral patterns. From 2002–2013, the PillCam SB1/
SB2 platforms were used at our center, while from 2014–2025 the PillCam SB3 
system—offering higher image resolution, adaptive frame rate, and prolonged 
battery life—was introduced. The aim of this study is to compare indications, 
completion rates, transit times, and diagnostic yield of SBCE across two con-
secutive 11-year periods (2002–2013 and 2014–2025).
Methods  We performed a retrospective analysis of 1.484 consecutive SBCE 
examinations (1.048 in 2002–2013 and 436 in 2014–2025). Indications were 
classified according to ESGE/ASGE guidelines as “appropriate” (obscure GI 
bleeding, iron-deficiency anemia [IDA], Crohn’s disease, inherited polyposis 
syndromes, imaging abnormalities, and celiac disease) or “low-yield” (abdom-
inal pain, diarrhea, malabsorption). Indications outside ESGE/ASGE criteria were 
also recorded. Diagnostic yield was defined as the presence of clinically relevant 
findings at the time of examination. Statistical analysis was performed using 
t-test and chi-square testing [1].
Results  Significantly more SBCEs were performed in the first period than in 
the second (1,048 vs. 436, p < 0.001). Patients examined in the later period 
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were significantly older (mean age 60 vs. 66 years, p < 0.001). IDA and obscure 
GI bleeding became more frequent indications in the second period (IDA: 39 % 
vs. 54 %; GI bleeding: 14 % vs. 25 %; both p < 0.001), whereas Crohn’s disease 
was significantly less common (13 % vs. 5 %, p < 0.001). Examinations performed 
outside ESGE/ASGE guidelines decreased markedly from 2.76 % to 0.07 % 
(p < 0.01). Completion rate improved substantially from 76 % to 94 % 
(p < 0.00001), and small-bowel transit time increased from 281 to 321 minutes 
(p = 0.0001). Estimated diagnostic yield decreased significantly in the second 
period for GI bleeding (86 % to 61 %, p < 0.001), IDA (78 % to 53 %, p < 0.001), 
and Crohn’s disease (75 % to 45 %, p < 0.01).
Conclusions  Over the last two decades, stricter adherence to guideline-based 
indications, refined interpretation criteria, and technological enhancements 
of SBCE have resulted in fewer but more targeted examinations, improved 
completion rates, and more reliable evaluation. Despite technological advance-
ments, diagnostic yield decreased, likely reflecting increasingly selective patient 
referral and more stringent diagnostic thresholds rather than diminished test 
performance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Patients with peritoneal carcinomatosis frequently develop small bowel ob-
struction (SBO), resulting in significant morbidity due to severe nausea, vom-
iting, pain, leading to reduced quality of life. Surgical bypass or ostomy creation 
is the traditional approach; however, obstructions proximal to the ostomy or 
bypass can recur. Further treatment becomes difficult, especially in patients 
with low performance status not amenable to surgery. In this setting, endo-
scopic ultrasound–guided enteroenterostomy (EUS-EE) using a cautery-en-
hanced (CE) Lumen-apposing metal stent (LAMS) through a pre-existing small 
bowel ostomy could be a potential alternative, but data are scarce. We report 
two cases of patients with peritoneal carcinomatosis and recurrent malignant 
SBO proximal to a small bowel ostomy in whom EUS-EE was performed via the 
ostomy.
Case 1:  a 60-year-old man with metastatic colon cancer and peritoneal carci-
nomatosis underwent jejunostomy for ileus two years prior. After a long stable 
phase under chemotherapy he presented with absent stoma output, vomiting, 
and melena without any oral intake. CT-scan revealed dilated small-bowel loops 
proximal to the ostomy, consistent with ileus. As surgery was not feasible, EUS-
EE was performed by advancing a linear echoendoscope through the jejunos-
tomy. A 15/10 mm CE-LAMS was deployed 15 cm proximal to the stoma. Sub-
sequently stoma output improved and oral intake (soft solid) was tolerated. He 
was discharged after five days and died four weeks later due to disease progres-
sion.
Case 2:  A 63-year-old man with metastatic pancreatic cancer and a prior ile-
ostomy, presented with intermittent absent stoma output, abdominal pain 

,and reduced oral intake. CT-scan confirmed ileus about 20 cm proximal to the 
stoma. An EUS-EE through the ostomy with deployment of a 20/10 mm CE-
LAMS 10 cm proximal to the ostomy resulted in immediate bowel decompres-
sion. During the procedure, he aspirated gastric content, from which he fully 
recovered. He tolerated oral intake (full diet) for four weeks before the obstruc-
tive symptoms recurred. He declined further intervention and was discharged 
to hospice care.
Conclusion:  These two cases suggest that EUS-guided enteroenterostomy via 
an existing small bowel ostomy is technically feasible. and may offer short-term 
palliation in carefully selected patients with recurrent malignant SBO who are 
not surgical candidates. Larger series are needed to better define safety, dura-
bility, and patient selection.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
EUS-EC is a palliative alternative for LIMO not amenable to enteral stenting. 
Synchronous rectosigmoid and jejunal LIMO precluding EUS-EC was overcome 
by same-session colonic stenting, facilitating rectal passage of the echoendo-
scope over a guidewire. A frail patient with mid-jejunal implant of CRC. A 7F 
irrigation catheter is left in the jejunum using a pediatric colonoscope peroral-
ly. A malignant sigmoid stricture precluding passage is bridged with a 22x90 
uncovered stent, which is then 20-mm balloon dilated. The echoendoscope is 
passed over the wire through the stent into the descending colon supported 
by a transrectal overtube. After fluoroscopic confirmation of proximity, the 
jejunum is maximally distended. Jejuno-colostomy is uneventfully performed 
with a Hot 15x10 mm LAMS. The patient maintains oral tolerance 4 months 
later.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/1453920f-f068-42e9-b185-8bd407c0ba02/Uploads/19978_VIDEO_
ECOIM %20ESGE.mp4
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study from Marrakech, Morocco
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Aims  Patients with ischemic heart disease (IHD) are at increased risk of upper 
gastrointestinal bleeding (UGIB), mainly due to antiplatelet therapy. Interna-
tional guidelines recommend a restrictive transfusion strategy for most UGIB 
patients, but suggest considering a more liberal threshold in high-risk cardiac 
patients, who may require higher hemoglobin levels to maintain adequate 
myocardial oxygen supply.
Aim  To compare restrictive versus liberal transfusion strategies in high-risk 
cardiac patients admitted for acute non-variceal UGIB in a Moroccan tertiary 
center.
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Methods  A prospective randomized monocentric study was conducted at CHU 
Mohammed VI, Marrakech, between January 2022 and January 2025.A total of 
76 high-risk cardiac patients with acute non-variceal UGIB were included.High-
risk cardiac status was defined briefly as:a history of myocardial infarction, 
coronary stents, coronary bypass surgery, ongoing/recent ischemia, reduced 
left ventricular ejection fraction ( < 40 %), significant arrhythmias, or dual anti-
platelet therapy.
Patients were randomized into:

▪▪ Restrictive strategy: transfusion when Hb ≤ 8 g/dL
▪▪ Liberal strategy: transfusion when Hb ≤ 10 g/dL, in accordance with 
recommendations for cardiac high-risk patients

The primary endpoint was 30-day rebleeding. Secondary outcomes included 
mortality, cardiovascular events, and hospital stay duration.
Results  Of the 76 included patients, 38 received restrictive transfusion and 38 
received liberal transfusion. Baseline characteristics were comparable between 
groups.
30-day rebleeding:

▪▪ Restrictive: 18.4 %
▪▪ Liberal: 13.2 %(p > 0.05, not significant)

30-day all-cause mortality: no significant difference.
Hospital stay: slightly shorter in the liberal group (mean 6.8 vs 7.4 days).
Major cardiovascular events:

▪▪ Restrictive: 15.8 %
▪▪ Liberal: 7.9 %Liberal transfusion was associated with fewer heart-failure 
episodes and acute coronary syndromes.

Conclusions  In this 3-year Moroccan monocentric cohort of high-risk cardiac 
patients with acute non-variceal UGIB, a liberal transfusion strategy (Hb ≤ 10 
g/dL) did not increase rebleeding or mortality.It was associated with:

▪▪ fewer major cardiovascular events,
▪▪ and a slightly shorter hospital stay.

These findings support the use of a more liberal transfusion threshold in high-
risk cardiac patients, in line with international recommendations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pre-resection biopsy is usually performed for gastric lesions and non-am-
pullary duodenal adenomas. However, the final histological diagnosis often 
diverges, revealing the presence of high-grade dysplasia or carcinoma not pre-
viously detected. We aimed to assess the agreement between biopsy and de-
finitive histopathological diagnosis in this setting.

Methods  We performed a retrospective analysis of gastric and non-ampullary 
duodenal lesions submitted to endoscopic resection. Patients’ and lesions’ 
characteristics were prospectively collected. A descriptive analysis was per-
formed [1–3].
Results  We collected 135 lesions (54 % F, mean age 75.6 years) treated by 
endoscopic resection and previous biopsy with forceps, performed between 
January 2021 and October 2025 at Forlì-Cesena Gastroenterology Unit. Gastric 
(71 %) and duodenal (29 %) lesions were included, with mean dimensions of 20 
mm, respectively submitted to Endoscopic Submucosal Dissection (ESD) and 
Endoscopic Mucosal Resection (EMR) according to European Guidelines.
In 35 % of cases we observed disagreement between biopsies and definitive 
histology ; in details, for gastric lesions understaging rate was 41 % and among 
them carcinoma was diagnosed in one third of cases not previously detected. 
Notably 5 % emerged as mixed type gastric cancer including signet ring cells, 
leading to a significant change in the oncological approach.
Conclusions  In our experience and in accordance with previous literature, 
pre-resection sampling showed a low prediction rate of definitive histology 
despite its economic and ecological burden, as well potential delay in thera-
peutic decisions. In this setting, a future change in the diagnostic algorithm for 
upper GI lesions, especially gastric ones, should be considered. The adoption 
of artificial systems and chromoendoscopy could strengthen this approach.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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ER, Gornals JB, Peñas B, Rodríguez-Sánchez J, Rosón P, Goikoetxea U, Miranda 
P, Parejo S, De Frutos D, Rivero-Sánchez L, Pozo AD, Terán Á, Pérez D, de 
María P, Díaz-Tasende J, Ortiz O Resection Working Group of the Spanish So-
ciety of Digestive Endoscopy. Poor agreement between biopsies and endo-
scopic submucosal dissection specimens of Esophageal and Gastric Epithelial 
Lesions in a western setting. Dig Liver Dis. 2025; 57 (5): 556–564. 
doi:10.1016/j.dld.2025.02.025 Epub 2025 Mar 15 PMID: 40090819
[3]  Xu Q, Yang J, Shi Z, Fang D, Bao D, Wang L. Diagnostic performance of 
pre-procedure endoscopic biopsies in predicting the histology of gastric le-
sions undergoing ESD. Front Oncol 2025; 15:1569739. doi:10.3389/
fonc.2025.1569739 PMID: 40575160  PMID: PMC12197940
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Aims  Dieulafoy’s lesion is an uncommon vascular anomaly characterized by a 
dilated submucosal artery that can cause severe upper gastrointestinal bleed-
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ing in the absence of underlying mucosal disease. It accounts for approximate-
ly 1–2 % of all gastrointestinal hemorrhage.Endoscopic diagnosis relies on 
specific criteria: (1) active arterial spurting or micropulsatile bleeding from a 
small ( < 3 mm) mucosal defect or through normal mucosa; (2) a visible pro-
truding vessel with or without active bleeding from a tiny mucosal defect; or 
(3) a densely adherent clot with a pinpoint attachment on otherwise normal 
mucosa. Despite these criteria, overdiagnosis remains under-reported, and the 
extent of misinterpretation in real-world endoscopy practice is unclear. We 
aimed to evaluate both diagnosis and overdiagnosis of Dieulafoy’s lesions over 
a 30-year period in a tertiary hospital [1, 2].
Methods  We reviewed all gastroscopy reports from our department between 
September 1993 and January 2024 in which the term “Dieulafoy” appeared. 
Demographic data (age, sex) were collected, and all reports underwent detailed 
reassessment. We evaluated stomach contents, completeness of mucosal in-
spection, and the presence of alternative bleeding sources such as ulcers, 
varices, erosions, or angiodysplasia. Each report was reassessed to determine 
whether the standard endoscopic diagnostic criteria for Dieulafoy’s lesion were 
clearly documented. For confirmed cases, the endoscopic hemostatic modal-
ity used was recorded.
Results  A total of 59 reports were retrieved, corresponding to 52 patients 
(mean age 70 years; 71 % male), all presenting with upper gastrointestinal 
bleeding. Lesions were most commonly described in the fundus (28,8 %), fol-
lowed by the duodenal bulb (21 %), the lesser curvature (11 %) and the poste-
rior wall of the gastric body (11 %). Overall, 42,3 % of lesions labeled as “Dieu-
lafoy” did not fulfil the diagnostic criteria, indicating substantial overdiagnosis. 
Nearly half of the procedures (57,6 %) were performed in a stomach contami-
nated with blood or clots, limiting mucosal visualization. Apart from the lesions 
described as Dieulafoy, other mucosal abnormalities potentially responsible 
for bleeding were present in 34,6 % of cases. Several lesions initially labeled as 
Dieulafoy’s were reinterpreted as ulcers (19 %). Hemostasis was achieved using 
adrenaline injection, ethanolamine injection (used until 2005), APC, thermal 
coagulation probes, hemoclips, or combination therapy (53 %). Successful he-
mostasis was reported in 96,6 % of confirmed Dieulafoy cases. Five patients 
underwent second-look endoscopy; outcome data for the remaining patients 
were not available.

Conclusions  Dieulafoy’s lesions remain a significant diagnostic challenge. 
Limited visualization and inconsistent application of standard diagnostic crite-
ria contribute to substantial overdiagnosis. This 30-year review underscores 
the importance of rigorous documentation and strict adherence to the recog-
nized endoscopic criteria to improve diagnostic accuracy and guide appropriate 
treatment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Detection and removal of colorectal polyps are important for the pre-
vention of colorectal cancer. Among various strategies to enhance the polyp 
detection, a second-look examination of the right colon can improve the ade-
noma detection rate (ADR) in the proximal colon. This study aimed to deter-
mine whether a second look with patient position change improves ADR com-
pared with a second look without a position change [1, 2].

▶Table 1	  Comparison between the first observations and the first + second observations in the control and position change group

Second look with position change group (n = 327) Second look without position change group (n = 332)

First exam Frist and second 
exams

p-value First exam Frist and second 
exams

p-value

Overall ADR for right 
colon, %

67 (20.5) 99 (30.3) 0.005 63 (19.0) 88 (26.5) 0.026

Overall ASR for right 
colon, %

15 (4.6) 22 (6.7) 0.310 15 (4.5) 25 (7.5) 0.142

Overall PDR for right 
colon, %

101 (30.9) 159 (48.6)  < 0.001 103 (31.0) 154 (46.5)  < 0.001

MAP, n 0.3 ± 0.6 0.4 ± 0.8 0.012 0.3 ± 0.6 0.4 ± 0.7 0.030

MSP, n 0.0 ± 0.2 0.1 ± 0.3 0.101 0.1 ± 0.3 0.1 ± 0.4 0.165

MAPP, n 0.4 ± 0.8 0.8 ± 1.0  < 0.001 0.4 ± 0.8 0.7 ± 1.0  < 0.001

ADR, adenoma detection rate; ASR, SSL detection rate; PDR, polyp detection rate; SSL, sessile serrated lesion; MAP, mean number of adenomas per 
patient; MSP, mean number of SSLs per patient; MAPP, mean number of all polyps per patient.
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Methods  A total of 659 patients undergoing colonoscopy at six institutions 
were randomly assigned to one of two groups. In the second-look without 
position change group, the right colon was examined twice in the same posi-
tion. In the second-look with position change group, the right colon was exam-
ined once, the patient’s position was changed (from left lateral to supine or 
from supine to left lateral), and the segment was re-examined. Each observa-
tion lasted at least one minute. Colorectal lesions detected during the exami-
nations were analyzed for each group.
Results  The second-look with and without position change groups included 
327 and 332 patients, respectively. Changing the patient’s position during the 
second look did not result in a significantly higher ADR compared with no po-
sition change (30.3 % vs. 26.5 %; p = 0.324) (▶Table 1). However, in both groups, 
the second look identified additional missed lesions, increasing ADR by 9.8 % 
(p = 0.005) and 7.5 % (p = 0.026), respectively, and increasing the polyp detec-
tion rate by 17.7 % and 15.5 %, respectively (p < 0.001). No increase in the de-
tection of sessile serrated lesions was observed.
Conclusions  A second-look examination of the right colon significantly in-
creased ADR and polyp detection rates regardless of position change. Similar 
outcomes in both groups suggest that the effect of position change may be 
offset when a second look is routinely performed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To systematically compare the diagnostic accuracy of five contemporary 
multimodal large language models (MLLMs: Gemini-2.5-Pro, Grok-4, GPT-4o, 
GPT-5, and Qwen-VL-Max) in evaluating the Mayo Endoscopic Score (MES) for 
ulcerative colitis (UC), and to explore their consistency and performance across 
various intestinal segments and MES categories [1–12].
Methods  A total of 402 authentic endoscopic images from patients with UC 
were collected, covering the entire colon location from the ileocecal region to 
the rectum. Three experienced inflammatory bowel disease (IBD) experts in-
dependently reviewed and unanimously graded these images and finally 283 
images with consensus on regrades. These images were among the second 
stage of research and the grade as the reference standard. These images were 
randomly presented to MLLMs and two senior IBD physicians without specify-
ing the intestinal segment, and then randomly presented to MLLMs with seg-
mental information before grade. Model and physician performance were 
compared, and stratified analyses were conducted by intestinal segment and 
MES grade.
Results  The diagnostic accuracies (Acc) of the two IBD physicians were 81.6 % 
and 78.4 %, respectively, with strong inter-observer agreement (κ = 0.692). 
Among these MLLMs), GPT-5 achieved the highest overall performance (F1: 
GPT-5 0.720 > GPT-4o 0.602 > Gemini-2.5-Pro 0.480 > Grok-4 0.415 > Qwen-
VL-Max 0.338), and its diagnostic accuracy was comparable to that of human 
physicians (GPT-5 Acc 71.7 % vs. Senior Physician 2 Acc 78.4 %, P = 0.068). The 
other models exhibited significantly lower diagnostic performance compared 
with experienced IBD physicians (all P < 0.001). When additional segmental 
information was provided, the sigmoid colon was the most accurately assessed 
region (mean F1 across models 0.682), whereas the rectum and ileocecal region 
remained the most challenging (0.447 and 0.493, respectively). The provision 
of segmental information significantly enhanced the performance of the low-
er-performing models. Moreover, both the models and human physicians 

showed the lowest accuracy at MES = 1(physicians mean Acc ≈ 60.3 %, models 
mean Acc ≈ 39.4 %), indicating that the mild-activity grade remains the most 
challenging to classify due to its inherent subjectivity.
Conclusions  GPT-5 demonstrated diagnostic performance comparable to that 
of senior IBD physicians in MES grading, whereas other MLLMs require further 
optimization. In terms of intestinal segments, the rectum and ileocecal region, 
and in terms of disease severity, mild activity (MES = 1), represented common 
challenges for both physicians and models. Future efforts should focus on tar-
geted training for these challenging segments and grades, and on integrating 
additional clinical multimodal data to advance the clinical implementation of 
intelligent endoscopic assessment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic submucosal dissection (ESD) is increasingly used to achieve 
‘en bloc’ resection of large non-pedunculated colorectal polyps (LNPCPs). How-
ever, accurate pre-procedural identification of patients at risk of local- or high-
risk resections, which fall within the spectrum of non-curative ESD (NC-ESD), 
remains challenging. This study aimed to develop and validate machine-learn-
ing (ML) models to predict NC-ESD using pre-procedural variables.
Methods  We retrospectively analyzed a prospective multicenter database 
including consecutive patients aged ≥ 65 years who underwent colorectal ESD 
for LNPCPs in 10 Italian tertiary centers (2019–2023). Forty baseline clinical 
and endoscopic features were collected. The primary outcome was NC-ESD, 
defined according to ESGE criteria. A supervised ML pipeline with 5-fold strat-
ified cross-validation was implemented using support vector machine (SVM), 
random forest (RF), extreme gradient boosting (XGBoost) and multi-layer per-
ceptron (MLP) classifiers, optimized for F1-weighted score. Model explainabil-
ity was assessed with Local Interpretable Model-Agnostic Explanations (LIME).
Results  Overall, 1022 patients (median age 74 years) were included. NC-ESD 
occurred in 16.5 %. T1 cancer was found in 13.4 % cases, with a deep submucosal 
invasion in 91 % cases. SVM achieved the highest accuracy (0.82) with an F1-
score of 0.77, whereas RF yielded an accuracy of 0.81 with the highest F1-score 
(0.80). XGBoost and MLP showed good, comparable performance (accuracy 
0.78–0.79; F1-score 0.77–0.78). LIME consistently identified JNET pattern, 
lesion size, location, antithrombotic therapy, age and ASA class as the most 
influential predictors of NC-ESD.
Conclusions  In older patients undergoing colorectal ESD, ML models based 
on clinical and endoscopic variables provided accurate pre-procedural predic-
tion of NC-ESD. These tools may support treatment planning while comple-
menting, rather than replacing, expert endoscopic judgement.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Large non-pedunculated colonic polyps ( ≥ 20 mm) can be resected either 
by piecemeal endoscopic mucosal resection (pEMR) or endoscopic submucosal 
dissection (ESD). Macroscopic assessment of flat polyps for invasive cancer 
often has limited sensitivity, especially in borderline lesions. A universal ESD 
strategy in the colon offers high en bloc, and R0 resection rates with low recur-
rence rates. In contrast to pEMR, curative ESD obviates the need for endoscop-
ic surveillance for benign lesions and surgical completion therapy for low-risk 
malignant polyps. On the other hand, colorectal ESD is associated with higher 
complication rates and longer procedure times. This study aimed to perform 
a clinical and economic evaluation of a universal ESD strategy for non-pedun-
culated colonic polyps ≥ 20 mm at a tertiary referral center.
Methods  In a universal ESD approach, all non-pedunculated colonic pol-
yps ≥ 20 mm resected between March and October 2025 were treated by ESD. 
All procedure- and hospital-related costs (materials, staff, length of stay, com-

plications, surveillance colonoscopies, and additional treatments) were record-
ed and compared using propensity score matching with a historical pEMR co-
hort from previous years.
Results  Forty patients with non-pedunculated colonic polyps ≥ 20 mm (range 
22–112 mm) were treated within the universal ESD strategy. Lesions were lo-
cated in the caecum (n = 6), ascending colon (n = 9), transverse colon (n = 9), 
descending colon (n = 2), and sigmoid colon (n = 14). En bloc and R0 resection 
rates were 100 % and 97.5 %, respectively. Histology revealed 10 LGD, 24 HGD, 
five early cancers with low-risk features, and one cancer with high-risk features 
(L1, positive vertical margin). The overall complication rate was 2.5 % (n = 1; 
post-polypectomy syndrome). Mean procedure time was 113 minutes (range 
43–430). In the initial cost analysis of the first 10 patients , immediate ESD costs 
were higher than those of pEMR (2,059.6 € vs. 1,469.2 €; Δ =  + 590.4 €). How-
ever, mandatory surveillance colonoscopies in the pEMR group generated 
additional costs of 886.4 €, resulting in higher 24-month total costs for pEMR 
compared to ESD (2,355.6 € vs. 2,059.6 €; Δ = –296.0 €). Analysis of the full 
cohort is still ongoing. Potential costs which would be generated by additional 
surgery were not part of this evaluation but should also be taken into consid-
eration.
Conclusions  This single-center analysis of a universal ESD strategy for non-pe-
dunculated colonic polyps ≥ 20 mm demonstrates excellent clinical outcomes. 
The exploratory health-economic evaluation and the propensity score–based 
comparison with a historical pEMR cohort suggest that, due to required sur-
veillance procedures, pEMR becomes more expensive than ESD over time. Final 
cost-effectiveness results, including avoided surgical treatment, are pending.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Accurately assessing technical difficulty in acute upper gastrointestinal 
bleeding (AUGIB) endoscopy is essential for training, triage, and service plan-
ning. The S2T2 scoring tool integrates four domains: Setting, Site, Type, and 
Treatment, to generate a total score between 0 and 10, stratified into easy, 
moderate, and difficult cases. This study evaluated the inter- and intra-observ-
er reliability of the S2T2 tool among endoscopy trainees and trainers, and ex-
plored its relationship with perceived educational value (EDV).
Methods  Twenty-three raters (12 trainees, 11 trainers) scored 15 anonymised 
AUGIB cases (5 easy, 5 moderate, and 5 difficult) across two rounds two weeks 
apart. Case order was randomised and blinded between rounds. Each rater 
independently applied the S2T2 score to each case. Inter- and intra-observer 
reliability of total S2T2 scores was assessed using intraclass correlation coeffi-
cients (ICCs; two-way, agreement, single measures), stratified by case difficul-
ty and by rater type. Domain-level ICCs were calculated for each S2T2 compo-
nent. Intra-observer agreement between rounds was evaluated using a 
Bland–Altman plot and summarised using mean absolute score differences. 
The association between S2T2 scores and perceived EDV was analysed using 
Spearman’s rank correlation.
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Results  Overall inter-observer reliability was excellent, with an ICC of 0.938 
(95 % CI: 0.888–0.974) in Round 1 and 0.919 (95 % CI: 0.856–0.966) in Round 
2. Stratified analyses showed strong agreement for difficult cases (ICC > 0.8) 
and easy cases (ICC ~0.72–0.86), while moderate cases showed greater varia-
bility, particularly among trainees (ICC 0.41 vs 0.25). Intra-observer reliability 
across rounds was also strong (ICC = 0.938, 95 % CI: 0.924–0.950), with a mean 
absolute score difference of 0.51 (SD 0.99). The Bland–Altman plot demon-
strated minimal bias and narrow limits of agreement. Domain-specific reliabil-
ity was highest for Treatment (ICC = 0.985), followed by Setting (0.910), Type 
(0.890), and Site (0.657). EDV ratings demonstrated substantial inter-rater 
agreement (Fleiss’ κ = 0.757), and S2T2 scores showed a strong positive corre-
lation with EDV (Spearman’s ρ = 0.81, p < 0.001).
Conclusions  The S2T2 tool is a reliable and valid measure of technical difficul-
ty in AUGIB endoscopy, demonstrating excellent inter- and intra-observer 
agreement, particularly in clearly easy or difficult cases. The strong correlation 
between S2T2 scores and perceived educational value supports its use for case 
selection in training, performance assessment and certification, and service 
benchmarking.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Non-invasive video capsule endoscopes (VCE) are widely used for gas-
trointestinal (GI) imaging. Usually, excretion of VCE occurs within 2 weeks. 
However, excretion is not always observed by the patient and rare cases of 
capsule retention for years have been reported. Magnet Resonance Imaging 
(MRI) with incorporated VCE is considered a contraindication due to possible 
adverse interaction with the ferromagnetic components of VCE. While single 
case reports with incidental MRI have documented no clinically evident harm 
due to VCE, systematic experimental data are lacking. This study aims to quan-
tify magnetically induced displacement forces and torque on VCE within the 
electromagnetic environment of a 3 Tesla (T) MRI scanner according to inter-
nationally recognized ASTM standards.
Methods  This experimental study used a 3T whole-body MRI scanner (Mag-
netom Vida, Siemens Healthcare, Erlangen, Germany). Eleven commercially 
available VCEs (PillCamSB3, PillCamColon2, OMOM HD, OMOM RC, OMOM CC, 
NaviCam, NaviCam Colon, CapsoCam Plus, MiroCam 1200, MiroCam 2000, 
MiroCam Navi) designed for imaging of the small bowel, upper GI tract, or 
colon were tested. For displacement force measurement, each capsule was 
suspended by a string near the MRI bore entrance at the position of maximum 
spatial magnetic field gradient (ASTM F2052-21). The deflection angle relative 
to the vertical axis was measured using a protractor setup. A deflection angle 
greater than 45 ° was defined as exceeding gravitational force, thus failing the 
MRI safety criterion.Torque was measured with the pulley method (ASTM 
F2213-17). Each capsule was mounted in a test apparatus allowing free rotation 
and connected to a calibrated force gauge. The maximum tensile force and 
lever arm radius were recorded to calculate torque. For VCE with excessive 
displacement, qualitative assessments and torque estimations based on dis-
placement data were performed. Data were compared with MRI safety limits 
described in ISO/TS 10974:2018(E). Length of the paramagnetic interior parts 
of each VCE was calculated from the measured length and the ratio of internal 
ferromagnetic parts to the outer surface on X-ray images.

Results  All VCE except NaviCam Colon demonstrated deflection angles great-
er than 45 °, indicating displacement forces exceeding gravitational forces 
within the 3 T static magnetic field. The cutoff for MRI safety was therefore not 
met in 10 of 11 tested devices. Capsules containing small permanent magnets 
allowing gastric navigation by external magnets, exhibited significantly higher 
displacement forces compared to VCE without magnet (2338 mN vs. 168.1 
mN; p < 0.0001). In contrast, mean gravity was 36.4 mN.Torque measurements 
were successfully performed for eight VCE models, ranging from undetectable 
to 54.0 mNm. All but one capsule (NaviCam Colon) exceeded the individual 
gravity-induced torque safety limit (mean 1.04 mNm). For the three mag-
net-containing capsules torque measurement was not possible due to strong 
displacement forces. Instead, estimated torque values based on displacement 
measures were calculated, ranging from 271.95 to 293.90 mNm. Mean X-ray 
assisted length estimation of internal paramagnetic parts was 21.3 mm (range 
18.2 – 25.4 mm).
Conclusions  This study provides the first systematic experimental evaluation 
of magnetic displacement force, and torque acting on VCE in a 3T MRI environ-
ment. Induced forces on all but one tested capsules exceed safety thresholds 
defined for passive medical implants, especially for VCE containing integrated 
permanent magnets. Estimated length of paramagnetic VCE parts was within 
or only slightly above the limit of 24 mm for dynamic thermal effects in a 3T 
MR environment. Furthermore, VCE include air and a protective plastic cover 
likely protecting from thermal damage. Hence no direct thermal measurements 
were performed.Although the measured and calculated forces remain below 
those reported to cause bowel perforation, the findings highlight a potential 
safety hazard in clinical practice. Interdisciplinary awareness of these risks is 
critical for clinicians and MRI staff. Future research should include in-vivo and 
clinical safety assessments, as well as manufacturer-specific labeling, consid-
eration of MR compatibility by engineers, and improved workflow for device 
identification before MRI procedures.
Conflicts of Interest  M. Keuchel: Medtronic – lecture fees, consultancy; Jin-
shan – lecture fees, study support; AnX robotics – study support; CapsoVision 
– consultancyN. Kurniawan: Medtronic – lecture feesP. Baltes: Medtronic – 
lecture fees

eP1210  To re-scope or not to re-scope? — The 
gastric ulcer dilemma
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DOI  10.1055/s-0046-1822537
Aims  The increasing demand on endoscopy units in Portugal requires optimi-
zation of the diagnostic yield of procedures. Routine endoscopic re-evaluation 
is based on limited evidence. Recent studies support an individualized ap-
proach, reserving repeat endoscopy for patients at higher risk.
To assess the incidence of malignant gastric ulcer in a cohort of patients under-
going upper gastrointestinal endoscopy and to identify clinical, endoscopic, 
and histological predictors of malignancy that may guide the need for endo-
scopic re-evaluation [1–4].
Methods  Retrospective observational study conducted in the Gastroenterol-
ogy Department, including patients with gastric ulcer diagnosed on upper 
endoscopy between January and December 2024. Demographic, clinical, en-
doscopic, and histological data from index and follow-up endoscopies were 
collected. Descriptive and univariate analyses were performed using Microsoft 
Excel.
Results  A total of 101 patients were included (mean age 69 years; 72 % male); 
59 % of endoscopies were elective, and biopsy was performed in 75 % of index 
procedures. Seven malignant ulcers (6.9 %) were identified, 71 % diagnosed at 
the index endoscopy. Among 53 ulcers reassessed endoscopically, most showed 
mucosal healing (79 %).Endoscopically suspicious ulcers represented 27 % of 
cases, of which 26 % were malignant. Among ulcers deemed benign, only 1/74 
(1.3 %) was later found to be malignant (late malignancy rate 2.7 %).The strong-
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est predictors of malignancy were endoscopic suspicion—particularly excavat-
ed base and/or elevated borders (OR 17.2; 95 %CI 0.8–372)—and non-antral 
location, especially the incisura (OR 4.03; 95 %CI 0.75–16.6; p = 0.12), showing 
a trend toward increased risk. Ulcer size was also a strong and independent 
predictor: ulcers > 20 mm were significantly associated with malignancy (OR 
12.5; 95 %CI 2.0–78.0; p = 0.0026).Comorbidities most strongly associated with 
malignancy included cardiovascular disease (OR 3.22), chronic kidney disease 
(OR 4.64), antiplatelet therapy (OR 6.26), and smoking (OR 6.03).Helicobacter 
pylori at index endoscopy showed a non-significant trend toward lower malig-
nancy risk (OR 1.8; p = 0.12).A benign initial histology was a strong predictor 
of benign disease.The presence of multiple ulcers ( ≥ 2), including duodenal 
ulcer, was associated with a lower probability of malignancy (OR 0.10; 95 %CI 
0.005–1.76; p = 0.043), supporting the observation that malignant ulcers tend 
to present as single lesions.All malignant cases occurred in patients aged > 50 
years, but age ≥ 50 did not reach statistical significance (OR 1.86; 95 %CI 0.10–
35.0; p = 1.00). Sex was not associated with malignancy (OR 0.85; 95 %CI 
0.18–4.05).Presentation with overt bleeding at index endoscopy was not sig-
nificantly associated with malignancy.
Conclusions  In this cohort, 7 % of gastric ulcers were malignant, most diag-
nosed at the index endoscopy with adequate histological sampling. The diag-
nostic yield of routine re-evaluation after benign biopsies was low. The combi-
nation of benign histology and absence of suspicious endoscopic features was 
sufficient to exclude malignancy in most patients, supporting a risk-stratified 
approach.These findings align with current international guidelines (MAPS III, 
ESGE/AGA/ASGE) and support a strategy that may reduce costs, optimize re-
source allocation, and improve the sustainability of endoscopy services. Vali-
dation in larger, multicenter cohorts is warranted.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Clinical Decision-Making and Optimizing Resource 
Utilization
Authors  Hayat H1, Szvarca D1, Walradt T1, Soleymanjahi S1, Ryan M1, 
Zeid HA2, Storm A2, Lee L1

Institutes  1  Brigham and Women's Hospital, Boston, United States of 
America; 2  Mayo Clinic, Rochester, United States of America
DOI  10.1055/s-0046-1822538
Aims  Esophagogastroduodenoscopy is the gold standard for evaluating sus-
pected upper gastrointestinal bleeding but delays in access may complicate 
triage and resource management. PillSense, an FDA-approved ingestible cap-
sule that detects presence of blood through optical absorption, provides a 
rapid and non-invasive diagnostic option with results available within ten min-
utes. This study assessed the real-world impact of this device on clinical deci-
sion-making and resource allocation while evaluating its safety profile.
Methods  A multicenter retrospective analysis was performed across two ac-
ademic medical centers, including only patients with documented PillSense 
result. Patients were excluded for gastrointestinal obstruction, motility disor-
ders, dysphagia, pregnancy, or implanted electromedical devices. Outcomes 
were compared between patients with positive and negative capsule results, 
including Glasgow Blatchford Score (GBS), transfusion requirements, hemod-
ynamic instability, length of stay, thirty-day readmission, and adverse events. 
The influence of capsule findings on clinical management was recorded  
(▶Table 1).

▶Table 1	 

Patients (n = 75)

Mean Age 60.2 years

Gender (n, %) Male (54, 72 %)

Symptomsn( %)

Melena 51 (68 %)

Hematochezia 17 (28 %)

Hematemesis 15 (30 %)

Coffee Ground Emesis 9 (12 %)

Symptomatic Anemia 40 (53 %)

Outcomes Negative  (n = 51) Positive  (n = 24) P value

Length of stay (days) Mean (se) 3.87 (0.82) 14.83 (5.58) 0.02*

GBS score at presentation Mean (se) 7.62 (0.86) 11.68 (1.29) 0.005**

Units of Blood Transfused Mean (se) 1.45 (0.50) 10.00 (6.12) 0.04*

Hemodynamically Unstable n ( %) 7 (21 %) 8 (47 %) 0.03*

Active bleeding on EGD n ( %) 4 (6 %) 18 (75 %) 0.01*
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Results  Seventy-five patients met inclusion criteria, of whom 24 (32 %) had a 
positive capsule and 51 (68 %) had a negative result. Patients with a positive 
result demonstrated substantially higher GBS (11.68 vs 7.62), required signif-
icantly more blood transfusions during hospitalization (mean 10.00 units vs 
1.45 units), and experienced markedly longer hospital stays (14.83 days vs 3.87 
days). The capsule was deployed in Emergency Department for 39 patients 
(52 %) and in inpatient setting for 36 patients (48 %) of which 12 were in inten-
sive care unit (16 %). Capsule findings influenced management in 70 % of cases, 
including avoidance of EGD in 25 %, prioritization of urgent EGD in 12 %, and 
improved resource allocation in 63 % (ED observation discharges n = 18, step-
down bed assignment due to early detection of GI bleeding n = 10, colonosco-
py instead of EGD when upper GI bleed was excluded n = 9); among patients 
who did not undergo EGD (n = 12), there were no 30-day readmissions or ad-
verse events.
Conclusions  This study demonstrates that the blood detection capsule is a 
safe and clinically valuable point-of-care tool for suspected upper gastrointes-
tinal bleeding. Capsule results correlate meaningfully with bleeding severity, 
support more accurate triage, and reduce unnecessary procedures. Incorpora-
tion of this technology into routine practice may meaningfully decrease health 
care burden by improving diagnostic efficiency and supporting earlier and more 
appropriate allocation of endoscopic and inpatient resources.
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eP1212  Current status of EoE diagnosis, manage-
ment, and follow up: Aberdeen Royal Infirmary 
Experience, Scotland
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Aims  Eosinophilic oesophagitis (EoE) is a chronic, immune-mediated disease 
characterised by eosinophilic inflammation of the oesophagus with peak eo-
sinophilic count > 15 cells per high power field that may lead to remodelling 
and fibrotic changes and impaired oesophageal function. [1] We aim to char-
acterize the current practices in the diagnosis, management, and follow-up of 
EoE at Aberdeen Royal Infirmary.
Methods  We conducted a retrospective analysis of electronic data records 
from 2022 to 2024. This involved identifying EoE cases using histology confir-
mation, clinical presentation, and mode of treatment at Aberdeen Royal Infir-
mary, Scotland.
Results  In our cohort, we found 162/690 patients had histology biopsies con-
firmed EoE. Most patient were Male (125/162). The median age group was 
30-40 years old. We found that the most common mode of presentation was 

dysphagia (63 %) followed by food bolus (16.3 %). The most recognised endo-
scopic finding was furrows (21.6 %).
37.24 % received both Proton pump inhibitors and Jorveza (oral Budesonide 
dispersable tablets). 45.2 % achieved histological remission. There were 20 
patients who had strictures and 10 of these patients underwent endoscopic 
ballon dilation. Although 74 patients had clinical follow up, there was no stand-
ardisation of management across the board with fast majority of patients had 
no follow up (88). Therefore, we believe that this data should raise the aware-
ness of the importance of establishing an EoE clinic for standard medical prac-
tice and better patient outcomes.
Conclusions  This audit has highlighted the importance of establishing EoE 
clinic for standardisation of medical practice, prevent future complications and 
repeat hospitalisations.
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Abstract Text
Esophageal adenocarcinoma (EAC) treatment is challenging in patients unfit 
for surgery. We report an 84-year-old male with Barrett’s esophagus (BE) who 
underwent ESD for a 3-cm pT1bN0M0 EAC. Histology revealed deep submu-
cosal invasion, perivascular infiltration, negative horizontal and positive vertical 
resection margins, rendering the resection non-curative. Given surgical ineli-
gibility, the patient underwent cryoballoon ablation six months later for recur-
rent intramucosal carcinoma proximal to the ESD scar. At three months, sur-
veillance endoscopy revealed residual BE with low-grade dysplasia. This case 
highlights the feasibility and safety of cryoballoon ablation as salvage therapy 
after non-curative ESD in inoperable EAC. This represents the first report of 
salvage CbFAS in T1bN0M0 EAC, underscoring the need for further studies to 
define its role in multimodal management of EAC.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/059fcb55-3e3b-4736-883c-fb3d5cb539fc/Uploads/19978_
Cryoballoon_Esge %20Days.mp4
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Refractory Barrett’s Neoplasia in a High-Risk Patient
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Aims  Endoscopic eradication therapy (EET) is established as first-line manage-
ment for dysplastic Barrett’s esophagus (BE) and early oesophageal adenocar-
cinoma. Although most patients respond to a combination of endoscopic 
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mucosal resection (EMR) and radiofrequency ablation (RFA), a proportion de-
velop residual or non-lifting lesions that remain difficult to treat. Such cases are 
particularly challenging when patients are unsuitable for esophagectomy or 
chemoradiotherapy. The EndoRotor non-thermal mechanical resection system 
has demonstrated feasibility in removing BE mucosa, including fibrotic or pre-
viously treated tissue [1], and early evidence supports its safety profile [2]. We 
present a case illustrating its role as salvage therapy after failure of standard 
modalities.
Methods  A 76-year-old man with long-segment BE (C11M12) was diagnosed 
with moderately differentiated oesophageal adenocarcinoma, with no worry-
ing features on PET-CT and EUS. He had a history of two renal transplants for 
glomerulonephritis and was maintained on lifelong immunosuppression, as 
well as significant cardiac risk factors, rendering him high risk for surgery or 
chemoradiotherapy. Therefore, an endoscopic approach was favoured follow-
ing multidisciplinary discussion.
He developed multi-focal neoplasia and required six EMR sessions with an ex-
cellent macroscopic response, eventually achieving Prague C0M0 status with 
only 2–3 residual Barrett’s islands. A persistent lesion at the 5 o’clock position 
exhibited a Paris IIa morphology and was non-lifting, making it unsuitable for 
further EMR or ESD. Biopsies demonstrated high-grade dysplasia (HGD). Hybrid 
APC was performed (selected due to preference to perform a “deeper ablation”, 
but dysplasia persisted, consistent with previously described RFA-refractory 
disease as described in the literature [3, 4]. Subsequent repeat CT-scans demon-
strated stable imaging without progression, EndoRotor therapy was selected 
as salvage intervention.
Results  Here we demonstrate EndoRotor resection as technically successful 
technique, enabling non-thermal mechanical removal of previously treat-
ment-resistant Barrett’s mucosa. Histopathology confirmed intramucosal 
carcinoma (IMCA). Follow-up endoscopy demonstrated further regression of 
the remaining Barrett’s island with improved appearance and reduced surface 
irregularity. Small areas of residual mucosa remained, and a repeat EndoRotor 
session was planned. No immediate or delayed adverse events occurred, con-
sistent with reported low complication rates [2]. Repeat radiological surveil-
lance showed no local progression, nodal involvement, or distant metastasis.
Conclusions  This case highlights the value of EndoRotor as a salvage modali-
ty for refractory Barrett’s neoplasia when Endoscopic resection modalities (EMR 
or ESD) and Ablation techniques (RFA or APC) are insufficient, particularly in 
patients unable to undergo surgery or oncologic therapy. Its non-thermal mode 
of action appears advantageous in previously ablated or fibrotic tissue, allowing 
targeted resection while limiting thermal injury. Emerging evidence supports 
its feasibility, safety, and potential utility in complex or treatment-resistant 
Barrett’s pathology [1–4]. EndoRotor may represent an important adjunct in 
the evolving management paradigm for advanced or refractory BE.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Endoscopic submucosal dissection (ESD) of large and com-
pact esophageal lesions is technically demanding, especially in the later stages 
of the procedure. The partially dissected specimen often becomes floppy and 

obscures the dissection field. This loss of visualization and traction limitation 
makes precise submucosal dissection challenging. Conventional traction meth-
ods, especially at this stage of the procedure, provide only limited axis move-
ments and cannot be easily repositioned.
Innovation  The novel EndoRobotics Alligator (ROBOPERA & TraCloser) device 
is designed for flexible multipoint traction. The device provides true four-axis 
independent movements (grip, wrist, arm, and rotational movements), ena-
bling multidirectional traction. The operator can lift, rotate, pull, or push the 
lesion in multiple directions and reposition at any time, maintaining continuous 
exposure of the submucosal layer and preventing the partially dissected spec-
imen from obstructing the field. This multidirectional control improves visual-
ization, optimizes tissue tension, facilitates efficient and precise dissection, and 
allows safe en-bloc specimen retrieval using the same device.
We report the first case of an EndoRobotics Alligator–assisted esophageal ESD 
of an 11 cm early Barrett’s adenocarcinoma extending over 70 % of the circum-
ference, with a compact component of 3–4 cm. The use of this novel device 
was authorized by the Institutional Review Board.
Results  After circumferential incision and completing dissection of 70 % of the 
lesion, visualization and access to the dissection plane worsened. The Alligator 
device was used at this later stage of the procedure to lift the compact speci-
men in order to re-visualize the dissection plane, maintain tension, and finalize 
the dissection.The lesion was successfully resected en bloc. R0 resection was 
histologically confirmed. No intra- or post-procedural adverse events occurred.
Conclusions  Alligator-assisted robotic traction is a valuable tool during eso-
phageal ESD, particularly in challenging cases involving large or compact le-
sions. By providing dynamic multidirectional traction, it complements conven-
tional ESD techniques and enhances visualization, stability, and dissection 
efficiency. This case demonstrates that integrating robotic traction into ESD 
can support safer and more controlled tissue handling.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/57759795-8ecb -4183-ad42-2f6a849a7f73/ U ploads/ 
19990_127626_EndoRobo %20Alligator %20Assisted %20eso %20ESD.mov
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Aims  Radiofrequency ablation (RFA) is an effective treatment for circumfer-
ential Barrett's esophagus (BE). However, recurrence of BE after initially suc-
cessful RFA is common, and outcomes following recurrence not well described. 
The aim of this study is to find clinical signs and ph-impedence results able to 
predict circumferential Barrett’s esophagus recurrence following initially suc-
cessful RFA
Methods  In 15 patients undergoing a single session of circumferential Radi-
ofrequency Ablation (BarrX 360 °) on proton pump inhibitor (PPI) therapy, 
clinical symptoms are investigated and 24h-pH-impedance measurements 
were performed after 3 months of treatment. On pH monitoring, total acid 
exposure time (AET) > 6 % was defined as pathological reflux [1–3]
Results  Pathological reflux was identified in 6 patients (40 %), of whom only 2 
patients referred reflux symptoms. Other 3 patients of 15 referred reflux symp-
toms, but their ph-impedance measurements didn’t show pathological values 
of acid exposure.
Conclusions  30 % of asymptomatic patients treated for BE with circumferential 
Radiofrequency ablation exhibit pathological reflux on pH-monitoring despite 
PPI treatment. Conversely, clinical symptoms of reflux is not necessarily linked 
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to pathological acid exposure and therefore to an increased risk of post-ablation 
BE recurrence
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To assess the efficacy and safety of a bipolar knife in POEM.
Methods  Single-center retrospective study including patients undergoing 
POEM between October 2023 and May 2025, using the Speedboat knife and 
the CROMA energy platform (Creo Medical, UK). Categorical variables were 
presented as frequencies and percentages. Continuous variables were summa-
rized using median and interquartile range (IQR). To compare the pre- and 
post-POEM Eckardt scores we used the Wilcoxon signed-rank test for paired 
samples. The Speedboat knife has an insulating cover on one side that reduces 
the risk of accidental mucosal injury, is 1:1 rotatable, and incorporates a needle/
injection channel. The CROMA platform provides bipolar radiofrequency cut-
ting as well as microwave coagulation, making the use of a hemostatic forceps 
hardly necessary.
Results  Seventy-five patients were included (median age 52 years, 61.3 % male, 
83.8 % ASA I–II). Achalasia was the most frequent indication (86.6 %). Forty-six 
point seven per cent had undergone previous treatment (29.3 % with one tech-
nique and 17.3 % with more than one technique). The median length of the 
submucosal tunnel was 11 cm (IQR 11–15). In most cases, the myotomy was 
posterior (89.3 %) and full-thickness (97.3 %), with a median length of 5 cm (IQR 
5–8) in the esophagus and 2.5 cm (IQR 2–3) in the stomach. The location of 
the gastric myotomy was determined by visual inspection in 98.7 % of cases. A 

total of 5 clips (IQR 4–5) were used for mucosotomy closure. Technical success 
was 100 %, and clinical success (post-POEM Eckardt score ≤ 3) was 93.3 % after 
24 months follow-up (IQR 12–24). The median Eckardt score decreased from 
6 (IQR 3–8) pre-POEM to 1 (IQR 0–2) post-POEM (p < 0.0001). Proton pump 
inhibitors use increased from 34.7 % pre-procedure to 75.7 % after POEM. Com-
plications occurred in 5 cases (6.7 %): 1 inadvertent mucosotomy, 1 bleeding, 
2 pneumonias, and 1 esophagopleural fistula. Median hospital stay was 3 days 
(▶Table 1).

▶Table 1	 

BASELINE PATIENT CHARACTERIS-
TICS

N Median (IQR) or N 
( %)

Age (years) 75 52 (37-63)

Sex

Male 46 (61.3 %)

Female 75 29 (38.7 %)

ASA

I-II 62 (83.8 %)

III-IV 74 12 (16.2 %)

Indication

Achalasia 65 (86.6 %)

Type I 6 (8 %)

Type II 43 (57.3 %)

Type III 7 (9.3 %)

Unknown type 9 (12 %)

Distal esophageal spasm 3 (4 %).

Hypercontractile esophagus 1 (1.3 %)

Other 75 6 (8 %).

Prior treatment

No 40 (53.3 %)

1 technique 22 (29.3 %)

 > 1 technique 75 13 (17.3 %)

Duration of prior symptoms 
(months)

44 24.3-120

Sigmoid esophagus 75 26 (34.7 %)

Pre-POEM Eckardt score 63 6 (3-8)

Pre-POEM PPIs use 75 26 (34.7 %)

Pre-POEM IRP 45 22 (15.1-31.6)

Conclusions  Performing POEM with a bipolar knife seems as effective and safe 
as using a monopolar knife and may provide additional theoretical advantages 
regarding the energy delivery (lower risk of peripheral tissue damage, no inter-
ference with implanted devices).
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1218  Biliary strictures in liver transplantation 
recipients: recurrence risk factors after treatment 
with fully-covered self-expanding metal stents via 
ERCP
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Aims  Biliary complications after liver transplantation (LT) occur between 5 % 
and 25 % of patients in some studies. Out of those, biliary strictures (BS) are the 
most frequent. Such can be divided into anastomotic or non-anastomotic and 
early or late regarding to its location in the biliary tract and time of onset. 
Standard treatment is the placement of a fully-covered self-expanding metal 
stent (FC-SEMS) via endoscopic retrograde cholangiopancreatography (ERCP) 
for six months, although there are no clear recommendations in guidelines. 
However, some patients present a BS recurrence after FC-SEMS withdrawal. 
Although risk factors for BS have been studied, no studies analyse risk factors 
for recurrence [1–3].
Methods  We collected, retrospectively, our center’s ERCP data from January 
2012 to July 2023. Out of 2647 ERCPs, 1036 of them identified BS. After careful 
revision of those, 136 procedures were done on LT recipients with BS. Out of 
those, patients who were treated with FC-SEMS were selected as the study 
population (▶Table 1).

▶Table 1	  Simplified statistical results comparing patients with recur-
rent BS (column 2) to patients without recurrent BS (column 3) and 
Odds Ratio.

Patients with 
recurrent BS 
after first 
ERCP (n = 33)

Patients 
without 
recurrent BS 
after first 
ERCP (n = 17)

Calculat-
ed Odds 
Ratio (IC 
95 %)

Sex (M/F) 26 / 7 14 / 3 0.79 (0.18 
– 3.57)

Cardiovascular 
risk factors

15/33 10/17 0.59 (0.18 
– 1.91)

CMV 
incompatibili-
ty in 
serological 
test

3/33 1/17 1.60 (0.15 
– 16.67)

Hepatic artery 
stenosis

14/33 5/17 1.77 (0.51 
– 6.18)

Use of T-tube 4/33 5/17 0.33 (0.08 
– 1.45)

Early biliary 
leak

10/33 2/17 3.26 (0.62 
– 17.01)

▶Table 1	  Simplified statistical results comparing patients with recur-
rent BS (column 2) to patients without recurrent BS (column 3) and 
Odds Ratio.

Patients with 
recurrent BS 
after first 
ERCP (n = 33)

Patients 
without 
recurrent BS 
after first 
ERCP (n = 17)

Calculat-
ed Odds 
Ratio (IC 
95 %)

Early biliary 
stricture

24/33 6/17 4.89 (1.39 
– 17.16)

Early post-LT 
infection

13/33 7/17 0.93 (0.28 
– 3.06)

Early post-LT 
CMV infection

6/33 1/17 3.56 (0.39 
– 32.27)

50 patients were included in this study, 33 presenting recurrence of BS (case 
group) while 17 did not develop a recurrence (control group). Patient selection 
is summarized in Figure 1. Factors related to the surgical procedure (use of 
biliary T-tube), patient (sex, age, LT indication, cardiovascular risk factors) and 
transplant (AB0 incompatibility, DSA incompatibility, CMV serological incom-
patibility, early biliary leak, early BS, hepatic artery stenosis, early post-LT in-
fection and early post-LT CMV infection) were considered. Early BS was consid-
ered when the diagnosis was established within the first month after the LT 
after literature review, as well as the other early factors, although it has not 
been formally defined.
Results  Early BS was associated with a higher risk of recurrence with an OR 
4.89 (CI 95 %: 1.39 – 17.16). Other factors such as early CMV infection, early 
biliary leak or arterial hepatic pathology showed strong, but not statistically 
significant associations.
Conclusions  Patients with early BS have a higher risk of recurrence after FC-
SEMS for six months and may benefit from early follow-up. Recurrence of BS in 
the context of LT is a pathology that needs further studies to establish treat-
ment strategies. For instance, in patients with early BS, to implant a second 
FC-SEMS after the withdrawal of the first in six months.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Chronic abdominal pain is a major source of morbidity for patients with 
chronic pancreatitis and pancreatic cancer, and effective pain management 
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options are limited. Endoscopic ultrasound (EUS)-guided celiac plexus inter-
ventions are minimally invasive procedures designed to alleviate severe upper 
abdominal pain associated with these conditions, however, data reporting the 
effect of these interventions are scarce and based in small reports. This system-
atic review and meta-analysis evaluates the effectiveness and safety of 
EUS-guided celiac plexus interventions for managing abdominal pain in patients 
with chronic pancreatitis and pancreatic cancer.
Methods  A comprehensive search of OVID MEDLINE, EMBASE, and Cochrane 
CENTRAL was conducted from inception to September 1st, 2025. We included 
full-text randomized controlled trials (RCTs) evaluating EUS-guided celiac plex-
us block (CPB), celiac plexus neurolysis (CPN), or celiac ganglion neurolysis 
(CGN) in patients with chronic pancreatitis or pancreatic cancer. The primary 
outcome was the proportion of patients experiencing pain relief. Secondary 
outcomes included duration of pain relief, reduction in opioid consumption, 
and adverse events. Subgroup analyses were performed based on patient di-
agnosis and intervention type.
Results  Fourteen RCTs (n = 596 patients) met the inclusion criteria. Four stud-
ies evaluated EUS-CPB in patients with chronic pancreatitis, and ten studies 
evaluated EUS-CPN or EUS-CGN in patients with pancreatic cancer. The overall 
pooled proportion of patients with pain relief was 70 % (95 % CI: 0.60-0.79), 
with significant heterogeneity (I2 = 80 %). In subgroup analyses, the pooled 
proportion of pain relief was 73 % (95 % CI: 0.50-0.91) for patients with chron-
ic pancreatitis and 68 % (95 % CI: 0.57-0.78) for patients with pancreatic cancer. 
Complete pain response was reported in five studies with a pooled proportion 
of complete pain response of 23 % (95 % CI: 0.09-0.41). The mean duration of 
pain relief, reported in four studies, was 89.8 days, and seven studies reported 
on changes in opioid consumption with a pooled reduction of opioid use by 
39 % (95 % CI: 0.20-0.58). Unilateral versus bilateral technique for EUS-guided 
interventions did not have any significant differences in pain reduction. Serious 
adverse events were infrequent; three studies reported a total of three major 
events (one upper gastrointestinal bleed, one irreversible paralysis, and one 
hematoma). Furthermore, two studies reported that six patients required hos-
pitalization or an emergency department visit for severe abdominal pain.
Conclusions  EUS-guided celiac plexus interventions are safe and provide sig-
nificant pain relief for patients with abdominal pain secondary to chronic pancre-
atitis and pancreatic cancer. These findings support their use as a key component 
in a multimodal pain management strategy for this challenging patient population. 
However, significant heterogeneity across studies and few RCTs with small sample 
sizes highlights the need for larger, well-designed RCTs. Future research should 
focus on standardizing endoscopic techniques, identifying key predictors of re-
sponse, and evaluating long-term effects on opioid consumption reduction and 
quality of life to better define the role of these interventions.
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Abstract Text
Bile duct intraductal papillary mucinous neoplasia (BD-IPMN) is a pre-malignant 
precursor to cholangiocarcinoma traditionally managed by surgery with limit-
ed data on endoscopic management. We present a case of an elderly comorbid 
patient with long segment BD-IPMN containing high grade dysplasia who de-
clined surgery. Cholangioscopic and fluoroscopic videos demonstrate charac-

teristic BD-IPMN morphology, application of cholangioscopy-guided radiofre-
quency ablation (RFA), post-treatment appearances, and subsequent 
recurrence. In this case, RFA did not achieve complete eradication but substan-
tially reduced the overall disease length, permitting a more conservative sur-
gical resection approach. This video highlights key diagnostic features, tech-
nical considerations, and the potential role and limitations of RFA in selected 
patients with BD-IPMN who are poor surgical candidates [1–4].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/67351a46-af3d-4107-8312-3de6dd0d52f7/Uploads/19978_bdip-
mn.mp4
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▶Table 1	 

Outcome pre-IPTW IPTW

WON 
(n = 64)

ANC (n = 43) p WON (n = 62.6) ANC (n = 50.4) p OR

Main outcome

Surgery recue 2/64 (3.12 %) 8/41 (19.5 %) 0.013 1.54/62.62 
(2.46 %)

4.97/50.45 
(10.9 %)

0.069 4.851 [0.899; 
47.466]

Safety

Early AE (24h-14d) 6/64 (9.38 %) 1/33 (3.03 %) 0.417 6.51/62.62 
(10.4 %)

0.59/50.45 
(1.42 %)

0.045 0.124 [0.002; 
1]

Late AE ( > 14d) 4/64 (6.25 %) 2/34 (5.88 %) 1.000 2.64/62.62 
(4.21 %)

1.11/50.45 
(2.66 %)

0.630 0.623 [0.036; 
5.228]

Overall AE 10/64 (15.6 %) 3/43 (6.98 %) 0.298 9.15/62.62 
(14.61 %)

1.7/50.45 
(3.37 %)

0.033 0.204 [0.025; 
0.893]

Mortality 3/64 (4.69 %) 6/40 (15.0 %) 0.084 2.23/62.62 
(3.56 %)

7.31/50,45 
(16.2 %)

0.058 5.237 [1.254; 
32.515]

Related-Mortality 2/64 (3.12 %) 1/40 (2.50 %) 1.000 1.56/62.62 
(2.49 %)

3.63/50.45 
(8.06 %)

0.324 3.437 [0.56; 
34.526]

Aims  Current guidelines recommend delaying endoscopic drainage until at 
least 4 weeks after the onset of acute necrotizing pancreatitis. However, in 
clinical practice, "early" drainage is sometimes considered for acute infected 
collections, despite a lack of strong supporting evidence. The primary objective 
of this study was to compare the clinical efficacy and safety of “early” versus 
“delayed” endoscopic drainage of necrotic pancreatic collections [1–4].
Methods  Patients with necrotizing pancreatitis and pancreatic collections 
treated with "early" endoscopic drainage ( < 4 weeks) in a multicentre retrospec-
tive cohort (2010–2025) were compared with patients undergoing "late" drain-
age ( ≥ 4 weeks) from a recent multicentre randomized controlled trial (PRO-
METHEUS, NCT03100578). A propensity score analysis using Inverse 
Probability of Treatment Weighting (IPTW) was performed to minimize con-
founding (age, sex, infection status, ASA score). The primary outcome was the 
need for surgical rescue. Secondary outcomes included clinical success, number 
of endoscopic sessions, procedure-related adverse events, and mortality (▶Ta-
ble 1).
Results  From a total of 648 patients screened who underwent endoscopic 
drainage, 107 were included in the analysis: 43 in the "early" group and 64 in 
the "late" group. Median age was 60–65 years in both groups. The predominant 
aetiology was biliary pancreatitis. Confounding factors were adequately bal-
anced after IPTW adjustment. In descriptive analysis, the need for surgical 
rescue was numerically higher in the "early" group, but this difference was not 
significant after propensity score adjustment. Early and overall adverse events 
were higher in the "late" group, reaching statistical significance in the propen-
sity analysis but not in the descriptive analysis. No significant differences in 
mortality or clinical success were observed in either analysis. The necrosecto-
my rate was significantly higher in the "early" drainage group in both descriptive 
and propensity-adjusted analyses.
Conclusions  Clinical outcomes were comparable between early and late en-
doscopic drainage in terms of surgical rescue, clinical success, and mortality. 
The "early" group required a greater number of endoscopic sessions and more 
frequent necrosectomy. Major adverse events were more frequent in the "late" 
group on propensity analysis. These findings suggest that early drainage may 
be a reasonable option in selected patients, although the comparison of retro-
spective data with RCT data represents an inherent limitation that warrants 
cautious interpretation.
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Aims  To prospectively evaluate the accordance rate between contrast-en-
hanced Endoscopic Ultrasound (CE-EUS) and Endoscopic Retrograde Cholan-
giopancreatography (ERCP) in defining intraductal tumor extension and endo-
scopic resectability of ampullary adenomas (AAs). Secondary aims were: to 
describe a tertiary referral centre’s experience with endoscopic papillectomy 
(EP); to assess the accordance rate between endoscopic tumor size and final 
histopathology; to evaluate the association between CE-EUS enhancement 
patterns and final histopathology, including stratification by size; to determine 
CE-EUS uTNM and final pTNM congruity.
Methods  This prospective monocentric interventional study included all con-
secutive patients referred for EP between January 2024 and June 2025. Inclusion 
criteria were: age 18–90 years, endoscopic diagnosis of ampullary tumor, ab-
sence of lymph node or distant metastases at staging MRI (if per-
formed), ≥ 3-month follow-up, and informed consent. Exclusion criteria includ-
ed prior sphincterotomy/stenting, altered anatomy, and metastatic disease. 
All patients underwent CE-EUS before ERCP. EUS evaluation included lesion size, 
ductal involvement, ductal diameters, depth of invasion, lymph nodes, pres-
ence of CBD/PD stones, and CE-EUS enhancement pattern. ERCP was performed 
by endoscopists blinded to EUS findings; cholangiography and wirsungography 
assessed intraductal growth before papillectomy. EP was performed with hot-
snare resection; stenting was routinely performed except for cases with con-
comitant IPMN. Diagnostic accuracy of EUS and ERCP was analyzed using ROC 
curves and compared with DeLong’s test. Follow-up duodenoscopy with biop-
sies was scheduled at 3, 6, and 12 months. Residual intraductal disease was 
treated with endoscopic resection or intraductal radiofrequency ablation (RFA).
Results  To date, a total of 25 patients (52 % male; median age 58 years) were 
included. Median AAs size was 20 mm. CE-EUS suspected intraductal invasion 
in 36 % (n = 9), whereas ERCP confirmed it in 32 % (n = 8), with a median intra-
ductal extension of 5 mm. All lesions were resected endoscopically, with en-
bloc resection in 56 %. Post-procedural adverse events occurred in 40 %, main-
ly bleeding, al l  managed endoscopical ly or conser vatively.  F inal 
histopathology showed 17 LGD (68 %), 5 HGD (20 %), 2 no dysplasia (8 %), and 
1 adenocarcinoma (uT1bN0M0 / pT1bN0M0). R0 resection was achieved in 
56 %, R1 in 20 %, and R2 in 24 %, the latter exclusively in cases with intraductal 
involvement. Excluding the adenocarcinoma and the two lesions not confirmed 
as adenomas, 15 out of the 22 confirmed AA (68.2 %), were uTis/uT1a on EUS, 
whereas 7 (31.8 %) were overstaged as uT1b despite the absence of invasive 
behavior at final pathology. No significant association emerged between CE-EUS 
uT staging and dysplasia grade (HGD: 14.3 % in uT1b vs 26.7 % in uTis/uT1a; 
p = 0.36). EUS and ERCP showed excellent diagnostic accuracy for intraductal 
invasion (AUC 0.96 vs 1.00; p = 0.9) and high accordance rate (88.9 %). One 
minimal 5 mm ductal extension suspected by EUS was not confirmed by ERCP 
or pathology. Tumor size and CE-EUS enhancement pattern were not associat-
ed with malignancy (p > 0.1). Kudo and JNET classifications showed limited 
accuracy (52 %). At 3-month follow-up, residual adenoma was found in 37.5 % 
of cases, mostly those with initial ductal involvement. Endoscopic retreatment, 
mainly RFA, yielded an overall clinical success rate of 81 %. No deaths occurred.
Conclusions  According to our limited experience, in patients without nodal 
or metastatic disease at MRI, EUS and ERCP showed very high accordance rate 
in assessing intraductal extension of AAs. ERCP was slightly more specific, 
whereas EUS tended to overestimate minimal intraductal involvement. Fur-
thermore, EUS overstaged uT-staging in over 30 % of AAs. CE-EUS enhancement 
patterns and endoscopic surface classifications were not predictive of malig-
nancy. Routine pre-papillectomy EUS, even with CE, may therefore not be re-
quired for all lesions. EP proved to be safe and effective, with high clinical suc-
cess using a stepwise endoscopic approach including intraductal RFA when 
required. Lager multicentre studies are needed to refine criteria for EUS selec-
tive application.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Chronic and recurrent acute idiopathic pancreatitis remains a clinical 
challenge, particularly regarding the management of disease flares, interven-
tional therapies and long-term outcomes. This study aimed to identify poten-
tial risk and protective factors associated with clinical outcomes and to guide 
therapeutic management, particularly endoscopic and surgical strategies, in 
these patients [1–4].
Methods  We conducted a retrospective single-centre cohort study at a tertiary 
university hospital, including 80 consecutive patients with chronic or recurrent 
acute idiopathic pancreatitis carrying at least one pathogenic or likely patho-
genic variant associated with hereditary or genetic pancreatitis. The main out-
come was clinical remission, defined as absence of symptoms and no stent 
dependency at last follow-up, in patients who underwent at least one interven-
tional treatment. Demographic, genetic, morphological and clinical variables 
were collected. Univariable logistic regression was used to assess predictors of 
clinical remission. Cox proportional hazards models were applied to evaluate 
time-to-event outcomes, using death, documented recurrence or ongoing 
stent dependency as events.
Results  Among 80 patients, 32.5 % (n = 26) were children (age at diagnosis < 18 
years) and 60 % (n = 48) were female. The median age at diagnosis was 27 years 
(IQR 13–46), and 9 years (IQR 7–13) among children. A total of 120 genetic 
variants were identified, including 39 CFTR, 36 PRSS1 and 28 SPINK1 mutations. 
A positive family history of pancreatitis was present in 28.8 % (n = 23). Pancreas 
divisium and toxic exposure were each present in 35 % (n = 28). Exocrine and 
endocrine insufficiency occurred in 33.8 % (n = 27) and 22.5 % (n = 18), respec-
tively. One patient died from pancreatic cancer. Fifty-five patients underwent 
at least one interventional treatment, with a median of 2 procedures (IQR 0–5). 
A total of 323 interventions were performed, including 8 pancreatic resections 
and 7 drainage surgeries. The median disease duration at first interventional 
treatment was 4 years (IQR 0–9). The median total follow-up was 12.5 years 
(IQR 4.3–16.8), and the median follow-up after the last interventional treat-
ment was 12 months (IQR 2–24). At the last clinical evaluation, 71 % (n = 39) of 
treated patients were asymptomatic and free of stenting, with a median 
post-interventional follow-up of 17 months (IQR 7–37) in this subgroup. In 
univariable logistic regression, none of the demographic, genetic or clinical 
variables reached statistical significance for predicting clinical remission. How-
ever, older age at diagnosis (OR 1.01; 95 % CI 0.98–1.04; p = 0.59) and longer 
disease duration at first interventional treatment (OR 1.04; 95 % CI 0.96–1.13; 
p = 0.36) trended toward higher odds of remission. Conversely, pancreas divi-
sium (OR 0.34; 95 % CI 0.10–1.12; p = 0.076), toxic exposure (OR 0.39; 95 % CI 
0.11–1.33; p = 0.13) and endocrine insufficiency (OR 0.43; 95 % CI 0.12–1.54; 
p = 0.20) trended toward lower odds of remission. In multivariable logistic re-
gression including pancreas divisium, toxic exposure, endocrine insufficiency, 
disease duration at first treatment and age at diagnosis, none of the variables 
reached statistical significance (all p > 0.10), although pancreas divisium (ad-
justed OR 0.44; 95 % CI 0.13–1.50; p = 0.19) and toxic exposure (adjusted OR 
0.34; 95 % CI 0.09–1.38; p = 0.13) remained associated with lower odds of re-
mission. In Cox proportional hazards analysis, pancreas divisium was associat-
ed with a higher hazard of clinical recurrence (HR 2.83; 95 % CI 1.02–7.87; 
p = 0.046), whereas no other clinical, genetic or morphological factor showed 
a robust association with time-to-event outcomes. Although the Cox model 
suggested a higher hazard of recurrence in patients with pancreas divisium 
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(HR ≈ 2.8), the log-rank test comparing Kaplan–Meier curves did not reach 
statistical significance (p = 0.23).
Conclusions  Despite the heterogeneity of disease expression, 71 % of treated 
patients achieved clinical remission, indicating that most individuals derived 
meaningful benefit from interventional treatment management. Older age at 
diagnosis and longer disease duration at first interventional treatment tended 
to be associated with a higher likelihood of remission. Conversely, pancreas 
divisium, toxic exposure and endocrine insufficiency tended to be associated 
with a higher risk of recurrence, although these trends did not hold statistical 
significance.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Synchronous gastric neoplasms are exceptionally rare, with reported coexist-
ence of adenocarcinoma and lymphoma in only 0.08 % to 0.1 % of gastric ma-
lignancies [1]. Among them, the association of gastric adenocarcinoma with 
mantle cell lymphoma (MCL) is exceedingly uncommon with very few cases 
reported worldwide [2, 3]. Most reported cases have been diagnosed inciden-
tally during endoscopy performed for nonspecific upper gastrointestinal symp-
toms. Careful endoscopic evaluation and multiple targeted biopsies are there-
fore crucial to identify distinct lesions that may otherwise be overlooked, 
highlighting the indispensable role of endoscopy in detecting such complex 
presentations and, in cases such as this one, enabling curative treatment 
through endoscopic resection techniques. We present a 68-year-old man with 
diabetes mellitus and peripheral arterial disease who developed new-onset 
dyspepsia. Initial endoscopy revealed a 50-mm ulcerated, infiltrative lesion in 

the antrum. Biopsies showed an atypical lymphoid infiltrate. A second endos-
copy demonstrated additional ulcers in the proximal body and antrum. Immu-
nohistochemistry identified small- to large-sized blastoïd lymphoid cells posi-
tive for CD20, CD5, and cyclin D1, with Ki-67 around 70 %, and negative for 
CD3, CD10, and CD23, findings consistent with blastoïd-variant MCL with focal 
gastric involvement. The surrounding mucosa displayed atrophic follicular gas-
tritis and intestinal metaplasia without Helicobacter pylori. Systemic therapy 
with R-CHOP was initiated, achieving complete metabolic response after three 
cycles. Follow-up endoscopic surveillance showed mucosal healing without 
lymphoid infiltration, a 40 × 40 mm antral scar, and a 0-IIc lesion of 12 mm on 
the subcardial lesser curvature whose biopsies showed high-grade dysplasia. 
After multidisciplinary discussion, endoscopic submucosal dissection (ESD) 
with Flush knife BT 2.0 was performed, yielding a 32 × 20 mm specimen. His-
topathology revealed a well-differentiated tubular adenocarcinoma (pT1b, 
Sm1, 400 µm submucosal invasion) measuring 16 mm, with no lymphovascu-
lar invasion and negative lateral and deep margins. The resection was deemed 
curative, with no indication for gastrectomy. The patient completed R-CHOP 
for lymphoma and remains under surveillance due to persistent atrophic gas-
tritis and multifocal intestinal metaplasia. At 3-month endoscopic follow-up 
with biopsies, post-ESD scarring was observed, without new lesions. This rare 
case highlights the pivotal role of endoscopy across the entire spectrum of care, 
from early detection and targeted biopsy to curative resection and post-treat-
ment monitoring. Coexistence of gastric MCL and gastric adenocarcinoma may 
reflect shared mucosal alterations such as atrophy and intestinal metaplasia 
that predispose to dual neoplasia (1). The use of the Flush knife BT 2.0 facilitat-
ed safe and efficient en bloc ESD, consistent with previously reported advan-
tages of this device, including improved hemostasis and maneuverability that 
allow high R0 resection rates with minimal complications [4]. Accurate endo-
scopic assessment, histopathologic correlation, and multidisciplinary care al-
lowed organ preservation and favorable outcome. Ongoing surveillance is es-
sential, as both entities carry potential for recurrence or metachronous lesions.
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Aims  Gastric low-grade intraepithelial neoplasia (LGIN) carries a risk of pro-
gression to gastric cancer (GC) in a short time. Identifying predictors of patho-
logical upgrade is critical for precision treatment.
Methods  This retrospective study analyzed 260 LGIN patients undergoing ESD 
within 90 days after biopsy. Clinical data, lesion characteristics (size, location, 
morphology, ulceration), and immunohistochemical markers (Ki67, c-MYC, 
MUC5AC,MUC6, CDX-2, P53, H.pylori, MLH1) were assessed. Bioinformatic 
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analysis identified DEGs in GIN. A nomogram was developed using multivaria-
ble logistic regression and validated via ROC, calibration, and decision curve 
analysis.
Results  In our study, Ki67 positivity > 30 % (OR = 2.47), depressed-type lesions 
(OR = 2.21), and larger lesion size (OR = 1.33) are the independent risk factors 
for pathological upgrade. Bioinformatic analysis furtherly confirmed Ki67 is 
one of the key gene in high-grade lesions. The ROC, calibration, and decision 
curve analysis showed the nomogram has good discrimination (AUC = 0.73) 
and calibration for predicting pathological upgrade of LGIN patients.
Conclusions  The nomogram incorporating Ki67, lesion morphology and size 
effectively predicts pathological upgrade of LGIN patients in a short period of 
time,which helps precision treatment decision-making for gastric LGIN.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Due to early postoperative anastomotic leak after total gastrectomy, a fully-cov-
ered stent was deployed. Given the long-term persisting leak and laparotomic 
approach, PEJ was indicated and EUS-guided guidance proposed. A linear ech-
oendoscope was advanced across the esophago-jejunal stent. Transillumination 
identified a compressible abdominal location suitable for PEJ. An endosono-
graphic target was created placing a saline-filled sterile glove on the skin, which 
was then punctured with a 19G needle. A guidewire was exteriorized and tied 
to the kit string, which was then pulled across the abdominal wall from the 
mouth. Then, a standard “pull” technique was used. To increase the distance 
from the distal margin of the stent, the PEJ was extended distally via an 8Fr 
feeding tube. Two months later, after fistula healing and stent removal, PEJ was 
removed.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/f9240966-07c7-4892-b1d6-d8ff0d7d869c/Uploads/19978_OVvideo.
mp4
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Aims  Assessment of gastric atrophy has long relied exclusively on histological 
evaluation of systematic biopsies according to the Sydney protocol. A paradigm 
shift is currently underway: endoscopy is emerging as a standalone diagnostic 
tool. The validated Kimura Takemoto classification allows real-time diagnosis 
of gastric atrophy, mapping of its extent, and targeted biopsy sampling. Current 
recommendations advocate an integrated endoscopy–histology approach with 
dual risk stratification. In cases of discordance, the higher associated risk dic-
tates surveillance.

The aim of our study was to evaluate the prevalence and predictive factors of 
gastric atrophy.
Methods  This was a single-center, cross-sectional study conducted over six 
months. Included patients were naïve to Helicobacter pylori eradication ther-
apy and had not received recent antibiotics or proton pump inhibitors (PPIs). 
After excluding cases of isolated fundic atrophy on histology, 289 patients were 
analyzed. Endoscopic evaluation of atrophy was performed using the Kimura–
Takemoto classification. Biopsies were obtained according to the Sydney pro-
tocol. H. pylori infection was diagnosed by histology.
Results  The mean age was 46 ± 10 years, with a male-to-female ratio of 1.2 
and a mean BMI of 25.4 ± 3.7 kg/m². H. pylori infection was detected in 73.3 % 
of cases. Endoscopic atrophy was present in 35.6 % of patients, compared with 
5.2 % for histological atrophy. No significant association was found between 
atrophy and H. pylori status (p = 0.79 for endoscopy; p = 0.76 for histology). In 
multivariate analysis, age was the only independent factor associated with 
gastric atrophy. Each additional year of age increased the probability of endo-
scopic atrophy by 3 % (OR = 1.03; 95 % CI [1.01–1.05]) and histological atrophy 
by 6 % (OR = 1.06; 95 % CI [1.02–1.11]). Cohen’s kappa coefficient measuring 
agreement between endoscopy and histology was low (κ = 0.15; 95 % CI [–0.03; 
0.33]), indicating no significant correlation between both methods.
Conclusions  Age is the main determinant of gastric atrophy, potentially re-
flecting the cumulative mucosal damage over time. The low prevalence of 
histological atrophy compared with published data from regions with similar 
H. pylori prevalence may be explained by intrinsic limitations of histology: un-
der-sampling inherent to the Sydney protocol, subjective interpretation, and 
low sensitivity for early atrophy. The absence of association with H. pylori was 
unexpected and warrants further investigation. Our findings support the rele-
vance of a combined endoscopy–histology approach with dual stratification to 
optimize gastric cancer risk assessment.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  AIG remains relatively uncommon on a global scale, with epidemiolog-
ical studies suggesting a prevalence ranging from approximately 0.5 % to 4.5 % 
in the general population. A considerable diagnostic gap persists, as the true 
number of undiagnosed or misdiagnosed AIG cases is still unclear, partly due 
to non-specific symptomatology in early stages. This underscores the critical 
importance of mastering its endoscopic recognition. The ability to accurately 
identify characteristic endoscopic features is therefore paramount, serving as 
a cornerstone for enhancing diagnostic detection rates, enabling timely inter-
vention, and improving long-term patient management strategies.
Methods  This study analyzed data from 149 patients diagnosed with AIG at 
two medical centers between January 2022 and June 2025. Clinical and endo-
scopic records were reviewed. The study involved a meticulous review of all 
available clinical records, laboratory data, and, most importantly, detailed 
endoscopic documentation (Table 1). A standardized endoscopic protocol was 
employed for all subjects: each patient underwent high-definition gastroscopy. 
The primary aim of this methodological approach was to systematically iden-
tify, document, and analyze the key endoscopic markers pathognomonic or 
highly suggestive of AIG.
Results  The demographic profile of the studied cohort revealed a mean patient 
age of 59.9 years, with a marked female predominance, as women constituted 
73.5 % of the group. Diagnosis was primarily based on endoscopic evaluation. 
Common reasons for referral included refractory iron deficiency anemia and 
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previously diagnosed neuroendocrine tumors (NET). Typical endoscopic find-
ings comprised "reverse atrophy" (97.3 % of cases), dense mucus (89.2 %), and 
remnants of oxyntic mucosa (53.7 %). Additional observations were: white 
globe appearance (53.0 %), glomus-like lesions (53.6 %), type 1 NET (38.2 %), 
size less than 5 mm lesions (57.9 %), gastric adenocarcinoma (4.0 %), and ade-
nomas (4.0 %)
Conclusions  The study highlights key clinical and endoscopic features that 
facilitate accurate diagnosis of AIG, including in outpatient settings. The inte-
gration of advanced imaging modalities allows precise detection of small, 
early-stage type 1 NET, thereby enabling proactive management. The docu-
mented spectrum of findings—from benign inflammatory patterns to pre-ne-
oplastic and neoplastic lesions—directly contributes to a more nuanced and 
individualized oncologic risk stratification for patients with AIG. This, in turn, 
provides a solid evidence base to guide subsequent therapeutic decisions, sur-
veillance intervals, and patient counseling. The ongoing prospective accumu-
lation and analysis of clinical cases within this dedicated cohort are anticipated 
to further enhance diagnostic precision, validate the observed patterns, and 
potentially uncover new correlations, ultimately refining the standard of care 
for this condition.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To demonstrate the feasibility and real-world effectiveness of KAR and 
STER techniques for endoscopic resection of rectal subepithelial tumors, ex-
cluding neuroendocrine tumors (NETs).

▶Table 1	  Patients’ Demographics and Clinical Indications for Resection

Variable n ( %)

Type of Hospitala Private: 10 (18.2 %); Public: 42 (76.4 %); 
Not specified: 3 (5.4 %)

Type of Hospitalb University: 17 (30.9 %); Non-university: 
27 (49.1 %); Not specified: 11 (20 %)

Gender Male: 33 (60.0 %); Female: 22 (40.0 %)

Age, years, median 
(range)

60 (27–87)

ASA score I: 24 (43.6 %); II: 28 (50.9 %); III: 3 (5.5 %)

Charlson Comorbidity 
Index, median (range)

2 (0–4)

Indication for endoscop-
ic resection

Malignant potential: 19 (34.5 %); 
Diagnostic resection: 17 (30.9 %); 
Symptom-related: 19 (34.5 %)

Symptoms None: 32 (58.2 %); Obstruction: 7 
(12.7 %); Pain: 8 (14.5 %); Bleeding: 8 
(14.5 %)

Methods  A retrospective, multicenter study was conducted between January 
2017 and October 2025. Data were collected using a standardized case report 
form (CRF) distributed to all participating centers. Descriptive and comparative 
analyses were performed to evaluate key outcomes, namely en bloc resection 
and adverse events, using R software (version 4.4.2).
Results  Fifty-five patients were included (30 males, 55 %), with a median age 
of 60 years (range 27–87), from 11 centers across 9 countries (▶Table 1). Di-
agnostic pre-resection sampling was available in 26 cases (47.3 %), most com-
monly obtained with EUS-FNA/FNB (41.8 %). The main indications for resection 
were malignant potential (34.5 %) and symptoms ( 34.5 %) (▶Table 1). On EUS, 
the layer of origin was the muscularis propria in 27 cases (49.1 %), the submu-
cosa in 18 (32.7 %), and the muscularis mucosa in 4 (7.3 %). The majority of 
lesions demonstrated a partially (49.1 %) or mainly endoluminal (38.2 %) growth 
pattern, while a mainly extraluminal component was noted in 5 cases (9.1 %). 
KAR was performed in 33 patients (60.0 %), STER in 20 (36.4 %), and 2 patients 
(3.6 %) underwent knife-assisted hybrid techniques (circumferential incision 
with snare resection or full-thickness resection using a knife). Lesion size, loca-
tion, distance from the dentate line, and growth pattern were comparable 
between groups, whereas muscularis propria origin was more frequent in STER 
[12/20 (60 %)] than in KAR [14/33 (42 %)], p = 0.005. The median distance from 
the dentate line was 6.0 cm in both groups, while the median tumor size was 
20 mm (range 10–58) for KAR and 29 mm (range 9–64) for STER (p = 0.07). 
During dissection, the plane was purely submucosal in 18 cases (32 %), intra-
muscular in 30 (55 %), and extended into the perirectal fat in 7 (13 %). All tum-
ors were removed en bloc, with no septic complications. The predominant 
histology was GIST (34.5 %), followed by leiomyoma (21.8 %), lipoma (16.4 %), 
and schwannoma (9.1 %). Most GISTs were very low or low risk, and five patients 
received adjuvant Tyrosine Kinase Inhibitor therapy. The median procedure 
duration was 52.5 minutes (range 15–181). Two adverse events were recorded 
(3.6 %), neither directly attributable to the endoscopic intervention: one urinary 
tract infection and one ischemic stroke requiring ICU admission. The median 
hospital stay was 1 day (range 0–7). Two early recurrences in GIST cases were 
recorded, one managed endoscopically and the other under surveillance [1–3].
Conclusions  KAR and STER appear safe and effective for rectal subepithelial 
tumor resection. High en bloc rates, low complications, and short hospital stay 
support their minimally invasive role. Prospective studies are needed to confirm 
these retrospective findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Delayed bleeding (DB) after endoscopic mucosal resection (EMR) of large 
non-pedunculated colorectal lesions (LNPCL ≥ 20 mm) is a frequent clinically 
relevant adverse event in patients with intermediate–high bleeding risk accord-
ing to the GSEED-RE2 score ( ≥ 4). Covergel is a thermosensitive bioadhesive 
gel designed to seal post-EMR defects and may reduce bleeding risk. This in-
terim analysis of the multicentre study COVER-PIC01-2023 evaluates the pre-
liminary efficacy and safety of Covergel for preventing DB after EMR of inter-
mediate-high risk LNPCL [1, 2].
Methods  This prospective, multicentre, single-arm investigation plans to en-
rol 121 patients. Adults with ≥ 1 LNPCL ≥ 20 mm and GSEED-RE2 ≥ 4 underwent 
complete EMR followed by uniform application of Covergel using the Covercat 
catheter. Adjunctive clip placement could be performed at the discretion of the 
endoscopist. Follow-up occurred at 24–72 h, 15 ± 3 days, and 30 ± 3 days. The 
primary endpoint was clinically relevant DB occurring > 24 h and ≤ 30 days, de-
fined as bleeding requiring hospitalisation, transfusion, therapeutic colonos-
copy, radiological intervention, or surgery. Expected DB risk was calculated 
with the GSEED-RE2 model and compared with observed incidence using an 
exact one-sided binomial test. This interim analysis includes 69 consecutive 
patients with complete 30-day follow-up.
Results  A total of 69 patients with ≥ 1 LNPCL ≥ 20 mm were analysed. The mean 
GSEED-RE2 score was 5.4 ± 1.4, corresponding to a mean predicted DB risk of 
7.22 % (range: 4.1–19.8 %). Clips were placed in 39/69 patients (56.5 %). Only 
one DB event occurred (1.45 %), corresponding to an absolute risk reduction 
of 5.77 % and a relative reduction of 79.9 % compared with the expected risk; 
the reduction was statistically significant (exact binomial p ≈ 0.04). The single 
DB episode occurred in a patient with GSEED-RE2 = 9 and no clip placement. 
No DB occurred in the Clip + Covergel subgroup (0/39), recognising that the 
study is not powered for between-group comparisons. No perforations, severe 
post-polypectomy syndrome, or device-related adverse events were identified 
(▶Table 1).

▶Table 1	  Summary of interim outcomes (n = 69)

Variable Result

Mean predicted delayed bleeding risk 7.22 %

Observed delayed bleeding 1/69 (1.45 %)

Absolute risk reduction 5.77 %

Relative risk reduction 79.9 %

Clip + Covergel cases 39/69

Delayed bleeding in Clip + Covergel group 0/39

Serious adverse events 0

Conclusions  In this interim analysis, prophylactic application of Covergel after 
EMR of intermediate-high risk LNPCL was associated with a significant reduction 
in delayed bleeding compared with GSEED-RE2–predicted risk and showed a 
favourable safety profile. The absence of delayed bleeding in patients treated 
with both Covergel and selective clip placement is clinically promising, although 
not definitive in this non-comparative interim analysis. Recruitment is ongoing 
toward the target of 121 patients, and final results will be presented at ESGE 
Days 2026.
Conflicts of Interest  V. Lorenzo-Zúñiga is co-inventor of a patent related to 
the Covergel technology.
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Problem to solve  Serrated polyposis syndrome (SPS) carries an elevated 
colorectal cancer (CRC) risk. Serrated lesions involving the appendix (SLAs) are 
relatively frequent in SPS but remain challenging to treat. Endoscopic mucosal 
resection and endoscopic submucosal dissection are hampered by limited vis-
ualization of the deep appendiceal margin, resulting in a high risk of incomplete 
resection and perforation. Endoscopic full-thickness resection (EFTR) improves 
R0 rates but typically cannot achieve complete removal of the appendix and 
carries a substantial risk of post-procedural appendicitis, likely due to impaired 
appendiceal drainage. Meanwhile, standard laparoscopic appendectomy may 
leave residual peri-orificial serrated mucosa. A laparoscopic appendectomy 
extended to the cecum can theoretically ensure wider margins, but defining 
an adequate lateral boundary without jeopardizing the ileocecal valve is diffi-
cult, often leading to ileocecal resection. In summary, no current strategy re-
liably combines complete resection, anatomical preservation and procedural 
safety for SLAs in patients with SPS [1–3].
Innovation  We propose a laparoscopic–endoscopic cooperative surgery 
(LECS) approach combining, in a single session, an endoscopic full-thickness 
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resection performed with an over-the-scope full-thickness resection device 
and a laparoscopic appendectomy. Endoscopic delineation and full-thickness 
excision of the serrated lesion allow a radical resection while preserving ileoce-
cal anatomy. The subsequent complete removal of the appendix prevents 
post-EFTR appendicitis.
Results  Among 1,936 patients undergoing colonoscopy within the CRC screen-
ing program of Friuli Venezia Giulia (2021–2025), 18 (1:108) met the 2019 
World Health Organization criteria for SPS. 7 of these patients (39 %) had a SLA 
and underwent LECS. All achieved en bloc full-thickness resection with R0 mar-
gins. Median postoperative stay was 3 days, and no postoperative complications 
were observed. In 3 patients (43 %), histology revealed an additional serrated 
lesion within the laparoscopically resected appendiceal stump, concomitant 
to the SLA treated, suggesting that endoscopic removal alone would not have 
achieved complete eradication of the disease.
Conclusions  In SPS patients, SLAs remain difficult to manage with standard 
endoscopic or surgical approaches. Our results show that a LECS strategy ena-
bles safe and radical full-thickness resection while preserving ileocecal anato-
my and eliminating the risk of post-EFTR appendicitis through complete ap-
pendiceal removal. Histology revealed additional serrated lesions within the 
surgicallly resected appendix in 3 patients, underscoring the multifocal nature 
of appendiceal involvement in SPS and the diagnostic and therapeutic value of 
complete appendectomy, and reinforcing the concept that the appendix rep-
resents a blind spot in the endoscopic surveillance of SPS. Therefore, LECS 
proved safe and effective for the complete resection of appendiceal and peri-
appendiceal serrated lesions in SPS. These findings support considering LECS 
as a promising therapeutic option for SLAs in this setting.
Video   http://data.process.y-congress.com/ScientificProcess/Data// 
106/660/1670/cf409fff-f732-4051-99e7-adf3551ac9a5/Uploads/19990_
ESGE_2026_SPS_VideoCase(1).mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Computer-aided detection (CADe) systems based on artificial intelli-
gence can assist endoscopists in identifying colorectal neoplasia. Although 
CADe has been consistently associated with increases in the adenoma detection 
rate (ADR)—a key quality indicator—its benefit in detecting sessile serrated 
lesions is uncertain, raising questions about its actual impact on reducing 
colorectal cancer (CRC) incidence. Moreover, how CADe integrates with exist-
ing advanced imaging techniques and distal attachment devices is still unclear.
Methods  In this systematic review and network meta-analysis, we conducted 
a comprehensive search of PubMed/MEDLINE, Embase, and Scopus from in-
ception to November 30, 2024 for randomised controlled trials evaluating the 
effectiveness of high-definition (HD) white-light endoscopy, chromoendosco-
py, add-on devices to enhance mucosal visualisation (e.g., cuffs, caps, balloons), 
CADe alone, or CADe combined with other strategies, for detecting colorectal 
neoplasia. Outcomes included ADR and sessile serrated lesion detection rate 
(SDR). We performed a frequentist random-effects network meta-analysis 
comparing HD white-light endoscopy, chromoendoscopy, mucosal exposure 
systems, CADe, and combined strategies, and estimated odds ratios (ORs) with 
95 % CIs. Heterogeneity and inconsistency were assessed. Risk of bias and cer-
tainty of evidence were assessed using the GRADE framework.
Results  A total of 107 randomised controlled trials, comprising 84493 partic-
ipants, were included in the main analysis. Compared with HD white-light en-
doscopy, ADR was significantly higher with CADe (OR 1.41 [95 % CI 1.29–1.53]), 
chromoendoscopy (OR 1.22 [95 % CI 1.13–1.31]), mucosal exposure systems 
(OR 1.23 [95 % CI 1.15–1.32]), and combined strategies (OR 1.74 [95 % CI 
1.48–2.04]). Combined strategies ranked as the most effective approach for 
adenoma detection and showed significant improvements compared with each 
individual strategy (vs CADe: OR 1.23 [95 % CI 1.04–1.47]; vs chromoendosco-
py: OR 1.43 [95 % CI 1.20–1.67]; vs mucosal exposure: OR 1.41 [95 % CI 1.19–
1.67]). Combined strategies also ranked first for detecting sessile serrated le-
sions and were the only approach to significantly outperform HD white-light 
endoscopy (OR 1.93 [95 % CI 1.06–3.50]). However, they did not show statis-
tically significant superiority when compared directly against individual strat-
egies.
Conclusions  Combining CADe with other endoscopic strategies yields the 
highest detection rates for both adenomas and sessile serrated lesions. These 
findings support broader implementation of CADe in endoscopy services, while 
also highlighting that CADe alone may be insufficient to achieve optimal per-
formance for subtle, high-risk precursors. The combination of CADe with com-
plementary strategies may therefore better meet the clinical need for maxi-
mizing diagnostic yield.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1234  Combining different strategies improves 
colonoscopy advanced adenoma detection  
performance: a systematic review and network 
meta-analysis
Authors  Spadaccini M1, 2, Assis Rezende RA1, 2, Azizullah B3, Ramai D4, 
Massimi D1, 2, de Sire R5, 1, Alfarone L1, Luca DS2, 1, Rizkala T2, 1, Menini M1, 2, 
Capogreco A1, Antonelli G6, Mori Y7, Rex DK8, Repici A2, 1, Hassan C2, 1

Institutes  1  IRCCS Humanitas Research Hospital, Rozzano, Milan, Italy; 
2  Department of Biomedical Sciences, Humanitas University, Pieve 
Emanuele, Italy; 3  Indiana University School of Medicine, Indianapolis, 
United States of America; 4  Gastroenterology and Hepatology, University 
of Utah Health, Salt Lake City, United States of America; 5  Humanitas San 
Pio X, Milano, Italy; 6  Gastroenterology and Digestive Endoscopy Unit, 
Castelli Hospital, Roma, Italy; 7  University of Oslo, Oslo, Norway; 8  Division 
of Gastroenterology and Hepatology, Indiana University School of Medicine, 
Indianapolis, United States of America
DOI  10.1055/s-0046-1822561
Aims  Computer-aided detection (CADe) systems based on artificial intelli-
gence can assist endoscopists in identifying colorectal neoplasia. Although 
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CADe has been consistently associated with increases in the adenoma detection 
rate (ADR)—a key quality indicator—its benefit in detecting advanced adenomas 
remains uncertain, raising questions about its actual impact on reducing 
colorectal cancer (CRC) incidence. Moreover, how CADe integrates with exist-
ing advanced imaging techniques and distal attachment devices is still unclear.
Methods  In this systematic review and network meta-analysis, we conducted 
a comprehensive search of PubMed/MEDLINE, Embase, and Scopus from in-
ception to November 30, 2024 for randomised controlled trials evaluating the 
effectiveness of high-definition (HD) white-light endoscopy, chromoendosco-
py, add-on devices to enhance mucosal visualisation (e.g., cuffs, caps, balloons), 
CADe alone, or CADe combined with other strategies, for detecting colorectal 
neoplasia. The primary outcome was advanced adenoma detection rate (aADR). 
We performed a frequentist random-effects network meta-analysis comparing 
HD white-light endoscopy, chromoendoscopy, mucosal exposure systems, 
CADe, and combined strategies, and estimated odds ratios (ORs) with 95 % CIs. 
Heterogeneity and inconsistency were assessed. Risk of bias and certainty of 
evidence were assessed using the GRADE framework.
Results  From a pool of 107 randomised trials, 48 trials (n = 46406) reporting 
advanced adenoma detection were included in this sub-analysis. Unlike gen-
eral ADR, where individual technologies consistently outperformed white-light 
endoscopy, results for advanced adenomas were distinct. Combined strategies 
ranked first and were the sole approach to significantly outperform HD white-
light endoscopy (OR 1.43 [95 % CI 1.15–1.78]) for aADR. Furthermore, com-
bined strategies showed significant superiority when compared head-to-head 
against every individual technique (vs CADe: OR 1.30 [95 % CI 1.04–1.63]; vs 
chromoendoscopy: OR 1.27 [95 % CI 1.00–1.61]; vs mucosal exposure: OR 1.31 
[95 % CI 1.03–1.66]).
Conclusions  Across the available literature, combining CADe with other en-
doscopic strategies results in higher detection rates for colorectal neoplasia 
and uniquely enhances the detection of advanced adenomas. These findings 
support broader implementation of CADe in endoscopy services, while also 
highlighting that CADe alone may be insufficient to achieve optimal perfor-
mance for lesions with the highest malignant potential. The combination of 
CADe with complementary strategies may therefore better meet the clinical 
need for improving detection of high-risk lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1235  Comparative Analysis of Pocket Creation 
Method Versus Traction-assisted Colorectal  
Endoscopic Submucosal Dissection
Authors  Aslan F1, Ozer S1, Aktas O1, Hatipoglu A1, Ak B1, Saka B1

Institute  1  Koç University Hospital, Istanbul, Türkiye
DOI  10.1055/s-0046-1822562
Aims  While both traction-assisted (TRC) and pocket creation method (PCM) 
techniques have been developed to facilitate colorectal endoscopic submucosal 
dissection (ESD), yet comparative data remain limited. This study aimed to 
compare clinical outcomes between TRC and PCM, with a particular focus on 
dissection speed and factors influencing it.
Methods  256 consecutive colorectal ESD procedures were retrospectively 
analyzed at our institution (145 PCM, 111 TRC). Primary outcomes included en 
bloc resection, R0 resection, curative resection rates, and dissection speed. 
Secondary outcome includes adverse events. Statistical analysis included Fish-
er's exact test and the Chi-squared test for categorical variables and the 
Mann-Whitney U test for continuous variables. Multivariable Firth logistic re-
gression adjusted for lesion size, lateral spreading tumor (LST) classification, 
anatomical location, gender, invasion depth, and fibrosis.
Results  Both techniques achieved 100 % en bloc resection with comparable 
R0 (98.6 % PCM vs 100 % TRC, p = 0.214) and curative resection rates (91.0 % 
PCM vs 96.4 % TRC, p = 0.088). Notably, mean dissection speed showed no sta-
tistical difference (48.6 ± 29 mm²/min PCM vs 49.9 ± 34.9 mm²/min TRC, 
p = 0.722) with similar mean dissection times (43.7 vs 42.2 min, p = 0.218). In 

univariate analysis, technique choice was not a significant determinant of dis-
section speed (p = 0.344), while multivariable analysis revealed F2 fibrosis as 
the strongest determinant of dissection speed (p < 0.001), and larger dissection 
size associated with faster speed (p = 0.021). No significant differences were 
observed in adverse events (perforation: 0.7 % PCM vs 1.8 % TRC, p = 0.581). 
PCM was predominantly used for rectal lesions (36.6 % vs 6.3 %, p < 0.001), while 
TRC was preferred for colonic lesions. The PCM group had more carcinomas 
(33.8 % vs 14.4 %, p < 0.001) and invasive lesions (17.2 % vs 5.4 %, p = 0.004). 
LST morphology distribution differed significantly (p = 0.017).
Conclusions  Both PCM and TRC techniques demonstrate equivalent efficacy 
in terms of en bloc, R0, curative resection, and safety profile, but neither tech-
nique provided a speed advantage. These findings support both PCM and TRC 
as valuable, complementary tools in colorectal ESD and indicate that technique 
choice should be guided by lesion characteristics rather than expectations of 
faster and safer dissection.
Conflicts of Interest  Fatih Aslan received educational grants, honoraria, and 
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Aims  In 2021, a new classification for grading adverse events (AEs) related to 
gastrointestinal (GI) endoscopy was introduced: the AGREE classification [1]. 
This classification aimed to minimize subjectivity in AE assessment and sever-
ity grading compared to existing classifications, and allow for easier and more 
robust comparisons of endoscopic and surgical interventions. The aim of this 
review was to evaluate the impact and status of the classification three years 
following its introduction.
Methods  We performed a systematic scoping review to identify articles ref-
erencing the original AGREE publication [1] up to March, 2025. Articles were 
reviewed to evaluate the classification’s global uptake, use for intra- and inter-
disciplinary comparisons, and comparability with other classifications. More-
over, identified articles were screened to identify complex AE scenarios, defined 
as (potentially) incorrectly graded AEs, and AEs for which assignment of a se-
verity grade based on the case description was considered challenging. Com-
plex scenarios were discussed in a consensus meeting involving the lead authors 
of the original AGREE publication. For all scenarios, consensus on grading was 
reached through discussion among three of the lead authors (K.N., M.V., P.F.) 
of the original AGREE publication. A selection of illustrative complex scenarios 
was made and additional recommendations for grading of these scenarios were 
established. Additionally, articles were screened for AE reporting practices that 
may impede the accurate definition, interpretation, and comparison of AEs. 
The identified reporting practices were used to develop a new checklist to guide 
more standardized AE reporting using the AGREE classification.
Results  A total of 167 unique articles referencing the original AGREE publica-
tion were identified, involving 33 countries across five continents. A notable 
year-over-year increase in annual citations was observed (range: 8 to 83). In 
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terms of intradisciplinary comparisons, the AGREE classification was proven 
feasible for direct comparison of AEs across (i) different endoscopic treatment 
modalities in similar patient groups (21 studies), (ii) similar endoscopic treat-
ment modalities in different patient populations or performed by endoscopists 
with different levels of expertise (8 studies), and (iii) endoscopy units (1 study). 
In terms of interdisciplinary comparisons, the AGREE classification facilitated 
comparison of AEs related to endoscopic interventions with both surgical (3 
studies, 3 study protocols) and radiology-guided alternatives (1 study). More-
over, a significant correlation between AE severities as graded by the AGREE 
classification and the American Society for Gastrointestinal Endoscopy (ASGE) 
classification was reported (2 studies). Concordance in AE severities among 
clinicians was greater for AEs assessed using the AGREE compared to the ASGE 
classification (κ = 0.80 vs. 0.60) [2]. In terms of complex scenarios, nine illus-
trative scenarios were selected, for which consensus-based recommendations 
were established. Based on identified (variability in) AE reporting practices, a 
checklist to guide standardized AE reporting was composed (key recommen-
dations included in ▶Table 1).

▶Table 1	 

▢ 1. Describe the used definition for AEs

▢ 2. Describe how AEs were identified and where AEs were registered 
or recorded

▢ 3. Describe the timeframe during which AEs were monitored 
( + preferably adhere to the recommended 30 post-procedural days 
timeframe; if not, provide rationale)

▢ 4. If applicable, describe the different groups for which AEs were 
evaluated

▢ 5. Report the incidence, type and severity of all AEs ( + avoid 
subjective terminology)

▢ 6. Consider reporting relevant events not meeting the criteria for an 
AE as “incidents”

▢ 7. Consider reporting additional textual information on any 
unexpected or unusual AEs

Conclusions  This review illustrates the rapid uptake of the AGREE classification 
and outlines its feasibility to facilitate intra- and interdisciplinary comparisons, 
along with greater interobserver agreement in AE severity grading when com-
pared to other classifications. Findings of this review highlight the potential of 
the AGREE classification to serve as a widely accepted classification for GI en-
doscopy-related AEs. The extended recommendations provided in this review 
could help to further standardize the identification, grading, and reporting of 
AEs, thereby increasing opportunities for evaluating and optimizing quality of 
GI endoscopy.
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Aims  Resuming anticoagulant therapy after gastrointestinal bleeding is a fre-
quent and critical clinical dilemma. Early resumption may increase recurrent 
bleeding, whereas delayed resumption raises thromboembolic risk. Prospective 
data evaluating timing and structured protocols remain limited.
Methods  We conducted a prospective single-center cohort study including 
162 consecutive adult patients presenting with gastrointestinal bleeding over 
two years, confirmed endoscopically. Exclusion criteria were hereditary hem-
orrhagic telangiectasia, portal hypertensive gastropathy, radiation-induced 
vascular lesions, inflammatory bowel disease, post-endoscopic duodenal bleed-
ing, and incomplete follow-up. Patients were managed according to a stand-
ardized anticoagulant resumption protocol, stratifying timing into < 7 days, 
7–14 days, and > 14 days post-bleeding. Recurrent bleeding was defined as new 
hematochezia or melena, hemoglobin drop ≥ 2 g/dL, need for transfusion, or 
endoscopic confirmation. Follow-up included scheduled visits, electronic re-
cords, and structured telephone contact. Kaplan-Meier curves estimated re-
currence-free survival and Cox proportional hazards models identified predic-
tors.
Results  Recurrent bleeding occurred in 28 patients (17.3 %). Recurrence was 
highest in patients resuming anticoagulants < 7 days (12/42, 28.6 %), interme-
diate for 7–14 days (10/68, 14.7 %), and lowest for > 14 days (6/52, 11.5 %; 
log-rank p = 0.03). Cox regression identified early resumption ( < 7 days, HR 2.3, 
95 % CI 1.1–4.9, p = 0.03), chronic kidney disease (HR 1.9, 95 % CI 1.0–3.5, 
p = 0.04), and age > 75 years (HR 1.8, 95 % CI 1.0–3.2, p = 0.05) as independent 
predictors of recurrence. No thromboembolic events were observed during 
follow-up in patients with delayed resumption (7–14 or > 14 days). The stand-
ardized resumption protocol allowed individualized risk stratification and guid-
ance for clinical management.
Conclusions  This prospective single-center study demonstrates that timing 
of anticoagulant resumption critically impacts recurrent gastrointestinal bleed-
ing. Early resumption within 7 days is associated with the highest recurrence. 
A structured resumption protocol enables safer, evidence-based management, 
allowing clinicians to tailor therapy while minimizing bleeding risk. These find-
ings provide practical guidance for daily clinical decision-making and can inform 
multicenter validation studies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Procedural simulation is an innovative educational method that provides 
a safe environment for learning diagnostic digestive endoscopy techniques. It 
complements traditional apprenticeship-based clinical training, thereby reduc-
ing risks to patients. Since the introduction of simulators at the Simulation 
Center in Marrakech, this approach has been integrated into gastroenterology 
resident training.
The objective of this study was to evaluate the effectiveness of procedural sim-
ulation-based learning for residents in diagnostic digestive endoscopy.
Methods  This prospective cross-sectional study involved 13 first- and sec-
ond-year gastroenterology residents aged 26 to 28 years. Training was con-
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ducted at the Simulation Center using low-fidelity simulators under the super-
vision of experienced instructors. The training protocol included repeated and 
progressive practical sessions, followed by two types of assessments. Self-as-
sessment was performed by the residents before and after training. External 
assessment was conducted by instructors to evaluate technical skills, including 
endoscope handling, navigation, and anatomical recognition, as well as behav-
ioral competencies.
Results  Results showed that all 13 residents reported significant improvement 
in technical skills in the self-assessment, with an average gain of 45 percent. 
Instructor evaluation confirmed notable progress in mastering technical ges-
tures, with improved performance in both upper and lower endoscopy. The 
average satisfaction score among participants, measured on a scale from 1 to 
5, was 4.3 ± 0.6, indicating high perceived effectiveness and usefulness of the 
training. Instructors also noted improvement in relational skills and profession-
al behavior. Only one resident reported minimal progression, perceiving no 
change in skills after the training.
Conclusions  In conclusion, procedural simulation is an effective educational 
method that allows gastroenterology residents to rapidly acquire the technical 
skills required for diagnostic digestive endoscopy. Residents demonstrated 
significant progress in a safe learning environment with high satisfaction, sup-
porting the systematic integration of procedural simulation into gastroenter-
ology training programs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The Sellick maneuver (cricoid pressure) is traditionally used to prevent 
aspiration during intubation. This study aimed to evaluate the safety and effi-
cacy of the Sellick maneuver in improving gastric visualization and diagnostic 
yield in patients with weak lower esophageal sphincter (LES) during sedated 
gastroscopy (▶Table 1).
Methods  This prospective study included 43 patients (ASA 1-2, Hill Grade 2-4) 
who underwent deep sedation EGD between July 2024 and July 2025. Patients 
demonstrating inadequate gastric inflation due to air reflux were included. A cricoid 
pressure of approximately 30 Newtons was applied by the anesthesiologist. We 
compared gastric mucosal fold visibility scores (scored 0-1 for greater curvature, 
lesser curvature, and fundus), air reflux presence, vital signs (SpO2, heart rate), and 
procedure duration before and during the maneuver. Statistical analysis was per-
formed using McNemar and paired samples t-tests [1–3].
Results  total of 43 patients (22 males, 21 females; mean age 58.2 ± 2.7 years) 
were analyzed. The distribution of Hill Grades was Grade II (23.3 %), Grade III 
(53.5 %), and Grade IV (23.3 %). The Sellick maneuver successfully provided 
adequate gastric distension in 93 % (n = 40) of patients, while failure in 3 cases 
was attributed to incomplete esophageal closure. The total gastric mucosal 
fold spreading score improved significantly from a baseline of 0.46 ± 0.59 to 
2.79 ± 0.55 during the maneuver (p < 0.001). Gastroesophageal air reflux, which 
prevented visualization in all patients initially, was completely eliminated dur-
ing the maneuver (p < 0.001). Most importantly, the maneuver increased diag-
nostic yield: new pathological findings not visible during standard insufflation 
were detected in 41.9 % (n = 18) of patients. These missed lesions included 
peptic erosions (n = 6), gastric polyps (n = 4), subepithelial lesions (n = 2), Cam-
eron ulcers (n = 1), Dieulafoy lesions (n = 1), and gastric masses (n = 2). Regard-
ing safety, no statistically significant changes were observed in SpO2 (95.83 % 
vs. 95.69 %, p = 0.52) or heart rate (80.8 vs. 81.3 bpm, p = 0.23). Coughing was 

absent in 83.7 % of cases, with only minor coughing (1-2 times) observed in 
14 % (▶Table 2).

▶Table 1	 

Pathologic findings Number

Erosion in the corpus 6

Ulcer in the corpus 1

Cameron ulcers 1

Diealufoy lesion at the corpus 1

Isolated Gastric Varices (IGV)-1 1

Subepithelial lesion at the corpus 2

Mass at the corpus greater curvatur 1

Polyp at the corpus 3

Polyp at the antrum 1

Mass at the antrum lesser curvatur 1

▶Table 2	 

scoring criteria No Sellick 
maneuver

Sellick 
maneuver

P-value

Esophageal closur 
status

0,00 1,77 ± 0,57 p < 0.001

Greater curvature 
fold 

0,47 ± 0,21 0,90 ± 0,29 p < 0.001

Gastric lesser 
curvature 

0,07 ± 0,25 0,88 ± 0,32 p < 0.001

Gastric fundic 
mucosa

0,37 ± 0,48 1,00 ± 0,00 p < 0.001

Total score of vision 0,46 ± 0,59 2,79 ± 0,55 p < 0.001

Reflux findings 0,35 ± 0,48 0 p < 0.001

Conclusions  The Sellick maneuver is a highly effective, safe, and readily avail-
able technique for optimizing gastric distension in patients with hiatal hernia 
or weak LES. By preventing retrograde air escape, it significantly enhances mu-
cosal visualization, allowing for the detection of critical benign and premalig-
nant lesions that are otherwise missed during standard sedated gastroscopy. 
The procedure does not induce hemodynamic instability or significant adverse 
events. Therefore, the Sellick maneuver should be considered a standard ad-
junctive tool in cases of suboptimal gastric inflation to avoid repeat procedures 
and improve diagnostic accuracy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Due to field cancerization, patients with esophageal squamous cell car-
cinoma (ESCC) have a high risk of synchronous or metachronous head and neck 
cancer (HNC). Advances in image-enhanced endoscopy and increased aware-
ness among endoscopists have improved detection rates. However, pharynge-
al assessment using the transoral Valsalva maneuver often provides insufficient 
visualization, partly because laryngeal elevation varies widely among individ-
uals. Moreover, anatomical constraints make the tongue base difficult to ob-
serve. Since 2025, our institution has introduced systematic pharyngeal obser-
vation using a transnasal endoscope (GIF-1200N). For patients scheduled for 
esophageal ESD who show inadequate pharyngeal visibility despite the tran-
soral Valsalva maneuver, additional preoperative evaluation using a curved 
laryngoscope is performed in the operating room.
To evaluate the usefulness of transnasal endoscopy for pharyngeal observation 
by analyzing lesion distribution and diagnostic methods before and after its 
introduction.
Methods  We retrospectively reviewed patients diagnosed with superficial HNC 
at our department between April 2012 and October 2025. Nineteen patients 
with 36 lesions were included. The study period was divided into an early phase 
(2012–2024; 24 lesions) and a late phase (2025; 12 lesions). We compared the 
methods used at lesion detection, including transoral observation, transoral 
Valsalva maneuver, transnasal Valsalva maneuver, intra-oropharyngeal U-turn 
method, and observation using a curved laryngoscope. Endoscope type and 
lesion location were also evaluated.
Results  ll patients were male, with a median age of 74 (range 59–84) in the 
early phase and 70 (62–82) in the late phase. Observation methods in the ear-
ly vs. late phase were: transoral observation (17 vs. 4), transoral Valsalva (7 vs. 
0), transnasal Valsalva (0 vs. 4), intra-oropharyngeal U-turn (0 vs. 4), and curved 
laryngoscope (0 vs. 4). Endoscopes used (H260Z / H290Z / 1200N) were 18/6/0 
in the early phase and 4/4/4 in the late phase. Lesion locations in the early vs. 
late phase were: oral cavity (1 vs. 0), oropharynx (4 vs. 3), hypopharynx (15 vs. 
2), post-cricoid region (1 vs. 3), epiglottic vallecula (3 vs. 0), and tongue base 
(0 vs. 4).
Lesion detection increased in the late phase after the introduction of transna-
sal endoscopy. Notably, tongue-base cancers were not detected in the early 
phase, whereas four such lesions were identified in the late phase. Transnasal 
intra-oropharyngeal U-turn provided excellent visualization of the tongue base, 
leading to improved detection. Many ESCC/HNC high-risk patients had multiple 
missing teeth, which often limited laryngeal elevation during the transoral 
Valsalva maneuver. In contrast, the transnasal Valsalva maneuver is unaffected 
by dentition and therefore enhances pharyngeal visibility. Nevertheless, laryn-
geal elevation with the transnasal approach also varied among patients. In 
cases with insufficient visualization, additional observation using a curved la-

ryngoscope enabled identification of lesions—especially in the post-cricoid 
area—that had previously been difficult to detect.
Conclusions  In patients at high risk for head and neck cancer, the transnasal 
Valsalva maneuver and transnasal intra-oropharyngeal U-turn are highly effec-
tive for observing the tongue base and post-cricoid region, which are key blind 
spots during standard transoral endoscopy. For cases with inadequate laryn-
geal elevation during the Valsalva maneuver, supplementary evaluation using 
a curved laryngoscope further improves early detection. Introducing a struc-
tured transnasal pharyngeal observation protocol may significantly enhance 
surveillance accuracy in ESCC patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients < 55yr with Reflux symptoms account for a heavy burden on 
endoscopy, yet significant endoscopic findings are rare: most have functional 
heartburn and may be managed without investigation. Oesophageal adeno-
carcinoma (OAC) and precursor Barrett’s oesophagus (BO) are also uncommon 
hence selective screening is not recommended. However epidemiological 
studies show increasing incidence of OAC in younger patients often being di-
agnosed at a later stage. Less invasive tests that identify those younger patients 
at increased risk of BO/OAC and reassure most patients and referrers without 
endoscopy are needed. Capsule sponge testing (CS) was introduced in UK na-
tional studies with outcomes showing feasibility acceptability and efficacy in 
detecting BO, reduction in endoscopy and lower costs. Details by age group 
are not published [1].
Methods  This prospective cohort study of patients routinely referred with 
reflux symptoms to a single UK non-specialist hospital 2020-2023. Patients 
were offered CS oesophageal cell sampling as part of an early diagnosis path-
way. Detailed methods previously published.1Only patients with abnormal CS, 
inadequate samples or ongoing symptoms after treatment advice were offered 
endoscopy. Records were review in all patients >  = 1y follow-up. Endoscopic 
histology yield of BO were recorded in patient categories of younger ( < 50y male/65 
female) and older ( >  = 50 male/65y female) according to previous modelling. De-
tailed analysis of the younger age group is presented (▶Table 1).
Results  871 patients (median age 54 years) were offered CS of which 572 
(65.7 %) were in the younger age group. Abnormal results (TFF3, atypia, p53) 
were found in 48/507(9.5 %) adequate CS tests, with all 48 having subsequent 
endoscopy. 65 (11.4 %) had failed or inadequate CS of whom 49 had subsequent 
endoscopy (16 declined). 115 patients (20.1 %) with normal CS went on to 
endoscopy due to persistent symptoms. Older age group shown for comparison 
but not described further here. 11 younger patients were offered surveillance 
based on current BSG guidelines: 5 having long segments maximal ex-
tent >  = 4cm. 1 had indefinite for dysplasia.
Atrophic gastritis was also found in 4/212 patients in the young cohort and 
6/119 in the older cohort. 360/572 (63 %) patients in the younger and 180/299 
(60.2 %) in the older cohort avoided gastroscopy- median follow up 27.2 
months.
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▶Table 1	  Histology on patients going on to endoscopy by Age Cate-
gory

Indication for 
endoscopy

Yield of BO on 
Histology < 50y 
M/ < 65y F ( %)

Yield of BO/OAC on 
Histology >  = 50y 
M/ > 65y F

Abnormal CS 19/48 (37.5 %) 18/37 (48.6 %)

Inadequate CS 1/49 (2.0 %) 2/34 (5.9 %)

Negative CS/
persistent symptoms

1/115 (0.9 %) 2/48 (4.1 %)

Overall Service 21/212 (9.9 %) 25/119 (21.0 %) *

 *p = .005 Chi Sq = 7.85

Conclusions  A low overall presumed incidence of BO in younger lower risk 
cohort is as expected (3.67 %), but the yield of histologically confirmed BO is 
greatly enhanced by using CS triage to 9.9 % whilst avoiding endoscopy in 63 % 
patients. A significantly increased yield to 21 % is found in older cohorts. This 
demonstrates the value of a CS pathway in managing younger patients (as well 
as older) presenting with chronic reflux and may also potentially be valuable in 
primary care. It can provide prompt reassurance whilst detecting the small 
number of patients with significant disease and is resource-saving.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Circumferential oesophageal endoscopic submucosal dissection (ESD) 
is technically feasible but frequently inefficient. Although tunnelling and trac-
tion strategies improve standard ESD, their benefit in circumferential resections 
is uncertain. We developed a novel double-tunnel traction (DTT) technique to 
improve stability and submucosal exposure. This study compared DTT with 
conventional ESD (cESD).Circumferential oesophageal endoscopic submucosal 
dissection (ESD) is technically feasible but frequently inefficient. Although tun-
nelling and traction strategies improve standard ESD, their benefit in circum-
ferential resections is uncertain. We developed a novel double-tunnel traction 
(DTT) technique to improve stability and submucosal exposure. This study 
compared DTT with conventional ESD (cESD).
Methods  We performed a retrospective analysis of a prospectively maintained 
registry of ESDs for Barrett’s or squamous neoplasia between September 2017 
and August 2025. Circumferential cases were analysed, comparing DTT with 
cESD overall and with traction (C + T) or without traction (C–T). Outcomes in-
cluded dissection speed (min/cm²), R0 excision, recurrence and adverse events.

Results  Among 320 oesophageal ESDs, 51 (15.9 %) were circumferential (15 
DTT, 36 cESD). Median defect length was 100 mm (range 40–200 mm), with 
similar baseline characteristics between groups. DTT achieved shorter proce-
dure times than cESD (120 vs 160 minutes; P = 0.009) and faster dissection 
speed (2.16 vs 3.33 min/cm²; P < 0.001). Dissection speed remained superior 
to both C + T (3.56 min/cm²; P < 0.001) and C–T (3.07 min/cm²; P = 0.004). En-
bloc resection was achieved in all DTT cases. R0 excision was numerically high-
er with DTT than cESD (86.7 % vs 63.9 %) and significantly higher than C + T 
(52.6 %; P = 0.035). Luminal recurrence was 0 % with DTT versus 20.6 % for cESD 
(P = 0.076) and 27.8 % for C + T (P = 0.031). Adverse events were similar between 
groups.
Conclusions  Compared with conventional ESD, DTT improves efficiency and 
oncological outcomes with regard to R0 excision and luminal recurrence, with-
out compromising safety. DTT offers a reproducible approach for these tech-
nically challenging resections.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
Rendu–Osler–Weber syndrome is characterized by fragile arteriovenous mal-
formations that can lead to recurrent upper gastrointestinal bleeding. In this 
case, initial endoscopic therapy using standard haemoclips achieved only tem-
porary control, with two subsequent episodes of rebleeding from an oesoph-
ageal AVM. During the third bleeding event, bipolar coagulation was insufficient 
to obtain haemostasis. After removal of previously placed haemoclips, an over-
the-scope clip (OTSC) was deployed directly onto the malformation, providing 
stable mechanical haemostasis. Minor residual mucosal oozing from the top 
of the tissue grasped by the clip was successfully treated with a bipolar probe. 
Following this combined intervention, no further bleeding occurred. To our 
knowledge, this is the first reported use of an OTSC for haemostasis of an oe-
sophageal AVM [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/010ecd17-d48f-492e-b779-3ce4a392712b/Uploads/19978_
Video_case %20ROW %20ESGE %20Days %202026.mp4
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Aims  In hepatic hydatid disease with biliary communication, ERCP tradition-
ally aims to clear hydatid material from the bile ducts and close the cystobiliary 
fistula through stenting. In contrast to the conventional approach, this study 
aimed to investigate the efficacy and safety of complete endoscopic evacuation 
of the cyst content as a curative treatment in selected patients, with dilation 
of the fistulous tract when necessary [1].
Methods  This retrospective, single-center study included consecutive patients 
who underwent endoscopic cyst evacuation performed by a single endoscopist. 
The procedure was carried out in centrally located cysts that were completely 
surrounded by liver parenchyma, without exophytic extension, and whose cav-
ities could be cannulated endoscopically. In patients whose fistulous tracts were 
not suitable for endoscopic evacuation, the tract was dilated with a 6–8 mm 
balloon. The cyst cavity was irrigated with saline and debrided in multiple ses-
sions using endoscopic accessories such as stone extraction balloons and Dor-
mia baskets. At the end of each session, a plastic stent, fully covered metal 
stent, or nasocystic drain was placed extending into the cyst cavity. Clinical 
success was defined as endoscopic clearance and reduction in the size of the 
cyst cavity.
Results  Among 102 patients who underwent ERCP for biliary hydatid disease, 
37 consecutive patients who received endoscopic cyst evacuation were includ-
ed in the study. The mean age was 46.8 ± 19.1 years, and the mean cyst diam-
eter was 82.9 ± 36.1 mm. A total of 184 ERCP procedures (median: 5) were 
performed. Sphincterotomy was performed in all cases. Balloon dilation of the 
cystobiliary opening orifice was carried out in 19 patients (51.4 %). Nasocystic 
drainage was performed in 12 patients (32.4 %). A fully covered metal stent was 
used in four patients (10.8 %) due to dense cyst content. Clinical success was 
achieved in 36 patients (97.3 %). One patient required surgery (right hepatec-
tomy) due to multiple hepatic abscesses. No recurrence or procedure-related 
or disease-related mortality was observed during follow-up. Complications 
occurred in nine procedures (4.8 %), all successfully managed with endoscopic 
and/or conservative treatment.
Conclusions  Endoscopic evacuation provides a safe and effective curative 
treatment option for hepatic hydatid disease with biliary communication, 
achieving high success rates with a low risk of complications.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) is associated 
with higher rates of adverse events (AEs) than other endoscopic procedures. 
The European Society of Gastrointestinal Endoscopy (ESGE) and the United 
European Gastroenterology (UEG) have defined specific ERCP quality perfor-
mance measures, but prospective national ERCP registries are scarce. The aim 
of this study was to evaluate compliance with ESGE–UEG quality indicators in 
the first Spanish ERCP registry and determine incidence, severity and predictors 
of post-ERCP Aes [1–4].
Methods  Prospective, multicenter, nationwide study included consecutive 
ERCPs performed at 17 Spanish hospitals between October 2024 and October 
2025. Demographic, clinical, and technical variables were recorded in a stand-
ardized electronic database. All patients underwent telephone follow-up at 7 
and 30 days. AEs described by AGREE classification. Descriptive statistics were 
used to evaluate compliance with quality indicators. Logistic regression anal-
yses were conducted to identify independent risk factors for AEs.
Results  A total of 1241 ERCP procedures were included (mean age 70.4 ± 16 
years; 48.9 % female). Compliance with quality indicators was high: successful 
biliary cannulation was achieved in 91.6 %, extraction of stones < 10 mm in 
96.2 %, and stent placement for distal biliary obstruction in 100 % (142/142). 
Adequate antibiotic prophylaxis was achieved in 99 %.
The overall AE rate was 16.8 %, and overall mortality was 1.6 %. Independent 
predictors were age (OR 1.72 per 10 years, 95 % CI 1.09–2.72) and chronic 
kidney disease (CKD) (OR 3.17, 95 % CI 1.22–8.20). Sex was not associated with 
mortality.
Post-ERCP pancreatitis (PEP) occurred in 71 cases (5.7 %), with AGREE severity 
grade I-16.9 %, II-59.2 %, IIIa-9.9 %, IIIb-2.8 %, IVa-2.8 %, IVb-1.4 % and V-7 %. In 
the multivariable model, independent predictors of PEP were papilla regular/
classic morphology (OR 1.77, 95 % CI 1.00–3.12), difficult cannulation (OR 1.86, 
95 % CI 1.01–3.45) and partially covered metal stent (OR 5.33, 95 % CI 2.57–
11.09). Unintentional pancreatic cannulation and NSAID prophylaxis were not 
independently associated with PEP. Cholangitis occurred in 51 cases (4.1 %). 
Severity by AGREE was grade I-6 %, II-50 %, IIIa-28 %, IIIb-2 %, IVa-2 % and V-12 %. 
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Independent predictors were primary sclerosing cholangitis (OR 8.54, 95 % CI 
2.11–34.54), malignant stent dysfunction (OR 4.92, 95 % CI 1.73–14.02), place-
ment of a plastic biliary stent (OR 2.01, 95 % CI 1.08–3.72) and CKD (OR 2.48, 
95 % CI 1.17–5.26). Female sex showed a protective effect (OR 0.49, 95 % CI 
0.27–0.90). Cholangitis in suspected malignant stent dysfunction (n = 31), 
occurred in 16.1 %, with a trend toward higher risk in those receiving plastic 
stents (37.5 % vs. 8.7 %). Bleeding occurred in 60 cases (4.8 %). Severity was 
AGREE I-23 %, II-18.3 %, IIIa-45 %, IV-3.3 % and V-5 %. Neither antiplatelet nor 
anticoagulant therapy, comorbidity burden, were associated with bleeding. In 
multivariable analysis, no independent predictors were identified; sphincter-
otomy showed only a non-significant trend (OR 1.64, p = 0.079). Cholecystitis 
occurred in 12 patients (1.0 %), with AGREE II-33 %, IIIa-25 %, IIIb-33 %, IVa-2 % 
and V-8.3 %. Biliary stent placement was independently associated with in-
creased risk (OR 3.93, 95 % CI 1.00–15.37). Gallbladder opacification (OR 3.68) 
and partially covered metal stents (OR 4.41) showed strong but non-significant 
trends. Fully covered stents were not associated with increased risk. Post-ERCP 
perforation occurred in 11 patients (0.9 %): AGREE II-18 %, IIIa-27 %, IVa-9.1 %, 
V-45 %; intraprocedural 36 % and delayed 64 %.
Conclusions  This Spanish registry demonstrates high compliance with ESGE–
UEG performance measures providing robust real-world data on post-ERCP 
complications. Systematic follow-up enabled comprehensive AE detection, 
revealing clinically meaningful predictors. These findings highlight the value of 
national prospective registries in ERCP practice.
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Aims  The optimal timing of endoscopic retrograde cholangiopancreatography 
(ERCP) in pancreatitis remains debated, especially in patients without cholan-
gitis or persistent biliary obstruction. This study evaluated technical outcomes, 
procedural complexity, and adverse events of ERCP performed during the acute 
phase of pancreatitis compared with ERCP undertaken after clinical and bio-
chemical resolution.
Methods  In this retrospective real-world study, consecutive ERCPs performed 
for pancreatitis at two high-volume hepatopancreatobiliary centers (January 
2001–July 2025) were reviewed. Among 5,983 ERCPs, 344 met inclusion crite-
ria. Patients were categorized into: Group A (acute pancreatitis with cholangi-
tis and/or elevated bilirubin; n = 114) and Group B (post-acute ERCP performed 
after resolution of abdominal pain and normalization of amylase < 3 × normal; 

n = 230). Demographic, imaging, procedural, and outcome variables were ana-
lyzed. Primary endpoints were biliary cannulation success, duct clearance, and 
ERCP-related adverse events.
Results  Overall, successful biliary cannulation was achieved in 309/344 pa-
tients (89.8 %), increasing to 93.9 % when excluding the 15 patients in whom 
the papilla could not be reached. Cannulation success did not significantly dif-
fer between acute and post-acute ERCP (93.0 % vs 88.3 %; p = 0.114). However, 
procedures in the post-acute group were technically more demanding, with 
higher rates of precut fistulotomy (33.8 % vs 25.2 %; p = 0.040) and > 5 cannu-
lation attempts (54.1 % vs 41.4 %; p = 0.017). Choledocholithiasis was present 
in 46.8 % of patients and the majority of stones were < 1.5 cm. Complete bile 
duct clearance was achieved in 140/154 (90.9 %) patients, with no significant 
difference between groups (92.7 % vs 89.9 %; p = 0.468). Periampullary diver-
ticula were significantly more common in the post-acute group, whereas an 
inflamed papilla was more frequent during the acute phase. ERCP-related ad-
verse events were uncommon overall (17/344; 4.9 %) and tended to be more 
frequent in the post-acute group (6.1 % vs 2.6 %; p = 0.128). Intraprocedural 
bleeding occurred significantly more often post-acutely (37.8 % vs 28.1 %; 
p = 0.047), paralleling the increased procedural complexity. Post-ERCP pancre-
atitis was observed only in Group B (6/230; 2.6 %), while other specific events, 
including perforation (0.3 %), clinically significant bleeding (0.9 %), cholecysti-
tis (0.6 %) and sedation-related serious adverse events (0.3 %) were rare. Mor-
tality occurred exclusively in the acute group (4/114; 3.5 %; p = 0.012) and was 
largely attributed to severe underlying pancreatitis rather than the procedure 
itself.
Conclusions  In this large, long-term real-world cohort, ERCP performed dur-
ing either the acute or post-acute phase of pancreatitis achieved high biliary 
cannulation and duct clearance rates with low overall complication rates when 
undertaken by experienced endoscopists. These findings suggest that proce-
dural complexity and baseline disease severity, rather than timing alone, are 
the principal determinants of ERCP risk in pancreatitis-associated indications.
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Aims  EUS-guided biliary drainage (EUS-BD) is increasingly used for malignant 
and benign obstruction when ERCP is unsuccessful or not feasible. Due to tract 
creation and larger stent systems, EUS-BD represents a more invasive endo-
scopic intervention, potentially increasing the risk of bacteremia and the fre-
quency of infectious complications. We aimed to evaluate the prognostic role 
of positive index bile cultures for predicting post-interventional infectious 
morbidity and infection-driven re-interventions.
Methods  We performed a retrospective single-center cohort of 227 patients 
undergoing EUS-guided hepaticogastrostomy or other EUS-guided biliary 
drainage between March 2020 and March 2025 at our tertiary endoscopy 
center. Index bile aspirates were classified as positive or non-positive. At our 
center, bile microbiology sampling is routinely performed in all patients during 
EUS-BD interventions before stent deployment. Primary endpoints included a 
30-day infectious adverse event, notably post-drainage cholangitis, graded by 
the Tokyo Guidelines. Secondary endpoints were the rate of infection-driven 
reinterventions within 6 months and mortality.
Results  Positive index bile cultures obtained at the time of EUS-guided biliary 
drainage were found in 62 of 227 patients (27.3 %). Patients with culture-pos-
itive bile had significantly higher rates of 30-day infectious adverse events 
compared with non-positive cases (30.6 % vs. 8.3 %, p < 0.001), and more fre-
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quent acute cholangitis recurrence within 90 days (17.7 % vs. 4.2 %, p < 0.001). 
A positive index bile culture also translated into increased infection-driven 
reintervention during 6-month follow-up (29.0 % of culture-positive vs. 5.0 % 
of non-positive patients, p < 0.001), typically managed by restenting through 
the existing stent lumen when purulent stent occlusion or clinical sepsis signs 
developed. Most cultured pathogens were MDR gram-negative Enterobacte-
riaceae. Bile microbiology taken at the index EUS-BD allowed early infection-risk 
recognition, directly guiding adverse events grading, antibiotic choice, and 
close 6-month follow-up intensity. In patients with culture-positive index bile, 
early infectious adverse events were significantly more frequent after hepati-
cogastrostomy than after other EUS-guided biliary drainage techniques (48.4 % 
vs. 12.9 %, p < 0.001), supporting that, in the presence of infected bile, the 
hepaticogastrostomy pathway is associated with greater early infectious activ-
ity, likely related to transluminal tract creation.
Conclusions  In this real-world cohort, positive bile culture obtained at the 
index EUS-BD session was strongly associated with early infectious adverse 
events and a high risk of infection rebound requiring subsequent reintervention 
for acute cholangitis. Index biliary microbiology provides a practical assessment 
of infection risk, but negative cultures do not exclude severe or fatal biliary 
sepsis.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Gastroparesis is a common complication in patients with diabetes mel-
litus (DM). During video capsule endoscopy (VCE), delayed gastric emptying 
may lead to incomplete examinations or require endoscopic placement of the 
capsule into the duodenum. GLP-1 receptor agonists (GLP-1RAs), increasingly 
used in the treatment of type 2 DM and obesity, are known to slow gastric 
motility. However, their effect on gastrointestinal transit times during VCE re-
mains unclear. This study aimed to evaluate the association between GLP-1RA 
use and VCE outcomes in diabetic patients.
Methods  We performed a retrospective analysis of diabetic patients who un-
derwent VCE. Patients were categorized based on GLP-1RA therapy. Gastric 
transit time (GTT) and small bowel transit time (SBTT) were recorded. Pro-
longed GTT was defined as capsule retention in the stomach for more than 60 
minutes. Glycated hemoglobin (HbA1c) and potential confounders (age, sex, 
hospitalization, smoking status, use of psychotropics, hypothyroidism, and 
inflammatory bowel disease) were collected.
Results  A total of 90 patients were included (50 % male, mean age 70 ± 11 
years), of whom 18 (20 %) were receiving GLP-1RA.
Prolonged GTT was more frequent among GLP-1RA users (61.1 % vs 34.7 %, 
p = 0.041). However, in multivariable logistic regression, this association was 
no longer statistically significant (OR 3.51, p = 0.061), while HbA1c was the only 

independent predictor of delayed gastric emptying (OR 3.24 per 1 % increase, 
p < 0.001).
Median GTT and SBTT did not significantly differ between GLP-1RA and non–
GLP-1RA groups (GTT: 49.0 vs 33.0 minutes, p = 0.252; SBTT: 161.0 vs 203.1 
minutes, p = 0.558).
Conclusions  An association was observed between GLP-1RA use and pro-
longed GTT, although this effect did not persist after adjustment for clinical 
confounders, including HbA1c. Among all variables analyzed, HbA1c emerged 
as the only independent predictor of delayed gastric emptying. These findings 
suggest that prolonged GTT may be more closely related to poor glycemic 
control than to the use of GLP-1RA therapy itself. Optimizing glycemic control 
may therefore be a key strategy in reducing gastroparesis-related events during 
VCE in diabetic patients.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To identify distinct clinical and endoscopic phenotypes among patients 
presenting with non-variceal upper gastrointestinal bleeding (NVUGIB), based 
on age, sex, clinical presentation, and exposure to antithrombotic or NSAID 
therapy, using an unsupervised machine-learning clustering technique [1, 2].
Methods  We performed an unsupervised clustering analysis using Partitioning 
Around Medoids (PAM) on a Gower distance matrix. Two-dimensional visuali-
zation of the cluster structure was obtained with t-distributed Stochastic Neigh-
bor Embedding (t-SNE). The analysis included 405 patients ≥ 16 years old hos-
pitalized with clinical signs of NVUGIB, without history of gastrointestinal 
malignancy, portal hypertension, or varices, at the General Hospital of Ioanni-
na, Greece.
Results  PAM clustering (k = 3) identified three distinct clinical and endoscopic 
phenotypes among these patients. Cluster 1 included only elderly female pa-
tients, most of whom were aged 80 years or older. Nearly all of these patients 
presented with melena. Endoscopic evaluations revealed no identifiable source 
of bleeding in 73 % of the cases. The remaining patients showed a mix of 
low-frequency lesions, such as arteriovenous malformations, Dieulafoy lesions, 
duodenal ulcers, esophagitis, Mallory-Weiss tears, and gastric ulcers. Despite 
the lack of clear focal endoscopic findings that could explain the suspected 
bleeding, patients in this cluster had significant exposure to direct oral antico-
agulants (DOACs), along with smaller contributions from heparin, salospir, and 
dual antiplatelet therapy. This pattern indicates subtle mucosal bleeding caused 
by anticoagulants, which may result in melena without distinct endoscopic 
lesions. Cluster 2 included predominantly male patients across a wide age 
range, including the youngest individuals in the cohort. Drug exposure was 
limited, with most patients not receiving antiplatelet or anticoagulant therapy, 
although NSAID and salospir use were present. This group demonstrated the 
highest prevalence of gastric and duodenal ulcers, forming an “ulcer-driven” 
bleeding phenotype, likely reflecting underlying peptic ulcer disease rather 
than drug-related injury. Cluster 3 consisted of very elderly male patients, most-
ly aged 80 and older, who had significant exposure to DOACs and smaller con-
tributions from heparin, salospir, and Dual Antiplatelet Therapy. Melena was 
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the dominant mode of presentation. Most endoscopies demonstrated no rel-
evant bleeding-related findings, while the remainder revealed only low-fre-
quency lesions, primarily duodenal ulcers, arteriovenous malformations, and 
esophagitis. This phenotype reflects bleeding presentations in elderly men 
receiving DOAC therapy, in whom mucosal bleeding is often subtle, diffuse, or 
endoscopically inapparent despite clinically evident melena.
Conclusions  This analysis identified three distinct phenotypes of NVUGIB 
based on age, sex, and anticoagulant exposure. Elderly patients on anticoagu-
lants often presented with melena but lacked identifiable endoscopic lesions, 
suggesting subtle mucosal bleeding. Conversely, patients with minimal drug 
exposure showed ulcer-related bleeding. These findings underscore the diver-
sity of NVUGIB presentations. Clustering patient profiles may help endoscopists 
to anticipate endoscopic yield and prepare more effectively for managing po-
tential findings, thereby optimising the endoscopic management of lesions.
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Aims  Proximal intestinal mucosal ablation (PIMA) is a novel metabolic endo-
scopic procedure under investigation for the treatment of patients with type 
2 diabetes (T2D). The aim is to replicate the metabolic benefits of gastric bypass 
surgery by ablating up to 60 cm of abnormal post-ampullary intestinal mucosa 
using a through-the-scope radiofrequency vapor ablation (RFVA) catheter. 
Early pilot data suggests that endoscopic ablation of 10-15 cm of duodenal 
mucosa could eliminate the need for exogenous insulin therapy in T2D when 
combined with glucagon-like peptide-1 receptor agonists (GLP-1RA). By ex-
tending the length of ablation into the proximal small intestine, we hypothe-
sised that insulin independence could be achieved in patients with insulin-re-
quiring (IR)-T2D without the need for concomitant GLP-1RA therapy. Therefore, 
we aimed to evaluate the safety and feasibility of PIMA as a treatment for IR-
T2D.
Methods  A prospective, single-centre study evaluating PIMA using RFVA 
among patients with IR-T2D on daily long-acting insulin for ≥ 3 months ( ≤ 20 % 
dose alteration within the last month and total dose ≤ 0.6 units/kg) and a gly-
cated haemoglobin (HbA1c) ≤ 8 % (NCT06655740). Patients were enrolled at 
Clinica Colonial, Santiago, between Sep-2024 to May-2025. After screening, 
patients started continuous glucose monitoring (CGM) and entered a 4-week 
run-in to ensure stable control. Post run-in, insulin was stopped, and PIMA was 
performed via an adult colonoscope (Olympus HQ190L) with the circumferen-

tial through-the-scope mesh-tip RFVA catheter under general anaesthesia. 
RFVA was delivered at a dose of 250-275J with double application to the 
post-ampullary intestinal mucosa. Post-procedure, patients followed a 14-day 
modified diet, continued oral glucose-lowering agents (GLA) only, and received 
standard lifestyle advice for T2D. Primary outcomes were the number of serious 
adverse events (SAEs), unanticipated adverse device effects (UADEs), and the 
proportion of patients free of insulin, without need for concomitant GLP-1RA, 
who had a HbA1c ≤ 7.5 % at 6-months. Secondary exploratory outcomes were 
change in body mass index (BMI), HbA1c, and time-in-range.
Results  In total, 20 patients with IR-T2D (average age 50.5 years [IQR 43-52], 
60 % female) underwent PIMA. The average disease duration of T2D was 4.5 
years (IQR 3-7), baseline HbA1c was 7.1 % (SD 1.0), BMI was 33.0 kg/m2 (SD 
5.2), average number of oral GLAs 1 (IQR 1-2), and baseline daily insulin dose 
27 units (SD 9.6). PIMA was successful in all patients with an average length of 
treated bowel of 60 cm (IQR 60-65) and 48.3 (SD 7.7) ablations. Average pro-
cedure time was 58.3 minutes (SD 15.0), catheter time 41.5 minutes (SD 25.5), 
and the majority were treated at 275 J (n = 18). Follow-up enteroscopy with 
biopsy was normal in all patients. There were no SAEs or UADEs, and although 
asymptomatic sensor readings < 3.9 mmol/L occurred, no clinically significant 
hypoglycaemia was confirmed by symptoms or finger-stick capillary glucose. 
At 6-months, 100 % of patients remained off exogenous insulin (n = 19) without 
need for concomitant GLP-1RA, and 84.2 % (n = 16) maintained a HbA1c ≤ 7.5 %. 
One patient withdrew at 3-months while still off insulin with a HbA1c of 6.4 %. 
Three patients with worsening control had oral GLA optimised with use of so-
dium–glucose co-transporter 2 inhibitor (n = 2) or dipeptidyl peptidase-4 in-
hibitor (n = 1). Mean time in range (3.9-10.0 mmol/L) at 3- and 6-months was 
91.6 % (SD 9.8) and 85.7 % (SD 13.5), respectively, with corresponding falls in 
HbA1c by -0.8 % (SD 1.0; p < 0.01) and -0.6 % (SD 1.0; P < 0.05). BMI reduced 
significantly at 3-months (-2.6 [SD1.9]; p < 0.001) and 6-months (-2.7 [SD 2.1]; 
p < 0.001) due to withdrawal of insulin.
Conclusions  Among patients with IR-T2D, PIMA safely enabled discontinuation 
of insulin in all patients, with 84 % maintaining independence without addition-
al medications alongside improved glycaemic control and weight reduction.
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Aims  Current European guidelines favor the use of endoscopic submucosal 
dissection (ESD) for the eradication of gastric dysplasia exceeding 1cm in size. 
Despite its efficacy in “uprooting” superficial gastrointestinal lesions, ESD is 
often time-consuming, requiring additional expertise and resources compared 
to endoscopic mucosal resection (EMR). The aim of this study was to investigate 
the efficacy, safety and speed of an EMR variation capable of providing a deep-
er resection plain, cap-assisted EMR (capEMR), for the endoscopic management 
of gastric dysplastic lesions measuring up to 2cm.
Methods  Consenting adults with documented by 2 expert histopathologists 
gastric dysplasia (low and high-grade) were eligible for endoscopic treatment. 
Lesions > 2cm were treated with ESD, those < 1cm with capEMR whereas pa-
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tients with lesions in between 1 and 2cm could choose either treatment. In the 
latter group, if treatment failure using capEMR occurred, patients could receive 
subsequent treatment with ESD. For the present study, data from cases with 
gastric dysplasia in between 1 and 2cm in size, diagnosed and treated during 
the period 2019-2025 were retrospectively collected and analysed. Dysplastic 
lesions with a diameter up to 2cm were treated using capEMR as follows: using 
an endoscope with a near focus of 1.5mm and the tip of a crescent-shaped 
snare, pre-resection marking was performed followed by submucosal injection 
of succinylated gelatin and indigo carmine solution. Then the crescent-shaped 
snare was prelooped and fixed onto the ridge of an oblique cap mounted onto 
the tip of the scope. The lesion was then carefully suctioned into the cap (pseu-
dopolyp formation), tightly enclosed within the snare and resected using blend-
ed/mixed current (PulseCut Slow effect 2, 120 watts). Coagulation of visible or 
bleeding vessels and capEMR defect closure were applied in all cases using 
coagulation forceps and through-the-scope clips. Midazolam and fentanyl were 
used for patient sedation [1].
Apart from demographics, en bloc, R0 resection (dysplasia-free margins), re-
currence and adverse event rates were calculated and recorded. Additional 
parameters such as total operation time (from marking until sample acquisi-
tion), resection time per lesion, number of resected lesions per endoscopy and 
depth of resection (deepest layer within the specimen eg muscularis mucosa 
or submucosa) were also determined.
Results  Sixty-four patients (48 % females), mean age ± SD 62 ± 8.4years under-
went capEMR for 103 lesions of which the vast majority (93/103) harbored 
low-grade dysplasia (10/103 high-grade dysplasia, P < 0.001) and were located 
in the antrum (77/103), incisura (12/103), corpus (12/103) and cardia (2/103)
(P < 0.001). Median (interquartile range) size of the lesions was 1.7cm (1.3-2.1). 
Median (interquartile range) total operation time was 13min (6-21) for a me-
dian of 2(1-5) lesions per endoscopic session. Median resection time per lesion 
was 3min (2.8-4.6). En bloc resection rates were 91 % (94/103) whereas R0 
resection rates were 99 %. The submucosa was present in all but three (100/103, 
97 %) resection specimens. No recurrences were recorded during follow-up 
(9-64months). Adverse events included mild post-procedural pain in 59/64 cases, 
with only 23 cases requiring paracetamol analgesia, fever up to 38.1C in 7/64 
cases and late onset bleeding in a single case upon resumption of rivaroxaban. The 
bleeding was successfully treated with additional hemoclip placement.
Conclusions  Based on this study capEMR is a fast, effective and safe endoscop-
ic treatment modality for the eradication of gastric dysplasia of moderate size. 
The endoscopist’s expertise in capEMR, the location and histopathology of 
lesions (predominantly low-grade dysplasia of the antrum) and the routine 
application of endoscopic bleeding prophylaxis eg coagulation of vessels and 
clipping may have optimized outcomes. If these findings are confirmed in ran-
domized controlled trials comparing capEMR with ESD then perhaps capEMR 
can be established as a less time-consuming alternative to ESD for treating 
gastric dysplasia up to 2cm.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Infected Pancreatic Necrosis (IPN) following Acute Necrotizing Pancre-
atitis (ANP) remains clinically challenging with associated significant morbidi-
ty and mortality despite treatment advances. One of the critical factors that 
decides the outcome is incorporation/adoption of appropriate treatment strat-
egy at right time in the course of illness. Recent literature suggests similar 
clinical outcomes by either endoscopic or minimally invasive surgical drainage 
strategies.1,2 But in a real-world scenario, the applicability of either treatment 
strategies, including their feasibility and challenges have not been adequately 
addressed. We aimed to evaluate the management strategies followed in a 
cohort of patients of IPN – including their timing, challenges, and outcomes, 
when managed using standard treatment protocol.
Methods  This was a prospective observational study including consecutive 
patients of ANP with clinical suspected IPN (fever, leukocytosis, persistent organ 
failure). The study was conducted at 2 tertiary care hospitals over one year 
(January to December 2023). All patients were managed using standard treat-
ment protocols by multidisciplinary team including clinicians, endoscopists, 
interventional radiologists, intensivists, and surgeons. IPN was labelled after 
excluding other causes of infection and SIRS. Blood culture and sensitivity was 
performed in all subjects before initiating antibiotics. IPN was managed initial-
ly with empirical antibiotics and were changed later according to the sensitiv-
ity. Patients who didn’t improve with appropriate antibiotics within 72 hours 
were considered for drainage. Assessment for EUS guided drainage with dedi-
cated metals stents, including LAMS (Lumen Apposing Metal Stents) was at-
tempted as a first preference. If EUS drainage was not feasible (due to either 
immature or distant collections), one or more percutaneous catheter drainage 
(PCDs) was considered, as a part of minimally invasive surgical (MIS) step-up 
strategy. Subsequent strategies of MIS approaches including upsizing of cath-
eters, necrosectomy, retroperitoneal surgical approaches were considered 
during the treatment course if required. The outcome measures included – 
treatment strategy adopted, timing of intervention from onset of ANP, duration 
of treatment, clinical outcome, and mortality.
Results  117 patients were included during the study period (males 62 %, mean 
age 37.46 years). Etiologies were alcohol (38 %), idiopathic (32 %), gall stone 
related (18 %). 38 patients (32 %) could be managed conservatively. Of the re-
maining 79 (68 %) patients who required intervention, initial drainage per-
formed was EUS guided in 30 (38 %) while 49 (62 %) underwent PCD placement 
as a part of MIS step up. The mean time interval between onset of ANP and 
intervention was 33 days in the MIS and 35 days in the EUS drainage. Early 
drainages ( < 4 weeks) were performed in 30/79 patients (38 %), of which EUS 
drainage was possible in 8 patients while the majority (22) underwent MIS (10 % 
vs 28 %; p = 0.06). The overall clinical success rates were similar in MIS and EUS 
drainage. The overall mortality was 20.5 %. There was no significant difference 
in mortality between EUS drainage (22.2 %) and MIS (30 %).
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Conclusions  Minimally invasive surgical (MIS) step-up remains the primary 
modality both in early ( < 4 weeks) and overall drainages in IPN despite efforts 
to consider EUS guided drainage. Adopting the specific modality of drainage is 
decided by the feasibility and safety rather than choice in real world clinical 
practice. Mortality occurs in about 20 % of patients despite standard treatment 
protocols and aggressive treatment strategies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-guided hepaticogastrostomy (EUS-HGS) and 
hepaticojejunostomy (EUS-HJS) have emerged as reliable techniques for inter-
nal biliary drainage when ERCP fails or is technically unfeasible. This study aimed 
to evaluate the feasibility, safety, and efficacy of EUS-HGS/HJS performed at a 
tertiary referral center over a seven-year period, across different anatomical 
settings and clinical indications. Secondary objectives included evaluating the 
impact of tract dilation on procedural outcomes and adverse events (AEs), and 
exploring long-term stent performance and recurrence rates.
Methods  We conducted a retrospective, single-center analysis including all 
consecutive patients who underwent EUS-HGS/HJS between October 2018 and 
August 2025. Demographic, anatomical, procedural, and outcome data were 
retrieved from institutional databases. Technical success was defined as suc-
cessful creation of a patent biliary-enteric tract with stent placement; clinical 
success was defined as symptom resolution and/or ≥ 50 % bilirubin reduction 
within 30 days without need for additional drainage. AEs were classified accord-
ing to the AGREE criteria. Statistical analyses were performed using Fisher’s 
exact and Wilcoxon tests, with p < 0.05 considered significant [1–5].
Results  A total of 73 patients had an indication for EUS-guided biliary drainage. 
Biliary puncture proved to be feasible in 69 cases (63 HGS, 6 HJS); in four cases, 
all in surgically altered anatomy, biliary puncture was unsuccessful resulting in 
an overall procedural feasibility of 94.5 %. The cohort included 42 males (60.9 %) 
with a median age of 73.9 years [67.2–80.7]; 36 patients (52.2 %) had surgical-
ly altered anatomy. Indications were malignant in 29 (42 %) and benign in 40 
(58 %) cases. Technical success was achieved in 68/69 cases (98.6 %), and clin-
ical success occurred in 66 patients (95.7 %), after a median of 2 endoscopic 
procedures [2-3]. Tract dilation was omitted in 20 cases (28.9 %), performed 
mechanically in 29 (42 %), by electrocautery in 16 (23.2 %), or by balloon in 4 
(5.8 %). Dilation was more common in benign indications (82.5 % vs. 55.2 %, 
p = 0.01). Plastic stents were placed in 50 patients (72.5 %), and metal stents in 
19 (27.5 %), the latter more frequent in malignant disease (55.2 % vs. 7.5 %, 
p = 0.001). Very early (inhospital) AEs occurred in 5 patients (7.2 %) — 2 bleed-
ings, 2 bile peritonitis (1 fatal), and 1 stent migration. One early ( ≤ 30 days) and 
two late ( > 30 days) AEs were also recorded (overall AE rate 13.5 %). Overall AEs 
occurred more frequently after tract dilatation (14.3 % VS 5 %, p = 0.21), among 
altered anatomies (87.5 % vs. 47.5 %, p = 0.07) and after plastic stent placement 
(14 % vs. 5.3 %, p = 0.22). HJSs were significantly more frequent among AE cas-
es (37.5 % vs. 4.9 %, p = 0.031). Median hospital stay was 6 days [2.5–14]. Twen-
ty-eight stents (40.6 %) were replaced, mainly (82.1 % for a planned second 
approach), and 20 (28.9 %) were removed, mostly (70 %) for proved clinical 
success. To date, 21 original stents are still in place. During a median follow-up 
of 7 months [4.9–14.4], 11 recurrences (25 %) occurred, with median time to 
recurrence of 8 months [3.5–16.5]. Recurrence tended to be lower among 
cases in which the stent was removed after resolution (18.2 % vs. 50 %, 
p = 0.054). Only one death (1.4 %) was procedure-related.

Conclusions  EUS-HGS/HJS demonstrated high feasibility, safety, and efficacy 
across various clinical scenarios, achieving 98.6 % technical and 95.7 % clinical 
success rates, with acceptable AEs and recurrence rates. Although retrospective 
and limited in size, these results confirm the robustness of EUS-guided intra-
hepatic drainage as a minimally invasive approach, both in malignant and be-
nign settings. Notably, metal stenting without tract dilation did not compro-
mise technical and clinical success, with reduced very early AEs rates, 
supporting the pivotal role of the dilatation-free technique in minimizing tissue 
trauma and subsequent complications, therefore optimizing outcomes. Future 
prospective studies are needed to confirm these findings, refine technical strat-
egies, and clarify long-term outcomes and recurrence mechanisms. Within 
expert centers, EUS-HGS/HJS should be regarded as a cornerstone in the man-
agement of complex biliary drainage, providing durable, fully internal, and 
patient-centered palliation.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Therapeutic endoscopic ultrasound (EUS) has rapidly developed and 
become widespread in the last decade, and is currently applied to treat several 
challenging conditions, including drainage of peripancreatic fluid collections 
as a complication of acute pancreatitis, biliary drainage for malignant distal 
biliary obstruction, gallbladder drainage in frail patients with acute cholecys-
titis, and gastroenterostomy creation for malignant gastric outlet obstruction. 
Such an expansion has been made possible by the introduction of dedicated 
devices and stents, namely electrocautery-enhanced lumen-apposing metal 
stents (EC-LAMS). Three EC-LAMS are currently available on the market: Hot-Ax-
ios (Boston Scientific, USA), Niti-S Hot-Spaxus (Taewoong Medical, South Ko-
rea), and Hanarostent Hot Plumber Z-EUS IT (M.I. Tech, South Korea). While for 
the first two devices data on safety and efficacy are already available in the 
literature, for the latter only case reports are available to date. Our aim was 
therefore to assess the efficacy and safety of the Hanarostent Hot Plumber 
Z-EUS IT device in different therapeutic EUS indications.
Methods  For this retrospective, multicenter study, all consecutive patients 
undergoing therapeutic EUS for different indications using the Hanarostent 
Hot Plumber Z-EUS IT at 11 referral centers between December 2021 and Oc-
tober 2025 were enrolled. The primary aim was the technical success of the 
procedures performed with the device, defined as successful placement of the 
stent through the wall of the gastrointestinal tract into the target organ or cavity. 
Secondary aims were safety, defined as the rate of procedure-related adverse 
events (AEs), and clinical success, defined differently according to the specific pro-
cedure and indication. AEs were also stratified according to timing and severity. 
Relevant procedure-related clinical and technical data were collected.
Results  Seventy-eight patients were enrolled (mean age 69 years, 45 % fe-
male). Indications and procedures performed were as follows: 41 gallbladder 
(GB) drainages for acute cholecystitis; 30 pancreatic fluid collection (PFC) drain-
ages; 4 choledochoduodenostomies for malignant biliary obstruction; 2 gas-
troenterostomies for malignant gastric outlet obstruction; and 2 drainages of 
intra-abdominal collections. The underlying condition was neoplastic in 33.3 %. 
Technical success was achieved in 96.2 % of cases. Among these, the clinical 
success rate was 100 %. The 3 cases of technical failure were due to stent mis-
deployment in 2 cases, and inability to get access to the target cavity in 1 case. 
Fifty-seven (73.1 %) procedures were performed under deep sedation or gen-
eral anaesthesia, while the remaining 26.9 % were performed under conscious 
sedation. Fluoroscopic assistance was necessary in 43.6 % of cases. The most 
commonly used stent diameter was 10 mm (50 %), followed by 16 mm (32.1 %), 
14 mm (12.8 %), and 12 mm (5.1 %). The 10-mm diameter stent was used in 
78 % of EUS-guided GB drainage, while the 16-mm stent was mostly used for 
PFC drainage. The most common stent length was 20 mm (83.3 %). The access 
technique was free-hand in 87.2 %; proximal release was intrachannel in 93.6 %. 
Among GB drainages, 82.5 % were performed through duodenal access. PFC 
drainage was followed by endoscopic necrosectomy in 33.3 % of cases (90 % 
delayed). Coaxial double pigtail plastic stents were placed in 14.7 % of cases. 
Over a median follow-up time of 13 months, adverse events (AEs) occurred in 
12.8 % of patients, all graded I to III according to the AGREE classification. Of 
these, 50 % occurred intraprocedurally (all misdeployments), 10 % were early 
( ≤ 7 days), and 40 % were late. All AEs were treated conservatively or endoscop-
ically, except one case of biliary peritonitis requiring surgery. No procedure-re-
lated deaths occurred.
Conclusions  This is the first study to assess the efficacy and safety of the EC-
LAMS Hanarostent Hot Plumber Z-EUS IT device. This device demonstrated high 
technical and clinical success in different therapeutic EUS indications, with an 
acceptable safety profile. Prospective studies are warranted to confirm these 
findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Biliary and gastric outlet obstruction (GOO) are common complications 
in patients with pancreatic cancer, often delaying essential cancer treatments. 
While endoscopic ultrasound-guided gastroenterostomy (EUS-GE) has been 
shown to be superior to duodenal self-expandable metal stents (dSEMS) for 
managing GOO, the optimal strategy for biliary drainage (BD) in this setting 
remains unclear. Specifically, there is no consensus on whether to prefer 
EUS-guided choledochoduodenostomy (EUS-CDS) or EUS-guided hepatico-
gastrostomy (EUS-HGS). We conducted a systematic review and meta-analysis 
to identify the optimal biliary drainage approach in patients undergoing EUS-GE 
for concomitant GOO and biliary obstruction.
Methods  We searched Medline, Scopus, and EMBASE up to February 2025. 
Studies were included if they reported outcomes of EUS-CDS or EUS-HGS in 
patients with biliary obstruction and concomitant GOO treated by EUS-GE. 
Pooled outcomes included technical and clinical success, stent dysfunction, 
and adverse events, analyzed using a random-effects model. Results were re-
ported as relative risks (RRs) with 95 % confidence intervals (CIs).
Results  Five studies met inclusion criteria, comprising 128 patients (fe-
male = 45.5 %; mean age range 63.0–73.0 years), with 61 undergoing EUS-CDS and 
67 undergoing EUS-HGS. Four studies were conducted in Europe and one in the 
United States; one study was prospective. Technical success rates were similar 
between groups (RR 0.96, 95 % CI 0.83–1.11; I² = 0 %; EUS-CDS 94.5 % vs EUS-HGS 
96.4 %), as were clinical success rates (RR 1.04, 95 % CI 0.92–1.19; I² = 0 %; EUS-CDS 
96.5 % vs EUS-HGS 89.1 %). However, the risk of stent dysfunction was significant-
ly higher in the EUS-CDS group compared to EUS-HGS (RR 4.42, 95 % CI 1.71–11.43; 
I² = 0 %; EUS-CDS 45.1 % vs EUS-HGS 10.9 %). The incidence of procedure-related 
adverse events was comparable between the two approaches (RR 1.14, 95 % CI 
0.24–5.50; I² = 40.8 %; EUS-CDS 10.7 % vs EUS-HGS 16.0 %).
Conclusions  This meta-analysis suggests that both EUS-CDS and EUS-HGS are 
similarly safe and effective for managing malignant biliary obstruction in the 
setting of concomitant GOO. However, EUS-CDS is associated with a more than 
four-fold increase in the risk of stent dysfunction, which may result in delays to 
critical cancer treatments.
Conflicts of Interest  Giuseppe Vanella is a consultant for Boston Scientific-
Marco Spadaccini is a consultant for Boston Scientific and Olympus CorpMatteo 
Colombo is a consultant for Boston ScientificYen-I Chen is a consultant for 
Boston Scientific and Cook Medical
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Clinical Presentation and Outcomes in Acute Upper 
Gastrointestinal Bleeding: A Retrospective Study
Authors  Sidharthan A1, Nishad N2, Edward G3, Syrine BR4, Yi HT1, 
Benjamin H1, James H1, Corbett G5, Thoufeeq M1
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Aims  The increasing use of direct oral anticoagulants (DOACs) has resulted in 
more anticoagulated patients presenting with acute upper gastrointestinal 
bleeding (UGIB). This study aimed to compare clinical presentation, endoscop-
ic findings, interventions, and outcomes between DOAC users and non-anti-
coagulated patients presenting with acute UGIB.
Methods  We conducted a retrospective review of all UGIB cases undergoing 
endoscopy at Sheffield Teaching Hospitals between January and December 
2023. Patients were categorized into DOAC users and non-users. Data collect-
ed included demographics, presenting symptoms, endoscopic diagnoses, 
therapeutic interventions, length of hospital stay, and short-term mortality. 
Comparative analyses were performed to identify differences between the two 
groups.
Results  A total of 649 patients were included, of whom 98 (15.1 %) were tak-
ing DOACs (Apixaban n = 52, Edoxaban n = 27, Rivaroxaban n = 19) and 551 
(84.9 %) were not. DOAC users were significantly older than non-DOAC patients, 
with a mean age of 75.0 years (95 % CI 72.4–77.6) compared with 55.9 years 
(95 % CI 54.3–57.5; p < 0.001). The principal indications for DOAC therapy were 
atrial fibrillation (n = 69, 70.4 %) and thrombotic disease (n = 29, 29.6 %). Mele-
na at presentation was reported in 43/98 (43.9 %) of DOAC users compared 
with 198/551 (35.9 %) non-DOAC patients. Common endoscopic findings in 
DOAC versus non-DOAC patients included oesophagitis (17/98, 17.3 % vs 
84/551, 15.2 %), gastric ulcers (11/98, 11.2 % vs 40/551, 7.3 %), duodenal ulcers 
(5/98, 5.1 % vs 43/551, 7.8 %), and varices (4/98, 4.1 % vs 66/551, 12.0 %); how-
ever, these differences did not reach statistical significance (all p > 0.05). Ther-
apeutic endoscopic procedures were less commonly performed in DOAC users 
compared with non-DOAC patients (8/98, 8.2 % vs 61/551, 11.1 %). (p = 0.48). 
Interventions in the DOAC group included injection therapy (n = 3), clips (n = 2), 
EMR for a bleeding polyp (n = 1), Bentonite haemostatic agent (n = 1), and oth-
er modalities (n = 3), whereas the non-DOAC group underwent APC (n = 2), band 
ligation (n = 19), injection therapy (n = 19), clips (n = 22), EMR (n = 3), heater 
probe (n = 5), Bentonite haemostatic agent (n = 3), and other treatments (n = 7). 
Length of hospital stay was significantly longer among DOAC users (6.0 vs 3.6 
days; p = 0.009). One death within 10 days of admission occurred in the DOAC 
group.
Conclusions  Patients presenting with UGIB while on DOAC therapy were old-
er, underwent fewer therapeutic endoscopic interventions, and experienced 
longer hospital admissions compared with non-anticoagulated patients. Al-
though endoscopic findings were similar, the extended hospital stay highlights 
the added complexity of managing anticoagulated patients. These findings 
emphasize the need for tailored management pathways and resource planning 
to optimize outcomes in this growing patient population.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The timing of feeding after Upper Gastrointestinal (UGI) endoscopic 
therapies remains variable in the clinical setting. Delayed feeding is tradition-
ally practiced to reduce perceived bleeding risk however may lead to unneces-
sary prolonged fasting, recovery and hospital stay. The most recent meta-anal-
yses examined the timing of feeding after UGI endoscopic therapies; with one 
focusing on therapies done for UGI bleeding alone and the other focused on 
feeding after UGI endoscopic therapy in general. This meta-analysis aims to 
make an updated comparison of outcomes of early versus delayed feeding 
following UGI endoscopic procedures across variceal, non-variceal, and com-
bined populations; including the latest randomized controlled trials available 
and excluding studies with no endoscopic therapy done [1–10].
Methods  A systematic literature search identified 10 randomized controlled 
trials (RCTs) comparing early and delayed feeding after UGI endoscopic thera-
py (e.g. Endoscopic Variceal Ligation, Endoscopic Submucosal Dissection, Scle-
rotherapy, Endoscopic Injection with Adrenaline, Argon Plasma Coagulation, 
Thermal coagulation). Early feeding was defined as introduction of standard 
diet within 24 hours after an UGI endoscopic therapy, while delayed feeding 
was after 24 hours. Outcomes included early and delayed rebleeding, total 
rebleeding, mortality, and duration of hospital stay. Using a Mantel–Haenszel 
random-effects model, pooled risk ratios (RR) were calculated for binary out-
comes and standardized mean differences (SMD) for continuous outcomes. 
Heterogeneity was assessed using I² statistic and subgroup analyses were con-
ducted for variceal and non-variceal procedures to explore differences of out-
comes amongst different patient populations.
Results  Across the 10 RCTs, early feeding did not significantly increase total 
rebleeding compared with delayed feeding in the combined cohort (RR = 1.20; 
95 % CI 0.74–1.93; p = 0.47), and showed no observed heterogeneity (I² = 0 %). 
Subgroup analyses showed no significant difference in total rebleeding for 
variceal (RR = 1.08; 95 % CI 0.53–2.22; p = 0.83) or non-variceal procedures 
(RR = 1.30; 95 % CI 0.68–2.48; p = 0.43), both with low heterogeneity. Mortal-
ity outcomes were similarly comparable between early and delayed feeding 
groups (RR = 0.73; 95 % CI 0.31–1.70; p = 0.47; I² = 0 %). Early feeding signifi-
cantly reduced hospital stay (SMD =  − 0.76; 95 % CI − 1.19 to − 0.32; p = 0.0006) 
though heterogeneity was substantial (I² = 88 %).
Conclusions  Early feeding after UGI endoscopic therapy appears safe without 
increased risk of rebleeding or mortality and is associated with shorter hospi-
talization. These findings support reconsidering prolonged fasting protocols 
post-endoscopy while highlighting the need for standardized RCTs to refine 
optimal feeding timing.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Advances in endoscopic equipment and increased interest among en-
doscopists have led to higher detection rates of superficial pharyngeal cancer, 
with a concomitant rise in endoscopic treatments. Since early-stage treatment 
has been shown to improve overall survival, the current focus has shifted toward 
achieving safer therapeutic procedures. With recent improvements in image 
quality, ultrathin endoscopes are increasingly being utilized for therapeutic 
purposes. Based on our experience using ultrathin endoscopes for superficial 
pharyngeal cancer, we evaluated the efficacy and safety of this approach.
Methods  We retrospectively analyzed 75 patients with 123 lesions who un-
derwent endoscopic submucosal dissection (ESD) using an ultrathin endoscope 
for superficial pharyngeal cancer at our institution between June 2021 and 
October 2025. The control group consisted of 64 patients with 85 lesions treat-
ed with ESD using a standard-diameter endoscope during the same period. The 
ultrathin endoscope used was the GIF-1200N (Olympus), while the control 
group was treated using the GIF-260J or GIF-290T (Olympus). With the ultrathin 
endoscope, ESD was performed without the use of hemostatic forceps or a 
waterjet function. After tumor resection, the endoscope was exchanged for a 
standard one, and hemostatic forceps were used for hemostasis. Procedure 
time, en bloc resection rate, R0 resection rate, local injection volume, lesion 
size, resected specimen size, and postoperative complications were retrospec-
tively compared between the two groups.
Results  In the ultrathin and control groups, the mean age was 73 and 70 years, 
respectively; the proportion of male patients was 92 % vs 89 %; and the propor-
tion with a history of prior esophageal cancer treatment was 85.3 % vs 87.5 %. 
Lesions were located in the hypopharynx (91 vs 53) and oropharynx (32 vs 32). 
The procedure time was 33.4 vs 32.8 minutes, lesion size was 15.7 vs 18.5 mm, 

and resected specimen size was 28.8 vs 29.6 mm. The en bloc resection rate 
was 99.2 % vs 100 %, while the R0 resection rate was 83.7 % vs 77.6 %. The local 
injection volume was significantly lower in the ultrathin group (3.2 vs 6.4 mL). 
Postoperative complications included pneumonia and hemorrhage (pneumo-
nia 4 cases and hemorrhage 1 case vs pneumonia 2 cases), all of which resolved 
with conservative management. Significant differences were observed in lesion 
size and local injection volume. In seven cases (6 %), the procedure was con-
verted from an ultrathin to a standard endoscope due to difficulty in maintain-
ing adequate visualization.
Conclusions  Although this study has limitations, including potential selection 
bias, ESD using an ultrathin endoscope demonstrated therapeutic efficacy and 
safety comparable to those of standard endoscopes. A key advantage of the 
ultrathin endoscope is its ability to allow early entry into the submucosal layer, 
facilitating dissection. However, in 6 % of cases, conversion to a standard en-
doscope was necessary due to impaired visualization, highlighting the need for 
further technical improvements.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Introduction:  Unilateral aldosterone-producing adenoma (APA) represents a 
potentially curable cause of hypertension through laparoscopic adrenalectomy. 
However, surgical intervention may not be suitable for all patients, particular-
ly those with significant comorbidities or a preference for less invasive manage-
ment. Endoscopic ultrasound (US)-guided trans-gastric (TG) radiofrequency 
ablation (RFA) offers a minimally invasive alternative to treat left-sided APAs 
which are in closed proximity with the stomach. This new approach was suc-
cessfully performed in our centre [1].
Case report:  A 35-year-old woman with a history of familial adenomatous 
polyposis syndrome and previous total colectomy was referred for assessment 
of hypertension associated with severe hypokalaemia at 2.14 mmol/L. Bio-
chemical evaluation confirmed primary aldosteronism with high plasma aldos-
terone (47.1ng/dL; nl < 14), suppressed renin concentration (0.8mU/L; nl > 4.0) 
and a high aldosterone-to-renin ratio of 58.9 (nl < 2.4). Abdominal CT-scan 
imaging showed bilateral adrenal nodules (left: 23 x 16 mm and right: 17 x 12 
mm), both evoking benign adenomas. Adrenal vein sampling showed a clear 
lateralization ratio (10.0) of aldosterone secretion from the left side. As the 
patient expressed a clear desire for a minimally invasive curative treatment with 
preservation of left adrenal tissue, endoscopic US-TG-RFA was considered after 
informed consent. After a medical preparation with spironolactone 50 mg/day 
and an alpha-blocker (terazosin 2.5 mg twice daily for 2 weeks), the left adrenal 
nodule could be successfully ablated under light general anaesthesia, using a 
10 mm STARMed needle (Taewoong Medical, Seoul, South Korea) and gener-
ator set at 30 W.
Follow-up:  No immediate complication was noted after the procedure and 
blood pressure and heart rate remained normal. Complete clinical remission 
of hypertension was achieved within one week, allowing discontinuation of 
spironolactone. After five month, the patient’s blood pressure remained con-
sistently below 104/84 mmHg without medication, and CT scan imaging 
showed a reduction size of the left adrenal lesion with focal areas of necrosis 
but no evidence of delayed complication. Biochemical cure of APA was con-
firmed by normalization of potassium (3.82mmol/L), aldosterone (8.2ng/dL) 
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and renin serum concentrations (1.1mU/L), consistent with residual primary 
hyperaldosteronism.
Conclusion:  Endoscopic ultrasound-guided trans-gastric RFA is an effective 
and safe, minimally invasive, adrenal-sparing alternative to surgery for patients 
with unilateral left-sided APA.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Esophageal endoscopic submucosal dissection (ESD) involv-
ing > 75 % of the circumference is associated with refractory stricture in > 70–
90 % of cases. Extensive circumferential resections progress to refractory stric-
tures that are challenging to manage. This adverse event severely impairs 
quality of life and limits ESD indications for superficial squamous cell carcinoma. 
The prophylactic, topical, and oral administration of corticosteroids has par-
tially addressed this problem. Several other prophylactic therapies have been 
proposed, and recently, autologous and allogenic adipose tissue-derived stro-
mal cells (ADSC) injection has emerged from animal trials. The advantages of 
ADSC are their paracrine activity, promoting local immunomodulation, cell 
recruitment and neovascularization, their ability to differentiate into mesen-
chymal and non-mesenchymal lineage, and modulation of keratinocyte-fibro-
blast interaction, reducing excessive fibrosis development [1–8].
Innovation  We report a novel prophylactic strategy using immediate injection 
of mechanically processed autologous adipose-derived stromal cells (ADSCs) 
directly into the post-ESD ulcer bed. A 71 male-patient, diagnosed with super-
ficial esophageal squamous cell carcinoma (SCC), occupying 80 % of luminal 
circumference. He was referred to our center for treatment and underwent a 
90 % of esophageal circumference, 8 cm-long ESD. Once ESD was finished, the 
plastic surgeon made a bilateral inguinal liposuction using two 10mL syringes. 
The content was decanted for ten minutes, and then the liquid part of the 
material was discarded. Afterwards, the fat was washed with fisiologic solution, 
transferred to 5mL syringes, coupled with a transfer connector, already coupled 
with and empty 5mL syringe. The material was transferred 10 times for adipose 
tissue progressive fractioning, until a final product was obtained. This product 
was then injected onto the ESD resection bed, as homogeneously as possible, 
through a 5Fr catheter. Oral prednisolone (30 mg/day with 8-week tapering) 
was also administered as an adjunct per institutional protocol.

Results  Pathology revealed early squamous cell carcinoma, invading the lam-
ina propria (pT1a – M2), without angiolymphatic or perineural invasion, with 
free margins. Serial endoscopies at 2, 3, 4, 5, 6, 8 and 12 weeks showed pro-
gressive healing with fibrin coverage and tissue retraction, but no luminal nar-
rowing. At week 8, the ulcer was completely healed with only cicatricial retrac-
tion; a standard 9.8 mm gastroscope passed without resistance. The patient 
developed transitory dysphagia, that completely resolved six weeks afterwards, 
and needed diet adaptation throughout this period. In none of the endoscopies 
narrowing of the lumen was observed, and there was no need of endoscopic 
dilatation. A new endoscopy was performed twelve weeks after the procedure, 
revealing the same aspect described on the eighth week. The patient remains 
clinically well, without dysphagia or weight loss, until now, five months after 
the procedure.
Conclusions  This first experience suggests the feasibility and promising effi-
cacy of immediate autologous ADSC injection for preventing refractory stric-
ture after high-risk oesophageal ESD, with rapid processing and no added ad-
verse events. This strategy may improve extensive esophageal resections 
prognosis and consequently bring a new perspective for patient’s quality of 
life. However, this is an initial pilot study, probably the pioneer of this therapy 
in humans, and further multicentre trials are essential to establish its role in 
extensive circumferential ESD.
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/3488a9a6-98a8-40f5-a60c-02d6d337caf5/Uploads/19990_
Final_version %20autologous %20cells %20injection.mp4
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Abstract Text
An 84-year-old male, previously treated with subtotal gastrectomy for gastric 
adenocarcinoma, presented 10 years later with Siewert type II cardial carcino-
ma detected on follow-up OGD. He underwent total gastrectomy with Roux-
en-Y esophagojejunal mediastinal anastomosis. Postoperatively, septic shock, 
anastomotic leak, periesophageal collection, and pleural effusion occurred. 
Endoscopy confirmed leak communicating with mediastinal abscess and pleu-
ral cavity, demonstrated by methylene blue. Eight sessions of endoscopic VAC 
therapy were performed. During the first six, the sponge was placed intracav-
itary, achieving granulation and cavity reduction with clinical improvement. In 
the last two, it was positioned intraluminally adjacent to the leak. Endoscopic 
and radiological studies confirmed closure. The patient resumed oral intake 
and was discharged to a rehabilitation facility.
Video   http://data.process.y-congress.com/ScientificProcess/Data// 
106/660/1670/bb322f1d-4bfb-4479-972e-277639f57ed8/Uploads/19978_
VAC_video %20def %202.mp4
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Aims  Portal hypertension is defined as an increase in pressure within the por-
tal venous system caused by an obstruction located at the suprahepatic, intra-
hepatic, or infrahepatic level. In our setting, intrahepatic portal hypertension 
is predominant, mainly due to post-viral cirrhosis. The objective was to deter-
mine whether intrahepatic block and cirrhosis remain the predominant causes 
of portal hypertension, or whether other etiologies should be considered, and 
to highlight the key role of endoscopy in the diagnosis and management of 
related complications.
Methods  This is a monocentric retrospective and prospective study conduct-
ed over a 36-month period, from February 2022 to February 2025. All patients 
presenting with portal hypertension were included and underwent clinical 
evaluation, as well as biological, radiological, and endoscopic assessments.
Results  Among the 192 patients included, the mean age was 60.2 years (range: 
15–97 years). The study population consisted of 100 men (52 %) and 92 wom-
en (48 %), with a male-to-female ratio of 1.1.Clinically, upper gastrointestinal 
bleeding was the initial presenting symptom in 49.8 % of cases. Physical exam-
ination revealed an abnormal liver in 46 % of patients, ascites in 25.5 %, spleno-
megaly in 24.7 %, collateral venous circulation in 15.3 %, jaundice in 9.3 %, and 
hepatic encephalopathy in 6.8 %.
Endoscopic evaluation showed that 93 % of patients had portal hypertension–
related lesions. Esophageal varices were grade III in 49 %, grade II in 29 %, and 
grade I in 14 %. Gastro-esophageal varices (GOV) were observed in 37 %, isolat-
ed gastric varices (IGV) in 10 %, ectopic varices in 3 %, and signs of portal hyper-
tensive gastropathy in 52 %. Red wale signs were present in 45 % of patients.
Regarding therapeutic management, 56 % of patients underwent esophageal 
variceal ligation, with a mean of 2.6 sessions per patient. Biological glue injec-
tion was performed in 6 % of cases, and argon plasma coagulation in 3 %. So-
matostatin was administered in 13 % of patients, and 82 % were treated with 
beta-blockers.
Among the etiologies of intrahepatic portal hypertension, hepatic cirrhosis 
accounted for 65.6 % (n = 126). The underlying causes were: hepatitis C virus–
related cirrhosis in 20.8 % (n = 41), hepatitis B virus–related cirrhosis in 7.3 % 
(n = 14), cirrhosis of indeterminate origin in 29 % (n = 15), alcoholic cirrhosis in 
8.9 % (n = 17), primary biliary cholangitis in 7.8 % (n = 15), primary sclerosing 
cholangitis in 2 % (n = 4), and autoimmune hepatitis in 3.6 % (n = 7).Non-cirrhot-
ic intrahepatic causes included porto-sinusoidal vascular disorders (PSVD) in 

17.7 % (n = 34) and portal system compressions in 2.6 % (n = 5), due to compres-
sive metastases, hepatic cysts, or giant hepatic hemangioma.Portal vein throm-
bosis etiologies included thrombophilia (1.6 %), malignant hematologic disor-
ders (1.6 %), tumoral invasion of the portal vein trunk (1 %), and idiopathic 
portal cavernoma (4.1 %). Etiologies of Budd–Chiari syndrome included celiac 
disease in 1 % (n = 2) and hyperhomocysteinemia in 0.5 % (n = 1). The cause 
remained unidentified in 2.6 % of cases (n = 5)
Conclusions  Cirrhosis remains the leading cause of portal hypertension in our 
population, although non-cirrhotic etiologies such as PSVD, portal vein throm-
bosis, and Budd–Chiari syndrome are also significant. The high prevalence of 
endoscopic lesions confirms the central role of endoscopy in both diagnosis 
and management of complications. A systematic etiological assessment re-
mains essential to guide appropriate care.
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Aims  Esophageal diverticulum is a rare condition, that is most commonly as-
sociated with esophageal motility disorders. The epiphrenic diverticulum typ-
ically originates in the distal esophagus, 4-8cm above the cardia and develops 
in consequence of increased intraluminal pressure. Its estimated yearly inci-
dence is 1:500,000. In the past a surgical treatment was used to remove the 
diverticulum, but it had 15 % morbidity and 3 % mortality rates. Nowadays, the 
endoscopic treatment does not remove the diverticular sac, but it copes with 
the symptoms and has nominal adverse events [1–4].
Methods  We present five cases of esophageal diverticula in four patients aged 
43 to 71. The procedures were performed from 2020 to 2025. All of the patients 
had symptoms of dysphagia, vomiting of unprocessed foods, chest pains and 
reduction in weight, with duration up to 2 years. The diverticula were diag-
nosed, either with endoscopy, or with upper gastrointestinal series with con-
trast. One of the patients had two epiphrenic diverticula one above the other. 
The median size of the diverticula was 5.19 cm (4-7cm range) in height. Three 
of the four patients had achalasia as a concomitant disease.
The procedures were performed with the patients placed under general anes-
thesia in supine position. The endoscopes used had distal attachments placed. 
After the localization of the diverticula, a solution of Gelofusine and Indigo 
carmine was introduced in the submucosal space 2 to 3 cm superiorly to the 
proximal end of the diverticula. Initial mucosal incisions were created. Dissec-
tions of both sides of the distal end of the diverticula were performed. From that 
point to two centimeters distal of the gastroesophageal junction submucosal 
tunnels were created. The tunneling was done with utmost care as not to damage 
the mucosa or the adventitia. Myotomy of the distal septum and myotomy of the 
muscle layer in the esophagus and up to 2cm below the gastroesophageal junction 
was performed. The initial incisions were closed using 3 to 5 hemostatic clips. 
Carbon dioxide insufflation was used during all of the procedures.
Results  The diverticular peroral endoscopic myotomy (D-POEM) significantly 
relieved the symptoms of the patients and the quantity of the retained food 
and liquids in the diverticular sacs. The adverse events of the procedures were 
subcutaneous emphysema and retrosternal pain that faded within three days.
Conclusions  D-POEM is a safe and effective procedure, that results in symp-
tomatic improvement of the patients with epiphrenic diverticula, especially in 
those cases, where it is combined with achalasia.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Difficult ERCP Cannulation: A Multivariable Model for 
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Aims  Difficult cannulation during endoscopic retrograde cholangiopancrea-
tography (ERCP) is a major determinant of complications, creating a clinical 
need for accurate pre-procedural risk stratification. This study aimed to iden-
tify MRI-based anatomical predictors of difficult ERCP cannulation, develop a 
predictive model for procedural difficulty, and support tailored prophylactic 
strategies for each level of difficulty [1, 2].
Methods  A total of 121 patients who underwent contrast-enhanced MRI fol-
lowed by ERCP at Hôtel-Dieu de France, Beirut, Lebanon, were included. Difficult 
cannulation was defined according to the criteria recommended in the ESGE 
Clinical Guideline on papillary cannulation and sphincterotomy techniques, 
requiring ≥ 1 of the following: more than five contacts with the papilla, cannu-
lation time > 5 minutes, or more than one unintended pancreatic duct cannu-
lation or opacification. MRI-derived parameters included distal common bile 
duct (CBD) diameter, choledochoduodenal (CD) angle, and periampullary di-
verticulum (PAD) size. Variables and patients with excessive missingness were 
excluded, and multiple imputation was applied. Associations between anatom-
ical features and ERCP difficulty were evaluated using univariable and multivar-
iable logistic regression with LASSO regularization. ROC curves were used to 
determine optimal cutoff values.
Results  A smaller distal CBD diameter was consistently associated with higher 
odds of difficult ERCP and remained an independent predictor across all mod-
els (OR = 0.872; 95 % CI: 0.802–0.945; p < 0.001). A narrower CD angle was also 
significantly associated with difficult cannulation, mainly due to its strong as-
sociation with unintended pancreatic duct cannulation or opacification 
(OR = 0.968; 95 % CI: 0.950–0.985; p < 0.001). PAD size was not significantly 
associated (p > 0.4). ROC analysis identified a CBD diameter < 5.5 mm as the 
optimal cutoff for predicting overall difficulty (AUC = 0.61; sensitivity 66.7 %, 

specificity 52.2 %). For predicting unintended pancreatic cannulations specifi-
cally, a CD angle < 32.5 ° showed high specificity (89.9 %) with an AUC of 0.65.
Conclusions  MRI-derived anatomical metrics, particularly distal CBD diameter 
and CD angle, serve as meaningful predictors of ERCP cannulation difficulty. 
These results align with previous findings by Lee et al., while highlighting the 
potential advantage of MRI’s superior soft-tissue contrast for pre-procedural 
risk assessment. Integrating MRI-based predictors into clinical workflows may 
enhance risk stratification and support more individualized prophylactic strat-
egies ahead of ERCP.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
The authors report the case of an 89-year-old male with several comorbidities, 
including an invasive periampullary adenocarcinoma and a large hiatal hernia. 
Due to obstructive jaundice the patient underwent ERCP with self-expandable 
metal stent (SEMS) placement for palliative biliary drainage. Eight months lat-
er, ERCP was repeated due to stent dysfunction and biliary drainage success-
fully re-established using a stent-in-stent approach to restore patency.
Ten months later the patient presented with acute cholangitis. CT imaging 
showed biliary stents in situ with dense endoluminal content and upstream 
biliary dilation without pneumobilia. Worsening of the hiatal hernia with com-
plete intrathoracic gastric displacement with organo-axial volvulus was also 
noted. Antibiotics were started and a third ERCP was scheduled.
During the procedure, advancement of the duodenoscope was significantly 
hindered due to entrapment and looping within the herniated stomach. After 
multiple attempts, the scope could carefully progress into the duodenal bulb, 
but the second portion of the duodenum could not be reached. A 0.035´´guide-
wire was passed into the proximal jejunum and a 20mm through-the-scope 
balloon was introduced over-the-wire. The balloon was inflated in the lumen 
of the fourth duodenal portion, anchoring the scope. Pulling the balloon cath-
eter with moderate traction, the duodenoscope was straightened and could 
advance reaching the major papilla in a stable short position. Biliary cannulation 
was performed and cholangiography confirmed two metal stents with tumor-
al ingrowth and upstream biliary dilation. Abundant biliary sludge was removed 
using an extraction balloon and an uncovered SEMS (100x10mm) was placed 
in a stent-in-stent position achieving effective drainage. The patient was later 
discharged asymptomatic.
Altered gastrointestinal anatomy causes significant technical challenges in 
ERCP, requiring tailored endoscopic strategies to achieve biliary access. This 
case highlights the efficacy and safety of a balloon anchor and traction tech-
nique in overcoming duodenoscope advancement difficulty posed by a large 
hiatal hernia.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Pancreatic well-differentiated non-metastatic neuroendocrine tumors 
(PanNET) are rare neoplasms and often detected incidentally. Parenchy-
ma-sparing surgery may be considered as first-line therapeutic approach; how-
ever, morbidity and the potential survival benefit must be carefully weighed. 
EUS-guided Radio Frequency Ablation (EUS-RFA) is a promising organ preserv-
ing endoscopic technique that can be performed in an outpatient setting and 
has the potential to serve as an alternative to surgery. We aimed to evaluate 
the safety and efficacy of pancreatic EUS-RFA.
Methods  We retrospectively reviewed all consecutive patients with solid pan-
creatic neoplasms who were scheduled to undergo EUS-RFA between 2020 and 
2023 at a single tertiary center. Indications, procedural characteristics, adverse 
events and clinical outcomes were recorded. Safety outcomes were analyzed 
for all included patients. Clinical outcomes were assessed in all patients with 
somatostatin receptor-positive PanNETs, who completed one year of follow-up 
with both EUS/MRI and 68Ga-Dotatate PET-CT. Serious adverse events were 
defined as those classified as AGREE grade ≥ 3 (requiring surgical, endoscopic 
or radiological intervention). Radiological response was evaluated by MRI and 
categorized as complete (no residual lesion), partial ( > 75 % volume reduction) 
or no response ( < 75 % reduction) at 9 months of follow-up. Nuclear imaging 
complete response rate was defined as the absence of 68Ga-Dotatate uptake at 
1-year of follow-up.
Results  A total of 23 patients were scheduled for EUS-RFA; in 2 cases the pro-
cedure was deemed not feasible due to the lesion’s close proximity ( < 1 mm) 
to the pancreatic duct or a vessel. Adverse events consisted of one (5 %) intrap-
rocedural bleed that resolved spontaneously, and mild pancreatitis occurred 
in 5 patients (24 %). No serious adverse events occurred. Sixteen patients had 
SSTR-positive PanNETs, of whom 14 completed full follow-up. Their median 
age was 67 years (IQR 64-77), and 9 patients (64 %) were male. The median 
tumor diameter was 15 mm (IQR 11-18). Patients underwent a median of one 
RFA procedure (IQR 1-1) with a median of 3 ablations (IQR 3-4) per session. 
Radiological response was complete in 86 % (12/14), partial in 7 % (1/14) and 
absent in 7 % (1/14). Patients with incomplete radiological response had PanNET 
located in uncinate process. A total of 8 patients (57 %) demonstrated complete 
response on nuclear imaging.
Conclusions  Pancreatic EUS-RFA demonstrated an acceptable safety profile. 
More than 8 out of 10 patients with SSTR-positive PanNETs achieved complete 
radiological response, while almost 6 out of 10 patients achieved complete 
response on nuclear imaging following a single EUS-RFA session. In selected 
patients, EUS-RFA represent a feasible therapeutic alternative to pancreatic 
surgery.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To describe the clinical characteristics, primary tumor sites, endosono-
graphic features, and diagnostic performance of endoscopic ultrasound-guid-
ed tissue acquisition (EUS-TA) in patients with confirmed pancreatic metastases 
evaluated over a 12-year period in a tertiary oncology center in Brazil.
Methods  Retrospective observational study including all consecutive patients 
with histologically or clinically confirmed pancreatic metastases who under-
went EUS-guided fine-needle aspiration or biopsy between April 2013 and 
February 2025. Data collected from electronic medical records comprised 
demographics, primary tumor origin, lesion size and pancreatic location, and 
final histopathological/immunohistochemical diagnosis. Diagnostic accuracy 
was calculated using definitive histology of the pancreatic lesion or unequivo-
cal clinical/imaging progression of known metastatic disease in other organs 
as the reference standard [1–4].
Results  Among 433 patients who underwent 491 pancreatic EUS-TA proce-
dures during the study period, 21 procedures (4.8 %) in 20 patients were con-
firmed as pancreatic metastases. Patients were predominantly female (80 %) 
with a median age of 65 years (IQR 60–70). Mean lesion size was 30.2 mm 
(range 8–76 mm; median 30 mm). Lesions were located in the pancreatic head 
in 47.6 %, body 33.3 %, tail 14.3 %, uncinate process 4.8 %, and neck 28.6 % 
(some lesions involving more than one segment).
The most frequent primary tumors were colorectal adenocarcinoma (23.8 %), 
breast carcinoma (23.8 %), melanoma (14.3 %), renal cell carcinoma (14.3 %), ovar-
ian carcinoma (9.5 %), lung carcinoma (9.5 %), and thyroid carcinoma (4.8 %).
EUS-TA yielded 18 true-positive diagnoses (85.7 %) and 3 false-negative results 
(14.3 %), with no false positives, resulting in an overall diagnostic accuracy of 
85.7 % (95 % CI 64.9–95.4 %). Immunohistochemical studies were crucial for 
lineage confirmation in all true-positive cases.
Conclusions  Pancreatic metastases are uncommon (4.8 % of all pancreatic 
EUS-TA procedures in a high-volume oncology center). Although the literature 
classically describes pancreatic metastases as predominantly originating from 
renal cell carcinoma and melanoma, in this 12-year Latin-American cohort 
colorectal and breast primaries were jointly the most frequent origins (each 
23.8 %), highlighting potential regional differences in referral patterns and on-
cological epidemiology. Lesions are typically solitary, average 3 cm in diameter, 
and predominate in the pancreatic head.
In this 12-year cohort, EUS-guided tissue acquisition achieved a diagnostic 
accuracy of 85.7 %, driven largely by the systematic application of immunohis-
tochemical panels that allowed precise diagnosis. Accurate distinction between 
primary pancreatic adenocarcinoma and metastatic disease carries major ther-
apeutic and prognostic implications. Therefore, EUS-TA with adequate sampling 
and routine immunohistochemical work-up remains the cornerstone for correct 
diagnosis and appropriate oncological management in patients with suspect-
ed pancreatic metastases. These data reinforce the importance of maintaining 
a high index of suspicion for secondary pancreatic involvement in oncology 
patients and support EUS-TA as the diagnostic modality of choice in this setting.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1268V  Complete closure of a duodenal fistula 
after a tumor resection, with X-Tack suture system
Authors  Martinez Escapa V1, Martí Romero L1, Oviedo Bravo M1, 
Pla Cortina C1, Barbera Martinez T1

Institute  1  Hospital Arnau de Vilanova, València, Spain
DOI  10.1055/s-0046-1822595
Abstract Text
We present a case of a 69-year-old man with anemia and weight loss. The 
gastroscopy revealed a 20 mm Gastrointestinal Stromal Tumor (GIST) in the 
posterior duodenum, confirmed by computed tomography (CT). Resection of 
the third portion of the duodenum with latero-lateral anastomosis was per-
formed. After septic shock, a CT scan showed free fluid and pneumoperitone-
um, suggestive of suture failure. A radiological drainage was placed. A gastros-
copy confirmed dehiscence in the staple suture line and a xtack suture was used 
for repairing the leak, checking the complete seal with contrast. One month 
later, follow-up CT and gastroscopy showed a decrease in the collection, with 
no extravasation or leakage, and the XTack correctly positioned. After the re-
moval of the drainage, the patient was discharged, asymptomatic and with oral 
tolerance [1, 2].
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/660/ 
1670/11747526-c0b1-478b-a327-a256f8913ce8/Uploads/19978_xtackgist_
duodeno %20v3.mp4
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1269  Management approaches and clinical 
outcomes of capsule-diagnosed small-bowel angiod-
ysplasias in the absence of device-assisted enteros-
copy: a retrospective descriptive cohort study
Authors  Tsakou A1, Lazaridis N1, Arvanitakis K1, Tsiamitros S1, 
Germanidis G1
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Aims  Gastrointestinal angiodysplasias are acquired vascular malformations of 
the gastrointestinal mucosa and submucosa and constitute a major cause of 
suspected small-bowel bleeding (SSBB) and iron-deficiency anemia (IDA). 
Small-bowel capsule endoscopy (SBCE) is the primary diagnostic tool. Standard 
management includes iron replacement therapy (IRT), transfusion support, 
and optimization of anticoagulation or antiplatelet therapy. Device-assisted 

enteroscopy (DAE), although recommended for endoscopic thermocoagula-
tion, shows high rebleeding rates and is available only in a small number of 
referral centers in Greece, limiting its feasibility in routine care. Long-acting 
somatostatin analogues (SSA) represent an alternative therapeutic option for 
recurrent or refractory bleeding. The aim of this study was to evaluate the 
characteristics, management patterns, and 12-month clinical outcomes of 
patients with capsule-diagnosed small-bowel angiodysplasias in a real-world 
setting without readily accessible DAE [1].
Methods  We conducted a retrospective descriptive cohort study including 26 
patients with SBCE-confirmed small-bowel angiodysplasias. Demographic char-
acteristics, comorbidities, medication history, indication for SBCE, duration of 
symptoms, prior treatments, SBCE findings, therapeutic interventions, and 
12-month outcomes were recorded and analyzed descriptively.
Results  The median age of the cohort was 69.5 years (IQR 63–79), and 50 % 
were male. IDA was the indication for SBCE in 14/26 patients, while 50 % un-
derwent SBCE during hospitalization. Ischemic heart disease was the most 
common comorbidity, and 30.8 % were receiving single antiplatelet therapy. 
SBCE revealed active bleeding in 7/26 patients, multiple angiodysplasias in 
57.7 %, and exclusive small-bowel involvement in 76.9 %. Patients with IDA were 
younger and predominantly outpatients. In this group, 42.9 % received IRT and 
78.6 % were managed with supportive therapy. At 12-month follow-up, 28.6 % 
required no further treatment, while 42.9 % remained on IRT. Among patients 
with SSBB, 50 % received supportive therapy, 41.7 % were treated with long-act-
ing SSA, and one required emergent transarterial embolization. At follow-up, 
33.3 % required no additional therapy, 25 % remained on IRT, two patients re-
ceived SSA as bridge therapy to valvular replacement, and two continued 
long-acting SSA long-term.
Conclusions  In healthcare settings where device-assisted enteroscopy is not 
readily available, management of small-bowel angiodysplasias relies primarily 
on supportive measures, iron supplementation, transfusion support, optimi-
zation of antithrombotic therapy, and selective use of long-acting SSA. In this 
real-world single-center cohort, both IDA and SSBB patients demonstrated 
meaningful clinical improvement over 12 months, with a considerable propor-
tion requiring no further intervention. Long-acting SSA appeared particularly 
beneficial in patients with recurrent bleeding and significant cardiovascular 
comorbidities, either as monotherapy or as bridging therapy until valvular re-
placement.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Becq A, Sidhu R, Goltstein L, Dray X. Recent advances in the treatment of 
refractory gastrointestinal angiodysplasia. United European Gastroenterol J 
2024; 12 (8): 1128–35
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comes of double-balloon enteroscopy at the largest 
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DOI  10.1055/s-0046-1822597
Aims  Double-balloon enteroscopy (DBE) is an essential modality for diagnos-
ing and managing small-bowel disorders, offering advantages over other in-
vestigations through direct visualisation, targeted biopsy, endotherapy and 
marking of lesions in need of further management. With rising small-bowel 
referrals and increasing case complexity, understanding real-world DBE per-
formance is key to optimising service delivery and guiding clinical pathways. 
This study aimed to describe patient characteristics, procedural indications, 
diagnostic findings and clinical outcomes of DBE performed within a large ter-
tiary small-bowel unit [1, 2].
Methods  All DBE procedures performed at the Royal Free Unit for Endoscopy 
between July 2023 and October 2025 were analyzed through a prospectively 
maintained consecutive database. Patient demographics, indications, proce-
dural parameters, diagnostic findings and clinical outcomes were recorded. 
Descriptive statistics were used to summarize the cohort.
Results  Across the study period, 359 DBE procedures were performed in 262 
patients. Median age was 64-years (IQR 51–72); 148 patients were women 
(41.2 %). The most common American Society of Anaesthesiologists (ASA) 
classification score was 2 (56.5 %), followed by ASA 3 (19.2 %); 80.5 % of the 
procedures were performed under conscious sedation with median doses of 
midazolam and fentanyl 5mg and 100mcg, respectively. The main indications 
for DBE were small-bowel bleeding/iron-deficiency anemia (49.6 %), small-bow-
el tumors or polyps (31.5 %), suspected or established Crohn’s disease (8.4 %), 
stricture dilatation (5.6 %), and foreign-body retrieval (2.8 %). Over one-third 
of patients (34.8 %) were on anticoagulant or antiplatelet therapy; surgically 
altered anatomy was present in 73 patients (20.3 %). A preceding small-bowel 
investigation—CT/MR enterography or capsule endoscopy—had been per-
formed in 90.6 % of cases. Most referrals originated from other centers or out-
patient specialty clinics (74.4 %).
The insertion route was anterograde in 72.1 % and retrograde in 27.9 %. DBE 
was completed as intended in 95.8 % cases, and a clinical impression explaining 
the patient’s presentation was achieved in 96.4 %. Small-bowel lesions were 
detected in 79.4 % of procedures, and therapeutic intervention was required 
in 60.2 %, with a high technical success rate (98.6 %). Repeat DBE was required 
in 19.5 % of cases. A total of 13.4 % of patients required subsequent enterosco-
py via the alternative route, and among these, pan-enteroscopy was achieved 
in 33.3 %. Overall pan-enteroscopy was achieved in 9.2 % of all procedures. The 
overall complication rate was 0.8 % (3/359). Trainee involvement occurred in 
92.8 % of procedures.
Conclusions  This two-year cohort demonstrates that DBE is employed across 
a broad clinical spectrum, with small-bowel bleeding and suspected neoplastic 
pathology representing the leading indications. Technical success and diagnos-
tic yield was high, and the vast majority of procedures resulted in a clear clinical 
impression, underscoring the role of DBE as an effective problem-solving in-
strument, particularly following capsule endoscopy or cross-sectional imaging. 
Therapeutic intervention was frequently required and was highly successful, 
while complication rates remained low. These findings highlight the central role 
of DBE within a structured, multidisciplinary small-bowel service and its sub-
stantial contribution to both diagnosis and treatment in complex small-bowel 
disease.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1271  Coexistence of Celiac Disease and Duode-
nal Crohn’s Disease in an Adolescent: A Rare Case 
Report
Authors  Saihi MA1, Alioua SA1, Khodji D1, Azzoug L1, Balamane A1
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DOI  10.1055/s-0046-1822598
Abstract Text
Celiac disease and Crohn’s disease are distinct chronic immune-mediated dis-
orders that rarely coexist, especially with duodenal involvement. We report a 
16-year-old girl with autoimmune hypothyroidism who presented with chron-
ic epigastric pain, vomiting, weight loss, and iron deficiency anemia.
Endoscopy, histology, and imaging revealed features of both celiac disease and 
Crohn’s disease affecting the duodenum, with additional ileo-rectal inflamma-
tion. HLA typing confirmed genetic susceptibility to celiac disease. Manage-
ment included a gluten-free diet, corticosteroids, nutritional support, and 
planned immunosuppressive/biologic therapy, leading to clinical improvement 
and mucosal healing.
This case highlights the importance of considering dual pathology in atypical 
or refractory presentations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1272  Efficacy of Endoscopic Mucosal Resection 
versus Endoscopic Submucosal Dissection for Super-
ficial Duodenal Lesions: A Systematic Review and 
Meta-Analysis
Authors  Nishimura T1, Khalaf K1, Yuan Y2, Li H1, Fujiyoshi Y3, Hu M4, 
Bucheeri MAGA1, Youssef M1, Teshima C1, Mosko J1, May G1, Calo N1
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hamilton, Canada; 3  University of Ottawa, Ottawa, Canada; 4  St. Michael's, 
Toronto, Canada
DOI  10.1055/s-0046-1822599
Aims  The optimal technique for superficial non-ampullary duodenal lesions 
(SDLs) is uncertain because potential gains in resection quality with ESD may 
trade off against safety. Thus, this study aimed to systematically review and 
synthesize the evidence comparing EMR and ESD techniques for efficacy and 
adverse events in this population (▶Table 1).
Methods  We searched MEDLINE and Embase (via Ovid) to July 14, 2025, for 
comparative studies. Two reviewers independently screened/extracted data 
assessed risk of bias and graded the level of certainty (GRADE). Random-effects 
models yielded risk ratios (RRs) and 95 %CIs. A prespecified subgroup analyzed 
studies where the EMR arm reported mean/median lesion diameter ≥ 20 mm.
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▶Table 1	 

Main analysis Number 
of 
studies

Study 
design

Risk of 
bias

Incon-
sistency

Indirect-
ness

Impreci-
sion

Publica-
tion bias

Number of lesions Effect Certainty

ESD EMR Rela-
tive 
(95 % 
CI)

Absolute 
(95 % CI)

Local 
recurrence

14 non-RCT not 
serious

not 
serious

not 
serious

serious None 
detected 
(Egger 
p = .700)

1457/4644 
(31.4 %)

3187/4644 
(68.6 %)

RR 
0.62 
(0.28 
to 
1.39)

261 fewer 
per 
1,000(from 
494 fewer to 
268 more)

⊕⊕○○Low

Surgical 
intervention 
for adverse 
events

17 non-RCT not 
serious

not 
serious

not 
serious

not 
serious

None 
detected 
(Egger 
p = .174)

1806/5515 
(32.7 %)

3709/5515 
(67.3 %)

RR 
9.13 
(4.18 
to 
19.94)

1,000 more 
per 
1,000(from 
1,000 more 
to 1,000 
more)

⊕⊕⊕⊕High

Endoscopic 
reintervention 
for adverse 
events

14 non-RCT not 
serious

not 
serious

not 
serious

not 
serious

None 
detected 
(Egger 
p = .186)

614/1577 
(38.9 %)

963/1577 
(61.1 %)

RR 
1.71 
(1.04 
to 
2.82)

434 more 
per 
1,000(from 
24 more to 
1,000 more)

⊕⊕⊕○Mod-
erate

Results  Twenty-four retrospective cohort studies (5,515 lesions: EMR 3,709; 
ESD 1,806) were included. ESD improved en bloc (RR 1.10, 95 % CI 1.05–1.16) and 
R0 resection (RR 1.15, 95 % CI 1.01–1.31); local recurrence did not differ (RR 0.62, 
95 % CI 0.28–1.39). Procedural risk was higher with ESD, including intraprocedur-
al perforation (RR 9.34, 95 % CI 6.03–14.45) and delayed perforation (RR 5.82, 95 % 
CI 3.09–10.96); delayed bleeding and the need for surgery or endoscopic reinter-
vention were also increased. In the ≥ 20 mm subgroup, differences diminished and 
only intraprocedural perforation remained higher (RR 3.76, 95 % CI 1.04–13.58) 
with ESD. Certainty of evidence (GRADE) was low for efficacy (en bloc, R0) and 
local recurrence, high for perforations, delayed bleeding, and surgical intervention, 
moderate for endoscopic reintervention, and low for mortality.
Conclusions  For SDLs, ESD achieves better resection quality but at greater 
significant procedural risks, particularly in smaller lesions. EMR is a reasonable 
default first-line strategy for most benign polyps, reserving ESD for lesions 
where en bloc histology would alter management and in expert centers. Clini-
cal trials, particularly with size-stratification, are needed.
Conflicts of Interest  Jeffrey D Mosko – Speaker: Boston Scientific, Pendopharm, 
Vantage, Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, 
Pentax, Fuji Christopher W Teshima – Speaker for Medtronic and Boston Scientific, 
Consultant for Boston Scientific; Gary R May – Consultant for Olympus. Speaker: Pen-
tax, Fuji and Medtronic All the authors (Tomoyuki Nishimura, Kareem Khalaf, Mohamed 
Abdulla Ghuloom Abdulla Bucheeri, Huaqi Li, Yuhong Yuan, Natalia Causada Calo) have 
no relevant financial disclosures or conflicts of interest to declare.
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Review and Meta-Analysis
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Aims  Accurate loco-regional staging is essential in the management of gastric 
cancer, guiding decisions regarding surgical resection, neoadjuvant therapy, 
and endoscopic interventions. Endoscopic ultrasound (EUS) is widely used for 
evaluating tumour depth (T stage) and regional lymph node involvement (N 
stage), but reported diagnostic performance varies across studies. This sys-
tematic review and meta-analysis aimed to synthesize evidence on the accu-
racy of EUS for staging gastric cancer.
Methods  A comprehensive literature search was performed in MEDLINE, Em-
base and Cochrane Library until May 27, 2025. We identified primary studies 
reporting the diagnostic performance of conventional EUS (linear or radial) for 
gastric cancer staging compared with histopathology as the reference standard. 
We excluded studies using miniprobe or non-conventional EUS techniques, as 
well as patients who received neoadjuvant radiochemotherapy. Pooled sensi-
tivity, specificity, PPV, NPV, accuracy, overstaging and understaging for T and 
N staging were calculated using a bivariate random-effects model. Heteroge-
neity was assessed with the I2 statistic.
Results  Nineteen studies comprising 2,982 patients were included for T-stage 
evaluation, and 15 studies comprising 1,272 patients for N-stage evaluation. 
Of the nine retrospective and ten prospective studies, most used a radial probe 
(n = 16) with only two using linear and one using both. The accuracy rate of EUS 
for overall T stage was 72 % with 14 % overstaging and 13 % understaging. For 
early gastric cancer (T1), diagnostic performance showed high specificity (0.95; 
95 % CI 0.93–0.97) but modest sensitivity (0.76; 95 % CI 0.66–0.85), with an 
accuracy of 0.89 (95 % CI 0.86–0.92), with 24 % overstaging. T2 lesions showed 
lower sensitivity (0.64; 95 % CI 0.53–0.75) and specificity (0.89; 95 % CI 0.85–
0.92), respectively, with 25 % overstaging and 8 % understaging. T3 disease had 
the highest rate of accurate T staging at 81 %, while T4 staging had the lowest 
at 57 %. For nodal disease, diagnostic performance was moderate with accura-
cy of 0.73 (95 % CI 0.67–0.78), sensitivity 0.69 (95 % CI 0.59–0.78) and speci-
ficity 0.82 (95 % CI 0.74–0.88), with overstaging and understaging of rates of 
8 % and 20 %, respectively.
Conclusions  Conventional EUS provides robust diagnostic performance for T 
staging in patients with gastric cancer. This is particularly useful to select pa-
tients with early gastric cancer who are candidates for endoscopic or surgical 
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resection. However, there remains a significant risk of overstaging, which would 
suggest the role of EUS as a tool within a multimodal staging strategy. Perfor-
mance of nodal staging is moderate, with a modest risk of missing nodal dis-
ease. These highlight the potential value of adjunctive modalities, such as 
miniprobe or contrast-enhanced EUS, or techniques such as EUS-guided 
fine-needle biopsy to enhance diagnostic yield.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
A 61-year-old woman, was found to have an incidental gastric subepithelial 
tumour (SET) on upper-GI endoscopy performed for anemia. EUS revealed a 
fusiform-shaped SET, measuring 8.2x5.7-mm, hypoechoic pattern, arising from 
the muscularis propria. Using a multi-band mucosectomy device, successful 
SET ligation was performed without resection. Deep tissue sampling was 
achieved via the SINK technique. Histopathology (DOG1 + ,CD117 + ,actin + ) 
confirmed spindle-cell GIST. Serial EUS follow-up at 6-weeks, 12-months, 2 and 
5 years demonstrated no residual or recurrent tumor. The Banding-SET tech-
nique combined with SINK for GISTs ≤ 10mm is feasible and safe offering an 
alternative therapeutic management for small SETs with malignant potential, 
with a low recurrence risk over 5-year follow-up ( BANDING-SET study: Clinical-
Trials.gov NCT03247231) [1–3].
Video   http://data.process.y-congress.com/ScientificProcess/Data
//106/660/1670/8b005ef8-f3cd-4965-ae95-569c99cb5396/Uploads/ 
19978_V %C3 %ADdeo_ESGE %20Days %202026.mp4
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Abstract Text
We report a case of a 50-year-old woman with a non-ampullary duodenal ad-
enoma treated with piecemeal EMR. She was discharged two hours after the 
procedure but returned ten hours afterward with severe upper gastrointestinal 
bleeding. Endoscopy showed active bleeding in the post-EMR defect. After 
hemostasis with a coagrasper, a limited muscularis propria injury was revealed 
which was clipped. The patient developed abdominal pain, and CT scan demon-
strated retroperitoneal air. Persistent pain and melena led to a repeat endos-
copy, which exposed a large perforation. Because of friable edges, an over-the-
scope clip (OVESCO) was deployed to grasp deeper tissue layers. Follow-up CT 
scan showed no leak. On day ten, a retroperitoneal collection was successfully 
drained. One month later the patient was asymptomatic and six-month imag-
ing was normal.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/7043502d-5574-4687-9937-737dc169de99/Uploads/19978_En-
doscopic_Salvage %20of %20a %20Complex %20Post-EMR %20Duodenal %20
Perforation.mp4
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Abstract Text
A 39-year-old woman with Lynch syndrome and a previous diagnosis of sigmoid 
colon adenocarcinoma underwent total laparoscopic colectomy with ileorectal 
anastomosis and protective ileostomy. During planning for ileostomy reversal, 
colonoscopy revealed a complete stenosis of the ileorectal anastomosis, which 
was confirmed by contrast-enhanced computed tomography using rectal con-
trast. Given these findings, endoscopic management using a Rendez-vous 
technique was proposed. A gastroscope was introduced through the ileostomy, 
revealing a fixed angulation approximately 30 cm from the stoma, which pre-
vented further advancement of the scope. At this site, a bulging area corre-
sponding to the previous anastomosis was identified. A small central incision 
was made at the presumed location of the anastomotic lumen using a mi-
cro-knife. A guidewire was advanced through the incision, followed by contrast 
injection, which delineated the pre-anastomotic ileal loop under fluoroscopic 
guidance. A hydrostatic balloon was then advanced over the guidewire through 
the newly created orifice and dilation was performed up to 15 mm. After this 
initial dilation, both afferent and efferent ileal limbs—consistent with a side-to-
end anastomosis—could be traversed endoscopically without complications. 
Two weeks later, a repeat colonoscopy performed via the anal route demon-
strated a patent anastomosis with an approximate diameter of 7 mm. A second 
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balloon dilation was performed, achieving a diameter of 18 mm. With complete 
resolution of the stenosis confirmed endoscopically, the patient was subse-
quently referred for ileostomy closure. This case illustrates the efficacy and 
safety of endoscopic recanalization for complete anastomotic obstructions, 
even in complex postoperative anatomy such as that associated with total 
colectomy for hereditary colorectal cancer syndromes. The combined use of 
the Rendez-vous approach, micro-knife incision, fluoroscopic guidance, and 
sequential balloon dilations allowed successful restoration of bowel continuity 
while avoiding surgical reintervention [1, 2].
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Aims  The occurrence and detection of metachronous colorectal tumors are 
important for determining appropriate intervals of surveillance colonoscopy 
for polyps. Clinically significant serrated polyps (CSSPs) include sessile serrated 
lesions (SSLs), traditional serrated adenomas, hyperplastic polyps (HPs) ≥ 10 
mm, and proximal HPs of 5–9 mm. CSSPs are associated with the metachronous 
large, serrated polyps, which are at risk for colorectal cancer. Meanwhile, HPs 
are subclassified in the WHO classification into microvesicular HPs (MVHPs) and 
goblet cell-rich HPs (GCHPs). MVHPs and GCHPs differ in molecular biological 
behavior, histology, and endoscopic findings, and MVHPs have been shown to 
resemble SSLs. To date, no studies have compared the metachronous tumors 
of SSLs, MVHPs, and GCHPs among CSSPs; thus, we investigated the metachro-
nous polyps.
Methods  This study was a single-center cohort study conducted at Toyoshima 
Endoscopy Clinic. We obtained data from the Toyoshima Endoscopy Clinic Da-
tabase. This study was approved by the institutional review board of the Yoyo-
gi Mental Clinic (approval no. RKK227). We evaluated patients who underwent 
their first (index) and second (surveillance) colonoscopy at the Toyoshima 
Endoscopy Clinic between April 2017 and August 2024. HPs that met the CSSP 
criteria (i.e., ≥ 10 mm or ≥ 5 mm at proximal colon) were enrolled in this study. 
We assessed the effect of detection rates of SSLs, MVHPs, and GCHPs at index 
colonoscopy on the time to detections of metachronous SSLs, MVHPs, GCHPs, 
and adenomas. Hazard ratios (HRs) were calculated to adjust for age and sex 
using Cox proportional hazards models.
Results  A total of 3174 patients (male sex, 43.6 %; mean age, 51.2 years; me-
dian surveillance period, 499 days) were enrolled. A family history of colorectal 
cancer was present in 7.56 % of patients. Detection rates of SSLs, MVHPs, 
GCHPs, and conventional adenomas were 7.69 %, 5.36 %, 0.54 %, and 56.76 %, 
respectively. The detection rate of SSLs at index colonoscopy was associated with 
the detection of metachronous SSLs (HR 6.19, odds ratio [OR] 4.51-8.50, P < 0.001), 
MVHPs (HR 6.83, OR 4.74-9.85, P < 0.001), GCHPs (HR 4.25, OR 1.73-10.46, 
P = 0.002), and conventional adenomas (HR 1.38, OR 1.11-1.70, P = 0.003). The 
detection rate of MVHPs at index colonoscopy was associated with metachronous 

SSLs (HR 5.13, OR 3.54-7.43, P < 0.001), MVHPs (HR 4.56, OR 2.92-7.12, P < 0.001), 
and conventional adenomas (HR 1.38, OR 1.10-1.75, P = 0.006). The detection rate 
of GCHPs at index colonoscopy was associated with the detection of metachronous 
GCHPs (HR 19.01, OR 4.45-81.18, P < 0.001).
Conclusions  This cohort study investigated metachronous polyp detection in 
patients with CSSPs. Detection rates of index SSLs and MVHPs were associated 
with metachronous detection of both SSLs and MVHPs. Detection of index 
GCHPs was associated with metachronous detection of GCHPs. MVHPs and 
GCHPs were mutually exclusive in metachronous detection
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Chronic inflammation predisposes patients with inflammatory bowel 
disease (IBD) to colorectal cancer. Visible dysplastic lesions without optical 
characteristics of deeply invasive cancer should be considered for endoscopic 
resection (ER). However, there is a lack of evidence regarding outcomes of ER 
in IBD-related dysplastic lesions. This study assesses the curative effectiveness 
and safety of ER for dysplastic lesions in IBD patients.
Methods  This was a retrospective observational cohort of IBD patients referred 
to the St. Michael’s Hospital, Toronto, Canada between 2012 and 2025 who 
underwent ER for management of sporadic polyps or IBD-related dysplasia. The 
primary outcome was to assess curative resection in this population, defined as; 
complete (R0) endoscopic removal of the lesion with no adverse histologic features 
(poor differentiation, lymphovascular invasion, or deep submucosal invasion) and 
no additional indications for colectomy based on background colitis.
Results  Among 60 patients with colitis-associated neoplasia, the mean age 
was 61 years (range 38–97), and 66.7 % were male. Most had ulcerative colitis 
(85.0 %; Crohn’s disease 15.0 %), with a mean disease duration of 17.8 years 
(0–35); disease type was predominantly extensive colitis (75.0 %), with smaller 
proportions of left-sided colitis (10.0 %) and Crohn’s colitis (15.0 %). Patients 
were treated with 5-ASA (58.3 %), systemic corticosteroids (5.0 %), azathioprine 
(6.7 %), infliximab (8.3 %), vedolizumab (1.7 %), adalimumab (1.7 %), metho-
trexate (1.7 %), or ustekinumab (1.7 %), (p = 0.016). Neoplasia was most com-
monly right-sided (43.3 %), followed by left-sided (31.7 %), rectal (13.3 %), and 
transverse colon lesions (11.7 %). Lesions were frequently ≥ 30 mm (43.3 % were 
30–50 mm; 6.7 % > 50 mm), with 35.0 % < 20 mm and 15.0 % 20–29 mm. Mor-
phology were 0–IIa (50.0 %), Is (11.7 %), 0–IIb (15.0 %), mixed IIa + Is (11.7 %), 
pedunculated Ip (5.0 %), subpedunculated Isp (3.3 %), and IIa + Ic (3.3 %); no 
0–IIc or 0–III lesions and Paris classification subtype differed significantly be-
tween curative and non-curative cases (p = 0.011). Almost all lesions did not 
straddle a haustral fold (98.3 %) and had no surrounding active inflammation 
(98.3 %). EMR was selected in (81.7 %) of patients, with (13.3 %) requiring hybrid 
techniques and ESD (5.0 %), without significant difference by curative status 
(p = 0.295). Overall technical success was 90.0 % and was universal in the cura-
tive cohort (100 %, p < 0.0001). En bloc resection and R0 resection were 
achieved in 25.0 % and 26.7 % of all lesions, respectively. Histopathology showed 
tubular adenoma (28.3 %), sessile serrated lesions (20.0 %), tubulovillous ade-
noma (23.3 %), hyperplastic/inflammatory polyps (18.3 %), and UCassociated 
neoplasia (10.0 %), with a significant difference in histologic distribution be-
tween groups for curative resection (p = 0.001). By Vienna classification, 46.7 % 
had low-grade dysplasia, 20.0 % high-grade dysplasia, 11.7 % indefinite dyspla-
sia, 20.0 % were negative for dysplasia, and 1.7 % had submucosal invasive car-
cinoma; the distribution differed between curative and non-curative resections 
(p = 0.024). Intra-procedural bleeding requiring endoscopic intervention oc-
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curred in 15.0 % and perforation in 1.7 %, with no delayed bleeding or perfora-
tion events. Four patients (6.7 %) ultimately underwent colectomy, including 
2 (3.8 %) with prior curative resections (p = 0.013), at a median of 13.5 months 
(range 3–16) after index polypectomy. Surveillance colonoscopy was per-
formed in 31 patients (55.4 %), at a median of 13 months (4–108) from index 
resection; recurrence at the resection site was detected in 8 patients (14.3 %).
Conclusions  Endoscopic resection of colitis-associated neoplasia can be per-
formed with high technical success, curative resection rates, and recurrence 
outcomes that are comparable to those reported for non-IBD lesions. Our data 
suggest that, in experienced hands, ER does not appear to be limited by the 
presence of colitis itself; rather, success is driven by lesion factors such as size, 
morphology, and histology. Clinically, this supports treating well-demarcated, 
endoscopically resectable lesions in IBD using standard advanced resection 
strategies, reserving colectomy for patients with high-risk histology, unresect-
able lesions, or diffuse colitis-associated dysplasia.
Conflicts of Interest  JDM – Speaker: Boston Scientific, Pendopharm, Vantage, 
Medtronic. Medical Advisory Board: Pendopharm, Boston Scientific, Janssen, 
Pentax, Fuji; GRM – Consultant for Olympus. Speaker: Pentax, Fuji and Medtron-
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to declare.

eP1279  Performance of the Limoges Bleeding 
Score in Predicting Delayed Bleeding After Colorectal 
ESD: A Retrospective Study
Authors  Rozera T1, Barbaro F1, Schepis T1, Pecere S1, Maresca R2, Blasi V1, 
Piccirilli G1, Spada C1, 3

Institutes  1  Digestive Endoscopy Unit, Fondazione Policlinico Universitario 
Agostino Gemelli IRCCS, Rome, Italy; 2  Università Cattolica del Sacro Cuore, 
Roma, Italy; 3  Center for Endoscopic Research Therapeutics and Training 
(CERTT), UCSC, Rome, Italy
DOI  10.1055/s-0046-1822606
Aims  To assess the performance of the Limoges Bleeding Score1 (LBS) in pre-
dicting delayed bleeding after colorectal ESD. The LBS has been recently devel-
oped to stratify bleeding risk after colorectal ESD, but external validation on 
independent cohorts is limited [1].
Methods  We retrospectively analyzed consecutive patients undergoing 
colorectal ESD at our tertiary referral center between November 2020 and 
November 2025. For each included patient, the LBS was calculated according 
to the original definition.
Delayed bleeding was defined as post-ESD bleeding event needing a prolonga-
tion of hospitalization, readmission, new endoscopy (or surgery or angiogra-
phy), or a blood transfusion, and occurring at least 6 hours after, and within 30 
days after the procedure.
We compared LBS values between patients with and without delayed bleeding 
using Mann-Whitney U test / t-test, and quantified the effect size, using 
rank-biserial correlation.
Results  Three hundred twenty patients were retrospectively analyzed. Of 
these patients, thirty-nine were excluded due to missing data. A total of 281 
colorectal ESD procedures were included. Delayed bleeding occurred in 19 
(6,7 %) of cases. LBS was slightly but significantly higher in the bleeding group 
(median 4 [IQR 3–4.5]) vs the non-bleeding group (3 [IQR 1–4]) (p = 0.02). The 
effect size indicated a moderate difference between groups (rank-biserial cor-
relation = 0.31).
Conclusions  In this external validation cohort, the Limoges Bleeding Score 
demonstrated a good ability to assess the risk of delayed bleeding after colorec-
tal ESD. If confirmed in larger prospective studies, LBS may support standard-
ized risk stratification and guide intra- and post-procedural therapeutic strat-
egies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Problem to solve  Since its introduction in 2001, double-balloon enteroscopy 
has radically changed the approach to small bowel lesions, allowing endoscop-
ic treatment and sampling without the need for a surgical approach [1, 2]. The 
most common indications for enteroscopy are small bowel bleeding, Crohn’s 
Disease or tumors [2, 3]. Anyway, a complete small bowel exploration can be 
achieved in only less than a half cases [3], and mainly with a combined antero-
grade and retrograde approach, due its noticeable length and loop configura-
tion which often hinder deeper insertion [4]. As a result, the detection rate is 
limited, and patients frequently undergo multiple endoscopic procedures with 
considerable distress.
Innovation  A possible improvement could be represented by a novel magnet-
ic balloon anchoring system which consists of a permanent magnet and a 
through-the scope balloon catheter filled with a water-based iron powder dis-
persion. This system has already been approved for use during difficult colo-
noscopies, where it allows loop resolution and easier cecal intubation. This 
setup improves stability, allows easier loop resolution through retraction and 
straightening and minimize scope slippage. Upon loop formation, the magnet-
ic balloon is inserted and inflated under fluoroscopic guidance and then mag-
netically anchored to the abdominal wall, in conjunction with overtube and 
scope balloons; at this point, loop resolution through retraction and straight-
ening can be performed. After loop resolution, the magnetic balloon is deflat-
ed and removed, and the scope advanced using standard techniques. The se-
quence can be repeated multiple times.
Results  We successfully employed this technique with a short enteroscope 
(155 cm length, 3.2 mm working channel) in two cases so far. In the first one, 
a 69-year-old woman with recurrent gastrointestinal bleeding underwent 
standard anterograde double-balloon enteroscopy but loop formation prevent-
ed the reaching of the lesion. A second anterograde approach was performed 
with the assistance of the magnetic anchoring system, allowing deeper pene-
tration and treatment of a 2 mm Yano-Yamamoto type 2b non-bleeding lesion 
of the mid-small bowel.
In the second case, after a non-diagnostic standard anterograde double-balloon 
anterograde enteroscopy in a 71-year-old man with chronic iron-deficiency 
anaemia and a 15 mm ulcerative lesion of the proximal ileum at capsule endos-
copy, this triple balloon approach allowed insertion approximately 100 cm 
deeper than in the previous standard procedure and biopsy of the lesion.
Conclusions  The magnetic ballon anchoring system might be a useful on-de-
mand device in enteroscopy when deeper penetration is needed. It may be 
particularly useful in combination with a short enteroscope, which allows bet-
ter manoeuvrability and stability and requires fewer medical and nursing staff. 
This could lead to better patient outcomes, optimization of procedure time 
and overall cost reduction.
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The main contraindication is the presence of permanently or semi-permanent-
ly implanted active medical devices (e.g., orthopaedic implants, cardiac pace-
makers or defibrillators, drug pumps, neurostimulators, cochlear implants), 
ferromagnetic implanted medical devices (e.g. vascular stents, aneurysm clips) 
or foreign bodies; a limitation is severe obesity, due to the reduction of the 
transabdominal magnetic field caused by a thicker subcutaneous tissue.
Our positive experiences could pave the way for a new and innovative technique 
for diagnosis and treatment of small bowel diseases: the “Triple Balloon Enter-
oscopy”. Anyway, more studies are needed to assess advantages and limitations 
of this new procedure.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/33ef5170-2dd1-46f2-be00-780548513d50/Uploads/19990_Vid-
eo_ENDORAIL %20Def %20No %20audio.mov
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Kita H, Yamamoto H. Double-balloon endoscopy for the diagnosis and 
treatment of small intestinal disease. Best Pract Res Clin Gastroenterol 2006; 
20 (1): 179–194. doi:10.1016/j.bpg.2005.09.004
[2]  Xin L, Liao Z, Jiang YP, Li ZS. Indications, detectability, positive findings, 
total enteroscopy, and complications of diagnostic double-balloon endosco-
py: a systematic review of data over the first decade of use. Gastrointest En-
dosc 2011; 74 (3): 563–570. doi:10.1016/j.gie.2011.03.1239
[3]  Yamamoto H, Despott EJ, González-Suárez B, Pennazio M, Mönkemüller 
K. The evolving role of device-assisted enteroscopy: The state of the art as of 
August 2023. Best Pract Res Clin Gastroenterol 2023; 64-65: 101858. 
doi:10.1016/j.bpg.2023.101858
[4]  Yamamoto H, Sekine Y, Sato Y et al. Total enteroscopy with a nonsurgical 
steerable double-balloon method. Gastrointest Endosc 2001; 53 (2): 216–
220. doi:10.1067/mge.2001.112181

eP1281  Therapeutic impact of ERCP in Low Phos-
pholipid-Associated Cholelithiasis (LPAC) syndrome: 
a retrospective single-center study
Authors  ahamam M1, Lagdali N2, Kadiri M3, Ajana FZ2, Borahma M4

Institutes  1  CHU Souissi, Rabat, Morocco; 2  Mohammed V University, 
Rabat, Morocco; 3  Rabat, Morocco; 4  Department of Gastroenterology C, 
Hospital Ibn Sina, Rabat, Morocco
DOI  10.1055/s-0046-1822608
Aims  Low Phospholipid-Associated Cholelithiasis (LPAC) syndrome is a rare 
biliary disorder related to ABCB4 gene mutations, leading to impaired biliary 
phospholipid secretion and recurrent intrahepatic lithiasis in young adults. 
While ursodeoxycholic acid (UDCA) is the standard treatment, some patients 
experience persistent or complicated disease requiring endoscopic manage-
ment. The therapeutic contribution of endoscopic retrograde cholangiopan-
creatography (ERCP) in LPAC remains poorly defined. This study aimed to assess 
the clinical outcomes and therapeutic role of ERCP in LPAC patients.
Methods  A retrospective study was conducted at Ibn Sina University Hospital, 
Rabat, including all patients diagnosed with LPAC who underwent ERCP be-
tween 2022 and 2025. Data regarding demographics, clinical presentation, 
laboratory and imaging findings, ERCP indications, interventions, complica-
tions, and outcomes were analyzed. The primary endpoint was therapeutic 
efficacy, defined as symptom relief and biochemical improvement.
Results  Among 16 patients followed for LPAC syndrome, ERCP was performed 
in 9 patients. The male-to-female ratio was 0.8, with a mean age of 40.4 years 
(range 26–54). Prior cholecystectomy had been performed in 55.5 % (5/9) of 
patients, and 44.4 % (4/9) had a family history of biliary lithiasis (including jaun-
dice, pregnancy-related cholestasis, or cholecystectomy). All patients experi-
enced recurrence of symptoms after cholecystectomy.
Clinically, 44.4 % (4/9) presented with pancreatic-type pain, 33.3 % (3/9) with 
hepatic colic, and 22.2 % (2/9) with isolated cholestatic jaundice. Diagnosis was 
confirmed by ultrasound, which demonstrated a “comet tail” appearance in all 
patients. Laboratory tests showed cytolysis and cholestasis in 66.6 % (6/9) of 
cases.

The indications for ERCP were cholangitis in 55.5 % (5/9), recurrent pancreati-
tis in 11.1 % (1/9), choledocholithiasis 33.3 % (3/9) . ERCP was performed prior 
to starting medical therapy in 66.6 % (6/9) of patients. Endoscopic interventions 
included sphincterotomy in 88.8 % (8/9) ,Dilatation was performed in 22.2 % 
(2/9) patients
Clinical improvement was observed in 77.7 % (7/9) of patients, with normali-
zation of laboratory tests was achieved in 44.4 % (4/9) of patients. Symptom 
recurrence occurred in 44.4 % (4/9) of cases; however, this mainly reflected 
repeated episodes in a single outpatient who required multiple additional ERCP 
procedures. Overall, the final outcome was favorable in 44.4 % (4/9) of patients, 
while intermittent hepatic colic persisted in 22.2 % (2/9). Three patients 
(33.3 %) were lost to follow-up.
Conclusions  ERCP provides significant therapeutic benefit in LPAC patients, 
particularly for post-cholecystectomy recurrences and complications such as 
cholangitis or pancreatitis. It ensures effective biliary drainage with an accept-
able safety profile. Despite occasional recurrences, ERCP should be considered 
an integral component of multidisciplinary LPAC management. Larger prospec-
tive studies are needed to define standardized endoscopic strategies for this 
rare condition.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1282  Development of a novel real time comput-
er assisted colonoscopy diagnostic tool for colorectal 
polyps: Lesion diagnosis and personalised patient 
management
Authors  Olabintan O1, 2, Brunori A3, 4, Halvorsen N5, Zubiaurre VG6, 
Mirzaei M7, Andersen N8, Puig I9, Haji A2, Hayee B1, Pellise M10, Lamosa F11, 
Mori Y12, 13, 14, Gulati S2, Misawa M14

Institutes  1  King's College Hospital, London, United Kingdom; 2  King's 
Institute of Therapeutic Endoscopy, King's College Hospital NHS Foundation 
Trust, London, United Kingdom; 3  Endoscopy Unit, Gastroenterology 
Department, Hospital Clínic of Barcelona, Barcelona, Spain, Barcelona, 
Spain; 4  Gastroenterology Department, Hospital Clínic of Barcelona, 
Barcelona, Spain; 5  Clinical Effectiveness Research Group, Oslo University 
Hospital, Oslo, Norway; 6  Fundació Althaia, Xarxa Assistencial Universitària 
de Manresa, Manresa, Spain; 7  Karolinska Institute, Stockholm, Sweden; 
8  University medical center Hamburg-Eppendorf, Hamburg, Germany; 
9  Althaia, Xarxa Assistencial Universitària de Manresa, Manresa, Spain; 
10  Hospital Clínic de Barcelona, Barcelona, Spain; 11  ACSL Inc, 3 
Chrome-6-4 Rinkaicho, Edogawa City, Tokyo, Japan, Tokyo, Japan, Japan; 
12  University of Oslo, Oslo, Norway; 13  Clinical Effectiveness Research 
Group, Oslo University Hospital, Oslo, Norway, Oslo, Norway; 14  Digestive 
Disease Center, Showa University Northern Yokohama Hospital, Yokohama, 
Japan
DOI  10.1055/s-0046-1822609
Aims  Accurate real-time optical characterisation of colorectal polyps during 
colonoscopy is essential for optimal management and colorectal cancer pre-
vention. Reliable differentiation of histological subtypes guides treatment 
decisions, determines surveillance intervals, and reduces unnecessary surgical 
resections. Conventional optical diagnosis using chromoendoscopy or virtual 
imaging is limited by operator dependence, and steep learning. Current com-
puter-aided diagnosis (CADx) systems assist endoscopists but currently limit-
ed to binary classification (neoplastic vs non-neoplastic).
Our aim is to develop a CADx algorithm capable of differentiating polyps into 
four clinically relevant categories with different options for treatment decisions 
and follow-up: hyperplastic polyps, sessile serrated lesions (SSLs), adenomas, 
and T1 cancers,
Methods  Between May 2023 to June 2025, we assembled an image dataset 
comprising of 8,635 unique polyps in white light image (WLI) and / or Narrow 
band image (NBI) from 6 institutions across five countries (United Kingdom, 
Spain, Germany, Norway, and Japan). The dataset included 1,455 hyperplastic 
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polyps, 707 SSLs, 5,767 adenomas (low- and high-grade combined), and 706 T1 
cancers. A two-stage classification framework using the ConvNext-Small convolu-
tional neural network architecture was implemented. In stage one, a binary clas-
sifier distinguished serrated-type (hyperplastic and SSL) from adenomatous-type 
(adenoma and T1 cancer) lesions. In stage two, two separate binary models were 
trained: a serrated model (hyperplastic vs SSL) and a depth model (adenoma vs T1 
cancer). Model performance was assessed using an independent test set of 231 
images (11 hyperplastic, 41 SSL, 121 adenoma, and 58 T1 cancer).
Results  The multiclass model achieved an overall four-class classification ac-
curacy of 68.8 %. When grouped into serrated versus adenomatous lesions, 
diagnostic accuracy improved to 84.4 %, with a sensitivity of 93.9 % and spec-
ificity of 52.0 %. The depth model differentiating adenomas from T1 cancers 
achieved an accuracy of 79.8 %, and specificity of 80.6 %.
Conclusions  This study demonstrates the feasibility of a four-class CADx al-
gorithm for endoscopic differentiation of hyperplastic polyps, SSLs, adenomas, 
and T1 cancers, extending beyond conventional binary AI systems. This ap-
proach has the potential to support real-time therapeutic decision-making and 
improve patient-level risk stratification. By enabling tailored management 
strategies and reducing reliance on histopathology, multi-class CADx may con-
tribute to more efficient, cost-effective, and patient-centred colorectal cancer 
prevention. Further validation using video-based datasets and multicentre 
prospective evaluation is warranted before clinical implementation.
Funding:  This study is funded by the European Commission – Horizon Europe 
101057099.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Without Steroid Injection in Benign Oesophageal 
Strictures: A Retrospective Observational Compara-
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Aims  Benign oesophageal strictures are primarily treated with endoscopic 
dilation; however, they may recur or fail to respond to treatment, requiring 
several additional intervention. Corticosteroid injection is a possible adjunctive 
therapy to decrease stricture formation. However, current literature remains 
inconsistent on this topic, highlighting the need for further evidence [1, 2]. This 
study investigates the efficacy and safety of adding intralesional corticosteroid 
injection to dilation in patients with benign oesophageal strictures.
Methods  This is a retrospective observational comparative study over the last 
15 years. Patients ( > 18 years of age) with benign oesophageal strictures, re-
gardless of aetiology, treated with TTS balloon dilation with or without peri-pro-
cedural administration of 2 mg betamethasone per quadrant, were included. 
Exclusion criteria included achalasia, ongoing oesophageal inflammation, 
non-adherence to the dilation scheme, patients lost to follow-up, and patients 
treated with other types of dilations such as Savary-Gilliard or pneumatic dila-
tors. The number of sessions needed to achieve sufficient dilation (SUFD), de-
fined as dilation up to 14 mm, the total number of dilations required (ND), 
sustained clinical improvement (SCI) defined as sufficient dilation + absence of 
dysphagia at 6 months, and the periodic dilation index (PDI), defined as the 
number of sessions needed over the total follow-up time, were assessed. Re-
fractoriness was defined as the inability to achieve a 14 mm diameter after five 
sessions, and recurrent stenosis was defined as the inability to maintain a sat-
isfactory luminal diameter for 4 weeks after reaching the 14 mm target diam-
eter. To assess treatment safety, all complications resulting from dilation and/
or intralesional corticosteroid injections were recorded.
Results  Forty-five patients with benign oesophageal strictures were identified: 
caustic (12), radiation (12), peptic (11), anastomotic (7), eosinophilic esophagi-

tis (2), and oesophageal rings (1). Of these patients, 7 were treated with dila-
tion + corticosteroid injection (4 caustic, 1 eosinophilic esophagitis, 1 peptic, 
and 1 radiation), and the remainder were treated with dilation alone. A significant-
ly lower ND was required for the corticosteroid compared to the non-corticosteroid 
group (2.86 ± 0.69 vs. 6.76 ± 3.82, p < 0.001) and fewer SUFD were needed 
(1.14 ± 0.38 vs. 3.63 ± 2.48, p = 0.002). SCI was observed in 100 % of the corticos-
teroid group vs. 50 % in the non-corticosteroid group (p = 0.016). No statistically 
significant relationship with the incidence of complications was found, with only 
two major complications occurring in the non-corticosteroid group (perforation 
and fistulisation). Subgroup analysis by stricture type showed a trend toward bet-
ter outcomes with corticosteroids (fewer ND, SUFD, no complications or refracto-
riness), but no statistical significance was observed in the eosinophilic, peptic, and 
radiation subgroups due to their small size. In caustic strictures, the use of corti-
costeroids was associated with significantly lower ND and SUFD (p = 0.015 and 
0.017, respectively). All patients treated with corticosteroids achieved SCI, al-
though without statistical significance (p = 0.208).
Conclusions  Intralesional corticosteroid injection as an adjunct to endoscop-
ic dilation was associated with a significant reduction in the number of dilation 
sessions, faster achievement of target luminal diameter, and a marked improve-
ment in sustained clinical outcomes, without an increase in complications. 
These benefits were particularly pronounced in caustic strictures, likely due to 
their predominantly fibro-inflammatory pathophysiology, characterized by 
intense inflammation and fibroblast activation with excessive collagen depo-
sition—pathways directly inhibited by intralesional corticosteroids. In contrast, 
peptic, anastomotic, and radiation-induced strictures are dominated by more 
mature, avascular fibrosis, which may explain their lower responsiveness.
Our findings support corticosteroid injection as a safe, effective, and re-
source-sparing adjunctive therapy in selected patients with benign oesopha-
geal strictures. Despite the retrospective design and limited subgroup sizes, 
this study provides robust real-world evidence of its clinical benefit. Prospec-
tive, adequately powered studies are warranted to further clarify its role across 
different stricture aetiologies.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Colorectal endoscopic submucosal dissection (C-ESD) is a technically 
demanding procedure with a steep learning curve, especially in Western centers 
with limited access to foundational training. To fill training gaps, supervised 
trainee involvement has been suggested; however, there is still a dearth of data 
from Western institutions. This study aimed to evaluate the impact of super-
vised trainee involvement on C-ESD key outcomes [1–3].
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Methods  This prospective, single-center study with an independent observer 
was conducted at Bordeaux University Hospital, France, and included 96 pa-
tients undergoing C-ESD between May 2024 and June 2025. Procedures were 
performed by two trainees under direct supervision (sESD group, n = 67) or by 
an expert endoscopist (eESD group, n = 29). Before starting supervised human 
cases, both trainees had completed preclinical training following the European 
Society of Gastrointestinal Endoscopy (ESGE) ESD curriculum. The rate of en 
bloc resection and clinically significant adverse events were the main outcomes. 
R0 resection, curative resection, procedure time, and dissection speed were 
evaluated as secondary outcomes. Subgroup analyses examined trainee in-
volvement levels and procedural difficulty.
Results  En bloc resection was accomplished in 100 % of cases in both groups, 
despite the sESD group having considerably longer procedure times (75 vs. 43 
minutes, p < 0.001) and slower dissection speeds (16 vs. 32 mm²/min, 
p = 0.003). The rates of curative resection and R0 resection were both high 
(95.5 % vs. 96.6 % and 97.0 % vs. 100 %, respectively; both p > 0.999). Although 
not statistically significant (p = 0.11), muscle injury rates were higher in  
the sESD group (25.4 % vs. 10.3 %). No perforations occurred in either group. 
Delayed bleeding was rare (2.1 %) and equally distributed between groups. 
Shorter procedure times and easier cases were linked to higher trainee involve-
ment.
Conclusions  Supervised trainee involvement in C-ESD is feasible and safe with-
in a structured training program. Incorporating hands-on mentorship models 
into Western endoscopy training is supported by comparable resection quality 
and low complication rates.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Video capsule endoscopy (VCE) is an established approach for small 
bowel examination. In 2022, the European Society of Gastrointestinal Endos-
copy (ESGE) published an updated guideline on VCE use. However, little is 
known about the implementation of these guidelines in daily clinical practice 
in Germany.
Methods  Between June and August 2025 we conducted a nationwide on-
line-based survey on the use of VCE in Germany. An online questionnaire was 
distributed via a web link to members of “The German Society for Gastroenter-
ology, Digestive and Metabolic Disease” (DGVS), the “Association of Practicing 
Gastroenterologists” (BNG) and senior physicians working in gastroenterology 
departments at academic teaching hospitals in Germany. A total of 234 ac-
cessed the survey of which 171 were included in the final analysis. The survey 
included topics related to the performance of capsule endoscopy, the imple-
mentation of ESGE guidelines and reimbursement.

Results  The most common indications for VCE were suspected small bowel 
bleeding (91.2 %) and iron deficiency anaemia (86.2 %). VCE was rarely used for 
visualisation of the colon (5.0 %). In 2024, most clinicians (48.2 %) performed 
10 to 30 VCE procedures. The PillCam system (88.2 %) was by far the most 
common used VCE system.
99.4 % of the asked clinicians performed bowel preparation before VCE use and 
reported good to very good (93.7 %) mucosal visualisation in the majority of 
their patients. The interpretation of VCE studies was described as time-intensive 
with generally requiring 31 to 45 minutes per case (34.8 %). 34.2 % spent 46 to 
60 minutes or longer for analysing the examination. The implementation of 
validated scoring systems such as the Lewis Score for Crohn’s disease (9.7 %) 
and the Saurin classification for bleeding lesions (5.1 %) was infrequent.
51.9 % of the participants are not familiar with the ESGE guideline from 2022.
In patients with suspected small bowel bleeding VCE is performed within 48 
hours after onset by 63.2 % of the participants.
The reported capsule retention rate was high: 24,5 % (39/159) had at least one 
retention in 2024. Patency capsules were infrequently used in patients with 
suspected or known Crohn’s disease.
Overall, participants regarded VCE as a valuable diagnostic tool; however, re-
imbursement was widely perceived as inadequate.
Conclusions  This first nationwide study evaluated the use of VCE in Germany, 
revealing that VCE is a valuable and specialised diagnostic tool, with most pro-
cedures for suspected small-bowel bleeding conducted within 48 hours of 
bleeding onset.
Interpretation remains time-consuming and reimbursement is widely viewed 
as inadequate. Among specialised gastroenterologists who routinely perform 
VCE, knowledge of the ESGE VCE guideline is limited.
Conflicts of Interest  Paul Zeisler: Travel sponsoring Medtronic GmbH
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Problem to solve  To close a large(more than 3cm diameter) malignant gas-
tro-colonic fistula in a case of advanced pancreatic malignancy with previous 
attempts of closure using through the scope clips and over the scope (OTSC) 
clips unsuccessful. Moreover, comorbidities,advanced age and metastatic dis-
ease made surgical closure options very high risk in this case
Innovation  After multidisciplinary discussion, a cardiac septal occluder device 
was chosen, typically used by interventional cardiologist for atrial septal defect 
(ASD) closure, as a salvage endoscopic procedure. A 36mm ASD occluder de-
vice– the largest size commercially available was selected. To ensure accurate 
orientation and optimal device positioning, simultaneous dual-endoscope 
technique was employed. A gastroscope was introduced through the stomach, 
and the colonoscope was advanced up to the defect at splenic flexure. This 
allowed both luminal openings to be visualized simultaneously. Under bidirec-
tional endoscopic visualization and fluoroscopic guidance, the delivery system 
of 36mm ASD occluder device was advanced across the fistula tract through 
the gastric side into the colonic lumen. The distal (colonic) disc was first de-
ployed, followed by gentle retraction to appose it against the colonic wall. 
Subsequently, the proximal (gastric) disc was released ensuring complete cov-
erage of the fistulous orifice. The device was carefully observed to secure the 
site with good approximation and no immediate bleeding or leak was seen. 
Post-procedure fluoroscopy and barium study confirmed no contrast leak across 
the closure site. The patient tolerated the procedure well without any imme-
diate complications [1–2]
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Results  Over subsequent weeks, patient showed a marked clinical improve-
ment with cessation of feculent vomiting, resolution of diarrhea, and gradual 
improvement in appetite. During 8 weeks of follow-up, patient maintained 
stable body weight, resumed normal oral nutrition, and remained asympto-
matic. A repeat imaging at 8 weeks confirmed persistent closure of fistula with 
the device in situ with no evidence of leak or migration. Patient continued to 
receive supportive oncological care and nutritional supplementation
Conclusions  This case demonstrates that endoscopic deployment of a large 
(36mm) atrial septal occluder device can achieve closure even in malignant 
gastro-colonic fistulas where conventional approaches fail. It exemplifies the 
expanding frontier of interventional endoscopy through creative adaptation 
of cardiovascular technologies for complex gastroenterology pathologies. For 
patients unfit for the surgery, this approach offers an effective, safe, and min-
imally invasive palliative solution that can restore nutrition, and further improve 
quality of life. Continued innovation and structure clinical evaluation will define 
the precise role of these devices in future gastrointestinal oncology practice
Video   http://data.process.y-congress.com/ScientificProcess/Data// 
106/660/1670/cad58ff5-9da9-4921-963b-d27f6d41f27a/Uploads/19990_es-
ge26CSO.mp4
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Aims  The goal of this study was to define the whole etiological spectrum of 
bleeding per rectum (PR) as detected by colonoscopy and to examine its age-re-
lated distribution. The major goal was to test the hypothesis that the funda-
mental causes of PR differ considerably among age groups. The purpose of this 
study was to investigate this issue in order to provide a strong framework for 
enhanced clinical evaluation, risk stratification, and age-appropriate diagnostic 
techniques for patients with PR [1–5].
Methods  We conducted a retrospective audit of patients presenting with PR 
who underwent colonoscopy at our institution. A total of 752 colonoscopies 
performed for PR between January 2024 and mid-September 2025 were ana-
lyzed. Patients were stratified into four age groups: Children (2-16 years), Young 
Adults (17-40 years), Middle Age (41-60 years), and Old Age (61-85 years). All 
collected data were compiled and analyzed statistically using SPSS version 26 
(▶Table 1).

▶Table 1	  Etiologies of Bleeding PR on Colonoscopy (Total Cases: 752)

1. Internal hemorrhoids

- Total Cases: 294

- Children (2-16 yr): 6 (M:5/F:1)

- Young Adult (17-40 yr): 159 (M:129/F:30)

- Middle Age (41-60 yr): 98 (M:76/F:22)

- Old Age (61-85 yr): 31 (M:24/F:7)

▶Table 1	  Etiologies of Bleeding PR on Colonoscopy (Total Cases: 752)

- Involved Colon Part:

2. Colorectal

- Total Cases: 116

- Children (2-16 yr): 3 (M:2/F:1)

- Young Adult (17-40 yr): 34 (M:27/F:7)

- Middle Age (41-60 yr): 72 (M:52/F:20)

- Old Age (61-85 yr): 7 (M:4/F:3)

- Involved Colon Part: R 45, RS 35, S 20, D 15, A 14, TI 1

3. Polyp

- Total Cases: 82

- Children (2-16 yr): 38 (M:26/F:12)

- Young Adult (17-40 yr): 34 (M:20/F:14)

- Middle Age (41-60 yr): 9 (M:7/F:2)

- Old Age (61-85 yr): 1 (M:1/F:0)

- Involved Colon Part: R 20, RS 5, S 8, D 5, A 0, TOC 3, colon & S 1

4. Non specific colitis

- Total Cases: 75

- Children (2-16 yr):

- Young Adult (17-40 yr):

- Middle Age (41-60 yr):

- Old Age (61-85 yr):

- Involved Colon Part:

5. Ulcerative colitis

- Total Cases: 54

- Children (2-16 yr):

- Young Adult (17-40 yr): 18 (M:11/F:7)

- Middle Age (41-60 yr): 23 (M:14/F:9)

- Old Age (61-85 yr): 13 (M:7/F:6)

- Involved Colon Part:

6. Ulcer

- Total Cases: 39

- Children (2-16 yr): 5 (M:2/F:3)

- Young Adult (17-40 yr): 22 (M:19/F:3)

- Middle Age (41-60 yr): 12 (M:10/F:2)

- Old Age (61-85 yr): 0

- Involved Colon Part: SRUS 26, RS 4, S 1, D 4, A/T 1, C 3, TI 24

7. Worms

- Total Cases: 25

- Children (2-16 yr):

- Young Adult (17-40 yr): 9 (M:7/F:2)

- Middle Age (41-60 yr): 9 (M:8/F:1)

- Old Age (61-85 yr): 7 (M:4/F:3)

- Involved Colon Part:

8. Fissure

- Total Cases: 21

- Children (2-16 yr):

- Young Adult (17-40 yr):

- Middle Age (41-60 yr):

- Old Age (61-85 yr):

- Involved Colon Part:
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▶Table 1	  Etiologies of Bleeding PR on Colonoscopy (Total Cases: 752)

9. TB

- Total Cases: 19

- Children (2-16 yr):

- Young Adult (17-40 yr): 8 (M:5/F:3)

- Middle Age (41-60 yr): 6 (M:4/F:2)

- Old Age (61-85 yr): 5 (M:4/F:1)

- Involved Colon Part:

10. Diverticular disease

- Total Cases: 8

- Children (2-16 yr):

- Young Adult (17-40 yr):

- Middle Age (41-60 yr): 2 (M:2/F:0)

- Old Age (61-85 yr): 6 (M:6/F:0)

- Involved Colon Part:

11. Rectal varices

- Total Cases: 7

- Children (2-16 yr):

- Young Adult (17-40 yr):

- Middle Age (41-60 yr): 5 (M:5/F:0)

- Old Age (61-85 yr): 2 (M:2/F:0)

- Involved Colon Part: R

12. Ischemic colitis

- Total Cases: 5

- Children (2-16 yr):

- Young Adult (17-40 yr):

- Middle Age (41-60 yr): 5 (M:4/F:1)

- Old Age (61-85 yr):

- Involved Colon Part:

13. Rectal prolapse

- Total Cases: 5

- Children (2-16 yr): 5 (M:3/F:2)

- Young Adult (17-40 yr):

- Middle Age (41-60 yr):

- Old Age (61-85 yr):

- Involved Colon Part: R

14. Fistula

- Total Cases: 2

- Children (2-16 yr):

- Young Adult (17-40 yr):

- Middle Age (41-60 yr): 2 (M:1/F:1)

- Old Age (61-85 yr):

- Involved Colon Part:

Short Forms Key (from the image): – M: Male, F: Female, R: Rectum, RS: 
Rectosigmoid colon, S: Sigmoid colon, D: Descending colon, T: 
Transverse colon, A: Ascending colon, C: Caecum, TI: Terminal ileum, 
TOC: Throughout the colon, SRUS: Solitary Rectal Ulcer Disease.

Results  The most common etiology overall was internal hemorrhoids (n = 294, 
39.1 %), with its peak prevalence in Young Adults. Colorectal cancer (n = 116, 
15.4 %) was the second most frequent finding, showing a marked increase in 
Middle-Aged patients. Inflammatory conditions were also prominent; Ulcera-

tive Colitis was diagnosed in 54 patients (7.2 %), primarily in Young Adults and 
Middle-Aged groups, while non-specific colitis accounted for 75 cases (10.0 %). 
A notable age-dependent shift in pathology was observed: polyps were the 
leading finding in Children, while diverticular disease was exclusively found in 
Middle-Aged and Old Age patients.
Conclusions  The causes of rectal bleeding demonstrate a distinct and signif-
icant variation across age groups. These findings underscore the critical impor-
tance of age-stratified risk assessment and diagnostic evaluation for patients 
presenting with PR, which can lead to more targeted and effective clinical 
management.
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Aims  Recurrent acute pancreatitis (RAP) is a key turning point toward irrevers-
ible pancreatic damage. Early chronic pancreatitis (ECP) represents a potential-
ly reversible phase, yet its recognition remains limited in European clinical 
practice. This study aimed to assess the prevalence of MRI-defined ECP, based 
on the 2019 Japanese Pancreas Society (JPS) imaging criterion, among patients 
with alcohol-related RAP, and to identify clinical predictors associated with 
structural progression [1, 2].
Methods  This retrospective single-center study included consecutive adults 
hospitalized for alcohol-related RAP between January 2023 and December 2024 
at Perpignan General Hospital, France. All patients underwent high-resolution 
magnetic resonance imaging (MRI) including MR cholangiopancreatography 
(MRCP) 4–8 weeks after discharge. The MRI-ECP positive criterion was defined 
as the presence of more than three dilated side branches of the main pancre-
atic duct, in accordance with the 2019 JPS imaging definition. Patients were 
categorized as MRI-ECP positive or negative. Demographic, clinical, biochem-
ical, and imaging parameters were systematically compared between groups 
using non-parametric tests and multivariate logistic regression to identify in-
dependent predictors of MRI positivity.
Results  Among 26 eligible patients (92 % male, mean age 51.5 ± 9.3 years), 
nine (34.6 %) exhibited MRI features consistent with ECP. Patients with MRI-de-
fined ECP experienced significantly more RAP episodes (mean 3.9 vs. 2.2, 
p = 0.021). No significant differences were observed regarding CT severity 
scores, inflammatory markers, or comorbidities. In multivariate logistic regres-
sion, the number of prior RAP episodes remained the only variable associated 
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with ECP (OR 4.00, 95 % CI 0.79–20.3). Age showed a borderline association 
(p = 0.07).
Conclusions  MRI-based evaluation during the inter-critical phase identified 
early structural pancreatic changes in over one-third of alcohol-related RAP 
patients. A threshold of three or more acute episodes emerged as a consistent 
risk marker for early chronic remodeling. To our knowledge, this is the first 
European study systematically applying the 2019 JPS imaging criterion to al-
cohol-related RAP. Routine post-discharge MRI surveillance could enable time-
ly recognition of high-risk patients and open a preventive window against 
chronic progression.
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Aims  Chronic pancreatitis (CP) is a progressive fibro-inflammatory disease 
whose early diagnosis remains challenging. Conventional cross-sectional im-
aging often fails to detect early parenchymal and ductal changes, while endo-
scopic ultrasound (EUS) with Rosemont criteria (RC) is operator-dependent and 
may not reliably differentiate early CP from minimal pancreatic changes. Endo-
scopic ultrasound–based shear wave elastography (EUS-SWE) has emerged as 
a promising quantitative tool to assess pancreatic stiffness. [1] This prospective 
study evaluated the feasibility, reproducibility, and diagnostic performance of 
EUS-SWE for CP in a Western cohort and explored its correlation with RC and 
the number of EUS features.
Methods  All consecutive adult patients undergoing biliopancreatic or upper 
GI EUS between April and September 2025 at our tertiary center were evaluat-
ed. Exclusion criteria included known or suspected pancreatic adenocarcinoma, 
previous pancreatic or gastric surgery, lack of informed consent, or disagree-
ment between two expert endosonographers regarding RC classification. For 
each patient, demographic and clinical data were collected, RC were inde-
pendently assessed by two endoscopists, and five SWE measurements were 
obtained in the pancreatic body. Only measurements with VsN > 50 % were 
considered reliable. According to RC, patients were classified as CP (“consistent” 
or “suggestive” RC) or non-CP (“indeterminate” or “normal” RC). Technical 
feasibility of EUS-SWE was assessed. Statistical analyses evaluated the associ-
ation between SWE values and RC (RC class and number of RC features), while 
diagnostic performance was assessed via ROC analysis.
Results  Of 298 screened patients, 82 were included. The mean age was 63 
years, and most participants were Caucasian. Based on RC, 18 patients (22 %) 
were classified as CP and 64 (78 %) as non-CP. EUS-SWE proved feasible in 96.5 % 
of cases, with a mean acquisition time of 65 seconds. Reproducibility was ac-
ceptable, with a mean IQR/median of 21.2 % and no significant differences 
between CP and non-CP groups. Mean shear wave velocity (Vs) values increased 
progressively across RC classes: 1.88 m/s in normal pancreas, 2.13 m/s in inde-
terminate cases, 2.62 m/s in suggestive CP, and 2.86 m/s in consistent CP. Mean 
Vs was significantly higher in CP compared with non-CP (2.67 vs 1.97 m/s, 

p < 0.001). SWE values correlated positively with both the number of RC features 
(rs = 0.32, p 0.006) and RC class (rs = 0.39, p < 0.001). ROC analysis yielded an 
AUC of 0.74, indicating moderate diagnostic accuracy. The optimal cut-off for 
CP diagnosis was 2.28 m/s, with 72 % sensitivity, 75 % specificity, and a likeli-
hood ratio of 2.89 (▶Table 1).

▶Table 1	 

TOT (n = 82) CP (n = 18) Non-CP (n = 64) p-value *

Variable Consistent (n = 4) Suggestive (n = 14) Indeterminate 
(n = 24)

Normal (n = 40)

EUS-SWE Vs 
(m/s, DS)

2,13 (0,8) 2,67 (0,81) 1,97 (0,71) 0,0006

2,86 (0,87) 2,62 (0,81) 2,13 (0,7) 1,88 (0,71)

IQR/med ( %, 
DS)

21,2 (14) 19,4 (14,7) 21,7 (13,9) 0,543

18,5 (8,4) 19,6 (16,3) 19,2 (14,5) 23,2 (13,5)

Conclusions  In this prospective cohort, EUS-SWE was highly feasible, rapid, 
and reproducible. SWE values correlated with RC and differentiated CP from 
non-CP with moderate accuracy, supporting its potential as a complementary, 
objective tool for CP assessment. The lower diagnostic performance compared 
with previous Asian studies may reflect the lower prevalence of advanced CP, 
with a predominance of early or preclinical disease in our cohort. Larger mul-
ticenter studies are needed to validate SWE cut-offs in diverse populations, 
clarify potential confounders, and assess whether longitudinal SWE monitoring 
can predict disease progression, pancreatic insufficiency, or pancreatic cancer 
risk.
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Aims  EUS-guided biliary drainage (BD) is highly effective in patients with dis-
tal malignant biliary obstruction (DMBO). However, the concomitant presence of 
duodenal invasion (DI) may negatively affect the outcome of EUS-BD. We aimed 
to investigate the effect of duodenal invasion on the outcomes of EUS-BD.
Methods  This retrospective single-center study included patients who under-
went EUS-BD for DMBO at our institution from August 2023 to October 2025. 
EUS-BD outcomes, the presence of DI, as well as associated symptoms and 
treatments performed were evaluated. Categorical variables were compared 
using the chi-square test [1–6].
Results  During the study period, 38 patients underwent EUS-BD for DMBO (18 
males, 57.9 %; median age 73, range 50-96; 15 choledochoduodenostomies, 
13 gallbladder drainages, 10 hepaticogastrostomies). In 21/38 (55.3 %) a co-
axial double pigtail plastic stent was placed. Twenty-six patients (26/38; 68.4 %) 
presented endoscopic signs of DI. Among these, 14/26 (53.8 %) were treated 
for gastric outlet obstruction symptoms (9 EUS-guided gastroenterostomies, 
5 duodenal SEMS). The technical and clinical success rates of EUS-BD were 
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38/38 (100 %) and 36/38 (94.7 %), respectively. Six patients (6/36, 16.7 %; 3 
choledochoduodenostomies; 3 gallbladder drainages) experienced EUS-BD 
dysfunction after a median of 63 days (range 21–90). Despite a trend indicating 
an increased risk of dysfunction in presence of DI, no significant differences 
were found between patients with and without DI (6/26, 23.1 % vs 0/12, 0 %, 
p = 0.15). However, patients with asymptomatic DI had a significantly higher 
dysfunction rate compared to symptomatic treated patients (5/12, 41.7 % vs 
1/14, 7.1 %; p = 0.037).
Conclusions  Asymptomatic DI is associated with a higher risk of EUS-BD dys-
function. If confirmed in larger cohorts, these findings suggest that specific 
management strategies may be needed for these patients to improve EUS-BD 
outcomes.
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Aims  Acute Pancreatitis (AP) is a common gastrointestinal disease with an 
incidence of 34 per 100,000 and mortality of up to 30 % in its severe form. 
Frequently, AP is complicated locally and systemically. Splanchnic Venous 
Thrombosis (SVT) is a well-known local vascular complication of AP involving 
the portal vein (PV), the splenic vein (SV), and the superior mesenteric vein 
(SMV) in combination or alone. [1]
Splanchnic vein thrombosis occurs in approximately 16.6–22.6 % of patients 
with acute pancreatitis. It often presents with non-specific chronic abdominal 
pain and can lead to significant complications due to portal hypertension. These 
include variceal bleeding, splenomegaly, and, in more severe cases, bowel is-
chemia resulting from impaired venous drainage. Early recognition and appro-
priate management are crucial to prevent long-term morbidity. [2]

Methods  The aim is to study and analyze pancreatitis-related Splanchnic Ve-
nous Thrombosis patients' epidemiological data, anticoagulant therapy and 
characteristics at the Institute of Pancreatic Diseases, Semmelweis University.
Results  At the Institute, we analysed 1,141 patients with AP admitted between 
January 2022, and February 2024. We identified 45 cases of pancreatitis-relat-
ed thrombosis, and 26 cases were included for detailed analysis.
Out of 1,141 patients, 26 were diagnosed with pancreatitis-related SVT. Among 
these, 19 (73 %) were male and 7 (27 %) were female and 19 patients experi-
enced moderate acute pancreatitis (AP), while 7 had severe AP. Mean age of 
the patient population was 48.3 years (SD 13.5), with male patients 44.7 years 
(SD 10.2) and female patients 58 years (SD 16.2). Average length of hospitali-
zation was 14.5 days (SD10.4). The splenic vein (SpV) was the most affected 
vessel, involved in 11 patients, followed by Superior Mesenteric Vein (SMV) in 
3 patients, portal vein (PV) in 2 patients and 10 patients with two or more 
vessel involved of SpV, SMV, and PV. In 26 patients, 24 received low molecular 
weight heparin (LMWH), while 2 received direct oral anticoagulants (DOAC) 
during hospitalization. After discharge, 7 patients continued with LMWH, and 
18 received DOAC. Of the 26 patients, 17 (65 %) showed recanalization after 
receiving LMWH (4) and DOAC (13) therapy after discharge.
Conclusions  Our data on anticoagulant therapy has a better outcome in pa-
tients with acute pancreatitis related SVT. Therefore, dynamic changes of SVT 
should be closely monitored, and anticoagulant therapy should be rapidly ini-
tiated to prevent the further extension of thrombosis and subsequent compli-
cations. Unfortunately, major guidelines on the management of AP are silent 
on this aspect. Further prospective randomised studies needed to validate the 
data on different anticoagulant therapies
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Aims  The relationship between autoimmune atrophic gastritis (AIG) and dys-
pepsia is known, but the evidence is scarce. The aim of this study was to eval-
uate the prevalence of dyspepsia and its subclasses and to evaluate correlations 
between clinical and biochemical parameters in a cohort of patients with AIG 
at a tertiary referral center.
Methods  All consecutive patients with histologically confirmed AIG referring 
to our Center from May 2022 to November 2025 were included and retrospec-
tively analyzed. Clinical, biochemical, and histological variables were extracted 
from a dedicated database. Associations between dyspepsia subclasses and 
risk factors (i.e., smoking, Body Mass Index (BMI), gastrin, chromogranin levels) 
were tested using chi-square, Spearman and Mann-Whitney tests, with boot-
strap-derived confidence intervals for effect sizes.
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Results  A total of 160 patients were included, 115 females (71,8 %) and 45 
males (29,2 %) with a median age at the diagnosis of 56 years old (range 17-88 
years old). Dyspeptic symptoms were reported by 55 patients (34,4 %) at diag-
nosis, 45 females (81,8 %) and 10 males (10,2 %) with a median age at the di-
agnosis of 58,4 years old (range 27-88 years old). Postprandial Distress Syn-
drome (PDS) was the most frequent subtype (20 %), followed by Epigastric Pain 
Syndrome (EPS, 9.4 %), reflux-like symptoms (8.8 %), and nausea/vomiting 
(6.2 %). EPS showed a significant association with elevated chromogranin levels 
(p = 0.007, Cramér’s V = 0.435), whereas PDS was inversely correlated with BMI 
(ρ = –0.195, p = 0.036). No significant correlations were found between dys-
peptic symptoms and gastrin, smoking or alcohol consumption. Of note, smok-
ing emerged as a significant risk factor for body-fundus atrophy (p = 0.023). 14 
patients (25,45 %) were prescribed proton pump inhibitors (PPI) by their gen-
eral practitioner with total benefit in 3 cases (21,4 %), partial in 2 (14,3 %) and 
no benefit in the remaining 9 patients (64,3 %). 20 patients (36,4 %) were given 
mucosal protective agents with full benefit in 15 patients (75 %), partial bene-
fit in 4 (20 %) and no benefit in 1 patient only (5 %). 18 patients (32,7 %) were 
prescribed prokinetics agents with full benefit in 9 patients (50 %), partial ben-
efit in 5 patients (27,8 %)and no benefit in 4 patients (22 %). Helicobacter Pylori 
was found in 12 patients (7.5 %); once eradicated, 6 patients and 5 patients 
reported full/partial symptom improvement respectively, one patient only 
experienced no improvement.
Conclusions  Dyspepsia—mainly PDS and EPS—is a frequent manifestation of 
AIG, our data being in line with available literature. Elevated chromogranin 
levels correlate with EPS, suggesting a potential link with neuroendocrine hy-
perplasia, while lower BMI is associated with PDS, indicating possible nutrition-
al impairment in symptomatic patients. The management of dyspepsia in the 
setting of AIG is challenging. In current cohort, only few patients were pre-
scribed PPIs with poor outcomes, and, in fact, PPI are generally discouraged in 
this subset of patients who are hypochlorhydric. The use of prokinetic and 
mucosal protective agents appear promising, but further data are warranted 
to better standardize their use.
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Aims Introduction: Obesity is a chronic, highly prevalent disease. Although 
bariatric surgery is the most effective treatment, access remains limited to a 
small proportion of eligible patients. Endoscopic bariatric techniques have 
emerged as minimally invasive alternatives. MEGA (Endoscopic Gastric Meg-
aplication) is a variant of POSE 2.0 that employs two G-LIX, a 33 mm G-PROX, 
and a reduced suture pattern (average: six) to achieve double gastric plication, 
aiming to improve procedural efficiency and sustainability [1–3].
Primary objective:  To evaluate the technical reproducibility, clinical efficacy, 
and safety of the MEGA technique at 6 months in a multicenter cohort of pa-
tients with obesity.

Secondary objectives:  To analyze inter-center variability in weight loss out-
comes and explore correlations between technical and clinical variables.
Methods  Retrospective cohort study including 54 patients with BMI > 27 and 
comorbidities or BMI > 30, treated with MEGA at six European centers experi-
enced in bariatric endoscopy. Procedures were performed by local endoscopists 
after standardized training delivered by a single instructor. Technical (number 
of sutures, procedure time) and clinical variables ( %TBWL, %EBWL) were col-
lected. Comparative and correlational analyses were performed.
Results  At 6 months, mean %TBWL was 14.75 ± 6.24 % and mean %EBWL was 
56.17 ± 14.91 %, with no significant differences among centers (p = 0.406). A 
total of 81.48 % of patients achieved > 10 % TBWL (44/54). No adverse events 
were reported. The mean number of sutures was 6.36 ± 0.76, and the mean 
procedure time was 31,4 ± 11.30 minutes. No significant correlation was found 
between number of sutures and %TBWL (rho = 0.20; p = 0.747). A moderate, 
negative Pearson correlation was observed between baseline BMI and %EBWL 
(r = -0.542), indicating that patients with a higher baseline BMI tended to ex-
hibit a lower percentage of excess body weight loss, likely due to greater base-
line excess weight.
Conclusions  MEGA proved to be an effective, safe, and reproducible endo-
scopic technique. Its consistent outcomes across centers support its imple-
mentation as a sustainable option for the endoscopic management of obesity. 
Further prospective studies with larger sample sizes are warranted to confirm 
these findings.
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Aims  Polypectomy is a common endoscopic procedure with cold snare and 
hot snare techniques being widely used. Hot snare polypectomy involves cau-
tery, which may increase the risk of thermal injury and related complications. 
Although cold snare polypectomy has a well-established safety and efficacy 
profile for small colonic polyps, comparative data on the clinical outcomes of 
these two methods for gastric polyps remains limited.
Methods  A retrospective analysis was conducted on 161 consecutive gastric 
polypectomies for polyps under 10mm, including 41 patients that underwent 
cold snare polypectomy and 120 patients that underwent hot polypectomy 
over a period of 5 years.
Results  The mean polyp size differed significantly between groups, being 
smaller in the cold snare group (5.20 ± 1.18 mm vs 6.34 ± 1.49 mm; p < 0.001). 
The average Charlson Comorbidity Index was 3, with no significant differences 
between the groups regarding the use of anticoagulant or antiplatelet therapy. 
Statistically significant differences were observed in both the location and his-
tological type of the polyps between the two techniques (p = 0.003 ; p < 0.001). 
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Cold snare polypectomy was more frequently used for polyps located in the 
fundus and for fundic gland polyps, whereas hot snare polypectomy was more 
commonly utilized for polyps located in the cardia and antrum. Submucosal 
injection with gelofusine and adrenaline was more frequently associated with 
the hot snare technique (p = 0.001). Regarding clinical outcomes, intra-proce-
dural bleeding occurred in 16.1 % of cases and was successfully managed en-
doscopically in all instances, mainly with clips. No cases of delayed bleeding or 
perforation were observed. There were no significant differences between the 
groups concerning complete histological resection or polyp recurrence.
Conclusions  Cold snare polypectomy demonstrated comparable safety and 
efficacy to hot snare polypectomy in the resection of small gastric polyps, pos-
sibly representing a preferable approach to avoid thermal injury.
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Aims  Endoscopic Submucosal Dissection (ESD) is considered the standard 
treatment for early gastric neoplastic lesions according to Japanese and ESGE 
guidelines. However, evidence from Western populations remains limited. This 
study reports the interim results of a single and high-volume Western referral 
center from a prospective multicenter national registry endorsed by the SIED, 
evaluating ESD efficacy, safety, and the diagnostic accuracy of biopsies pre-ESD 
in a real-world Western cohort [1–4].
Methods  We analyzed 105 consecutive patients who underwent gastric ESD 
between January 2021 and June 2025 at a tertiary referral center. Demograph-
ics, lesion characteristics, procedural outcomes, adverse events, and follow-up 
findings were assessed. Primary endpoints were en bloc, R0 and curative resec-
tion rates, and procedure-related adverse events. Secondary endpoints includ-
ed recurrence, metachronous lesions, predictors of treatment failure, and di-
agnostic accuracy of biopsies pre-ESD.
Results  En bloc resection were achieved in 92.4 %, R0 resection in 90.5 %, and 
curative resection in 85.7 % of cases, respectively. Procedure-related perforation 
and delayed bleeding occurred in 4.8 % of cases each. Median procedure time 
was 60 minutes and median hospital stay was 3 days. No local recurrence was 
observed during follow-up, while metachronous lesions occurred in 9.5 % of 
patients. Lesions located in the cardia were significantly associated with lower 
en bloc resection rates (p = 0.0013). Concordance between pre-ESD biopsy and 
final ESD histology was limited (κ = 0.24), with a biopsy sensitivity of 50 % and 
specificity of 96.9 % for early gastric cancer.
Conclusions  In this large Western prospective cohort, ESD demonstrated high 
efficacy and a favorable safety profile, fully comparable to the outcomes from 
Asian referral centers. The absence of local recurrence confirms its oncological 
reliability. The high rate of biopsy underdiagnosis underscores the importance 
of ESD for accurate staging and definitive treatment, particularly for lesions 
that appear to exhibit low or intermediate dysplasia. These results support the 
broader adoption of ESD in Western clinical practice in the future.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Abstract Text
An 85-year-old patient with multiple comorbidities, including a permanent 
colostomy after abdominoperineal resection for rectal adenocarcinoma and 
MASLD-related decompensated cirrhosis on primary prophylaxis with carve-
dilol, presented with four transfusion-requiring episodes of peristomal bleed-
ing over six months. CT imaging demonstrated peristomal variceal collaterals. 
Due to comorbidities, an endoscopic therapeutic approach was selected. Trans-
stomal EUS enabled identification of the ectopic varices and their feeding ves-
sel. Combined coil-and-cyanoacrylate embolization was performed using two 
coil sets (6 × 14 mm and 8 × 14 mm, respectively), achieving immediate flow 
cessation. The patient was discharged 24 hours post-procedure with stable 
hemoglobin and no recurrent gastrointestinal hemorrhage during follow-up.
Video  http://data.process.y-congress.com/ScientificProcess/Data//106/ 
660/1670/2cfde5d5-8a11-4990-8e50-e6d1483ba7d3/Uploads/19978_
EUS-guided_coil %20embolization %20of %20peristomal %20ectopic %20
varices.mp4
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Aims  Accurate endoscopic assessment of mucosal inflammation is critical in 
managing Ulcerative Colitis (UC). Mayo endoscopic score (MES) and Ulcerative 
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Colitis Endoscopic Index of Severity (UCEIS) have significant interobserver var-
iability. The role of Linked Color Imaging (LCI) in assessing inflammation is 
uncertain. We aimed to assess the reliability of LCI in UC.
Methods  A multi-centre international survey-based study was designed with 
20 sets of high-definition white light (HDWLE) images or videos matched with 
LCI. Each set had varying severities of inflammation as determined by Nancy 
and Picasso histopathology scores. The MES and UCEIS were rated along with 
confidence level (high vs low). To assess interobserver variability, we used per-
centage agreement and Kappa score with 95 % confidence intervals stratified 
by imaging modality and scoring system. A mixed logistic regression model 
was constructed to assess accuracy.
Results  43 gastroenterologists from 4 centres were included. 26 (59.1 %) were 
experts and 11 (25.6 %) had prior LCI experience. Interobserver variability was 
moderate overall with percentage agreement between 62-70 % and Kappa 
scores between 0.48-0.56. There was no difference in interobserver variability 
between HDWLE and LCI. Agreement was slightly higher for UCEIS than MES 
(▶Table 1). 73 % reported high confidence prediction with confidence decreas-
ing with increase in histological severity. Participants rated severity accurately 
66 % of the time using MES with accuracy decreasing with increase in histolog-
ical severity. Accuracy was higher for participants with prior LCI experience. 
Results for UCEIS were inferior with accuracy at 58 % overall. There was no evi-
dence of a difference in accuracy between the two imaging modalities irrespec-
tive of the index used for scoring.

▶Table 1	  Interobserver variability results

Imaging 
modality

Mayo UCEIS

HDWLE Percent agreement = 62 % Percent agree-
ment = 69 %

Kappa = 0.49 (0.38, 0.59) * Kappa = 0.55 (0.41, 
0.68) *

LCI Percent agreement = 62 % Percent agree-
ment = 70 %

Kappa = 0.48 (0.38, 0.58) * Kappa = 0.56 (0.43, 
0.69) *

 *95 % confidence interval

Conclusions  Interobserver variability remains a challenge in accurately assess-
ing inflammation in UC despite advances in technology and validated scoring 
systems. Our study suggests that LCI achieves moderate interobserver agree-
ment with accuracy of 66 % and is not superior to HDWLE.
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Aims  Non-malignant colorectal polyps (NMCP) are effectively managed by 
advanced endoscopic resection techniques, however rates of surgery remain 
high. We sought to understand the reasons for this.

Methods  A retrospective review was performed across our network to iden-
tify all elective surgery for NMCP between January 2011 and December 2024. 
Colectomy for polyposis syndromes were excluded. Electronic patient records 
were reviewed. Results were stratified as pre-2018 and post-2018, the latter 
reflecting a period where involvement of a tissue resection expert (TRE) for the 
management of large NMCP was recommended in major societal guidelines.
Results  116 elective resections for NMCP occurred (116/1951, 5.9 % of 
colorectal neoplasia surgery). Mean age 67.3 years, 51 % male. Mean ASA 2.46. 
49.1 % of surgery occurred in a tertiary facility (57/116). Mean length of stay 
was 9.12 days (Range 1.08 – 143 days, SD 14). 85.3 % were laparoscopic. Major 
adverse events occurred in 30.2 % of cases (35/116). Gastroenterologists ac-
counted for 57.1 % of referrals. 85 % of cases had a preoperative biopsy. Lesion 
location was right colon 76.9 %, left colon 13.8 % and 10.3 % rectum. Mean le-
sion size was 30.5mm (Range 1.5 – 85mm, SD 18.3). Suspected cancer was the 
most common indication for surgery (59/116, 50.9 %), followed by appendix 
involvement (11/116, 9.5 %) (▶Table 1). TRE were involved in just 20 % of cas-
es but more likely in a tertiary facility (p = 0.049). After 2018 there was a signif-
icant decrease in surgery for NMCP across both tertiary and non-tertiary facil-
ities (77/1039, 7.4 % of colorectal neoplasia surgery pre-2018 and 39/912, 4.3 % 
post-2018, p = 0.0035). TRE involvement improved post-2018 (15.9 % vs 27.8 
p = 0.008).

▶Table 1	  A comparison of the reasons given for surgery for non-ma-
lignant colorectal polyps pre-2018 and post-2018

Reason for Surgery Pre 2018( %) Post 2018( %)

Suspected Cancer 36(46.8 %) 23(59 %)

Appendiceal 4(5.2 %) 7(17.9 %)

Failed EMR – Technical reasons 5(6.5 %) 1(2.6 %)

Failed EMR – ICV 2(2.6 %) 2(5.1 %)

Failed EMR – Non Lifting 3(3.9 %) 0

Size 4(5.2 %) 1(2.6 %)

Recurrence 4(5.2 %) 1(2.6 %)

Suspected Serrated Polyposis 4(5.2 %) 1(2.6 %)

Suspected Polyposis 3(3.9 %) 0

Involving ICV – Not attempted 2(2.6 %) 1(2.6 %)

Patient Election 0 1(2.6 %)

Suspected Fibrosis 1(1.3 %) 0

Not Recorded 9(11.7 %) 1(2.6 %)

Total 77(100 %) 39(100 %)

Conclusions  Surgery rates for NMCPs have fallen. Despite this, unacceptable 
rates of surgery for NMCP continue to occur without adequate TRE involvement. 
All cases with benign histology on biopsy should be discussed with a TRE prior 
to surgery in a multidisciplinary team format.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Patients with atrial fibrillation (AF) undergoing high-risk endoscopic 
procedures face competing risks of delayed postprocedural bleeding and 
stroke, yet no randomized evidence guides the optimal timing of direct oral 
anticoagulant (DOAC) resumption. Major society guidelines have explicitly 
acknowledged this evidence gap, and current recommendations rely entirely 
on expert opinion. Although clinician equipoise regarding DOAC resumption 
timing has been described, patient perspectives on this clinical tradeoff have 
never been assessed in the endoscopy literature. Patient-reported outcome 
priorities frequently diverge from clinician assumptions in procedural medicine, 
yet this well-documented discordance remains largely unexamined in gastro-
intestinal endoscopy. We aimed to characterize patient awareness of evidence 
gaps and preferences regarding bleeding versus stroke risk to inform the design 
of the RESUME trial, a proposed, large multicenter randomized trial currently 
seeking funding in the US and Canada.
Methods  We conducted a cross-sectional survey of patients with AF, distrib-
uted electronically from 19 January through 2 February, 2026 through two 
international patient advocacy organizations (Arrhythmia Alliance and Sto-
pAFib.org). The survey assessed awareness of existing evidence, outcome pri-
oritization via both a forced-choice question (major bleeding versus disabling 
stroke) and a five-point ordinal scale, and demographic and clinical character-
istics. Subgroup analyses evaluated the influence of prior stroke/TIA, prior 
major bleeding, age, sex, and geographic region on preferences using Wilcox-
on rank-sum and Kruskal-Wallis tests.
Results  477 patients were included (92.5 % currently taking a DOAC; 50.3 % 
aged ≥ 75; 57 % female). Respondents resided in North America (70 %) and Eu-
rope (27.5 %). Paradoxically, 54.6 % reported confidence that clear guidance on 
DOAC resumption timing exists, despite the absence of randomized evidence. 
Patient preferences regarding bleeding versus stroke were heterogeneous and 
symmetrically distributed: 28.7 % feared bleeding more, 38.1 % expressed equal 
concern, and 33.3 % feared stroke more. Critically, outcome preferences did 
not differ by prior stroke or TIA (p = 0.3), prior major bleeding (p = 0.72), age, 
sex, or geographic region — demonstrating that this uncertainty is genuinely 
population-wide.
Conclusions  This is the first study to characterize patient perspectives on the 
bleeding-versus-stroke tradeoff after DOAC interruption for high-risk endos-
copy. Patient preferences are heterogeneous, symmetrically distributed, and 
independent of clinical history and demographics — findings that mirror the 
wide practice variability observed among endoscopists. Over half of patients 
incorrectly believe evidence-based guidance already exists, underscoring the 
urgency of generating definitive data. These results provide the patient-cen-
tered ethical justification for randomization in the RESUME trial and demon-
strate international generalizability across North American and European 
populations.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  To describe participation rates and the diagnostic performance of FOBT 
for detecting adenoma, advanced adenoma (AA), and colorectal cancer (CRC) 
in patients with Lynch Syndrome (LS) during the interval between surveillance 
colonoscopies [1–5].
Methods  A systematic review and meta-analysis were conducted following a 
literature search in PubMed, Embase, and Scopus from inception to October 
2025 for articles reporting participation rates and diagnostic performance in 
LS patients in the interval between colonoscopies. Results were obtained for 
different immunochemical FOBT (iFOBT/FIT) models using cut-offs of 2, 4, and 
10 μg Hb/g of stool. For each cut-off, true positives, true negatives, false posi-
tives, and false negatives were extracted to calculate sensitivity (Se), specific-
ity (Sp), and diagnostic odds ratio (DOR) for adenoma, AA, and CRC through a 
diagnostic test meta-analysis. The pooled participation rate and its 95 % con-
fidence interval (CI) were also calculated.
Results  The initial search retrieved 283 studies, of which 4 were ultimately 
included, comprising a total of 886 LS patients (29.4 % with MLH1 mutations, 
31.7 % MSH2, 24.2 % MSH6, 11.51 % PMS2, and 3.2 % EPCAM). Mean age was 
51.6 (41.7–61.5) years and 56 % were women. The time from FIT to colonos-
copy ranged from 7 to 77 days. The pooled participation rate was 71.8 % (95 % 
CI 60.5–83.1).
For adenoma, Se was 22 %, 20 %, and 22 %; Sp was 88 %, 91 %, and 92 %; and the 
DOR was 2.24, 2.44, and 4.51 for cut-offs of 2, 4, and 10 μg Hb/g, respectively. 
For advanced adenoma, Se was 78 %, 78 %, and 44 %; Sp was 87 %, 91 %, and 
87 %; and the DOR was 21.82, 36.19, and 6.49 for cut-offs of 2, 4, and 10 μg 
Hb/g, respectively. For CRC, Se was 79 %, 79 %, and 56 %; Sp was 85 %, 90 %, and 
85 %; and the DOR was 19.48, 35.31, and 6.78 for cut-offs of 2, 4, and 10 μg 
Hb/g, respectively.
Conclusions  FIT shows excellent diagnostic performance for advanced neo-
plastic lesions (AA and CRC) in patients with Lynch syndrome, particularly at 
low cut-offs ( < 4 μg Hb/g). These findings support its use as an interval tool to 
prioritize colonoscopies in settings of healthcare overload and to personalize 
surveillance periodicity (annual vs biennial) in routine clinical practice.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  The elevator mechanism of linear echoendoscopes is difficult to repro-
cess, posing an infection risk. We developed a novel cleaning brush for this area 
and aimed to determine its optimal use parameters and clinical efficacy [1].
Methods  The study included three phases. Phase I identified optimal param-
eters using ATP testing and microorganism culture on artificially contaminated 
echoendoscopes. In phase II, six echoendoscopes were randomized to cleaning 
with the novel or conventional brush for 12 months, with monthly expert image 
quality assessment. Phase III randomly assigned 204 clinically used linear ech-
oendoscope to the novel or conventional brush group, followed by ATP testing 
and microorganism culture.
Results  The optimal parameters were a vibration frequency of 500 kHz for 20 
seconds. After 12 months, the mixed linear model results showed no significant 
differences in expert scores between groups. Furthermore, the novel brush 
group demonstrated significantly lower rates of overall (18.6 % vs. 36.3 %; 
P = 0.005) and elevator area (15.7 % vs. 30.4 %; P = 0.013) manual cleaning fail-
ure. After high-level disinfection, the microorganism contamination rate (1.0 % 
vs. 7.8 %; P = 0.017) and positive culture rate (8.8 % vs. 20.6 %; P = 0.018) at the 
elevator area were also significantly lower.
Conclusions  The novel elevator cleaning brush, used at the optimal parameter 
of 500 kHz for 20 seconds, did not compromise imaging quality compared to 
conventional brush. In clinical practice, it significantly improved the manual 
cleaning quality of the elevator area and reduced the microorganism contam-
ination risk after reprocessing compared to the conventional brush.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
References
[1]  Beilenhoff U, Biering H, Blum R et al. Reprocessing of flexible endoscopes 
and endoscopic accessories used in gastrointestinal endoscopy: Position 
Statement of the European Society of Gastrointestinal Endoscopy (ESGE) and 
European Society of Gastroenterology Nurses and Associates (ESGENA) – Up-
date 2018 [J]. Endoscopy 2018; 50 (12): 1205–1234

eP1303  Diagnostic Yield and Clinical Impact of 
Small-Bowel Capsule Endoscopy in Chronic Diarrhea: 
A Systematic Review and Meta-Analysis
Authors  Lei II1, Naresh R2, Koulaouzidis A3, Arasaradnam R1

Institutes  1  University Hospital Coventry & Warwickshire, Coventry, United 
Kingdom; 2  Royal Berkshire Hospital, Reading, United Kingdom; 
3  University of Southern Denmark, Odense, Denmark
DOI  10.1055/s-0046-1822911
Aims  Small bowel capsule endoscopy (SBCE) is established as a first-line inves-
tigation for suspected small bowel bleeding and Crohn’s disease according to 
current ESGE guidelines. However, its diagnostic utility in patients with chron-
ic diarrhoea remains unclear, and no systematic review has evaluated SBCE 
diagnostic yield in this population. We therefore aimed to estimate SBCE diag-
nostic yield (DY) in chronic diarrhoea and evaluate yield across clinically relevant 
subgroups, including patients without suspected organic disease and those 
investigated for suspected coeliac disease or suspected inflammatory bowel 
disease (IBD).
Methods  A systematic review and meta-analysis were conducted in accord-
ance with PRISMA guidelines. MEDLINE, Embase, PubMed, and the Cochrane 
Library were searched from 1 November 2000 to 1 November 2025. Studies 
reporting the diagnostic yield of SBCE in adults referred for chronic diarrhoea 
were included. Only English-language full-text publications were considered. 
Two reviewers independently performed study selection and data extraction. 

Random-effects meta-analysis and meta-regression were used to estimate the 
pooled DY and to identify factors associated with increased DY of SBCE.
Results  A total of 49 studies comprising 3,977 participants were included. The 
pooled DY of SBCE in chronic diarrhoea including all suspected pathologies was 
36 % (95 % CI 30–43 %; I² = 89 %). In patients with chronic diarrhoea of unknown 
origin, the DY was 34 % (95 % CI, 25–44 %; I² = 73 %). Use of prior small-bowel 
radiological imaging as a pre-test filter increased DY to 47 % (95 % CI 32–61 %; 
I² = 0 %). In suspected IBD, subgroup stratification by faecal calprotectin demon-
strated a stepwise increase in DY with higher thresholds: 16 % (95 % CI 7–32 %; 
I² = 71 %) for < 50 µg/g, 39 % (95 % CI 28–50 %; I² = 90 %) for > 50 µg/g, and 46 % 
(95 % CI 24–69 %; I² = 92 %) for > 100 µg/g. Meta-regression revealed no signif-
icant moderators. Overall, SBCE led to a change in clinical management in 46 % 
of patients (95 % CI, 36–57 %; I² = 61 %).
Conclusions  SBCE demonstrates a moderate DY and is associated with chang-
es in subsequent management in one in two patients with chronic diarrhoea. 
These findings also support a biomarker-informed, calprotectin-guided ap-
proach to patient selection. Future prospective studies should formally evalu-
ate the role of early capsule endoscopy within diagnostic pathways, alongside 
or following colonoscopic assessment, in appropriately selected patients.
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Aims  Endoscopic ultrasound guided gastrojejunostomy (EUS GJ) has recently 
been shown to be superior to enteral stenting and surgery for management of 
gastric outlet obstruction (GOO). Outcomes outside of randomised trials is 
limited. We aimed to assess the outcomes from EUS gastrojejunostomy for 
management of gastric outlet obstruction in 13 UK centres.
Methods  Retrospective analysis of patients undergoing EUS GJ was conduct-
ed and information was collected including demographics, indication, sedation, 
pre- and post- GOOS score, stent size, technique used, technical success rate, 
number of days to commencing diet, length of stay, adverse events, reinter-
vention rate, other interventions required, and survival at 30 days. Univariate 
analysis was performed to assess pre- and post-procedure GOOS scores and 
factors associated with adverse events. Multivariable analysis using age, sex, 
disease type, stent size and technique was performed for adverse events.
Results  293 patients were included with median age 69 years and 146 males 
from 13 UK centres. Pancreaticobiliary cancer was the most common indication 
(73.4 %, n = 215) with other indications being gastric, metastatic deposits or 
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chronic benign strictures. 169 (57.7 %) procedures were performed under an-
aesthesia and 226 ((77.1 %) used the WEST technique vs 67 (22.9 %) needle fill 
technique. 20x10mm was the most common stent size (91.5 %, n = 268) fol-
lowed by 15x10 (7.5 %, n = 22) and 10x10 (1 %, n = 3). Technical success was 
achieved in 279/293 (95.2 %) with a significant improvement in GOOS score 
from 0 pre-procedure to 3 post procedure (p < 0.0001) and a median of 1 day 
to full diet. Overall adverse event rate was 33/293 (11.3 %) with a procedure 
related adverse event rate of 19/293 (6.5 %). Stent maldeployments (n = 12, 
4.1 %) were rescued endoscopically in 50 % (n = 6) with 5 patients undergoing 
surgical intervention and one patient treated conservatively. Median length of 
stay post procedure was 4 days and 30-day mortality rate was 37/293 (12.6 %) 
with only 2/293 (0.68 %) being directly related to the procedure. Overall adverse 
events were associated with younger age (63 vs 69, p < 0.001) but not sex, stent 
size, technique or disease type. No independent risk factors were identified on 
multivariable analysis.
Conclusions  EUS GJ is an effective intervention for malignant gastric outlet 
obstruction showing significant improvement in GOOS scores and early return 
to full diet. Adverse event rates are low and do not appear to have any inde-
pendent risk factors. This represents the largest study of EUS GJ and shows good 
outcomes in high volume UK centres.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic ultrasound-directed transgastric ERCP (EDGE) has emerged 
as an important modality for biliary access in patients with altered upper gas-
trointestinal anatomy, but data from real-world multicentre practice remains 
limited. This study reports outcomes of EDGE performed in 9 tertiary centres 
in the UK.
Methods  A retrospective analysis was conducted of consecutive EDGE proce-
dures performed over 2024 – 2025. Data collected included demographics, 
indication, anaesthesia type, stent characteristics, anastomosis type, single or 
multiple stage, use of stent fixation, completion of the intended therapeutic 
outcome, subsequent fistula management and adverse events. Analysis was 
performed around outcomes comparing single vs multiple stage procedures.
Results  One hundred and three patients (median age 59 years; 18 males) were 
included. The indications were common bile duct stones (n = 83), biliary mass/
stricture (n = 8), papillary stenosis (n = 4), PEG insertion (n = 3), bile leak (n = 2), 
drainage procedure (n = 2) and other (n = 1). Sixty-one procedures were per-
formed under general anaesthesia and 42 under conscious sedation. Technical 
success was achieved in 101/103 (98.1 %) procedures with anastomoses being 
gastro-gastrostomy (89) and enterogastrostomy (12). Axios stents sized 15 × 10 
mm and 20 × 10 mm were used in 5 and 96 procedures respectively. Thirty 
procedures were completed as single-stage (all under general anaesthesia), 
while 68 with available data were two-stage with a median interval of 14 days 

between the stages. 31 of the two-stage procedures were performed under 
general anaesthesia. Stent fixation clips were used in 36 procedures including 
6 two-stage cases (24 OTSC and 11 standard clips), whereas 65 procedures 
were performed without clip fixation (all two-stage). Overall, the intended 
therapeutic outcome was achieved in 96/98 (97.95 %) procedures. During sin-
gle stage there were 5/30 adverse events of which 4 were stent dislodgement 
(3 managed endoscopically) and 1 pancreatitis. During two-stage there were 
7 adverse events of which 5 were stent dislodgement (4 were clinically rele-
vant), 1 failed cannulation and 1 pancreatitis. Fistula follow up showed 56 
closed spontaneously or had no closure (35 had a barium or endoscopy), 32 
were not assessed, 13 had endoscopic closure and 2 were closed at surgically.
Conclusions  In this multicentre series, EDGE demonstrated a high rate of tech-
nical and clinical success with acceptable adverse event rates. Most adverse 
events can be managed endoscopically and no difference was seen comparing 
number of stages or use of sedation/anaesthesia. The findings support EDGE 
as an effective modality for biliary and related interventions in patients with 
altered anatomy. More data concerning fistula follow up is needed.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  This article is expected to improve detection of early gastric cancer's 
efficiency and accuracy , addresses the scarcity of real medical data and offer-
ing a novel solution to address diagnostic challenges for other rare lesions 
[1–5]
Methods  7,650 endoscopy images retrospectively collected from Renmin 
Hospital of Wuhan University between January 1, 2017, and September 16, 
2025, and videos from 22,039 patients undergoing gastroscopy in a prospec-
tive multicenter clinical trial, were used to construct EndoPainter, a generative 
diagnostic system for early gastric cancer (EGC) that does not rely on real EGC 
images. A multimodal large language model was used to extract lesion features 
automatically, and a diffusion model was trained to generate EGC images from 
non-EGC images and feature texts. The generated images were evaluated by 
nine endoscopists. EndoPainter performance was tested in internal image and 
multicenter video test sets and compared with sole deep learning (DL) models 
trained on datasets of different scales and with different strategies.
Results  The feature extraction model based on non-EGC images achieved an 
overall accuracy of 90.50 % (95 % CI: 89.40–91.49 %). The overall specificity of 
endoscopists in classifying generated images was 36.39 % (95 % CI: 33.57–
39.30 %). In the image test set, the accuracy of EndoPainter for diagnosing EGC 
(90.24 %, 95 % CI: 86.84–92.84 %) was significantly higher than that of the sole 
DL models (82.85 %, p  =  0.002). In the multicenter video test set, its accuracy 
(90.64 %, 95 % CI: 90.25–91.02 %) also significantly outperformed the DL mod-
el trained on a large-scale real-image dataset (89.08 %, p  <  0.0001).
Conclusions  EndoPainter addresses the scarcity of real medical data by gen-
erating large-scale lesion images through feature deconstruction and recom-
bination, while integrating human diagnostic logic to achieve interpretable 
decision-making. The system is expected to improve diagnostic efficiency and 
accuracy in clinical practice, offering a novel solution to address diagnostic 
challenges for other rare lesions.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic retrograde cholangiopancreatography (ERCP) remains a 
cornerstone therapeutic intervention for pancreatobiliary disease but is asso-
ciated with clinically relevant adverse events, including bleeding. Bleeding 
related to endoscopic sphincterotomy or peri-ampullary manipulation may be 
difficult to control because of anatomic constraints and the consequences of 
conventional heat related haemostatic methods. PuraStat is a transparent 
self-assembling peptide hydrogel that promotes hemostasis through the for-
mation of a mechanical barrier and extracellular matrix scaffold leading to 
formation of a stable clot. It has been extensively used in the treatment of EMR 
and ESD related bleeds. Data specific to ERCP-related bleeding remains limited 
[1–4].
Methods  We performed a multicenter, prospective, observational study in-
cluding consecutive ERCP procedures between January 2022 and December 
2025 in which PuraStat was used to treat ERCP-related bleeding (intraproce-
dural bleeding (IPB) or delayed bleeding) and prophylactic application for pre-
vention of delayed bleeding after sphincterotomy. The primary outcome was 
immediate hemostasis, and secondary outcomes included technical success, 
30-day rebleeding, and adverse events related to use of Purastat.
Results  A total of 138 patients were included. PuratStat was predominantly 
used to treat IPB (82.6 %) but was also used for treating delayed bleeding 
(10.9 %) and prophylactically (6.5 %). The severity of bleeding was mild in 
68.2 %, while the remainder had moderate bleeding. Technical success was 
achieved in all patients. PuraStat achieved immediate hemostasis in 97.7 % of 
patients with active bleeding. 30-day rebleeding occurred in 7 patients (5.1 %), 
while adverse events occurred in 5 patients (3.6 %), all of whom had post-ERCP 
pancreatitis, with no reported procedure-related mortality. Subgroup analysis 
revealed equal efficacy when PuraStat was used as a primary or secondary (res-
cue) therapy but significantly higher hemostasis rate (100 % vs. 92.7 %, p = 0.01) 
and lower 30-day rebleeding (1.1 % vs. 12.2 %, p = 0.005) when used for mild 
oozing bleeding compared to moderately severe bleeding, respectively.
Conclusions  Our data demonstrates the technical feasibility, efficacy and safe-
ty of using Purastat in the management of sphincterotomy related bleeds.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Reporting for gastric magnifying image enhanced endoscopy (M-IEE) 
reporting is time-consuming and skill-dependent, leading to several issues, 
especially in resource-limited settings or among less experienced endoscopists. 
Multimodal large language models (MLLMs) hold significant potential for au-
tomating M-IEE report generation [1–9].
Methods  2,037 images and 100 videos of gastric M-IEE were retrospectively 
collected at Renmin Hospital of Wuhan University (RHWU). The images were 
randomly assigned to the training and internal test sets in a 7:3 ratio. 625 im-
ages were collected from three external hospitals for external validation. Im-
age-text pairs, annotated by experts, were used to construct the M-IEE report 
system (named ME-Report Angel) based on a MLLM. Six endoscopists were 
invited to participate in a report-writing trial based on videos with or without 
the assistance of ME-Report Angel. Reporting time, report quality and diagno-
sis performance were evaluated.
Results  The use of ME-Report Angel significantly reduced reporting time 
(20.00s, IQR [10.00-39.75] vs. 60.00s, IQR [38.00-113.00], p < 0.001). With 
ME-Report Angel assistance, diagnostic accuracy (77.33 % vs. 70.33 %, 
p < 0.001), sensitivity (73.67 % vs. 58.00 %, p < 0.001) and negative predictive 
value (75.50 % vs. 66.96 %, p < 0.01) were significantly improved. Furthermore, 
ME-Report Angel significantly improved the completeness, correctness and 
quality of reports.
Conclusions  ME-Report Angel is an efficient and clinically valuable reporting 
system. It significantly reduced the workload of endoscopists while ensuring 
high report quality and diagnostic performance, thereby optimizing the M-IEE 
examination workflow.
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Aims  To evaluate the diagnostic accuracy of bedside cyst fluid glucose for 
identifying mucinous pancreatic cysts and to assess its agreement with labo-
ratory glucose measurements.
Methods  In this prospective study, consecutive patients undergoing endo-
scopic ultrasound-guided cyst fluid aspiration for pancreatic cystic lesions 
during the study period (February 2022 – January 2026) were enrolled. Cyst 
fluid glucose was measured at the bedside using a glucometer and compared 
with laboratory glucose measurements. The reference diagnosis was estab-
lished using cytology, biopsy, surgical histopathology, and clinical follow-up. 
Receiver operating characteristic (ROC) analysis was performed to determine 
the diagnostic performance and optimal cutoff value of cyst fluid glucose for iden-
tifying mucinous cysts. Agreement between bedside and laboratory glucose meas-
urements was evaluated using correlation and Bland–Altman analysis.
Results  A total of 56 patients with pancreatic cystic lesions were included. 
Bedside cyst fluid glucose demonstrated good diagnostic accuracy for identi-
fying mucinous cysts with an area under the ROC curve of 0.76. The optimal 
cutoff value was 67 mg/dL, which yielded a sensitivity of 85 % and specificity of 
68 % for differentiating mucinous from non-mucinous cysts. Bedside and lab-
oratory glucose measurements showed excellent correlation (r = 0.96). Bland–
Altman analysis demonstrated good agreement between the two methods 
with minimal bias.
Conclusions  Bedside cyst fluid glucose measurement is a rapid, inexpensive, 
and reliable method for distinguishing mucinous from non-mucinous pancre-
atic cysts. Its strong agreement with laboratory glucose measurements sup-
ports its use as a practical point-of-care diagnostic tool in the evaluation of 
pancreatic cystic lesions. (NCT05962723)
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Aims  Recurrent Clostridioides difficile infection (rCDI) remains a major clinical 
challenge, with recurrence rates exceeding 30 % after repeated antibiotic ther-
apy. Fecal microbiota transplantation (FMT) has emerged as an effective mi-
crobiome-restoring therapy; however, comparative real-world data versus 
standard antibiotic treatment remain limited. This study aimed to evaluate the 
clinical efficacy and safety of colonoscopy-delivered FMT compared with guide-
line-recommended antibiotic therapy in patients with rCDI [1, 2].
Methods  We conducted a prospective comparative study including 85 adult 
patients with recurrent CDI treated at a tertiary referral center between January 
2022 and December 2025. rCDI was defined as ≥ 2 documented episodes fol-
lowing adequate antibiotic therapy. Patients received either colonoscopy-de-

livered FMT (n = 43) or standard antibiotic therapy (oral vancomycin or fidax-
omicin; n = 42) according to clinical decision and patient preference. Donor 
stool was obtained from rigorously screened healthy donors and infused into 
the cecum or terminal ileum during colonoscopy following bowel preparation. 
The primary endpoint was clinical cure, defined as resolution of diarrhea with-
out recurrence within 8 weeks. Secondary endpoints included recurrence at 6 
months and treatment-related adverse events. Statistical comparisons were 
performed using χ² or Fisher’s exact test.
Results  Baseline characteristics were comparable between groups (mean age 
64.1 ± 13.7 years, 57.6 % female). Clinical cure at 8 weeks was achieved in 39/43 
patients (90.7 %) in the FMT group compared with 26/42 patients (61.9 %) in 
the antibiotic therapy group (p = 0.003).
At 6-month follow-up, recurrence occurred in 3 patients (7.0 %) in the FMT 
group versus 14 patients (33.3 %) in the control group (p < 0.001).
FMT was well tolerated, with only mild transient adverse events (abdominal 
discomfort or bloating) reported in 11.6 % of patients. No severe procedure-re-
lated complications were observed.
Conclusions  Colonoscopy-delivered fecal microbiota transplantation demon-
strated significantly higher cure rates and markedly lower recurrence compared 
with standard antibiotic therapy for recurrent CDI. These findings support the 
integration of endoscopically delivered FMT as an effective therapeutic strategy 
for rCDI in routine clinical practice.
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Aims  Acute esophageal variceal bleeding is a life-threatening complication of 
portal hypertension, with early rebleeding remaining a major determinant of 
morbidity and mortality despite successful endoscopic hemostasis. Vasoactive 
agents such as Terlipressin are recommended during the acute bleeding epi-
sode; however, the benefit of continuing vasoactive therapy after successful 
endoscopic variceal ligation (EVL) in routine clinical practice remains incom-
pletely defined. This study aimed to evaluate the impact of adjunctive terlipres-
sin therapy on early rebleeding following successful EVL [1].
Methods  We conducted a prospective comparative cohort study including 
110 consecutive adult patients with cirrhosis presenting with acute esophage-
al variceal bleeding who underwent successful EVL at a tertiary referral center 
between February 2021 and January 2026. Acute variceal bleeding was con-
firmed endoscopically, and hemostasis was achieved by EVL in all cases.
Following endoscopic therapy, patients received either adjunctive terlipressin 
therapy (2 mg every 4 hours for 72 hours; n = 50) in addition to standard care, 
or standard care alone without vasoactive therapy (control group; n = 60), ac-
cording to treating physician decision.
Baseline demographic and clinical data were recorded, including etiology of 
cirrhosis, Child–Pugh class, and Model for End-Stage Liver Disease (MELD) score.
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The primary endpoint was early rebleeding within 5 days after index endosco-
py. Secondary endpoints included rebleeding within 6 weeks, requirement for 
rescue therapy, length of hospitalization, and treatment-related adverse events. 
Categorical variables were compared using χ² or Fisher’s exact test, and con-
tinuous variables using Student’s t-test. Statistical significance was defined as 
p < 0.05.
Results  Baseline characteristics were comparable between groups (mean age 
59.9 ± 11.2 years; 64 % male; mean MELD 14.6 ± 4.5; Child–Pugh B/C 72 % vs 
71.7 %, p = 0.97). Early rebleeding occurred in 4/50 patients (8.0 %) receiving 
terlipressin compared with 14/60 (23.3 %) in the control group (p = 0.033). At 
6 weeks, recurrent bleeding was observed in 7/50 (14.0 %) versus 19/60 
(31.7 %), respectively (p = 0.029). Rescue therapy was required in 3/50 (6.0 %) 
versus 10/60 (16.7 %) (p = 0.088). Hospital stay was shorter in the terlipressin 
group (5.9 ± 2.1 vs 7.2 ± 2.6 days; p = 0.006). No serious terlipressin-related 
adverse events were recorded.
Conclusions  Adjunctive terlipressin therapy following successful EVL was as-
sociated with significantly lower early and 6-week rebleeding rates compared 
with EVL alone, supporting continued vasoactive therapy after endoscopic 
hemostasis in acute esophageal variceal bleeding.
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Aims  Optical Diagnosis (OD) allows a reliable distinction between adenoma-
tous and non-adenomatous lesions [1, 2]; however it becomes less effective 
when differentiating low grade dysplasia (LGD), high grade dysplasia (HGD), 
superficial and deep submucosal invasion (s-SMIC and d-SMIC) in advanced 
adenomas. The ability to obtain an accurate optical endoscopic diagnosis is 
essential to adopt the most appropriate polyp management, particularly in 
those colorectal lesions which are suspicious for submucosal invasion, such as 
those classified as Kudo Vi/JNET 2B [3]. Such classes constitute intermediate-risk 
optical categories (IOC) in the most known widespread endoscopic OD classi-
fication. Due to the limited evidence in this context, we conducted a system-
atic review and meta-analysis.
Methods  Our search was conducted in EMBASE, MEDLINE, and the Cochrane 
Central Register of Controlled Trials from 2010 to 26 July 2025. Only English-lan-
guage publications were included. Animal studies, reviews, correspondences, 
expert opinions, conference abstracts, and editorials were excluded. The IOC 
was identified according to widely accepted classifications (e.g. JNET 2B, Kudo 
Vi, Hiroshima C1/C2, Sano 2). In studies using ad hoc or locally developed 
classification systems, the category with the highest proportion of final histo-
logical outcomes corresponding to HGD and s-SMIC was considered IOC. The 
primary outcomes were defined as follows: appropriate diagnosis, when the 
advanced adenoma corresponded to HGD or s-SMIC; overdiagnosis, when it 

corresponded to LGD; and underdiagnosis, when it corresponded to d-SMIC. 
Pooled proportions for these outcomes were calculated using random-effects 
models. PROSPERO database (CRD420251039043).
Results  Of 1,975 studies identified, 138 underwent full-text assessment and 
37 were included (29 Eastern, 8 Western). Most were retrospective academic 
cross-sectional studies (75.7 %), mainly involving expert endoscopists. All stud-
ies used virtual chromoendoscopy, and most used optical magnification 
(86.4 %). The pooled mean polyp size was 25.9 mm (95 %CI 18.0–33.1; 
I² = 99.5 %). Overall, 39 IOC from 37 studies were analysed. When an IOC was 
assigned at OD, HGD or s-SMIC was confirmed histologically in 51.3 % of cases 
(95 %CI 41.1–61.4 %; I² = 95.4 %). Underdiagnosis occurred in 12.9 % (95 %CI 
9.8–16.7 %; I² = 90.0 %) and overdiagnosis in 23.0 % (95 %CI 14.8–34.0 %; 
I² = 96.9 %). Sensitivity analyses did not reduce heterogeneity. Western studies 
showed a lower proportion of d-SMIC within the IOC than Eastern studies (8.5 % 
vs 14.0 %; p = 0.02).
Conclusions  High heterogeneity and overall moderate performance of OD in 
discriminating HGD and s-SMIC in IOC was found. This data would favour en-
bloc resection when an IOC is assigned to a lesion. Reproducibility of OD in 
advanced adenomas in less experienced setting is uncertain. Clear indications, 
further real-life studies and are warranted to better ascertain the performance 
of OD in this setting.
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Aims  Six reproducible gross morphological "Blink" features — spontaneous 
bleeding, depression, fold deformation, extra redness, ulceration, and chick-
en-skin mucosa — are validated markers of deep submucosal invasion (SMI) in 
large ( ≥ 20mm) non-pedunculated colorectal polyps (LNPCPs). Prior study 
demonstrated that brief training in these features reduced cancer miss-rates 
in a pre-post survey of general endoscopists [1]. However, no study has estab-
lished whether LNPCPs containing cancer carry inherent visual cues recogniz-
able by individuals without endoscopy experience. We evaluated whether the 
six Blink features carry sufficient visual salience to be recognized by complete-
ly naïve observers, and whether a brief introduction can prime pattern recog-
nition before any endoscopic experience.
Methods  In this prospective interventional study, 65 participants (40 non-gas-
troenterology trainees, 25 medical students) none with prior endoscopy train-
ing evaluated 20 LNPCP images (8 with histologically confirmed deep 
SMI ≥ 1000µm, 12 benign). Participants assessed the same images before and 
after a 2-minute educational video introducing six Blink features; image order 
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was randomized between phases. Primary outcome was change in cancer miss-
rate (histopathology reference standard).
Results  At baseline, sensitivity for cancer detection was 67.5 % (95 %CI 63.4–
71.4) and specificity 46.0 % (95 %CI 42.5–49.5), with sensitivity significantly 
exceeding the 40 % cancer prevalence (p < 0.001). Post-intervention, sensitiv-
ity increased to 91.3 % (95 %CI 88.6–93.5), a 3.7-fold reduction in miss-rate 
from 32.5 % to 8.7 %. Specificity decreased to 27.6 % (95 %CI 24.5–30.9), with 
the false alarm rate increasing from 54.0 % to 72.4 %. Notably, the sensitivity 
gain was not solely due to increased cancer-calling; participants also demon-
strated improved ability to discriminate cancer from benign polyps (p = 0.025).
Conclusions  Medically trained individuals without endoscopy experience 
demonstrate an inherent ability to detect cancer within LNPCPs at rates ex-
ceeding chance. A 2-minute introduction to the six Blink features significantly 
enhances this capacity, achieving sensitivity (91.3 %) comparable to that of 
general endoscopists (94.3 %) reported in a prior study [1]. These findings sug-
gest that structured visual training can improve cancer detection at any stage 
of medical education — potentially before trainees ever perform endoscopy.
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eP1315  10mm x 10mm Hot Axios stents are safe 
and effective for EUS guided choledochoduodenosto-
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Aims  The electrocautery-enhanced Hot Axios stent (Boston Scientific) is li-
censed for EUS choledochoduodenostomy (EUS CDD) and is recognised as an 
effective modality in biliary drainage in distal malignant biliary obstruction 
(DMBO). The 6mm x 8mm (6mm) and 8mm x 8mm (8mm) diameter stents are 
most commonly used for this purpose. On 20th December 2025, an urgent 
recall of the 6mm and 8mm Hot Axios stents was issued due to reports of stent 
deployment and expansion issues, creating an urgent need for an evi-
dence-based effective alternative.
This study presents the first direct comparison of the 10mm x 10mm (10mm) 
Hot Axios stents with the 6mm and 8mm (6/8mm) Hot Axios stents in EUS CDD 
for DMBO.
Methods  A retrospective review was conducted of EUS CDD for DMBO per-
formed in 3 UK tertiary pancreas units from May 2024 to December 2025 using 
Hot Axios stents. One centre exclusively used 10mm Hot Axios stents for EUS 
CDD, while the other centres used 6mm and 8mm stents. Technical success, 
clinical success and adverse event rates were analysed. Technical success was 
defined as successful Hot Axios stent deployment for EUS CDD. Clinical success 
was defined as a 50 % drop in bilirubin in 2 weeks post EUS CDD.
Results  76 patients underwent EUS CDD for DMBO (10 mm group n = 28; 6/8 
mm group n = 46). Procedural technique differed significantly between groups; 
most procedures in the 10 mm group were performed freehand with a guide-
wire preloaded (27/28), whilst in the 6/8mm group, 38/46 were performed 
freehand. Coaxial plastic stents were inserted through 24/25 successfully de-
ployed 10 mm stents, versus 6/41 in the 6/8 mm group (p < 0.05).

When comparing the 10mm and 6/8mm groups, there was no statistically 
significant difference in median target duct size on EUS (18.0mm vs 17.5mm, 
p = 0.06).
Technical success (89.3 % (25/28) vs 89.1 % (41/46), p = 1.00), post-procedural 
adverse events (10.7 % (3/28) vs 10.9 % (5/46), p = 1.00) and 30-day mortality 
(10.7 % (3/28) vs 8.7 % (4/46), p = 1.00) were comparable between the 2 groups.
After exclusion of technically unsuccessful cases, biliary re-intervention rates 
were similar (4.0 % (1/25) vs 2.4 % (1/41), p = 1.00). Following further exclusion 
of cases without follow-up biochemistry, clinical success did not differ signifi-
cantly between groups (91.3 % (21/23) vs 97.1 % (34/35), p = 0.56).
Conclusions  The 10mm × 10mm Hot Axios stent demonstrates comparable 
efficacy and safety to 6mm x 8mm and 8mm x 8mm stents for EUS CDD in 
DMBO and represents a viable alternative following the recall of smaller diam-
eter devices.
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eP1316  Outcomes and safety of different endo-
scopic mucosal resection techniques for the man-
agement of superficial non-ampullary duodenal 
epithelial tumours: a network meta-analysis
Authors  Martins M1, Luz A2, de Sire R3, Medas R4, Maselli R5, Repici A6, 
Santos-Antunes J1, Jacques J7, Mathieu P8, Bourke MJ9, Macedo G1, 
Sousa-Pinto B2, Morais R1

Institutes  1  São João Universitary Hospital Center, Porto, Portugal; 
2  Faculdade de Medicina da Universidade do Porto – FMUP, Porto, Portugal; 
3  Endoscopy Unit, Gastroenterology Department, Humanitas Research 
Hospital IRCCS, Milano, Italy; 4  Gastroenterology Department and 
Advanced Endoscopy Center 'Carlos Moreira da Silva', Matosinhos, Portugal; 
5  Humanitas San Pio X, Milano, Italy; 6  Humanitas Medical Care, Rozzano, 
Italy; 7  Hépato-Gastro-Entérologie, CHU de Limoges, Limoges, France; 
8  Edouard Herriot Hospital, Lyon, France; 9  Westmead Hospital, 
Westmead, Australia
DOI  10.1055/s-0046-1822924
Aims  Superficial non-ampullary duodenal epithelial tumours (SNADETs) are 
pre-malignant lesions for which the optimal endoscopic management remains 
uncertain. This study aims to systematically compare the efficacy and safety of 
different endoscopic mucosal resection techniques, namely conventional 
(C-EMR), underwater (U-EMR), and cold-snare (CS-EMR), through a network 
meta-analysis.
Methods  A systematic search of MEDLINE, Scopus and Web of Science data-
bases was performed. Randomised controlled trials and comparative observa-
tional studies including adults with SNADETs treated with aforementioned 
techniques were eligible. Risk of bias was assessed and random-effects network 
meta-analysis models were used to compare outcomes across techniques.
Results  Twenty studies were included, most of which were retrospective ob-
servational studies with serious risk of bias. Compared with C-EMR, U-EMR was 
associated with numerically higher en bloc resection (RR 1.04, 95 % CI 0.95–
1.14), higher complete resection (RR 1.04, 95 % CI 0.87–1.25), and lower re-
currence (RR 0.53, 95 % CI 0.22–1.29), although none reached statistical sig-
nificance. CS-EMR was associated with significantly lower intraprocedural 
bleeding (RR 0.23, 95 % CI 0.06–0.89) and delayed bleeding (RR 0.17, 95 % CI 
0.07–0.43) than C-EMR. Post-procedural perforation was numerically lower 
with both U-EMR (RR 0.71, 95 % CI 0.20–2.53) and CS-EMR (RR 0.48, 95 % CI 
0.09–2.66). P-score ranking favored U-EMR for en bloc and complete resection 
and recurrence, whereas CS-EMR ranked highest for bleeding outcomes
Conclusions  The choice of resection techniques for SNADETs should be indi-
vidualized: U-EMR may offer favorable efficacy outcomes, whereas CS-EMR 
appears to provide superior bleeding safety. However, the available evidence 
is largely observational, and prospective comparative studies are needed to 
confirm these findings.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1318  A Swin Transformer-based AI system for 
real-time diagnosis of ampullary adenoma
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Aims  Endoscopic examination is essential for the identification and diagnosis 
of ampullary adenoma. However, performance varies significantly due to op-
erator experience and non-specific lesion features. This study aimed to develop 
an artificial intelligence (AI) model to improve the diagnostic accuracy of am-
pullary adenoma [1–12].
Methods  To ensure the diagnostic system’s usability, we developed two Swin 
Transformer-based models: one for identifying qualified papillae and another 
for diagnosing ampullary adenoma. A total of 2096 cases (34096 images), 
comprising 200 adenoma and 1896 non-adenoma cases, were used to develop 
and validate the models. External validation was performed on an independent 
multicentric dataset of 72 adenoma and 430 non-adenoma cases. Model per-
formance was evaluated using five-fold cross-validation, random-seed alloca-
tion, subgroup analyses, and human-machine competition. Interpretability 
was visualized via gradient-weighted class activation mapping (Grad-CAM). 
Finally, we prospectively enrolled 126 patients with suspected ampullary lesions 
on esophagogastroduodenoscopy (EGD) from January to June 2024. AI-assist-
ed EGD examination was performed prior to endoscopic ultrasonography or 
duodenoscopy to evaluate the adjunctive value of AI in improving the diagnos-
tic accuracy of EGD for ampullary adenoma.
Results  The qualified papilla identification model achieved an AUC of 0.994. 
The diagnostic model showed outstanding diagnostic accuracy with AUCs of 
0.998 on the internal testing dataset and 0.972–0.996 on external testing da-
tasets. Consistent high performance was maintained across all subgroups 
stratified by gender (AUC: 0.997–0.998), age (AUC: 0.996–0.999), and endo-
scopic equipment (AUC: 0.994–0.999). The AI model significantly outper-
formed endoscopists in diagnostic capability (accuracy: 0.970 vs 0.810–0.920). 
Notably, in the prospective validation dataset, the accuracy of AI on EGD im-
ages was comparable to that of endoscopists on oblique/side-viewing endo-
scopic images in identifying ampullary adenomas (0.913 vs 0.873, p = 0.308).
Conclusions  This Swin Transformer–based AI system achieved superior re-
al-time diagnostic capability for ampullary adenoma across multiple endoscop-
ic modalities, significantly outperforming endoscopists and particularly en-
hancing diagnostic accuracy under EGD.
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Aims  The polyp trap, designed for single use, is one of the many disposable 
items generated in an endoscopy unit. No studies have evaluated the safety or 
impact of its reuse. The aim of this study was to evaluate whether the reuse of 
polyp traps during colonoscopy is safe and efficient. Our hypothesis was that 
reusing polyp traps is non-inferior to discarding them with respect to infectious 
complications, while also assessing potential benefits in cost and environmen-
tal impact.
Methods  We conducted a prospective, multicenter, observational non-infe-
riority study including patients undergoing colonoscopy with polyp trap use 
between February 2025 and March 2026. Patients were assigned to the Discard 
Group (DG) or a Reuse Group (RG) according to the usual practice of each 

S997



Endoscopy 2026; 58: S1–S1041 | © 2026. European Society of Gastrointestinal Endoscopy. All rights reserved.

Abstracts | ESGE Days 2026

participating Center. Data collection included demographics, adverse events 
(infections, fever, delayed bleeding, perforation), pathology findings, and the 
number and types of polyp traps used. The primary endpoint was the rate of 
post-procedure related infection, with a non-inferiority margin (δ) of 0.4 %. 
Secondary outcomes included discordance between endoscopic and patholo-
gy findings, device consumption, associated costs, and CO₂-equivalent emis-
sions.
Results  A total of 3194 patients were included (1697 in DG; 1497 in RG), 57.2 % 
male, with a mean age of 64 ± 11 years and no baseline differences between 
groups. Delayed bleeding occurred in 62 patients (2 %) and perforation in 3 
( < 0.001 %), with no differences between groups. No confirmed post-colonos-
copy related infections were identified. Self-limited fever or other potentially 
infectious events (such as diarrhea, gastroenteritis or viral symptoms) occurred 
respectively in 14 (0.8 %) and 35 (2.1 %) patients in DG, and 12 (0.8 %) and 20 
(1.3 %) in RG (RR 1.03, 95 %CI 0.48-2.22, p = 0.94; and RR 1.54, 95 %CI 0.90-2.66, 
p = 0.12). None of these events were attributed to polyp trap reuse.
Pathological/endoscopic discordance occurred in 17/1373 (0.01 %) samples in 
DG and 19/1338 (0.01 %) in RG (OR 0.87, 95 %CI 0.46-1.67, p = 0.81), mostly 
reflecting non-detection of a polyp; no clinically relevant discrepancies were 
observed.
Device use and environmental impact differed markedly between groups. DG 
used 1729 traps, corresponding to a cost of 3244€/1000 patients and 314.78 
kg CO₂eq/1000 patients, whereas RG used 96 traps, corresponding to 519 
€/1,000 patients and 24.26 kg CO₂eq/1000 patients, representing an 84 % cost 
reduction and a 70 % decrease in CO₂eq emissions.
Conclusions  Reuse of polyp traps during colonoscopy was shown to be safe 
and non-inferior to discarding them, with no increase in infectious or other 
adverse events. The strategy resulted in substantial reductions in device con-
sumption, cost, and CO₂-equivalent emissions. These findings have potential 
implications for broader waste-reduction strategies in endoscopy units.
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Aims  A resect-and-discard (R&D) strategy for diminutive colorectal polyps has 
now been implemented in the English Bowel cancer screening programme 
(BCSP) with significant reductions in histopathology costs. This study aimed to 
evaluate the accuracy and quality of high-confidence (HC) optical diagnoses 
(OD) of diminutive colorectal polyps performed by accredited endoscopists.
Methods  This prospective, single-centre study analysed photodocumentation 
from nine JAG-accredited endoscopists trained in optical diagnosis and the 
resect-and-discard process. Between 1st October and 17th November 2025, 
all diminutive polyps ( ≤ 5 mm) assessed with high-confidence optical diagnosis 
and managed with R&D as per NHS BCSP guidance were included. Recorded 
white-light & NBI polyp image pairs were independently reviewed by two ex-
perts for polyp size, Paris classification, confidence level, and photo quality (3C 
criteria) [1]. Discrepancies were resolved by consensus, and interobserver 
agreement was assessed using Cohen’s kappa. Sensitivity analyses were based 
on consensus HC optical-diagnosis by the experts. All analyses were performed 
in Stata 18.5.
Results  A total of 316 diminutive polyps were identified by nine accredited 
endoscopists; 276 (87 %) were managed with high-confidence optical diagno-
sis using an R&D strategy, while 40 (13 %) were sent for histology. Of the 276, 
232 (84 %) were adenomas and 44 (16 %) serrated. Of the 40 polyps sent for 

histological assessment, 37 (92.5 %) were due to low-confidence OD, 2 (5 %) 
were classified as JNET 2B, and 1 (2.5 %) was due to suspected polyp recurrence.
Agreement on OD between the expert panel and the original endoscopists was 
81 % (223/276) for high-confidence optical diagnosis and 87 % (241/276) over-
all when diagnoses of any confidence by the expert panel were considered. In 
13 % (37/276) of cases, the expert panel considered a low-confidence classifi-
cation more appropriate.
High-confidence diagnoses by the endoscopists showed a sensitivity of 99 % 
(187/188; 95 % CI 97–99 %) for adenomas and 70 % (36/51; 95 % CI 56–82 %) 
for serrated polyps, compared with the expert panel. In cases of low-confidence 
OD (37/316, 12 %) where polyps were sent for histological assessment, agree-
ment between histology and the endoscopist diagnosis was 54 % (20/37). Pho-
todocumentation was adequate in 273/276 (99 %) of discarded polyps, with a 
mean 3C score of 5.88.
Conclusions  Prospective expert review of photodocumented OD at a single 
bowel cancer screening centre showed high agreement, supporting the effec-
tiveness and reproducibility of OD with a resect-and-discard policy in routine 
screening practice. Low-confidence OD were incorrect in around half of cases, 
reinforcing the importance of confidence thresholds. Overall, high-confidence 
OD accuracy was high, and photodocumentation was excellent. Adenomas 
were diagnosed more accurately than serrated polyps. Multicentre studies are 
required to further validate these findings.
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Aims  Computer-aided detection (CADe) improves adenoma detection rate 
(ADR) in randomised and most pragmatic real-world trials, but recent concerns 
have been cited regarding potential deskilling of endoscopists. Conversely, AI 
is hypothesised to induce behavioural learning. Traditional RCT designs and 
ADR-based endpoints may not fully capture human–AI interaction.
We sought to evaluate whether CADe use is associated with persistent change 
in endoscopist’s performance following withdrawal, we analysed the effect of 
CADe use followed by planned withdrawal in a large, real-world national cohort 
study (NAIAD – interim headline results were presented at ESGE Days 2025).
Methods  NAIAD is a nationwide, multicentre study of 114 colonoscopists un-
dergoing sequential assessment across three 3-month phases: baseline (Phase 
1), CADe-assisted (Phase 2), and post-withdrawal (Phase 3). ADR was analysed 
at the individual endoscopist level. Persistent improvement was defined as 
Phase 3 ADR > Phase 1 ADR. Paired comparisons were performed across phas-
es [1–3].
Results  Mean ADR increased modestly from Phase 1 to Phase 2 (30.2 % ± 16.7 
vs 33.8 % ± 18.5).Following CADe withdrawal, ADR decreased from Phase 2 to 
Phase 3 (33.8 % ± 18.5 vs 27.4 % ± 19.4). Overall, ADR in Phase 3 was not signif-
icantly different from baseline (30.2 % vs 27.3 %; p = 0.25). However, 41/108 
endoscopists (38.0 % demonstrated persistent improvement (Phase 3 > Phase 
1). ADR persistence was observed in both low (ADR < 25 %; 66 %) and high 
(ADR > 25 %; 23 %), baseline detectors indicating heterogeneous responses to 
CADe.
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Conclusions  In this large, real-world study, CADe was associated with sus-
tained improvement in ADR in over one-third of endoscopists, suggesting some 
learning effect rather than universal deskilling.
These findings highlight limitations of conventional RCT frameworks, ADR as 
sole endpoints and regression to the mean in evaluating AI when linked to 
human performance. CADe may not only augment detection but also induce 
operator-level behavioural change, with variable adoption across individuals. 
AI may not simply replace human skill; it may reshape it.
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Aims  Colorectal cancer (CRC) is recognised as one of the leading causes of 
cancer-related mortality worldwide [1]. Limitations of CRC screening pro-
grammes [2] have driven increasing interest in non-invasive complementary 
approaches, such as the chemical characterisation of volatile organic com-
pounds (VOCs) in human breath [3]. This prospective study aimed to identify 
CRC-related VOCs fingerprint in human breath and to investigate the potential 
of breath analysis for the early detection of CRC and precancerous lesions in 
FIT-positive subjects, in order to discriminate subjects who really need colo-
noscopy.
Methods  A total of 37 FIT-positive participants were enrolled from July to De-
cember 2025 by the Digestive Endoscopy Unit of the Clinical Cancer Centre 
“Giovanni Paolo II”, in Bari. Breath samples were collected from them before 
undergoing colonoscopy. Volunteer enrolment fulfilled predefined inclusion 
criteria following Ethics Committee approval (Prot. 7862 del 27/11/2024). 
End-tidal breath samples were collected using the automated sampler Mistral 
(Predict SpA), which allows to collect 750 ml of exhaled air from patients and 
ambient air directly into two-bed adsorbent cartridges (Biomonitoring steel 
tubes, Markes International); after, these cartridges were analysed by thermal 
desorption gas chromatography – mass spectrometry (TD-GC/MS). Following 
colonoscopy were performed in our centre to classify enrolled patients into 
three groups: 17 patients diagnosed with CRC, 14 healthy controls (HC) and 6 
subjects with precancerous lesions (adenomas).
Results  A total of 138 VOCs was detected across the 37 samples. A pa-
tient × VOC matrix, containing the normalized relative abundances associated 
with each identified compound for each subject, was constructed and processed 
using univariate statistical analysis (nonparametric Mann-Whitney U Test) to 
compare the groups of healthy subjects and those affected by colorectal cancer 
and identify the VOCs most associated with the disease state. After the apply-
ing of Bonferroni correction and a comparison with ambient air samples to 
exclude any exogenous contamination, the 20 most significant VOCs were 
selected. Principal Component Analysis (PCA) showed improved separation 
between CRC-positive subjects and HC after VOCs reduction, while supervised 
machine learning using a Support Vector Machine with Radial Basis Function 
Kernel (SVM-RBF) achieved the highest diagnostic performance, with an accu-
racy of 84.3 %, sensitivity of 90.0 %, and an area under the ROC curve of 0.958. 
The six VOCs’ profiles of subjects with adenomas, not included in the model 
building phase, were used to test the model afterward. Only the patient with 
three polyps was classified as “positive”, suggesting that VOCs’ profile could 
reflect the preneoplastic lesions burden.

Conclusions  This study suggests that multiple VOCs contribute to the model 
decision. The data presented here are preliminary and require further validation 
especially about polyps’ classification, but the observed performances fall with-
in the ranges reported in literature.
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Aims  Bowel preparation quality is a key determinant of colonoscopy effective-
ness; however, the incremental benefit of excellent bowel cleansing compared 
with adequate preparation remains debated. To date, no meta-analysis has 
specifically evaluated adenoma detection rate (ADR) within the adequate or 
excellent Boston Bowel Preparation Scale (BBPS) range. We conducted a sys-
tematic review and meta-analysis comparing ADR between excellent bowel 
preparation (BBPS 8–9) and adequate preparation (BBPS 6–7).
Methods  A systematic literature search identified studies reporting ADR ac-
cording to BBPS categories. Studies directly comparing BBPS 6–7 versus 8–9 
were included. When BBPS subgroup data were not fully reported, correspond-
ing authors were contacted, and provided additional unpublished BBPS-spe-
cific ADR data. The primary outcome was ADR. Pooled relative risks (RRs) with 
95 % confidence intervals (CIs) were calculated using a random-effects model. 
Heterogeneity was assessed using the I² statistic.
Results  Seven studies published between 2019 and 2025 were included, com-
prising 21,688 colonoscopies (10,406 with BBPS 6–7 and 11,282 with BBPS 
8–9). Excellent bowel preparation was associated with a statistically significant 
increase in ADR compared with adequate preparation (pooled RR 1.10; 95 % CI 
1.01–1.21). Substantial heterogeneity was observed across studies (I² = 82.9 %; 
p < 0.001), although most individual study estimates favored BBPS 8–9.
Conclusions  This first meta-analysis evaluating ADR differences demonstrates 
that excellent bowel cleansing (BBPS 8–9) is associated with a significant improve-
ment in ADR compared with BBPS 6–7. Achieving excellent bowel preparation may 
therefore be considered when aiming to optimize colonoscopy outcomes
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1324  A Smartphone-Based Automated Image 
Measurement System (AIMS) for Standardized and 
Objective Assessment of Endoscopic Resection Speci-
mens: A Prospective Validation Study
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Aims  Precise measurement of ex vivo endoscopic specimens is crucial for qual-
ity assessment but suffers from optical distortion and subjectivity. This study 
aimed to prospectively validate a novel smartphone-based Automated Image 
Measurement System (AIMS) for objective and standardized specimen quanti-
fication [1–20].
Methods  A total of 127 consecutive fresh gastrointestinal specimens obtained 
via endoscopic submucosal dissection (ESD) were included. Specimens were 
fixed on a standardized foam pad and photographed using a smartphone. The 
AIMS workflow automatically performed perspective correction, illumination 
normalization, and tissue segmentation to calculate dimensions. Results were 
compared against the gold-standard manual ruler measurements using 
Bland-Altman analysis, intraclass correlation coefficients (ICC), and Pearson's 
correlation.
Results  AIMS demonstrated a minor systematic bias ( + 1.50 mm for 
length, + 1.17 mm for width) compared to the manual method. However, it 
exhibited excellent statistical agreement with manual measurements, yielding 
ICC values > 0.99 for both length and width. Pearson correlation coefficients 
exceeded 0.98 (r = 0.9847 for length, r = 0.9871 for width).
Conclusions  The AIMS application provides a highly accurate, automated, and 
reproducible solution for the digital measurement of endoscopic specimens, 
effectively eliminating traditional optical distortions. This accessible mobile 
tool enhances standardized documentation and precise size-based risk strati-
fication, significantly improving pathological assessment.
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Aims  Colorectal cancer is a significant global health concern, and colonoscopy 
is crucial for identifying, classifying and removing precancerous polyps. How-
ever, its effectiveness highly depends on endoscopists' skills. Although artificial 
intelligence (AI) shows potential application, current research has limitations 
on small datasets and lack of real-world validation. Our study aims to develop 
a more sufficient system for polyp classification based on a more solid dataset 
to solve it.
Methods  A real-time automatic colorectal polyp risk classification system was 
developed based on multi-center datasets, including 73,504 images used for 
the Polyp Detection Model development and 5,889 images for the Polyp Clas-
sification Model. It was prospectively validated through external image valida-
tion, real-time video validation, and a human-AI competition.
Results  The real-time automatic system developed in the study achieved an 
accuracy of 91.0 % for polyp detection, a precision of 86.6 % and a recall rate of 
89.4 %. For risk classification for polyps, the system achieved a recall rate of 
90.4 % in external validation, and a precision of 95.3 % in video validation. The 
F1-score was 0.846 and 0.820 in external validation and video validation, re-
spectively. The classification performance for real-time video was observed to 
be affected by factors such as distance and light reflection. In the human-AI 
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competition, the system's polyp classification accuracy was significantly high-
er than that of novice endoscopists and comparable to experts.
Conclusions  The study successfully developed and validated a real-time polyp 
risk classification system, demonstrating its potential for clinical auxiliary diag-
nosis, especially in enhancing the diagnostic capabilities of novice endoscopists.
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Aims  Adequate bowel cleansing is essential for a high-quality colonoscopy and 
directly impacts key quality indicators and clinical outcomes. A very low volume 
preparation based on 1L polyethylene glycol plus ascorbate (1L PEG + ASC) has 
been recently introduced. Nevertheless, the efficacy and safety of 1L PEG + ASC 
as compared to that of 2L PEG + ASC in elderly outpatients is still unclear.
Methods  This single-blinded, non-inferiority study randomized over-65 years 
old outpatients undergoing colonoscopy to receive split-dose 1L PEG + ASC or 
2L PEG + ASC. The primary endpoint was the overall cleansing success (CS). 
Secondary endpoints were overall excellent cleansing (EC), adequate cleansing 
of the right colon, cecal intubation rate (CIR), adenoma detection rate (ADR), 
patient compliance, and safety.
Results  Overall, 285 patients (mean age 73.6 ± 6.3 years) were randomized to 
1L PEG + ASC (N = 139) or 2L PEG + ASC (N = 146).
The total Boston-Bowel-Preparation-Scale (BBPS) score was significantly high-
er in the 1L compared with the 2L PEG + ASC group (7.66 vs 7.08; mean differ-
ence 0.58, 95 % CI 0.17–0.98; P = 0.005).
The 1L PEG + ASC showed higher CS (94.2 % vs 81.5 %; OR 3.69, 95 % CI 1.58–
8.63; P = 0.001) and EC rate (36.2 % vs 24.7 %; OR 1.74, 95 % CI 1.05–2.89; 
P = 0.034) as compared to the 2L PEG + ASC preparation. The cecal intubation 
rate was similar between the 1L and 2L PEG + ASC arms (95.7 % vs 91.1 %; OR 
2.15, 95 % CI 0.79–5.86; P = 0.125).
ADR was significantly higher in the 1L PEG + ASC group compared with the 2L 
PEG + ASC group (30.9 % vs 19.9 %; OR 1.80, 95 % CI 1.04–3.12; P = 0.033), while 
the colorectal cancer detection rate was similar between groups (1.4 % vs 1.4 %; 
OR 1.06, 95 % CI 0.15–7.69; P = 0.955). Tolerability and incidence of adverse 
events were comparable between preparations.
Conclusions  In elderly outpatients undergoing colonoscopy, 1L PEG + ASC was 
non-inferior and statistically superior to 2L PEG + ASC in achieving overall CS 
and EC, with a higher observed ADR, and comparable tolerability and safety. 
Further adequately powered studies are warranted to confirm the impact of 1L 
PEG + ASC preparation on lesion detection rates.
Protocol Eudract N. 2020000927 38

Funding: Non conditional support by Norgine for supply and distribution of 
drugs.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1327  Pulsed Field Ablation for Complex Colorec-
tal Polyps (PULSAR): Prospective Target-Trial Emula-
tion Demonstrating Safety, Efficiency, and Early 
Efficacy Compared with Endoscopic Resection
Authors  Adeyeye A1, Emmanuel A1, Hayee B1, Haji A2

Institutes  1  King's College Hospital, London, United Kingdom; 2  King's 
Institute of Therapeutic Endoscopy, King's College Hospital NHS Foundation 
Trust, London, United Kingdom
DOI  10.1055/s-0046-1822935
Aims  Pulsed field ablation (PFA) is a non-thermal bioelectric modality based 
on irreversible electroporation, offering the potential to simplify treatment of 
colorectal neoplasia while reducing thermal injury and procedural risk. Preclin-
ical studies [1] have demonstrated favourable safety and efficiency profiles; 
however, comparative human data are lacking. This study presents early pro-
spective results from a target-trial emulation comparing PFA with endoscopic 
resection (ER) for complex colorectal polyps.
Methods  A prospective cohort of the first 10 consecutive patients undergoing 
PFA (12 lesions; treatment-naïve and recurrent) was propensity-matched to 20 
ER patients (2:1 nearest neighbour, caliper 0.2). Covariates included demo-
graphics, comorbidities, lesion characteristics, and prior treatment history. 
Balance was confirmed using standardised mean differences (SMD < 0.10), with 
sensitivity analysis performed using inverse probability of treatment weighting 
(IPTW).
Primary outcomes were safety (adverse events), procedural efficiency (proce-
dure time, hospital admission), and treatment response. PFA response was 
assessed at 12 weeks, while ER complete response (CR) was assessed at 6 
months. Patient-reported outcomes were evaluated using the SF-12 question-
naire.
Results  Post-matching, all covariates were well balanced (SMD < 0.10). The 
PFA cohort included 10 patients (mean age 68.9 ± 12.8 years; 50 % female; ECOG 
0–1) with 12 lesions (median size 16.5 mm, IQR 10–30; mean 20.7 ± 13.3 mm), 
50 % ≤ 15 mm. Lesions were predominantly rectal (58 %), with high-grade dys-
plasia present in 25 %.
Median PFA application time was 11.5 minutes (IQR 5–25), compared to ER(ES-
D&uEMR) knife time of 74 minutes (range 45–110). No adverse events occurred 
in the PFA group, whereas one ER patient (5 %) required endoscopic haemosta-
sis (risk difference − 0.05). No serious adverse events were observed in either 
group. Hospital admission occurred in 0 % of PFA versus 5 % of ER patients.
PFA achieved an overall response rate of 66.7 % (8/12 lesions) at 12 weeks, in-
cluding CR in 58 % (7/12). Notably, 100 % CR was observed in lesions ≤ 15 mm 
(p = 0.016). ER achieved a CR rate of 95.8 % at 6 months. Residual disease fol-
lowing PFA was associated with larger lesions and incomplete electroporation 
coverage in early cases; all were successfully treated with en bloc ER, with no 
recurrence at 6 months.
Quality of life remained stable following PFA, whereas 20 % of ER patients re-
ported transient decline at 3 months. IPTW analysis confirmed the robustness 
of these findings. No early recurrence was observed among PFA responders at 
6 months.
Conclusions  PFA demonstrates excellent safety & substantial efficiency over 
ER, with encouraging early efficacy, particularly in lesions ≤ 15 mm. It represents 
a promising non-thermal alternative for colorectal polyp management and 
warrants further evaluation to confirm these findings.
Conflicts of Interest  This work is part of the PhD thesis of Mr Adeyeye which 
is funded by a grant by Mirai Medical Mr Haji is an advisor to Mirai Medical on 
Endoscopic Electroporation
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eP1329  RNA-sequencing on EUS-acquired tissue of 
pancreatic cancer at diagnosis and after first-line 
chemotherapy allows identification of biomarkers of 
prognosis and response to chemotherapy: first 
results from the PACEUT trial
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Aims  Molecular tools to predict prognosis and chemotherapy response in 
pancreatic ductal adenocarcinoma (PDAC) are limited. Transcriptomic profiling 
identifies classical and basal-like subtypes, with different prognosis and chem-
osensitivity, but data from EUS-FNA samples remain scarce. We aimed to char-
acterize transcriptomic subtypes and biomarker expression in EUS-FNA baseline 
samples, assessing associations with prognosis and chemotherapy response, 
and in EUS-based tumor re-sampling after first-line therapy to evaluate evolu-
tion after treatment (PACEUT trial).
Methods  240 PDAC patients undergoing diagnostic EUS were prospectively 
enrolled, and FNA samples underwent RNA sequencing. PURIST was applied to 
classify subtypes. Outcomes included overall survival (OS) and progression-free 
survival (PFS), adjusted for age and stage. A subgroup of 25 patients underwent 
paired tumor sampling before and after chemotherapy.
Results  RNA-seq succeeded in 239/240 basaline samples (99.6 %). Among 
those, 16 (6.7 %) were basal-like and 223 (93.3 %) classical. Basal-like patients 
had shorter OS (11 vs 15 months; p = 0.04) and were significantly older (72.3 
vs 66.9; p = 0.02). Purist score associated with increased mortality risk (HR 1.08; 
95 %CI 1.01-1.15; p = 0.02), in particular for patient receiving FOLFIRINOX (HR 
1,23;95 %CI 1,07-1,41;p = 0,003). In the 25 PACEUT samples (RNA-seq success 
rate 100 %), 4 % were basal-like before chemotherapy, 8 % afterwards. Purist 
score increased in 8 (32 %) patients (towards a more basal-profile), remained 
stable in 9 (36 %) patients, and decreased in 8 (32 %) patients (towards a more 
classical-profile). Increased Purist score after chemotherapy associated with 
increased mortality risk (HR 4.48; 95 %CI 1.45-13.0; p = 0.0097).
Conclusions  Transcriptome profiling of EUS-FNA samples enables prognostic 
stratification in PDAC both at diagnosis and after first line chemotherapy.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.

eP1330  Surgical Versus Conservative Management 
of Iatrogenic Colonic Perforation: A Systematic 
Review and Meta-Analysis
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Aims  To compare clinical outcomes of surgical versus non-operative manage-
ment in adult patients with iatrogenic colonic perforation (ICP), focusing on 
hospital length of stay, overall complications, and in-hospital mortality [1–3].
Methods  A systematic search of PubMed, Embase, and Scopus was conducted 
according to PRISMA guidelines. Observational studies directly comparing 
surgical and non-surgical management of adult ICP were included. Primary 
outcome was hospital length of stay (LOS). Secondary outcomes included over-
all complications and in-hospital mortality. Pooled risk ratios (RR) and mean 
differences (MD) were calculated using random-effects models. Sensitivity 
analyses were performed using Peto and GLMM methods to account for sparse 
data. Heterogeneity was assessed using the I² statistic.
Results  Nine observational studies including 603 patients met inclusion cri-
teria, of whom 335 (55.6 %) were managed non-surgically and 268 (44.4 %) 
surgically. Non-surgical management was associated with significantly lower 
in-hospital mortality compared with surgery (RR 0.24, 95 % CI 0.08–0.75; 
p = 0.014; I² = 0 %). Non-operative treatment also resulted in shorter LOS 
(MD − 8.02 days, 95 % CI − 12.48 to − 3.56; p = 0.0046; I² = 64.3 %). Overall com-
plications showed a nonsignificant trend favoring non-surgical management 
(RR 0.35, 95 % CI 0.12–1.01; p = 0.053; I² = 46.5 %). Sensitivity analyses con-
firmed the robustness of mortality findings.
Conclusions  In selected patients with iatrogenic colonic perforation, non-sur-
gical management is associated with lower in-hospital mortality and shorter 
hospitalization compared with immediate surgical intervention. These findings 
support a selective, physiology- and contamination-based approach rather 
than routine operative management. Prospective studies are needed to refine 
patient selection criteria and establish standardized treatment algorithms.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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eP1331  Nearly half of endoscopy-associated 
infections occur beyond 7 days and require rehospi-
talization: a prospective surveillance study
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Aims  To assess the incidence, timing, and clinical impact of infections occur-
ring within 30 days following endoscopic retrograde cholangiopancreatography 
(ERCP), endoscopic ultrasound (EUS), and gastrointestinal polypectomies, in-
cluding endoscopic submucosal dissection (ESD), endoscopic mucosal resec-
tion (EMR), and hot-snare/cold-snare resections in both the upper and lower 
gastrointestinal tracts.
Methods  We conducted a prospective observational cohort study (March 2025 
– March 2026) in a tertiary care endoscopy center in Bucharest, Romania. Adult 
patients without active clinical infections, and without any interventional en-
doscopic procedure within the previous 30 days were included, undergoing 
ERCP, EUS, or gastrointestinal polypectomies. Patients were actively followed 
at 24 hours, 48 hours, 72 hours, 7 days, 14 days, and 30 days. Infectious com-
plications were classified as early ( ≤ 7 days) or delayed ( > 7-30 days). Clinical 
impact was assessed by rehospitalization, sepsis, and 30-day mortality.
Results  A total of 278 patients were included, of whom 262 had complete 
follow-up (114 patients were in the ERCP group, 77 in the EUS group, and 71 
in the polypectomy group). Mean age was 64.6 ± 11.5 years. Rehospitalization 
rates were 20.2 % (23/114) for ERCP, 15.6 % (12/77) for EUS, and 5.6 % (4/71) 
for polypectomy group (p = 0.025). Thirty-day mortality rate was 3.1 % (8/262), 
with 5.3 % (6/114) occurring in the ERCP group and 2.6 % (2/77) occurring in 
EUS group, with no significant differences between groups (p = 0.124).
The overall infection rate was 9.5 % (25/262), significantly higher after ERCP 
(20.2 %; 23/114) compared to EUS (2.6 %; 2/77) and absent after polypectomy 
(p < 0.001). The main infection site was cholangitis 80 % (20/25), followed by 
pancreatic infections 8 % (2/25). Sepsis was exclusively in the ERCP group, oc-
curring in 7.9 % of cases (9/114; p = 0.002), predominantly associated with 
cholangitis 88.9 % (8/9), with one case following intra-abdominal infection 
following ERCP-associated perforation. Nearly half of infections (48 %; 12/25), 
had a delayed onset beyond 7 days.
Conclusions  ERCP was associated with the highest infection rates and accounted 
for all cases of sepsis. These findings challenge current post-endoscopic surveillance 
strategies, as a substantial proportion of clinically relevant infections occur beyond 
7 days and may complicate short- and long-term patient outcome.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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cellular matrix remodeling after circumferential 
esophageal ESD: a controlled porcine study
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Aims  Circumferential esophageal endoscopic submucosal dissection (ESD) 
frequently results in severe post-procedural strictures due to fibrotic extracel-
lular matrix remodeling. Platelet-rich plasma (PRP) contains growth factors that 
may influence tissue repair and scar organization. This study evaluated the 
impact of leukocyte-poor PRP on stenosis development, inflammation, fibrosis, 
and collagen remodeling in a porcine model of circumferential esophageal ESD.
Methods  Twelve pigs underwent standardized 5-cm circumferential esopha-
geal ESD and were either administered autologous Leucocyte Poor-PRP (LP-
PRP) after ESD (n = 7) or no additional treatment (controls, n = 5). Procedural 
characteristics were recorded to ensure comparability between groups. At 
day-14 follow-up, lumen patency and inflammatory endoscopic features were 
assessed using endoscopy and fluoroscopic contrast studies. Endoscopic vide-
os and fluoroscopic examinations were retrospectively reviewed by an inde-
pendent adjudication committee of four expert endoscopists blinded to treat-
ment allocation to assess ESD scar characteristics. When stenosis was identified, 
endoscopic hydrostatic balloon dilation to 12 mm was performed according to 
protocol. At day 28, the esophagus was retrieved for pathological examination 
with macroscopic and histological analysis. Inflammation and fibrosis were 
scored using standardized scales. Collagen composition was assessed using 
multiphoton second harmonic generation microscopy together with Masson 
trichrome (collagen I) and Gordon–Sweet staining (collagen III). Histological 
and multiphoton analyses were performed blinded to treatment allocation. 
The collagen I/III ratio was used as a marker of extracellular matrix remodeling.
Results  Procedural characteristics were comparable between groups. At day-14, 
esophageal stenosis was present in 100 % of subjects on both endoscopic and fluoro-
scopic assessment, requiring hydrostatic balloon dilation. Blinded adjudication con-
firmed severe luminal narrowing in all subjects and showed lower endoscopic inflam-
mation scores in LP-PRP-treated animals (1.14 ± 0.80 vs 2.30 ± 0.84). At day 28, 
macroscopic examination confirmed circumferential scar formation and luminal nar-
rowing at the ESD site in all subjects. Histological analysis showed numerically higher 
inflammation scores in the PRP group (5.57 ± 2.30 vs 3.80 ± 0.45), whereas fibrosis 
scores were identical between groups. Absolute collagen I and III deposition did not 
differ significantly. However, the submucosal collagen I/III ratio was significantly lower 
in PRP-treated animals (1.14 ± 0.11 vs 1.64 ± 0.43; p = 0.0095), indicating a shift toward 
a less fibrotic extracellular matrix remodeling pattern.
Conclusions  In this experimental animal model of circumferential esophage-
al ESD, leukocyte-poor PRP did not prevent luminal narrowing but significant-
ly modified collagen remodeling, resulting in a lower collagen I/III ratio in the 
stenotic submucosa. These findings suggest that PRP may influence scar archi-
tecture during esophageal wound healing.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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Aims  Endoscopic surveillance for gastric precancerous conditions is essential 
but poorly adhered to in practice. Here we updated our previously developed 
artificial intelligence system (called ENDOANGEL-AS), which accurately identi-
fied high-risk patients and assigned standardized surveillance intervals, and 
validate its performance in improving follow-up adherence.
Methods  The training set was expanded to include all gastroscopy patients at 
Renmin Hospital of Wuhan University (RHWU) from January 1, 2017 to October 
31, 2019. The randomized controlled trial enrolled consecutive patients un-
dergoing esophagogastroduodenoscopy with pathologically confirmed gastric 
precancerous conditions (atrophic gastritis and intestinal metaplasia) at RHWU 
from November 1, 2019 to October 14, 2022. Patients were randomly assigned 
(1:1) to the ENDOANGEL-AS-assisted group (artificial intelligence reminders 
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via messages and phone calls) or the control group (no extra reminders). The 
primary outcome was the follow-up rate of enrolled patients [1–14].
Results  324 patients with precancerous gastric conditions [mean (SD) age 
56.41 (10.55) years, 165 (50.93 %) female] were randomly assigned and ana-
lyzed, with 162 patients in each group. The overall follow-up rate was signifi-
cantly higher in the ENDOANGEL-AS-assisted group than in the control group 
(24.69 % vs 13.58 %; RR 1.818 [95 % Cl 1.134-2.916]; p = 0.011). ENDOANGEL-AS 
assistance significantly improved the timely follow-up rate compared with usu-
al care (16.67 % vs 7.41 %; RR 2.250 [95 % CI 1.181–4.285]; p = 0.010). Subgroup 
analyses showed a consistent benefit of ENDOANGEL-AS in patients with intes-
tinal metaplasia and those aged ≥ 55 years.
Conclusions  ENDOANGEL-AS improves the endoscopy follow-up rate for pa-
tients with gastric precancer and plays a role in automatic surveillance man-
agement.
Conflicts of Interest  Authors do not have any conflict of interest to disclose.
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