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ear Editor,

Despite digestive endoscopy is a fundamental tool for pediatric
astroenterologists, an official and standardized program does not
xist in Europe.

Here, we report the results of a nationwide electronic survey
ealized on behalf of the Italian Society of Pediatric Gastroenterol-
gy, Hepatology and Nutrition (SIGENP).

This study analyzed for the first time the pediatric endoscopy
ractice in Italy. Global data about the centers performing
ndoscopy in children have never been reported in our country.
owever, the number of participants (44 sites), the high response

ate, the geographical distribution (16/20 regions) and the over-
ll number of procedures examined suggest that the present data
ollection might be a reliable picture of the pediatric endoscopy in
taly.

This survey showed that endoscopy in children is still performed
y an adult endoscopist in more than one third (35,6%) of cen-
ers (Fig. 1). This result suggests how far is the Italian practice
rom the latest European guidelines, that recommend perform-
ng endoscopy in a friendly setting and with a dedicated team and
nstruments [1]. On the other hand, endoscopies were always indi-
ated (100% of cases) by pediatric gastroenterologists or pediatric
urgeons, and in 88,8% of centers the referral pediatrician attended
he procedure in the endoscopy room [2]. Indeed, adult gastroen-
erologists could be unprepared to identify pediatric diseases, or
o approach children in an appropriate way [5]. For this reason,
ndoscopy in children should be performed by pediatric gastroen-
erologists or pediatric surgeons as much as possible. In centers in
hich there is not a dedicated pediatric unit, adult endoscopists
an perform endoscopies as long as they are supported by a close
nteraction with the referral pediatrician [6].

This survey also points out the large variability between centers
n term of number of procedures performed per year. In fact, the

Fig. 1. Percentage of different operators perf
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median number was 200 but ranged from 4 to 2000 (Fig. 2). Analyz-
ing data in details, 10 units carried out more than 500 endoscopies
per year, 13 centers between 200 and 499 and 22 less than 200.
The smaller centers usually do not perform lower GI endoscopy or
therapeutic procedures. It is interesting to note, that in the majority
(13/22) of these sites with less than 200 procedures/year, pedi-
atric endoscopy was performed by adult endoscopists. This data
confirms that the cooperation between adult GIs and pediatricians
is critically needed in smaller pediatric centers with a lower pro-
cedure volume. In the next future, the development of regional
referral pediatric units might centralize operators and endoscopy
rooms in dedicated pediatric settings.

To date, a specific training in pediatric endoscopy is appropri-
ately defined only in US and UK [3,4]. Consequently, different skills
and operator experience have generated a great inconstancy of
training paths in our country [3]. Some operators have been trained
in adult units, while others only in pediatric ones with lesser avail-
ability of procedures and consequently a longer learning curve.

The survey revealed also a huge difference in terms of the oper-
ator availability per center (range from 1 to 10). Intriguingly, there
was no correlation between the number of procedures and the
number of endoscopists. One of the larger centers, with about 900
endoscopies per year, has just one operator, whereas units with
less than 200 endoscopies have from 5 to 7 operators (often adult
endoscopists). The number of procedures per year does not cor-
relate even with the size of pediatric unit, neither the availability
of emergency service, nor the number of instruments. This data
reveals the absence of specific support by Institutions in providing
dedicated resources to pediatric endoscopy over the country.

The availability of emergency services also confirms the absence
of national plans in this filed. An emergency endoscopy service
(24/24 h) was available only in 33 (73,3%) centers.

Concerning sedation techniques, the survey has demonstrated
that there is a proper approach. Indeed, sedation for pediatric
endoscopy is currently available in all centers, and this result
is perfectly in line with the available evidence [1]. An adequate
safety level is provided by the choice of moderate-to-deep sedation,
which is preferred (71,1%) for diagnostic endoscopies, whereas,
deep sedation or general anesthesia is usually considered during
orming endoscopy in children in Italy.

therapeutic procedures. Of note, the majority of sedations are per-
formed by anesthesiologists (4/5 of cases), with only 1/5 of the cases
in which sedations were delivered by the same operator doing the

http://crossmark.crossref.org/dialog/?doi=10.1016/j.dld.2019.05.031&domain=pdf
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Fig. 2. Reported number of endoscopies per center/year.

e
a
t
p
s
t

d
E
w
c
h
m

(
a
i
g

t
o
c
I
[
t
t

p
t
d
r
d
i
o

m
I
q
t
q
t
h

[

gastroenterology hepatology and nutrition (ESPGHAN) and European society
ndoscopy. It is true that the presence of the anesthesiologists guar-
ntees safer procedures, but on the other hand, the availability of
hem is one of the limiting factors in the number of procedures
erformed by the centers. For this reason, some operators perform
edation and endoscopy at the same time. Indeed, with an adequate
raining and setting, this seems to be possible and safe.

The main indication (73,3%) for upper GI endoscopy was celiac
isease (CD). This data is pretty surprising, considering the recent
SPGHAN guidelines which have introduced the diagnosis of CD
ithout biopsies [7]. However, endoscopy is still necessary in many

ases, and probably the high level of awareness as well as the long
istory of CD in Italy, contributed to maintain this condition as the
ost common to perform an upper GI procedure.
The main indication for lower GI endoscopy was suspected IBD

58%), followed by bloody stools (35,5%), abdominal pain (4,4%)
nd finally diarrhea (2,2%). This result confirms the increased IBD
ncidence in children as well as a proper adherence to the latest
uidelines by the Italian pediatricians.

Excitingly, small bowel endoscopy is available in almost two
hird of centers. Capsule endoscopy was the most common tool, but
nly 10 units could also perform device assisted enteroscopy. This
onfirms the importance of a small bowel evaluation to diagnose
BD and investigate obscure gastrointestinal bleeding in childhood
8,9]. Capsule endoscopy is probably much more common due to
he lack of invasiveness and ionizing radiations which make this
ool child-friendly.

Finally, in the last questions of the questionnaire, partici-
ants highlighted which resources would be useful to implement
heir practice. Remarkably, more than one third would obtain a
edicated pediatric endoscopic room. Indeed, dedicated pediatric
ooms are one of the main factors determining quality of proce-
ures [3]. Increasing the number of pediatric endoscopists and

nstruments was also considered important, underlying the paucity
f support by Institution in this particular field.

Although, to our knowledge, the present study represents the
ost extensive pediatric endoscopy data collection carried out in

taly we have to acknowledge some limitations. First, despite the
uestionnaire was created ad hoc by experts, it was semiquanti-
ative: on one hand this contributed to fill in data anonymously,

uickly and easily, not requiring any clinical charts review; on
he other hand, the collected data lacked in precision and may
ave increased the risk of biases. Indeed, a web-based question-

[

naire does not guarantee the reliability of the results. Second, we
invited participants throughout the communication channels pro-
vided by SIGENP (i.e. website, mailing lists, national meetings etc.)
and we cannot be sure that all the units performing endoscopy in
children are actually surveyed. But again, this is the first experi-
ence in this particular field, and we hope to improve our data in
the next future even by spreading these results among the Italian
pediatricians. Third, we did not evaluate the clinical outcomes and
pediatric endoscopy impact on patients’ clinical history, focusing
only on procedural and technical issues, therefore this was not in
the aims of the study. Considering all these methodological limita-
tions, the collected data has to be mostly considered an estimation,
rather than a precise measure.

As resulted from this survey, we can conclude that our national
pediatric society (SIGENP) should take the responsibility to uniform
the pediatric endoscopy practice by different steps: (1) develop-
ing national consensus guidelines, (2) creating dedicated pediatric
training programs for both pediatricians and adult gastroenterolo-
gists, (3) expressing demands of adequate support (i.e. instruments,
operators, etc.) to the referral Institutions. Furthermore, as a result
of this activity, an accreditation program based ON minimal stan-
dard quality indicators should be implemented and sustained.
Similar data from other states within Europe and even worldwide
could be useful to evaluate pediatric endoscopy and stimulate the
development of protocols to harmonize clinical practice.
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hermal coagulation of mucosal defect margins
sing monopolar forceps reduces adenoma
ecurrence after colonic endoscopic mucosal
esection

ear Editor,

We read with great interest a recent article by Kandel et al.
bout thermal ablation of mucosal defect margins after endoscopic
ucosal resection (EMR) and the associated reduction of the risk

f adenoma recurrence [1].
As ESGE guidelines about EMR pointed out [2,3], previous stud-

es in this field are very rare and predominantly retrospective, so
he need for additional data about this topic is very strong.

We confirmed the efficacy of this technique also in our tertiary
eferral endoscopy center, using a variant technique.

From January 2016 to December 2018, 40 consecutive patients
22 females, 18 males; mean age 70,2 years) with single lateral-
preading tumors (LSL) (36 LST granular-type — mean dimension
,98 cm-, 4 LST non-granular type — mean dimension 2,75 cm)

n different colonic segments (10 patients at the ileo-cecal
alve/caecum; 7 patients in the rectum; 5 patients at the left colon;
6 patients at the right colon) were treated using polypectomy
nares (monofilament 15 mm–25 mm G-Flex or polyfilament snare,
7 mm–30 mm, Captivator Boston Scientific) and previous submu-
osal injection of physiological solution added with indigo carmine
nd epinephrine 1: 20,000.

Of 40 procedures, we performed 9 en-bloc resections and 31
iece-meal resection. We treated by thermal ablation (Hot Biopsy
adial Jaw

TM
4 2.8 mm, Boston Scientific.) the margins around the
ite of the endoscopic resection in all the cases.
At histological examination, 33 tubulo-villous adenomas (20

ith low grade dysplasia, 4 of which with concomitant serrated
Disease 51 (2019) 1198–1206

component and 13 with high grade dysplasia, 4 of which with
concomitant serrated component), 2 villous adenomas (both with
high grade dysplasia, one of which with concomitant serrated
component), 2 serrated adenomas (one of which with high grade
dysplasia), 1 tubular adenoma and 2 in situ adenocarcinomas were
reported.

1 patient (with LST non-granular type, 3,5 cm, villous adenoma
with high-grade dysplasia) out of 40 (2,5%) had a local reccurence
at 4 months and was re-treated endoscopically.

The mean follow-up was 12 months.
In conclusion, as in the reference study, the thermal ablation of

the mucosal defect margins after EMR appears to be an effective
and relatively safe option to reduce the risk of local recurrence.
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