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3. Wasannanliunm (incompletely resected lesions)
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Revolutions in Global Health

l!l o |d' = = A = d‘ QI 49}
s 2. aldlvanesealaid dgaanszindey laniagaiazaanmaie

. s YV o o = o V1 d‘d [ 1 v 1 1
Same-day preparation JnlfamiuNsnTanaldlugiaaniindandaesdoning
‘Vd‘ Y o d' 1 v 3 = = 1 o v 1 ﬁ' | 1
Tael AR UNNIA BINABINIVNA HN1TANENNLINANNEZDIALBIALERNTT Aad1enan
v = v 1 = 1 YA v 1 (25)

NATINLAENUAYNIN WATANANTENUABNNT MITIATIaENTN

189489884 surgical endoscopy colorectal division lsanentnaqiasnsad lins

= oy v ax a . . N o \ E v

WIsnanld@na 2 38 Ae split-dose preparation Tunsaiiunuvinluga9msatn wazld same-day

. aa o \ < v Yo o o 6 v =~
preparation lunsaiiunuvinlugosesaing lnsauldnnauazlaiumuusinlisnanimsd
nn AN Wald 2 Juneudeanasd wazlvinu polyethylene glycol (PEG) anuau 2 a.luiiled
v Y o vo = = v A a v ) v = a o
punnau anlddassaslalifenasesnunaniesdeindesasaznarsaniiiume < 1

2. dasnaasnealddau cecum tilugqulnal (high cecal intubation rate)
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1. flasnengnavaailennrasiuaesdld colonic fold) nssiassyiniayivay
BENAITRLNWL (Mucosa proximal to the fold) uaznseaIulAwaIanld (flexures) Faflugau
finaafaiiaras

2. FavdnavinannazermasgaanseynAslia ineglunnafudetugenn su
sessile serrated polyp (SSP) Fuansafienaiunaiiiedian (mucous cap) Wit (gﬂﬁ' 5)
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(mucous cap)
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#9191 (double right colon examination) LAIRTINNNIEBINABIATIABILLL forward view i3 a
retroflexion WL4N NNTlaNABIATIAEIRE forward view 38 retroflexion BuldmeULaY
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withdrawal)
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wannis Ae Wianldlnnjeglumunianussldnaasdaslianlddnsaan (non-
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dependent position) @aanldazaenaialan Ae IirulduaunzwAdiaaInaudnnan laea
2171 UBUMNERBUFEUNAATLAEIU transverse colon LAYAZILAIINAIRAURILNAATLAH TN
IEHAGNEAINNNIANENNANUANGNAMTY East wazpAniz v1n RCT wudauldnguiines
NABNALYINAZLANTNETRULINLAYTBLABIVILE W dynamic patient rotation AZLWNNITNL
Alleattenviisiuiatay 34 Tuaneiinguivinnaunuaslivanisnufsiiaatnaies
WAULAENTBtas 23 TILANANTUaNINTEa1ATY® Tuaniey Ou uazAME WL dynamic

patient position lugqsANNINLRWlaLAt9lA"
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2. m‘ﬂ‘rijﬂﬂimm’aqumﬁ‘wumtu'ﬂ (devices to optimize colonic polyp detection)
M9l cap daelunsdasnansanldlual (cap-assisted colonoscopy)
| a v [ Z a | ¥ s o oY v
nsld transparent cap Ninaasiy (U7 6) daaliunndannsonaseswuailé
Deliiiuseslsanatadenuagdanas aan meta-analysis 989 RCT WU cap-assisted
colonoscopy DAL NNNTNUANL LI NELANTIaE [relative risk 1.08, 95% confidence interval
(38) va L] =3 I % 1 a a ‘&, a 1 ar o
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51191 6. Transparent cap 711411171 cap-assisted colonoscopy™ (leiFuauayFlldgLain

u

130 Olympus Thailand Co, Ltd.)

1514 endocuff

ginsnl endocuff (g9 7) luedesdienldinlaandasdasanldinedasliisas
ar o YV a v . = v a |
wualdiilneannaunesnasd AN meta-analysis WFHLiauNTIE endocuff AUNNTED4
NaeaUnA WUINN1TIE Endocuff RINN90Ta8LAN adenoma detection rate laNAN (relative
risk 1.18, 95% Cl 1.05-1.32) warazdaavinlasastaddluunnddainandfil adenoma
detection rate HUatninfasay 35%° lun13fAnen RCT Wuqn1saadanaadlasld endocuff

79823 adenoma detection rate #1NNINNTARINABNLNABENNNUTNEATY (Fatay 35.4
wariauay 20.7 P<0.0001)""

519 7. Endocuff (le5uaunsliildgiaintsem Olympus Thailand Co, Ltd.)
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colonoscope (FUSE) muanmn%uL@umgwﬂmﬂn@mLL@')ﬂquagmqﬂ@qmﬁqm@qﬂ@ﬂﬂ

naegsng (U7 8% glannnaasisantazvinlilaniwyandnei 330 aefn wazilsziog
a I3 a v | ° o [ ¥ =

HaaanaNaaNatines luunindasdesaldlunlaaliazlannsgundnaies 170 asen

1ne Gralnek warAnie lAvin RCT wudn FUSE femsmaimsdiiletesndinasdini

Fauay 7 wavsauay 41 P<0.0001)* asndlsfiniy FUSE Jdaaninnaiuasing Ae 31A0

| ey v ] v 1Y v a 'S v o o 6 va
wne Taifinldunsvans wazidendesaspaanetiinaianaanianiy midannean

aLNlunaL R

. —"

Traditional Endoscope

Limited 170° Field of View

e &
A r:'*g ‘

Fuse® Endoscope
Full 330° Field of View

CE Marked, FDA 510(k) cleared

51l%1 8. naa4 full-spectrum endoscopy colonoscope (FUSE) M1launanananini®

naaq third eye retroscope
1% i a (44) < A 1Y a & A |

nNa®4 third eye retroscope (7191 9*Y) uaanuuuNfiadis AR leTiaIaday
agvasraaiuanldlun 49 Leufkens uazAn vin RCT wudnguauliniaandesanldlny
Unfuandesanseulag third eye retroscope aziinn1snuAaielasesay 45.8 Tunig
NAUMUNGNNA29Na84 third eye retroscope WAIABIBNTALAVENABIATTNAIALLNNNITWL
Patilaieaiasay 22.6% atnglefinnana third eye retroscope Lailunfiamnwsnzi

v % . o 6 v a & v v o =

91PN haziadldidnly working channel INLANWLRALHALAIFBIAAAZLALA DD

Na®d third eye retroscope 8aNNALAR

O
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/1172009
:54:43

Forward View Retrograde View

- i al

51 9. n15ld third eye retroscope LiNaTaENNNITNURILLTIBNATRUALNAITRENY

anldlun™

3. msduginmwiNaliun1swuRaLia (image-enhancing methods to optimize colonic
polyp detection)
[ | 4' o [
mﬁwuﬂuumﬂqm‘lmuﬂg (chromoendoscopy)
[ . . =i = o Y @ o =
NI1TNWUA indigo carmine (g‘ﬂ‘w 10) #72 methylene blue VIWIMLmu@ﬂmeLﬂﬂy
anl&lundaauau nenudtiueananliuisaiagedala Lar faaansn gt ANNIWURS
dalnannag JuselamiannlufateNuuunessiugn 1ag Pohl wazandy vin RCT wiew
Wiaunswuanaanl&luniaae indigo carmine (pan colonic chromoendoscopy) NUNNT68
naesln®@ wuqn pan colonic chromoendoscopy TaElNNERININITNLRAWLEAaAY (0.95
WAz 0.66) BMIINIWLANLEALLUINLABAL (0.56 LA 0.28) LaZaRIIN1INLANLLS serrated
polyp AaAU (1.19 vs 0.49)* lusnienannisAnelinasy high-definition colonoscope
e pan-colonic chromoendoscopy AudeInaaslng wuan pan colonic chromoendoscopy
WANNITNLAMUELANLLANTRE A8 WWNERTINITWLALLALLUINUADAL (0.6 LAY 0.4
P=0.01) 8RINNTNUALLUALANNGT 5 NN, A8g (0.8 wazr 0.7 P=0.03)* daa1nnaed

chromoendoscopy A8 FLIa1LNUIUNITNUE Lazanamadkiennluunalssmne
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gﬂﬁ 10. @ indigo carmine NNBIFRINAD surgical endoscopy colorectal division Tsangnuna

yaansninanLesuarglRiloanldlunnaaiug

n19U5ungedling narrow band imaging (NBI)
£ = v 3 [~ | o = K o a v = =
n13U5uuadnae NBI 1uiunisldnansasd@ainauniidanadl it ALanaaL e
A Y a A a A «:4' o6 Ve A a A v o @

LAIAUNRUN 415 WluN.uazAWeaN 549 wilun. vinliiunuigeyuaziduaamian
daauay (U9 1 waz 5) AuananisAnsvunuanyed NBI lunsdaaiinnisnumaile
Inediiu NBI 3uin aglaisnnnsodosiia adenoma detection rate s tnsnzaaAauing
dpdaunaraiesn @ Tusagniidu NBI sulraindiudsdidauazadnauuds wu
| 1% [ = a o a v [ | a a &
NN1INBYNARIA%E NBI LNaaunuNITnesUnmnas nnsld NBI azd2etNan1swLALLe
adHTudAATY (FBusy 48.3 uariauay 34.4 P=0.01)" atnalsfinnu FRwudiiudiudan
NBI fulusazadnamuwsifadandmIndaLiisumy white light vilildmaaiieanuin la
G aa
dluntian

n19U5uungedlng texture and color enhancement imaging (TXI)
a1gAL3EN Olympus laaansintsennanadnle e EVIS X1 S98n1svnanumans)
2L19H1U NIIULUAD N19UTULAIEAYE TXI TIT8VNLATEAZLBEA ANNAIN WALE
= 421 1 a QI dsl/ [ d‘ s o A =S d‘ o [ o a
nw AxnnaunaaslunsmAaiie aegln 11 lutlaqiudsinananisAnmnmasaniiiv

A B v a & A va o @ 1 |
DYLNBDWIUNUINTEN X TuEasnsAumsale TARUNUINAIINLNUIN 1By "QZL‘]JMN’]E‘]?E’]‘H

@

Indaasnsdasnaasaldlugluaunmm
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g9 11. n. Aatleanldlunjiiield white light high-definition colonoscope 1/n#

4. N19Ld texture and color enhancement imaging (TXI) @ﬁuﬁmﬁmﬁu

4. m'ﬂ%ﬂtyty’lﬂizﬁué L'ﬁlmﬁumswuauﬁ'ﬂ (artificial intelligence to optimize colonic
polyp detection)

langailaqriuiinsldiloynylseisg (@rtificial inteligence, Al tRauyNAIAGIU NNT
daandesanldlunfiuiu fnstih Al uld siduudnsinnmsnuAaiieuaznislisiase
faile (gﬂﬁ 129 a0 meta-analysis 984 RCT fiAnenmsld Al indasluntsdumnaaile
WL Al Gaeiiia adenoma detection rate 18 (Fasas 29.6 Laziatas 19.3) WAidadwnm
Ag f?iqLﬁ@ﬁwumulutyjﬁmmmﬁnﬂdﬂ 5 3. uaz Al'lddogiianiswy advanced adenoma
wrinsdls® adndlsfimaud Al dndeafisnewuiadedifaunasn uwididaemoymwans
yiufianadiuin Al filsdlaniuaglallévildiAnanaaadadaiudion sl Al dae

A3 adenoma detection rate 16 N19LAA interval cancer lTuauARstiaxNtiasag®
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Al-assisted

endocytoscopy

5191 12. N9l artificial intelligence WatAxNsnuRaHea g Gedenussuuazuan

lan i daNAuLLE1tUaIaaNatnas®

lal o lal ‘&l o 1 . . . .
m'il,wuanﬁwmsmmmtu'ﬂmvl’mumu (optimize colonic polyp resection)
nmesnaataa ldlunglilannnintuaziesdssnausosaeddoy Ae nisatlade
a & ¥ 1 o o . . 1 0% v .
pataliuduginewsin (diagnosis) waznisinmdiiaaantiuan 1§ en bloc resection
o o A v a o o a & o v =y A v =
(treatment) At asiaanIsiinAunnlunsaaRulea ldlunudtassiastanadilata

3 dy [~3 1 =
A9a9ALTzNaURL e tNgG

wuamelinisinaaalnanisdainansaildlunl (endoscopic diagnosis of
colonic neoplasia)

ynfuilnmsdeandasaldlvnjaunsalinisitadosiafaiel fedrusiudlag
MInuFLURale (chromoendoscopy) vidanslsimn AlulatinalFugninaasnasd (mage-
enhanced endoscopy) 111 narrow band imaging (NBI), flexible spectral imaging color
enhancement (FICE), i-scan digital contrast (I-SCAN) Wlumu

Tnaazuengisnediaiesantdiiu 4 9ia Ae

1. ﬁlx‘iLﬁ@mz\iﬁﬂiﬁlLﬁmN:L?d B! hyperplastic polyp

0. Auilefiilenananenflunziie s adenomatous polyp

3. AudemflunzarvazEudu Ae carcinoma in situ LA cancer with superficial
submucosal invasion (depth of invasion <1,000 micron)

a & A c a o gy N . .
4. ml,ufa‘wLﬂumzLiqnumuiﬁlLﬂﬂqNQ@ﬂ AR submucosal invasive cancer
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ac asy v A a & 2 a | an o oA
QﬁﬁhLLﬂﬂmummLu@uuNag 2 99UAN AD
] = AI &l
1. MINUAUURANLUD (chromoendoscopy)
A a & v . = . M v ' =
NINURLURL LB LTE indigo carmine 7@ crystal violet AlA ANLANANY B
indigo carmine (g1%1 10) azlaigadixign mucosal gland axvinlvitiusessuRalagaay (u
] . = [~1 . o v
contrast dye @9U crystal violet %Qﬂ@mﬂm mucosal gland Lilu absorptive dye Tl
= ar a ar 1 £% = 1 = = = v A’i = 12
AUANHULRITANINLA FTIA WY 2-3 UMNANATHNITOATHY DA mﬂmuum;mﬂ?mm
4 o e S & < R & o e
INBAANHIUENITBIFNLUA (pit pattern) T4 Kudo LazAE™ LALLNANLUAANNANTULHD
wasviu@eaniilu 6 ailalatld Kudo's classification A @il I, I, 1l I, IV uaz V (314
13%9) Gaanenizradiatannsanensainiavadnaiialaiauen
ANNNLNLENTI chromoendoscopy bNTuweNTZINg neoplastic Laz non-neoplastic
lesion atffifanay 82-92 (walalaldnasueny (non-magnifying) wazieuay 80-96 Al
masaene (magnifying) luaneinnsdaanaasanldlun]assam (conventional colonoscopy)
AzudUuENeTaaay 68-92°4%
uananil chromoendoscopy @N17nuen early cancer (Tis WAE submucosal
invasion <1,000 micron) A1N submucosal invasive cancer Taudugndianule Aauanwig
positive predictive value, negative predictive value WaE accuracy Fneay 85.6 Jaaay 99.4

v oo v oo wZoeime )
7RUAE 86.5 TRHAY 99.4 ALTRUAE 98.8 AMHAIAL
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Round pit (normal pit) Normal mucosa

Type I pit pattern is specific for hyperplasia.
Also, superficial type serrated adenoma and
SSA/P show this pit like pattern.

II Asteroid pit

Tubular of round pit that is smaller

0 than the normal pit (type I)

Regular pattern — intramucosal lesion

C i Tubular of round plt that is larger than
1L Q/J °

UQ the normal pit (type I)
v 7’(3 ; Dendritic or gyrus-like pit
==

vV % /C?f:’ Irregular arrangement and sizes
. ‘Qf‘z ¢l of 111, I, IV type pit pattern

Irregular pattern
— mucosal-submucosal deep invasion

Loss or decrease of pits with an
amorphous structure

Vn

Nonstructure pattern
— Submucosal deep invasion

517 13. MednnquRutasldlugflag Kudo's classification™

2. msldmalulatinmsddugdninaainaas (image-enhanced endoscopy)

fimusazaananiiia NBl daiudsalaruanadaamniign lunsld NBI ieusn
mﬁma\uf‘:@ﬁu G‘Immﬂ A.A. 2009 Iﬂﬂmjm the colon tumor NBI interest group (CTNIG)
IAlaua NBI international colorectal endoscopic (NICE) classification® (gﬂ‘ﬁ 14 Tl
A wden uazdnenein atanfaileidu 3 9fin Ae hyperplastic polyp, adenomatous
polyp kAa¥ submucosal invasive cancer

aeidlsfimu Madfiadadan NICE dassification Siloywilugiiaft 2 Ferilanailed
il gAeudnendng faus low-grade adenoma AUf4 submucosal invasive cancer 114
n@q'mLLWVlffzdﬂ\‘mé’mﬂizmmﬁﬂuﬁqL@u@ Japan NBI expert team (JNET) classification®”
Tnglinsdasnans NBI Aaannasaens (magnifying NBI) (gﬂﬁ 150" Ganangfnil 2 1w NICE

o
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classification aan.iuaiin 2A (ow-grade adenoma) wazaiin 2B (high-grade adenoma Lag
submucosal cancer)

ANNLNLENT 89 INET classification Tunnswen neoplastic LaZ non neoplastic lesion
Aanala ArNa N positive predictive value, negative predictive value WA¥ accuracy
fauay 75 10882 96 308a 74 FRHAY 96 LAYIRHAY 93 ANNANAL WAZANNNTOLEN early
cancer (Tis ba¥ submucosal invasion <1,000 micron) A71N submucosal invasive cancer
Taunulaafinanala Aaua g positive predictive value, negative predictive value wWaz

accuracy TR8AY 44 7RUAT 96 TRHUAT 47 TRURL 90 LATTRURY 93 AMNAAL

Type 1 Type 2 Type 3

Brown to dark brown relative to

background; sometimes patchy
whiter areas

’ Browner relative to background
Color Same or lighter than background (verify color arises from vessels)
None, or isolated lacy vessels Brown vessels surrounding white Has area(s) of disrupted or missing

Vessels coursing across the lesion structures™* vessels

Surface Dark or white spots of uniform size, Oval, tubular or branched

: Amorphous or absent surfa
or homogeneous absence of white structure P . -

Pattern pattern surrounded by brown vessels** pow—n
Most likely Hiperyilnsilic Adenoma*** Deep submucosal
pathology invasive cancer

Examples

* Can be applied using colonoscopes with or without optical (zoom) magnification
** These structures (regular or irregular) may represent the pits and the epithelium of the crypt opening.

*** Type 2 consists of Vienna classification types 3, 4 and superficial 5 (all adenomas with either low or high grade dysplasia,
or with superficial submucosal carcinoma). The presence of high grade dysplasia or superficial submucosal carcinoma may
be suggested by an irregular vessel or surface pattern, and is often associated with atypical morphology (e.g., depressed area).

519N 14. n1suLsTNATRIRINanAe NBI international colorectal endoscopic (NICE)

u

classification®®

©
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Type 1 Type 2A Type 2B Type 3
* Regular caliber
Vessel — e * Variable caliber * Loose vesselareas
* Invisible " * Regular distribution ) . . 3
pattem (Peihed/spial pattern Irregular distribution Interruption of thick vessels
N 's:“:!'“[‘"d‘fkww‘;"esw:; o * Irregular or obscure * Amorphous areas
pattem s ar(us:nr::::a i (tubular/branched/papillary) 8y - P
Most like High grade intramucosal
0! |V Hyperplastic polyp/ Low grade intramucosal Deep submucosal

Sessil ted pol lash neoplasia/ Shallow : :
n
hlStOlOgy essile serrated polyp neoplasia PRt il el AR

Endoscopic
image

*1 . If visible, the caliber in the lesion is similar to surrounding normal mucosa
*2. Micro-vessels are oftendistributed in a punctate patternand well~ordered reticular or spiral vessels may not be observed in depressed lesions
*3. Deepsubmucosal invasive cancer may be included

519 15. nsutiriinuasiaiiosnae Japan NBI expert team (NET) classification®

atnslafpnasannaamaiiafiifiu JNET 2B sdanzifersezBuiunda fosinns
@m@%wf:@fiwﬁﬁnﬂmzﬁum unfavorable pathology 3 el Usenaunat poorly differentiated
carcinoma, submucosal invasion >1,000 micron, lymphatic invasion, vascular invasion Lag
grade 2/3 tumor budding Sflanenseldd posvgthelivinnisisinanld (radical
surgery) mexm@ﬂ’mwumiqﬂmﬂﬂﬁiﬂmﬁﬂm%m‘ﬁs’

famssy s miuRaiaiiiiu JNET 1 ﬁ@ﬁqlﬁﬂmjmfﬂﬂ‘ﬁ hyperplastic polyp 7
.1 benign Ve LLm'ﬁqﬁﬂ@jmﬁLﬂu sessile serrated polyp (SSP) Tiansnsonananilunzisa
%59 dewuifluavnues interval cancer étiat Tae SSP dinwilualdlunjilagan®
SSP ﬁﬁm&mxﬁﬁﬂﬁmﬁﬂ mucous cap, type 1I-O (open) pit® dilated branch vessel®” wag
cloud-like surface® (gﬂﬁ 5) fatiuilaaaiaidediiiu JNET 1 uaziidnenizans SSP dad

INNNTFADDN

o aa v a & v a < epe o 1 s . . .
N9 lnNsAdaQaRLla mzli']zyzy']ﬂssmwg (artificial intelligence for diagnosis
of colonic neoplasia)
luswiannisatadeRatealdvaiiiaglasiunstiamaelag Al uuinsgu

v

fedayaluilaqriutuiianumanuansauiy Al 94 Kudo uazane lARAAW EndoBRAIN

©
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system WaTaaN1TItAasFtualagld endocytoscopy TIRNNAIUENE 520 11 NINN9N
92U image-enhanced endoscopy M3tLann wWudnnsld EndoBRAIN Faunu NBI vilst
AN1NT0LENFNLe neoplastic WAy non-neoplastic tAuauen Iaadanaly AN
positive predictive value, negative predictive value WaE accuracy Fneaz 96.9 Jeaay 94.3
¥ oina ¥ oina o ¥ el ma a1 luilaatiulaRinngw wa g
TeEar 96.9 Tauar 94.3 uazietar 96 AINA1AL®? TulaqiulalinisWmunssuuil
ralu EndoBRAIN-plus Savinlvanansauansaileasantu non neoplastic, adenoma wag

invasive cancer laasnausiugn § accuracy fasay 91.9™ (g1 167)

A

“WBiopsy

Invasive Cancer: 99 %

5191 16. 9201 EndoBRAIN-plus @41 artificial inteligence Mianxnsauanatinnaiiala™

LUINIINITENBIURIAINIANISINAREAINN19ERINADY (Management
algorithm)

wuannalifnsiiadouasfneaeiailealdlug fvesdeindes surgical
endoscopy colorectal division Trawenunaginasnsoiiiulidsgfl 17 1dun duilu INET 1
IMHﬁiﬂﬁﬁﬂHmmm sessile serrated polyp (SSP) Tauwn type II-O (open) pit, dilated branch
vessel Way cloud-like surface aziiadiily benign liResinaan anasdeilu SSP uie
JNET 2A 111 low-grade adenoma lef@amaiilannundes dnuilu JNET 2B 1¥vinnnsdian
AaANE crystal violet iInszaziiiudn e Ui dTannauasnsausnlddniiu pit Vi
31m mid irregularity %ﬂﬁﬁmamﬁm\huﬂﬁfaﬁﬁmﬂ Ve pit Vi 1R severe irregularity %\‘1

poasllrnsimnsnzilanageiiaziilu submucosal invasive cancer uLARIAMUIL JNET 3
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Digital chromoendoscopy

Type 11-O pit
Dilated branch vessel
Cloud-like surface

HP. SSP Adenoma . ) ‘ Invasive CA

v N ¥ | v

No resection Endoscopic resection Surgery

. Vi mild irregularity Vi severe irregularity '

g% 17. LUININEINEINAIIN1ANNTIRARANNNTEBINADY

a aas v v ' Y . .
LUINIINISLABNIE LAN1SSNEHIUNADY (endoscopic treatment of colonic
neoplasia)

N3NNI NI UNABIANATERE TENIEazNaITIAINIWIA T LAz THATeY
faila wannsndaAe Aasuilesaniuiwsadlsaglsaauam NGand en bloc
. d' o v a & 1 aa Vv 1 1 o QI 491/ Ql' |
resection TIVNLFNgFLNNda 1 uNananFanelaetuiuenlagianzFa ey
NFATTHLENA TG BININIIUAMNANLBINITANAINBENNATLEA UanaNLNITAALA
en bloc resection NEATINITNATIVBIAWLLALTIUBNALIRLNINTY
1. Endoscopic mucosal resection (EMR)
N13911 EMR AZ38ann1sans10 Ly 1Winas normal saline Waal indigo carmine
a v o = a & £ < . . % %
andnlludu submucosa Live N BT UNIANGW muscularis propria 16 snare AR BLAY
snsae N uAaAsld endoscopic clip Tawwa (3171 18)
4919TU89N1971 EMR A8 neoplastic polyp, carcinoma in situ Waz cancer with
superficial submucosal invasion (depth of invasion <1,000 micron) NE1N17090 en bloc
. 1% = i P = 1% Y A o & = Ao
resection A3t EMR @4 snare NILURINGAREHUUIA 25-30 NN, UWAILFKNKNAR AINUIINAT

LUZUNINBNLTHaNARcNe EMR A auiaiiu 20-30 du.™
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5191 18. n19ARRLTaAIEAT endoscopic mucosal resection (EMR)

2. Precutting endoscopic mucosal resection (precutting EMR)

N9¥11 precutting EMR axflduneuRNTUABNNIY circumferential mucosal incision
1ngl endoscopic knife 11U Dual Knife® (Olympus, Tokyo, Japan) uanAatld snare ARBIAR
(gﬂﬁ 19) FetoriaTlunnsvimdouty EMR usfuiaiiuga en bloc resection léanndas
3% EMR Unf wiu fadlefiuuusvielug) Tnannsvin precutting EMR azdingsmnfaiie

wuuile™

5191 19. n19ARRailanaeds precutting endoscopic mucosal resection (precutting EMR)

3. Endoscopic submucosal dissection (ESD)

ESD feifluimanisivingnn ginsesiianntiuinlunisaiununaedgs laans
o N a T v & a % T A =2 v M v |
MAZENAINAAATUNINTY submucosa Laafialdansunngnaadniy eglauu iy
hyaluronic acid WARA9YIN mucosa incision A endoscopic knife WAL w1l submucosa
palptaldt cap Nseutnaeuumaidliiiugy submucosa TAaU (319 20) N199n
ESD uuldiidaaninluFeswuianeu widAnynaeslszidufatdelinnauindildd

ANHUZUBY submucosal invasive cancer N1A%7LRYIag 11 radical surgery 3nnndn
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51l#1 20. MsFiRRLilesIEas endoscopic submucosal dissection (ESD)

1 A.A. 2020 Japan gastroenterological endoscopy society (JGES) TFaanwuInIg

nmsaengtlaauyin ESD™ famsai 27

AN5197 2. UaL9TUeIN13N endoscopic submucosal dissection™

ANHUZUIRIRWUANAI5YIN endoscopic submucosal dissection

1. Lesions for which en bloc resection with snare EMR is difficult to apply
LST-NG, particularly LST-NG (pseudo depressed)
Lesions showing a Vi-type pit pattern
Carcinoma with shallow submucosal invasion
Large depressed-type tumors
Large protruded-type lesions suspected to be carcinoma
2. Mucosal tumors with submucosal fibrosis
3. Sporadic tumors in conditions of chronic inflammation such as ulcerative colitis

4. Local residual or recurrent early carcinomas after endoscopic resection

EMR: endoscopic mucosal resection, LST-G: laterally spreading tumor granular type,

LST-NG: laterally spreading tumor nongranular type

ANNIIULINISUINLALABARBNTIBIALIAUAIAINARRANLUBAY red dichromatic
imaging (RDI)
FalseananadnleliaaILsEn Olympus Ae EVIS X1 8n1332uun1sUiuiLes red
. Lo i =y A o g v & Y o a A v o a
dichromatic imaging #7a RDI Lwamfﬂummmmu@gmmumLummama@mm:mummwag
= Yo X @ A a a ° Yy o | 1% 1 L A aa
anladnnuiudvuass (U9 21) ynligvinnisdeinapidaupsaNINIuNeNaeneen
wpsevnimanisladnazilu EMR v5a ESD § case report 91 RDI <dae/lsin1syin ESD &

o
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dsransnimiaaneantieansd™ TudlaqiuivaranisdAnennassiiueinavunuam
2939 RDI lunisgaaiindsz@nininnissnsaile Tnaddnusdanuiudn RDI aziily

] v = o s = a A éj
mmgwu’lu@mﬂm ﬁQﬂiMﬂ’Wﬁ‘Mﬁ!ﬂL@@ﬂﬂ@ﬂ"ﬂﬂﬂ’]ﬁ"ﬂ’mﬁlﬂﬂqﬁ‘Nﬂﬁ‘zﬂVIﬁﬂ"}WN’m‘ﬂu

51 21. n. l"ansenuassinmuiaaldlig (mmediate bleeding)

9. N7l red dichromatic imaging (RDI) @4nAdNLiuqanLiinaenaandnLal
A. WHAMAIANTLALABARBNANE coag grasper

A9
V1 1 v o R 5|

widnnrdaenaesanldlugjiuiunnnsgiugagn (gold standard) lunnsmsaa
aldlvn) wiandeyaninudinisdeandesiianisailesiunisiiauziieanldlunls
MNNA N9EBINARIEINTaUNNT BTl UETBINTAUNN (detection) WAZNNTAA (resection)
Autient atdnalsfinuaziuininonunenanylunismdsdeanaedsing 7 santeginenl
Tual 7 EEnuslanaann ietaeliauninnisdeindesiuangauaziinlsclamisosn
AUldWLeY

LANAN9D19DY
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