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EPQTHMA 1°
MeTtewplopog: Ba uropouvoay ol dlatteg FODMAPS va givat n Avon;

Oplopnoc:FODMAP, Fermentable Oligosaccharides, Disaccharides
and Monosaccharides and Polyols

Good Patient with IBS Clear explanation and patient-centred Succees Manage in primary , , , , ,
communication, discussion of [BS care Opada vdatavBpakwv Bpaxeioag aAvoidag mou amoppodwvtal
Success ' roa ' r ’
dietary and lifestyle > 8}\(1)([0"[(1 OTO AEMTO EVTEPO KOl ZU HwvovTalL ypnyopa aro tnv
*Simple lifestyle and dietary advicet, Dietician referral +/- , , , ,
advice including discussion of exercise and low FODMAP diet if uLKpOBLOLKI’] X)\pr(SOL TOU EVTEPOUV, UE OLTtOtE?\EGuOL va

; R Failure 3
e gt b \ S MPOKAAOUVTOL POUCKWH, QLEPLA EVTEPOU KO LETEWPLOMAC

Failure

Direct treatment
according to symptoms

I |
Abdominal pain or 1 Constipation |
mixed symptoms 1 (I1BS-C) | (1BS-D) , , B ,
Firstdine 1BS-M or IBS-U i | 11 peAeteg ouykpvav tn low FODMAP Slatta pe: Kavovikn
treatments e . : : , Sdlatpodn, dlatta mhovola oe FODMAP kat mapadooLlaKkeg
A"h’p"ww'c Manage in " i Manage in | "Loperamide Su Manage in , , , , /
ef;p’;if:aﬁe;;' primary care i = primary care i primary care olatpodikeg obnyleg. H dlawta xapunAn oe FODMAP cucyetiotnke
Failure I Failure I Failure UE pELWMEVA oupmTwiata (Low Quality of Evidence)
I I
Se i I = | *§-HT; receptor
cond-line $Gut-brain Manage in U *Secretagogue or anage in I antagonist, Manage in -
treatments neuromodul[atlor eg., primary care | 5-HT, agonist primary care M| eluxa%oli'ne! primary care Recommen dEItIDr'IS
TCA or SSRI 1 | rifaximin - 0 : T ; -
i I » A diet low in fermentable oligosaccharides, disaccharides

and monosaccharides and polyols, as a second-line dietary
Refer for IBS-specific CBT or gut-directed hypnotherapy, if therapy, is an effective treatment for global symptoms and

e abdominal pain in IBS, but its implementation should be
supervised by a trained dietitian and fermentable oligosac-
charides, disaccharides and monosaccharides and polyols
should be reintroduced according to tolerance (recommen-
dation: weak, quality of evidence very low).

Vasant DH, et al. British Society of Gastroenterology guidelines on the
management of irritable bowel syndrome Gut 2021;
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Celiac serology

Colonoscopy if new onset and 250 y*

*V€ | Treat organic

disease

l e

[ Solblefibre |

v
| Peppermintoil’ |
!
| Antispasmodicst |
!
Focus on predominant
bowel habit
r
IBS-M @
or|BS-U
( Low FODMAP diet (| Low Foomar diet [ Linsclotide |
Q
v
Probiotics Probiotics \ SSRI |
! ' !
( TcA | ( Tca | | Lubiprostone |
! v v
‘ Eluxadoline | | CBT or hypnotherapy ‘ ‘ CBT or hypnotherapy ‘
!
[ CBT or hypnotherapy I

Most patients,
mast of the time

Careful discussion wi

patients re: options

NO

T RECOMMENDED TREATMENTS
Gluten-free diet

- Wheat bran supplementation
- Herbal remedies

- Acupuncture

- Continuous loperamide
- Chelestyramine

- Osmotic laxatives

- Prucalopride

2. Ol pel€teg mou e€etaoOnkav eixav Bpaxeia dtapkela (3-

Melovektripata low FODMAP
1. Enidpaon oto pkpoBiwpa tou ME (r.x Meiwon
nAnBuopov Bifidobacteria

4w) Ywpic va cupmeptAdBouv Tic PAoELS
ETIOLVELOAYWYNC
Ye nepinmtwon nou anodaolotel N epappoyn TG
amapaitntn eivat n entiPAePn anod edko dtatpodolodyo pe
000 1o SuvaToV ULKPOTEPN SLApKELA WOTE va armodeuxBolv
StatpodIkeC eAAelPeLg

Statement 10: We suggest offering IBS patients a low
FODMAP diet to reduce IBS symptoms.
GRADE: Conditional recommendation, very low-quality evidence. Vote:

strongly agree, 27%; agree, 64%; neutral, 9%

Moayyedi et al, Journal of the Canadian Association of
Gastroenterology, 20189,
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0 Consider LFD
l lYes
No
o

lBenefit

Re-introduce
6-10 weeks

l

Personalize

+ Willing and able to follow-up

+ “Diagnostic test” to identif . - . . .
ODAAR sonaltive patiemg evidence-based diet intervention for IBS. Healthy eating
+ Consider daily multivitamin advice as described by the National Institute of Health
and Care Excellence Guidelines, among others, also of-
. ';%05": :g"tai"ing individual fers benefit to a subset of patients with IBS.
S

+ Increasing dose over 3 days
* Wheat, milk, garlic common culprits 1) restriction (lasting no more than 4-6 weeks), 2)

+ Use re-introduction data to

* > 80% can liberalize

+ Motivated patient
+ Gl dietitian or high quality teaching

materials

Best Practice Advice 6: The LFD is currently the most

Best Practice Advice 7: The LFD consists of 3 phases:

reintroduction of FODMAP foods, and 3) personaliza-

libaralize diet tion based on results from reintroduction.

LOW FODMAP DIET

FOOD VEGETABLES FRUITS PROTEINS

13 RCTs £6eL€av auénpéva mooooTtd UPECNC OUUTMTTWUATWY
& - y OTIWC O LETEWPLOUOC KOl TO KOWALOKO AAyoC o€ aoBeveic pe ZEE
S, (>50-point reduction in IBS-SSS) oe cuykpLon pe AAAEG
® @ e ﬁ’ dLaTnTIKEG N AAAEC MapEUPATELG
&7 %

Chey et al, Gastrenterology 2022
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-  HHS Public Access
Vi

Author manuscript
e e, Am J Gastroenterol. Author manuscript; available in PMC 2015 December 30.
Published in final edited form as:

Am J Gastroenterol. 2015 February ; 110(2): 223-263. doi:10.1038/aj2.2014.435.

ACG Clinical Guideline: Genetic Testing and Management of
Hereditary Gastrointestinal Cancer Syndromes
Sapna Syngal, MD, MPH, FACG'23, Randall E. Brand, MD, FACG*, James M. Church, MD,

FACG®57, Francis M. Giardiello, MD8, Heather L. Hampel, MS, CGC®, and Randall W. Burt,
MD, FACG'?
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Juvdpopo Lynch

FAP-AFAP-MAP

3. Individuals who have a personal history of a tumor showing evidence of mismatch
repair deficiency (and no demonstrated BRAF mutation or hypermethylation of
MLH]1), a known family mutation associated with LS, or a risk of 25% chance of
LS based on risk prediction models should undergo genetic evaluation for LS.

Summary statement

*  Genetic testing of patients with suspected LS should include germline mutation
genetic testing for the MLHI, MSH2, MSH6, PMS2, and/or EPCAM genes (13-23),
or the altered gene(s) indicated by IHC testing.

Amsterdam criteria II (24)

At least three relatives must have a cancer associated with Lynch syndrome (colorectal, cancer of the endometrium, small bowel, ureter, or
renal—pelvis): all of the following criteria should be present:

One must be a first-degree relative of the other two:
At least two successive generations must be affected:
At least one relative with cancer associated with Lynch syndrome (LS) should be diagnosed before age 50:
Familial adenomatous polyposis should be excluded in the CRC case(s) (if any);
Tumors should be verified whenever possible.
Revised Bethesda guidelines (24)
Tumors from individuals should be tested for microsatellite instability (MSI) in the following situations:

CRC diagnosed in a patient who is younger than 50 years of age
a
Presence of synchronous, or metachronous, colorectal or other LS-related tumors . regardless of age

CRC with MSI-high histology[) diagnosed in a patient who is younger than 60 years of age

CRC diagnosed in a patient with one or more first-degree relatives with an LS-related cancer, with one of the cancers being diagnosed
under age 50 years

CRC diagnosed in a patient with two or more first- or second-degree relatives with LS-related cancer regardless of age

Individuals who have a personal history of >10 cumulative colorectal adenomas, a
family history of one of the adenomatous polyposis syndromes, or a history of
adenomas and FAP-type extracolonic manifestations (duodenal/ampullary
adenomas, desmoid tumors (abdominal>peripheral), papillary thyroid cancer,
congenital hypertrophy of the retinal pigment epithelium, epidermal cysts,
osteomas) should undergo assessment for the adenomatous polyposis syndromes.

Syngal et al, Am J Gastroenterol. 2015
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Yuvbpopo Peutz Jeghers

Indications for genetic testing: Summary statement

B
- = &

* Individuals with perioral or buccal pigmentation and/or two or more histologically
characteristic GI hamartomatous polyp(s) or a family history of PIS should be
evaluated for PJS.

Summary statement

»  Genetic evaluation of a patient with possible PJS should include testing for STK1/
mutations.

ZUvdpopo Odovtwtng MoAumodiaong

Summary statement

» Indications for genetic testing. A clear genetic etiology has not yet been defined for
SPS, and therefore genetic testing is currently not routinely recommended for SPS

patients; testing for MUTYH mutations may be considered for SPS patients with
concurrent adenomas and/or a family history of adenomas.

ZUvbpopo Neavikig MoAumodiaong

Indications for genetic testing—Summary statement

» Individuals with five or more juvenile polyps in the colorectum or any juvenile
polyps in other parts of the GI tract should undergo evaluation for JPS.
Summary statement

*  Genetic evaluation of a patient with possible JPS should include testing for SMAD4
and BMPRIA mutations.

Yuvépopo Cowden

Summary statement

 Individuals with multiple GI hamartomas or ganglioneuromas should be evaluated
for CS and related conditions.

Summary statement

*  Genetic evaluation of a patient with possible CS should include testing for PTEN
mutations.

Syngal et al, Am J Gastroenterol. 2015
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Features that warrant evaluation and possible testing for HCCS

CRC in patients younger than 50 yr

Personal history of multiple cancers (e.g., CRC and endometrial cancer, colonic polyposis, and thyroid cancer)
L 1 . 4

Personal and family history suspicious for LS

Tumor testing with deficient mismatch repair

More than 10-20 cumulative colonic adenomas

. c
More than 3 colonic hamartomas or 2 small bowel hamartomas

Family members with known genetic diagnosis of HCCS

CRC, colorectal cancer; HCCS, hereditary colorectal cancer syndromes; LS, Lynch syndrome.

a . : . .
Assessed using tools such as Amsterdam 11, revised Bethesda criteria, PREMM3 or a 3-question survey, see Table 3.

Caveats are when loss of MLH1/PMS2 or microsatellite instability is due to somatic methylation or double somatic mutations rather than germline
mutation.

In addition to other clinical criteria for juvenile polyposis syndrome, Peutz-Jeghers syndrome and Cowden syndrome.

NMwc Kol TOTE YIVETOL O VEVETLKOC

EAEYXOG;

* Multipannel testing petd amno ektipnon
arto €LOLKO YEVETLOTA

e [l cUvOpopa mou ekdnAwvovTtol o€
ntodkn nAkia (FAP, Peutz Jeghers,
Neavikn MoAumtodiaon) o EAeyxoc o€
rtadikni NAkia

* L0l OLKOYEVELOKO LOTOPLKO LS €AeyyoC
18-20 etwv

e Ye veodlayvwoOBevta KME pe
xapaktnplotikad HCCS €Aeyxoc mtpo tou
XELpoupyeiou

Kupfer et al, Am J Gastroenterol. 2020
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EPQTHMA 3°
MeBobol BeAtiwong Tou mMocooTou avixveuong adEVWUATWY TIOXEOG

gevtepou (ADR)

A Measure, track, and provide feedback
Bowel prep adequacy rate Cecal intubation rate Withdrawal time
Goal: = 90%, aspirational = 95% Goal: = 90%, aspirational = 95% Goal: = 6 min, aspirational =9 min
Boston Bowel PrepScore: =6 )
BPA Statement " ,
A ] Endoscopy units should measure bowel preparation guality routinely, at a minimum annually, on a unit level. Adequate bowel
preparation (defined as a BBPS score =6, with each segment score >2) should be achieved in >90% (>95% aspirational
target) of screening and surveillance colonoscopies.
Mpoeto Adenoma detection rate Serrated lesion detection rate Adverse events
lp.aaia £ EfCONCORY LIRS SNOUKI UBG 8 SR=Cong DOWS! Preperacn s the slncand prepanmion Swaiedy i peiis Wdegoing Goal: = 30%, aspirational = 35% Goal: = 7%, aspirational = 10% Measure unit-level colonoscopy
colonoscopy. adverse events
3 Bowel preparation instructions should be clearly written at a sixth-grade reading level in the patient’s native language. Units with
v suboptimal bowel preparation quality should augment preprocedure instructions with additional patient education and support. D[___] a D
4 Endoscopy units should use high-definition colonoscopes for screening and surveillance colonoscopy. L —
A 5 Endoscopy units should measure cecal intubation rates on an endoscopist level. Cecal intubation rates should be >90%
(aspirational >95%]. The cecal landmarks (appendiceal orifice and ileocecal valve) should be photodocumented in Best practices
GEIONOBCORY NApOrks. Use split prep Use high-definition Perform 2" look in Use cold snares for all
Texvikn 6 Endoscopy units should measure withdrawal times on an endoscaopist level. Mean withdrawal times among normal colonoscopies ColonOscopes Hohit poion Beasiie FolPL-0 e
should be =6 minutes (aspirational target =9 minutes). - <
‘ f Ascending
v T Endoscopists should perform a second look of the right colon, either in retroflexed or forward view, to improve the detection of Eooen
polyps. E ig
< i :
A i Endoscopy units should measure and provide feedback on adenoma detection rate at both the endoscopist and unit level on a 1% half: 2% half: \V }
routine basis, at a minimum annually or when endoscopists have accrued 250 screening colonoscopies. s Toang 2
Katayp 9 The goal adenoma detection rate for an individual endoscopist should be >30% (aspirational target >35%). Endoscopists not Refer patients with benign det:;;:;lde gear:,::gure Follow guidelines when assigning
adh meeting these thresholds may consider extending withdrawal times, self-learning regarding mucosal inspection and palyp °°m"r'::ezz?,ﬁ’f‘g“”sz'r‘gg;°°p'° Sl st i screening or surveillance intervals
identification, peer feedback, and other educational interventions.
Normal colonoscopy — 10 years
v 10 Endoscopy units should measure and provide feedback on semated lesion detection rates on an endoscopist- and unit- level. The i . = s o
goal serrated lesion detection rate for an individual endoscopist should be =7% (aspirational target >=10%). If rates are low, 1-2 small SSLs 5-10 years
improvement efforts should be oriented toward both colonoscopists and pathologists. 3:43mall adeniomas/SSLe; -5 years
5-10 small adenomas/SSLs — 3 years
A 3 years
Advanced SSL or TSA 3 years

Keswani et al,Gastroenterology. 2021
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Technigue

Water assistance

COy/air insufflation

6% water immersion 10% for
water exchange

Systematic interventions

Split-dose bowel preparation

Lengthening withdrawal time

<6 min

9% for 9-min WT compared
with 6 min

Retroflexion in cecum

No retroflexion

17% for right-sided adenomas

Second look, either retroflexion
in the cecum or second
forward look in the

roximal colon

Single forward look

10% for all adenomas,
5% for right-sided adenomas

Day-before bowel 26%
preparation

Same-day bowel preparatioFI

Split-dose bowel
preparation

No improvement

Video recording of colonoscopy

No recording No improvement

Dynamic change in patient No change in position 7%
osition

Technology

Distal attachment devices Standard colonoscopy 5%-11%

Enhanced imaging technology
(narrow-band imaging, i-SCAN,
linked-color imaging, blue-faser
imaging, chromoendoscopy,
and Methylene Blue-MMX (Cosmo
Pharmaceuticals, Dublin, Ireland))

Standard or high
definition white-light
colonoscopy

5% to 18% absolute improvement

in adenoma detection

interventions

Nurse assigned to observe No observation 19%
colonoscopy monitor
Education and feedback
Physician report cards No report cards 10%-15%
Focused educational No education 29% for ADR, 39% for

proximal ADR

Financial incentives

No financial incentives 0%-3%

Computer aided detection
technologies

Standard colonoscopy

10%-12% in adenoma,

2 in adenoma per colonoscopy

Public reporting of ADR

45% increase in ADR, 25%
in advanced ADR

Shaukat et al,Gl Endoscopy 2022

No public reporting
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