14" MaveAAnvia Ekrtadevtikn Zuvavinon EAITAST
EéeAiéeic otnv Mxotpevtepodoyia kat HriatoAoyia

KAwvikéc Mepmtwoelg
AocBevnc pe IODNE kat Kapkivo MNaxeoc Eviepou

Kwvotavtivoc QacoUAag
Etbikevouevoc leotpevtepoAoyiknc KAwviknc

«Oeayevelo» Avtikapkiviko Noookoueio OscoaAovikng







Elcaywyn
IONE kau AvuortAacia-Kapkivog Moaxgog Evtépou

AcBevnic pe IODNE og avénpevo kivéuvo yia opBokoALKO Kapkivo
MwpOtepOC amo otL oto napeABov, 15% IODNE Ovntotntog
Evoookorikn entnpnon wg npoAnyin...

KateuBuvtnpleg odnyieg (BSG, ECCO, AGA, ASGE, SCENIC) vat, aAAd:

-pecodlaotipaTa KoL Evapén emttipnong;

-evOOOKOTILKI) EKTLLNON KOl TEXVLKN;

-ektipnon tng duomAaoiag arno tov naboAoyoavatouo;

-XELPOUPVYLKI] OVTLUETWIILON;

-OYKOAOYLKI] OVTLUETWTILON;

Eésldkeupevn eumelpia ko yvwon (expertise)

Velayos, Gastroenterology 2016



Nepintwon 1

* Avdpag 60 ETWV UE CUVVOONPOTNTEG

(atpoppaytko AEE pe umtoAeumopevn veupoAloyLkn cuvdpoun)

*  Eudavilel odnpormevikn avaluio

e Y& mpooektikA ARYPn LoTopLkoU, K LOAAKES» KEVWOELG >10 £1Tn
*  YrnoBAaAAetal o€ EVOOOKOTILKO EAEYXO

e Aveupioketal otévwon e avwpaio BAevvoyovo, Pevdomolumoeldn
Slapopdwon ota OpLa OLYHOELOOUC-KATLOVTOC TTOU SEV ETUTPETEL TN
SLéEAeuvon tou evbookoriov (9 mm)

* Buoiec: xapnAoBabun dvomAaocia

* [lepldpeplkotepa oto opBooitypoeldeC apovaoia PAEYUOVAC LE OTOLKELQ
xpoviotntag (ivwon, PevdomoAunodec)

* CT kohovoypadia: untovola veos€epyaoiac, dAeyuovr) eyyvtepa
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Antitko Mos Thesinikj eageneio
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Nepintwon 2

[uvaika 65 eTwv
Juvtaélovyoc, KatabAupn

f'vwotn edw kot >10 €Tn otevwTikA Vooog tou Crohn pe elAeo-KOAKNA
gvtornon (A2L3B2)

Ye aywyn He anti-TNFa (adalimumab) kat apvooaAtkuAtka
Xwpic oadn KAWVLKN ELKOVA EVTEPLKNC artoPppatnc
YrioBaAAetal o€ evbookomnon

OpaAr) CUYKEVTPLKI OUAWSNG OTEVWON OTNV OTIANVLKA Kopmr, aduvapia
SLéEAevonc tou evbookortiov (9 mm)

Bloiec: kokkiwdng Lotog, dAeyLOVN
CT-eviepoypadia: oTEVWON UNKOUC 8 K., OTEVWOELS TEALKOU €LAEOU
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Nepintwon 3

Avdpac 49 eTwv

Epyalopevog, Eyyapog, Xwplc ouvvoonpoTNTEC

AploteponAeupn EAkwoNg KoAltida, mpwtn Stayvwon o€ nAtkia 16 etwv
Y& KAWLIKA Udeon pe 5-ASA xwpic otevry evOOOKOTILKN EMLITAPNON
YrioBAaAAeTaL 0€ EVOOOKOTINGN EMLTNPNONG

Ertinedn BAABN pe vPpnAofabun SuocmAaocia oto olypHoELOEC



O Boyiec...

I1. Znpou, NMadoAoyoavartouiko Epyactipto A.N.O. «OcayeveLo»



Epyaotnpio A.N.O. «OcayeveLlon




Epyaotnpio A.N.O. «OcayeveLlon




Epyaotnpio A.N.O. «OcayeveLlon




EvOOOKOTILK

Low-Grade Dysplasia : High-Grade Dysplasia



H kAwikn anodoaon...




IONE kot Emitipnon yia AvuomAacia

Society Start surveillance Risk stratification Surveillance interval

ECCO (2017) 8 years after onset of symptoms Stricture or dysplasia within past 5 years, PSC, extensive colitis with severe 1 year
active inflammation

Extensive colitis with mild to moderate active inflammation, post-inflammatory 2-3 years
polyps, or first-degree relative with CRC>50 years

No intermediate- or high-risk features 5 years

AGA (2010) 8 years after disease onset Active inflammation, stricture, post-inflammatory polyps, history of dysplasia, 1 year
first-degree relative with CRC, PSC

After 2 negative examinations 1-3 years

ACG (2010) 8-10 years after disease onset no stratification 1-2years

BSG (2010) 10 years after onset of symptoms Moderate or severe active inflammation on the previous surveillance examina- 1 year
tion, stricture or dysplasia within past 5 years, PSC, first-degree relative with
CRC <50 years

Mild active inflammation on the previous surveillance examination, post-inflam- 3 years
matory polyps, first-degree relative with CRC >50 years

No active inflammation on the previous surveillance procedure, left-sided colitis 5 years
or CD calitis affecting >50% surface area of the colon

CD, Crohn's disease; CRC, colorectal cancer.

8 €T oo CUMMTWATA, TTAPAYOVTEG KlvdUvou (mavkoAitida, PSC, kKAnpovopLlkotnta)

Ten Hove, American Journal of Gastroenterology 2018



Evéookomnnon kat Emwtipnon

TABLE 2. Summary of recommendations for surveillance and management of dysplasia in patients with inflammatory bowel disease

Detection of dysplasia on surveillance colonoscopy

1. When performing surveillance with white-light colonoscopy, rather than standard definition (strong
recommendation, low-quality evidence).

2. When performing surveillance with standard-deﬁnltlon colonoscopy, chromoendoscopy is recommended rather than white-light colonoscopy
(strong recommendation, mod -

3. When performing surveillance
recommendation, low-quality eviderTce

4. When performing surveillance with standard-deﬁnltlon colonoscopy, n place of white-light colonoscopy
(conditional recommendation, low-quality evidence).

5. When performing surveillance with high-definition colonoscopy, narrow-band imaging is not suggested in place of white-light colonoscopy
(conditional recommendation, moderate-quality evidence).

6. When performing surveillance with image-enhanced high-definition colonoscopy, narrow-band imaging is not suggested in place of
chromoendoscopy (conditional recommendation, moderate-quality evidence).

Management of dysplasia discovered on surveillance colonoscopy
7. After complete removal of endoscoplcally resectable polypoid dysplastic lesions, surveillance colonoscopy is recommended rather than colectomy

(conditional recommendation, very low-quality evidence).
9. For patients with endoscopically invisible dysplasia (confirmed by a Gl pathologist) referral is suggested to an endoscopist with expertise in IBD
surveillance using chromoendoscopy with high-definition colonoscopy (conditional recommendation, very low-guality evidence).

SCENIC International Consensus Statement on Surveillance and Management of
Dysplasia in Inflammatory Bowel Disease 2015



Evéookorikn Ektipnon tn¢ AvonAaoiog
Opatn, MoAumoeldng, Atokpita opia, E¢atpgoiun

TABLE 1. Terminology for reporting findings on colonoscopic surveillance of patients with inflammatory bowel disease (modified from Paris
Classification'”)

Term
Visible dysplasia
Polypoid
Pedunculated
Sessile
Nonpolypoid
Superficial elevated
Flat
Depressed
General descriptors
Ulcerated
Border
Distinct border
Indistinct border

Invisible dysplasia

Definition

Dysplasia identified on targeted biopsies from a lesion visualized at colonoscopy

Lesion protruding from the mucosa into the lumen =2.5 mm

Lesion attached to the mucosa by a stalk

Lesion not attached to the mucosa by a stalk: entire base is contiguous with the mucosa

Lesion with little (<2.5 mm) or no protrusion above the mucosa

Lesion with protrusion but <<2.5 mm above the lumen (less than the height of the closed cup of a biopsy forceps)
Lesion without protrusion above the mucosa

Lesion with at least a portion depressed below the level of the mucosa

Ulceration (fibrinous-appearing base with depth) within the lesion

Lesion’s border is discrete and can be distinguished from surrounding mucosa

Lesion’s border is not discrete and cannot be distinguished from surrounding mucosa

Dysplasia identified on random (non-targeted) biopsies of colon mucosa without a visible lesion

SCENIC International Consensus Statement on Surveillance and Management of

Dysplasia in Inflammatory Bowel Disease 2015



2tevwon o€ EAkwoén KoAitida

Statement 3.1.2. ECCO-ESGAR Diagnostics GL [2018]

Any colonic stricture should be carefully surveyed due to
risk of carcinoma [EL4]; surgery should be considered

v Auénuévoc Kivbuvoc kakonBeLac...

v Aev urtdpxel aflomotn HEBoSoC ou va armoKAELEL TNV
KakonoeLa...

v MadLatpkd EvS0oKOTLAL...

v Bloiec rpv amod SLaoToAEC...

v/ ZUUTANPWUOTLKOC OTIELKOVLOTIKOC EAEYXOG...

v'3Tevn emuTpnon...

ECCO-ESGAR Guideline On Diagnostic Assessment in Inflammatory Bowel Disease
ECCO Guideline-Consensus paper
Maaser, Journal of Crohn’s and Colitis 2019



2tévwon o€ Crohn KoAitida

5.2.4. ECCO-ESCP Statement 4D » Kivéuvoc

The treatment of choice for large bowel stricture is bal- 'BanE(EC GTEV(bO'EI.q
loon dilatation or segmental resection. Stricturoplasty is

not recommended [EL3] —uevd)\l’] I’]ALK(.(X

ECCO-ESCP Consensus on Surgery for Crohn’s Disease =~ ~MQL Kpd 5Ldp KELQL VOOOU
Bemelman, Journal of Crohn’s and Colitis 2018

» Extoun (TUnUaTiki KOAeKTOUN;)

» ‘OXL OTEVWUATOTIAQOTLKN)

3. Patients with strictures of the colon that cannot be ade- > EV6OO'KOT[LKI’I] o) LGOTO)\I’I]
quately surveyed endoscopically should be considered for i
resection. Grade of Recommendation: Strong recommen- ( BanE la oTEVWO N )
dation based on low- or very low-quality evidence, 1C.

» Tomukn €yxuon IFX, stents;;;

Clinical Practice Guideline for the Surgical Management f f
of Crohn’s Disease > Buoyieg, emutripnon!
American Society of Colon and Rectal Surgeons
Strong, Dis Colon Rec 2015



EAKwON¢ KoAitida, AvontAacia, Xetpoupyeio

European Evidence Based Consensus on Surgery for Ulcerative Colitis

2.1.4.3. ECCO Statement 3C

The current evidence is insufficient to assess the balance
of risks and benefits of colectomy for flat low-grade
dysplasia. The decision to recommend colectomy or con-
tinued surveillance is best tailored to the individual after
careful discussion (EL5)

2.1.4.6. ECCO Statement 3F

The recommended operation in case of dysplasia/cancer is
proctocolectomy with ileal pouch-anal anastomosis, taking
into account oncologic principles (EL5). There is no evidence
to support an oncologic advantage of mucosectomy and
hand sewn anastomosis over stapled anastomosis in this
setting. (EL2) Colectomy with ileorectal anastomosis could
be considered in selected patients (EL5)

2.8.4.2. ECCO Statement 5F

In performing pouch surgery a stapled anastomosis is

preferred as it results in decreased nocturnal incontinence.

However a long rectal cuff/retained rectum (>2 cm) with

a subsequent risk for inflammation and/or dysplasia should
Oresland, Journal of Crohn’s and Colitis 2015 REEEGIEEK(ZRE)




lleo-sigmoid
Anastomosis

Chronic Active Colitis denocarcinoma High-Grade Dysplasia
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Nepintwon 2, f-up, 6 LAVEC

* [lpoowptvr) ElAeooTopia

* MSI-stable stage Il adenocarcinoma, no risk factors, adjuvant capecitabine
* Abduvapia oAokAnpwong Ko SLakomn EMLKOUPLKNG XNHELOBepameiag
(6Lappolec, apudatwaon, NAEKTPOAUTIKES SLaTapaxES, VOONAELEC)

e JUYKAELON OTOMLOG

* [lapakoAouBnon

e Oeparmeia ylo LETEYXELPNTLKN TIPOANY N utoTpoTt G vooou tou Crohn;



NMepimtwon 3, f-up 1€to¢

YUYKAELON TIPOCWPLVAG OTOULOG
KaAn Aettoupyia veoAnkuBou, pikpo opBOLko koAoBwpa
eVOOOKOTILKOC EAEYXOC TNG VEOANKUOOU

NeoAnkuOo¢ kKaAwc Muwkpn eninedn BAAPN anal
Aewtovpyovoa transitional margin



NMepintwon 3, f-up...

Bloyiec: adevokapkivwpua

Kot\lomtepiveikn Ektopn tng veoAnkuBou Kat povipn eLAeooctopia

lotoAoyia:

-pT2NO adenocarcinoma, low-moderate differentiation, mucinous

 Moplakn BloAoyia:

-MSI-S, RAS WT, BRAF WT

e ETKOUPLKA XNUELOBEPATIELD LE KATTECLTAUTTLVN VIO 6 UNVEC

* Ymnotpomnn 6 UrVEC LETA: TTEPLTOVAIKEC EMPUTEVOELG Kol AepudadEVEC
gAALOOOVOC TTUEAOU

e 1"ypoappn xnueloBepamneiag (panitumumab, oxaliplatin, 5-FU):

Xwplic anotéAeopa, Progressive Disease

e 2"ypopun xnueloBepaneiag (aflibercept, irinotecan, 5-FU):

TOELKOTNTA (YOLOTPEVTEPOAOYLKI KOl OLLLLOLTOAOYLKN)



Ermutripnon tou pouch-guidelines

Table 1. Overview of pouch surveillance guidelines.

Guideline Year of publication Risk stratification Surveillance strategy

Yes/no Risk categories

n/a nfa No recommendations
Yes * High risk: Yearly
B )
- Previous rectal dysplasia
- Dysplasialcancer at the time of pouch surgery
- Primary sclerosing cholangitis
- Type C pouch mucosa®
Low risk: 5-yearly
yearly
- Absence of high risk factors
ASGEs s Highest risk: Yearly surveillance should be considered
- History of dysplasia or cancer.
High risk: Yearly surveillance may be considered
- Primary sclerosing cholangitis
- Type C pouch mucosa®
- Refractory pouchitis
Other patients No recommendations
ECCO8 s High risk: Yearly
- Dysplasia/cancer at the time of pouch surger
¥sp P Bery
- Primary sclerosing cholangitis
- Type C pouch mucosa®
- Unremitting pouchitis
Absence of high risk factors No evidence that supports routine
surveillance

Etriola o€ Lotopko duomAaoiag, MNZX




Eivail o IONE oxeti{lopevoc OpOokoAikoc Kapkivog
SradpopeTikoc o tov Zrnopadiko OpOoKOALKO KapPKivo;

Mwpotepn nAkia epdaviong (400-500 £tog)

Auénuévn mBavotnta mopouciog TTOAUECTLAKIG VOOOU

Yuxvotepn napoucia signet ring cells, emBetikn BloAoyikn cupmnepidpopq,
nepLtovaikn vooog

Dtwyotepn enBiwon oTic mepLloootepes matched case-control peA€teg
MpoPAnuatikn avoxn otn xnueobeparmneia (otopieg, dtatapaxec 6pePnc)



Awadopetikn BloAoyila

Sporadic colon cancer

Normal mucosa

2 Microsatellite instability, o
Loss of KRAS mutations., DCC and DPC4 P53
APC function COX-2 activ i mutations mutations
Aneuploidy,
sialyl-Tn antigen expression, SRC
CpG island methylation, mutations
miRMNA dysregulation

Colitis-associated colon cancer

ALY

MNormal mucosa

P53 mutations —T T T— P53 LOH
SRC KRAS

Aneuploidy, mutations mutations mutations
sialyl-Tn antigen expression,
COX-2 activity, CpG island methylation,
microsatellite instability,
miRNA dysregulation




Rate of Early / Missed Colorectal Cancers After
Colonoscopy in Older Patients With or Without
Inflammatory Bowel Disease in the United States

Non-1BD

Yize, American Journal of Gastroenterology 2013



JUMTEPACHLOTA

H IONE kapkiwvoyeveon BloAoylka StadpopeTLKN

H eritipnon twv acBevwy pe IONE yia AvomAacia kpu el mayideg kal
EKTIANEELC

KateuBuvtnpleg odnyieg xwplc Loxupn Tekunpiwon

YUXVA €EATOLKEVEVN TIPOCEYYLON

Amtatteitotl cuvepyaoia kot upnAol enLTESOU TEXVOYVWOLA KALVIKOU
Latpol, €vOooKoTou, matBoAoyoavatouou, XELpoUupyou, OYKOAOYOU
O poAo¢ tou yaotpeviepoAoyou Ba evioxuBel peAAovTika, oxtL Lovo
SLadyvwon Kol TTPWKTOKOAEKTOUN






