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Endoscopy plays a key role in diagnosis, monitoring of disease activity, assessment of treatment response,

dysplasia surveillance, postoperative evaluation, and interventional therapy for patients with inflammatory bowel
disease (IBD). Clinical practice patterns in the endoscopic management of IBD vary. A panel of experts consisting
of IBD specialists, endoscopists, and GI pathologists participated in virtual conferences and developed this modi-
fied Delphi-based consensus document to address endoscopic aspects of IBD management. (Gastrointest Endosc
2025;101:295-314.)
The incidence of inflammatory bowel diseases (IBD) is METHODS

increasing worldwide.1 The diagnosis and management of
Crohn’s disease (CD) and ulcerative colitis (UC) remain
challenging, despite advances in medical, endoscopic,
and surgical therapy. Accurate diagnosis, close disease
monitoring and surveillance, and timely intervention are
needed to improve patients’ symptoms and quality of
life. These can reduce the risk of tissue damage; develop-
ment of adverse events, disease-associated hospitalization,
and surgery; and overall healthcare burden.

Because of chronicity, extent, multifocal location, depth
of the disease process, and altered bowel structure or anat-
omy, endoscopic assessment of IBD requires an understand-
ing of the underlying disease and endoscopic techniques,
combined with careful planning, preparation, and execu-
tion. Advances in endoscopic techniques, equipment, de-
vices, and imaging can provide a better understanding,
characterization, assessment, and management of IBD.
However, the availability of high-quality, endoscopy-ori-
ented clinical trials in IBD is lacking.

The American Society for Gastrointestinal Endoscopy
(ASGE) organized a panel of experts in IBD, endoscopy,
and GI pathology. A modified Delphi process was used to
develop this clinically oriented, practical consensus docu-
ment on the appropriate application and execution of diag-
nostic and therapeutic endoscopy in themanagement of IBD.
V

Search strategy
Thesteeringcommitteefirst reviewed themedical literature

for each statement and generated key words for a literature
search. A systematic search of MEDLINE, Google Scholar, EM-
BASE, and Cochrane Central Register of Controlled Trials from
January 1, 2000 to July 31, 2024 was performed. Key search
terms were “inflammatory bowel disease,” “Crohn’s disease,”
“ulcerative colitis,” “pouchitis,” “inflammatory,” “stricture,” “fis-
tula,” “dysplasia,” “neoplasia,” “stricture,” “diversion,” “postop-
erative,” “ileostomy,” “strictureplasty,” “diagnosis,” “therapy,”
“disease activity,” “endoscopy,” “colonoscopy,” “ileostomy,”
“capsule endoscopy,” and “enteroscopy.”

Consensus process
Inclusion criteria for the panelists required that at least 2 of

the following 3 criteria were met: clinical practice focused on
IBD; publication of more than 10 articles on IBD and/or
endoscopy as first or senior authors; and expertise in clinical
IBD, endoscopy, or IBD pathology. Themembers of the steer-
ing committee all had experience in the preparation of
consensus statements or guidelines.

We used the modified Delphi method to guide the pre-
paration of documents.2 The panel consisted of nationally or
internationally recognized IBD, endoscopy, and GI pathology
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Endoscopic diagnosis and management of adult IBD
specialists. The steering committee generated items that re-
flectedquestions related toclinical practice into6areasof inter-
est based on an extensive literature review: diagnosis, disease
monitoring and assessment of treatment response, postopera-
tive care, dysplasia surveillance, interventional IBD, and future
perspectives.

The items were first circulated among members of the
steering committee. After multiple revisions, the draft was
sent to the entire panel for feedback and revised accordingly.
Three rounds of voting on the degree of agreement with the
items took place via SurveyMonkey (https://surveymonkey.
com). The panel members voted anonymously, ranking
their agreement with the statements of strongly agree,
agree, neutral, disagree, strongly disagree, or do not have
expertise. Panel members also provided comments and sug-
gested revisions.

After completing the first and second round surveys, vir-
tual meetings were convened on October 2 and October 10,
2023 for the discussion of statements that had not achieved
consensus. An additional survey for interval of surveillance
for UC was conducted in early May 2024. A statement was
accepted as consensus if >80% of participants voted “agree”
or “strongly agree” with the proposed statements (Table 1),
excluding “neutral” or “do not have expertise” votes. The
number of panelists who voted with “do not have expertise”
was not calculated as a denominator. The statements that did
not achieve consensus through voting were put in a separate
column and were explained in the text (Table 2). The manu-
script was reviewed, re-reviewed, and approved by all mem-
bers of the panel. The preparation and manuscript style
follow other recent ASGE consensus statements.3

DIAGNOSIS

CD predominantly affects the distal ileum and/or colon
(L1, L2, and L3 disease per the Montreal classification4).
Colonoscopy with intubation of the terminal ileum is crit-
ical for initial diagnostic evaluation for CD.

Ileocolonoscopy
Statement 1. Ileocolonoscopy is indicated inall patients

with chronic diarrhea (>4-6weeks), persistent bleeding, new
or unexplained anemia, weight loss, growth failure in chil-
dren, or other alarming clinical presentations.

Synopsis. Ileocolonoscopy plays a key role in the diag-
nosis and differential diagnosis of IBDwith other common in-
flammatory or functional disorders of the lower GI tract, such
as irritable bowel syndrome, microscopic colitis, and infec-
tious enterocolitis. The diagnosis of IBD is based on a com-
bined assessment of clinical, endoscopic, histologic, and
radiographic features. The terminal ileum is the most com-
mon location for CD, whereas at the time of diagnosis the
rectum is uniformly affected by UC. Ileocolonoscopy with bi-
opsy sampling is the most reliable tool for the diagnosis of
IBD.5,6 Intubationof the terminal ileum should be considered
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as one of the quality measurements in the evaluation of IBD,
although it can be challenging in some cases.5,7,8

Statement 2. Ileocolonoscopy with tissue biopsy sam-
pling is required for the diagnosis of CD and UC.

Synopsis. Most patients with CD have involvement of
the terminal ileum. CD is characterized by segmental distri-
bution, transmural inflammation, intestinal strictures, and
fistulas and the presence of noncaseating granulomas on tis-
sue biopsy samples in approximately 9% to 67% of pa-
tients.9,10 However, the absence of granulomas on biopsy
samples of the GI tract does not exclude the diagnosis of
CD. UC is characterized by diffuse inflammation of the
rectumwith the extension of continuous inflammation prox-
imally in the colon. Inflammation is limited to mucosal and
superficial submucosa. On tissue biopsy samples of colonic
mucosa, both CD and UC have histologic features of active
inflammation (erosions, ulcers, cryptitis, or crypt abscess
with infiltration of neutrophils) and chronicity (infiltration
of lamina propria by chronic inflammatory cells, crypt distor-
tion or branching, pyloric gland metaplasia, and/or Paneth
cell metaplasia). Endoscopically normal-appearing ileum
and large-bowel mucosa may also be biopsy sampled.

Statement 3. The use of medications known to induce
inflammation in patients with IBD such as nonsteroidal
anti-inflammatory drugs should be avoided before diag-
nostic ileocolonoscopy.

Synopsis. Chronic use of nonsteroidal anti-inflammatory
drugs can lead to an enteropathy with erythema, erosions,
ulcers, or strictures in the small bowel, particularly the termi-
nal ileum.11,12 Histologic features of nonsteroidal anti-
inflammatory drug enteropathy and CD do overlap. Lympho-
plasmacytic inflammation is less frequent in the former.11

Statement 4. Adequate cleansing with documentation
of bowel preparation scores should be obtained for diag-
nostic and therapeutic IBD endoscopy.

Synopsis. Adequate bowel preparation is important for
ensuring safe and effective diagnostic and therapeutic
endoscopy in IBD.13,14 However, bowel preparation, partic-
ularly in those with partial obstruction or IBD, can be chal-
lenging. In a study of 730 patients undergoing elective
colonoscopy with sodium phosphate–based preparations,
endoscopic mucosal lesions, possibly associated with so-
dium phosphate ingestion, were found in 24 patients
(3.3%).15 Currently, a variety of non-sodium phosphate–
based, small-volume bowel cleansing agents are available.

Statement 5. At the index ileocolonoscopy, at least 4
sets of biopsy samplesdeach set from the terminal ileum,
right-sided colon, left-sided colon, and rectumdand
additional biopsy samples should be taken from all endo-
scopically reachable strictures. Index ileocolonoscopy
with biopsy sampling should be performed before initia-
tion of medical therapy to avoid “treatment effect,” to
assess disease extent, and to differentiate CD from UC.

Synopsis. The best time for assessment is at the index
ileocolonoscopy before patients are exposed to medical
www.giejournal.org
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TABLE 1. Statements that achieved consensus by the panel

Statement
no. Statement Category Panel voting results

1. Ileocolonoscopy is indicated in all patients with chronic diarrhea (>4-6
wk), persistent bleeding, new or unexplained anemia, weight loss,
growth failure in children, or other alarming clinical presentations.

Diagnosis Strongly agree: 12 (85.7%); agree: 2
(14.3%)

2. Ileocolonoscopy with tissue biopsy sampling is required for the
diagnosis of CD and UC.

Strongly agree: 12 (85.7%); agree: 2
(14.3%)

3. The use of medications known to induce inflammation in patients
with IBD such as nonsteroidal anti-inflammatory drugs should be

avoided before diagnostic ileocolonoscopy.

Strongly agree: 1 (7.1%); agree: 10
(71.4%); neutral: 2; no expertise: 1

4. Adequate cleansing with documentation of bowel preparation scores
should be obtained for diagnostic and therapeutic IBD endoscopy.

Second round voting: strongly
agree: 7 (50.0%); agree: 7 (50.0%)

5. At the index ileocolonoscopy, at least 4 sets of biopsy samplesdeach
set from the terminal ileum, right-sided colon, left-sided colon, and
rectumdand additional biopsy samples should be taken from all
endoscopically reachable strictures. Index ileocolonoscopy with

biopsy sampling should be performed before initiation of medical
therapy to avoid “treatment effect,” assess disease extent, and

differentiate CD from UC.

Strongly agree: 7 (50.0%); Agree: 7
(50.0%)

6. Tissue biopsy sampling should be taken from strictures,
representative nodular and inflamed mucosa, and the edge of an

ulcer.

Strongly agree: 10 (71.4%); agree: 3
21.4%

7. We recommend cross-sectional imaging (CT enterography or
magnetic resonance enterography) examination around the time of
the index ileocolonoscopy to verify the diagnosis, disease extent, and

presence of adverse events (eg, stricture and fistula).

Strongly agree: 9 (64.3%); agree: 3
(21.4%)

8. Intestinal US, where available, can be considered a tool to assess
mucosal and transmural inflammation, stricture, fistula, and abscess as

part of the evaluation of diagnosis, disease monitoring, and
assessment of treatment response.

Second round voting: strongly
agree: 4 (28.6%); agree: 8 (57.1%)

9. EGD is recommended for symptomatic adult or all pediatric patients
suspected of CD.

Strongly agree: 8 (57.1%); agree: 3
(21.4%)

10. Capsule endoscopy after a passed patency capsule may be performed
in patients suspected of having small-bowel CD without obstructive
symptoms if ileocolonoscopy and/or small-bowel imaging (eg, CT

enterography, magnetic resonance enterography, or intestinal US) is
not conclusive.

Strongly agree: 6 (42.9%); agree: 7
(50.0%)

11. Flexible sigmoidoscopy, colonoscopy, or ileocolonoscopy, along with
the assessment of clinical and laboratory biomarkers, is preferred for
patients with IBD after the initiation, escalation, or switch of medical
therapy to document treatment response. The time interval and

endoscopic modality depend on the IBD type, mechanism of action of
medications, and response to therapy.

Disease monitoring and
assessment of treatment

response

Strongly agree: 8 (57.1%); agree: 5
(35.7%)

12. Disease activity instruments, such as the Simple Endoscopic Score for
Crohn’s Disease for CD, the Mayo score for UC, and the Rutgeerts
score for postoperative CD, should be used for disease assessment.

Second round voting: strongly
agree: 10 (71.4%); agree: 4 (28.6%)

13. In patients with pelvic or abdominal pouches and persistent
symptoms, pouchoscopy should be performed for the assessment of

treatment response.

Second round voting: strongly
agree: 7 (50.0%); agree: 7 (50.0%)

14. Endoscopic mucosal healing, even when histologic healing has not
occurred, is sufficient to justify continuing the current therapy.

Strongly agree: 8 (57.1%); agree: 5
(35.7%)

15. Flexible sigmoidoscopy with biopsy sampling should be performed to
assess the disease activity and evaluate for the potential presence of
cytomegalovirus infection in hospitalized (or in ambulatory surgery
center) UC patients being treated with steroids, biologics, or small

molecules.

Strongly agree: 7 (50.0%); agree: 6
(42.9%)

(continued on the next page)
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TABLE 1. Continued

Statement
no. Statement Category Panel voting results

16. Ileocolonoscopy to monitor disease activity should be performed 6-12
mo after ileocolonic resection and ileocolonic anastomosis and stoma

closure (in those with temporary ileostomy) in CD.

Postoperative care Strongly agree: 11 (78.6%); agree: 3
(21.4%)

17. Pouchoscopy with biopsy sampling is recommended for the diagnosis
and differential diagnosis of pouchitis in symptomatic patients.

Pouchoscopy evaluation and description should include anatomic
landmarks, such as the prepouch ileum, inlet, pouch body,

anastomosis, and cuff.

Strongly agree: 10 (71.4%); agree: 4
(28.6%)

18. Disease activity instruments, such as the Pouchitis Disease Activity
Index, can be used for the assessment of pouchitis, CD of the pouch,

and cuffitis.

Second round voting: strongly
agree: 4 (28.6%); agree: 8 (57.1%)

19. Ileoscopy through the stoma is recommended before stoma closure
in CD patients with temporary fecal diversion; the ileoscope should be

introduced beyond the level of the fascia.

Strongly agree: 6 (42.9%); agree: 6
(42.9%)

20. Surveillance colonoscopy every 1-5 y is recommended in patients
with Crohn’s colitis or UC 8-10 y after diagnosis with disease

extending beyond the rectum. Surveillance interval is determined by
patient-specific factors (prior severity of colonic inflammation and
history of dysplasia, family history of colorectal cancer, primary

sclerosing cholangitis) and frequency, quality, and modality of prior
surveillance examinations.

Surveillance Third round voting: strongly agree:
2 (13.3%); agree: 12 (80%); disagree:

1 (.06%)

21. All UC-associated strictures in the colon or rectum should be biopsy
sampled at least once per year to evaluate for the presence of

neoplasia.

Strongly agree: 6 (42.9%); agree: 6
(42.9%)

22. All patients with primary sclerosing cholangitis should undergo a
diagnostic colonoscopy for the evaluation of UC at the time of

diagnosis of primary sclerosing cholangitis; all patients with UC, CD
involving the large bowel, and primary sclerosing cholangitis should
have yearly surveillance colonoscopy regardless of the extent and
duration of IBD with enhanced imaging technology (narrow-band
imaging or chromoendoscopy) with mucosal biopsy sampling.

Strongly agree: 8 (57.1%); agree: 4
(28.6%)

23. Biopsy samples of CD-associated colonic, rectal, and anorectal
strictures should be taken at the index colonoscopy and every 1-3 y

afterward to rule out malignancy.

Strongly agree: 6 (42.9%); agree:
(57.1%)

24. Surveillance biopsy sampling should be performed every 1-3 y for
patients with diverted large bowel and duration of UC or CD for more

than 8-10 y.

Strongly agree: 4 (28.6%); agree: 9
(64.3%)

25. Yearly surveillance pouchoscopy should be done for IBD patients at
high risk for dysplasia, that is, those with precolectomy colitis-

associated neoplasia.

Strongly agree: 9 (64.3%); agree: 5
(35.7%)

26. Surveillance pouchoscopy every 1-3 y should be performed in
patients with IBD at moderate risk for dysplasia (eg, primary sclerosing
cholangitis, chronic pouchitis, CD of the pouch, chronic cuffitis, and

family history of colorectal cancer.

Strongly agree: 9 (64.3%); agree: 3
(21.4%)

27. Surveillance pouchoscopy should be performed every 3 y in IBD
patients at average risk for dysplasia.

Strongly agree: 3 (21.4%); agree: 9
(64.3%)

28. High-definition white-light endoscopy or image-enhanced endoscopy
(such as virtual or dye-based chromoendoscopy) with targeted or

random biopsy sampling should be used for surveillance
colonoscopy.

Second round voting: strongly
agree: 7 (50.0%); agree: 6 (42.9%)

29. High-definition white-light endoscopy or image-enhanced endoscopy
(eg, virtual or dye-based chromoendoscopy) with targeted and

random biopsy sampling should be used for surveillance colonoscopy
in high-risk patients, such as those with primary sclerosing cholangitis.

Second round voting: strongly
agree: 8 (57.1%); agree: 5

(35.7%)

(continued on the next page)
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TABLE 1. Continued

Statement
no. Statement Category Panel voting results

30. Intralesional injection of long-acting steroids is not recommended
before, during, or after endoscopic balloon dilation for strictures.

Interventional IBD Strongly agree: 7 (50.0%); agree: 5
(35.7%)

31. Endoscopic balloon dilation of deeply ulcerated strictures should be
avoided.

Strongly agree: 7 (50.0%); agree: 5
(35.7%)

32. The long-term success of endoscopic stricture therapy is measured by
reintervention-free survival and surgery-free survival.

Strongly agree: 5 (35.7%); agree: 9
(64.3%)

33. Large (>1 cm) inflammatory polyps may be removed to reduce the
symptoms of bleeding, obstruction, and anemia, even though the risk

of dysplasia is low.

Strongly agree: 3 (21.4%); agree: 9
(64.3%)

34. Endoscopic stents should not be used in the treatment of benign
disease–associated or anastomotic strictures in pre- or postoperative

CD or UC.

Strongly agree: 7 (50.0%); agree: 4
(28.6%)

35. Surgical intervention should occur for CD strictures, especially long
(>4-5 cm) or complex (eg, fistula and/or abscess-associated strictures,
those refractory to previous intervention, or recurrent [requiring
endoscopic intervention more often than every 3-6 mo]) strictures

after previously successful interventions.

Strongly agree: 10 (71.4%); agree: 4
(28.6%)

36. Polypectomy, EMR, or endoscopic submucosal dissection may be
performed on polypoid or raised, liftable dysplastic lesions with a

clear, well-defined border.

Strongly agree: 8 (57.1%); agree: 6
(42.9%)

37. The exploration of artificial intelligence in the diagnosis and
surveillance of IBD should continue.

Future perspectives Strongly agree: 7 (50.0%); agree: 6
(42.9%)

38. Applications of novel endoscopic devices in interventional IBD (eg,
drug-coated balloons, scope-tip devices, suturing devices, and

endoscopic delivery systems for cell therapy) should be explored.

Strongly agree: 6 (42.9%); agree: 8
(57.1%)

CD, Crohn’s disease; IBD, inflammatory bowel disease; UC, ulcerative colitis.

Endoscopic diagnosis and management of adult IBD
therapy. Medical treatment of UC can result in a patchy dis-
tribution of inflammation in one-third of patients.16 In
adult patients with CD, disease location and distribution
appear to remain relatively stable, whereas disease extent
and distribution of UC often change.17

In healthy people, histologic features of enteric and
colonic mucosa vary by location. Enteric biopsy samples
typically show mucosa with architectural regularity charac-
terized by evenly sized and spaced villi (ileum) and crypts
(ileum, colon, and rectum) with minimal crypt distortion.
Scattered lymphocytes are present in the epithelium, and
chronic inflammatory cells (plasma cells, lymphocytes, eo-
sinophils) are present in the lamina propria. The density of
the chronic inflammatory infiltrate decreases from the
cecum to the rectum in healthy people. Extravascular neu-
trophils are not normally seen in the ileum and colon, and
their presence indicates active inflammation. In the setting
of IBD, expansion of the mucosa by chronic inflammatory
cells and crypt architectural distortion (in forms of villous
blunting in the ileum, branching and/or shortening of
crypts, villiform appearance of colonic surface epithelium)
are seen along with activity as measured by neutrophilic
infiltrate with cryptitis or crypt abscess.

Paneth cell metaplasia, defined as the presence of Pan-
eth cells found distal to the splenic flexure, is a histologic
sign of chronic mucosal injury and can be seen in CD or
www.giejournal.org V
UC. In non-IBD patients, including infectious colitis,
ischemic colitis, and mucosal prolapse, Paneth cell meta-
plasia was rarely (0%-1.9%) seen in the distal large bowel.18

Pyloric glandmetaplasia is a common finding in intestinal
specimens of patients with CD.19 It can occur in the colonic
mucosa in patients with IBD (both CD and UC), but the fre-
quency is much lower than in the ileal mucosa in IBD. In
young patients without a history of prior intestinal surgery,
the presence of pyloric glandmetaplasia accompanied by se-
vere active inflammation or crypt distortion in small-bowel
mucosa is strongly indicative of CD.17 Segmental colitis asso-
ciated with diverticulosis or diverticular colitis typically
affects the sigmoid colon and mimics endoscopic and histo-
logic features in CD or UC. Segmental colitis associated with
diverticulosis should spare the rectum; therefore, biopsy
sampling of the rectum is important for the diagnosis.20,21

Another mimic of IBD is solitary rectal ulcer syndrome,
rectal prolapse, or rectocele, which may present with
mucosal inflammation at the distal rectum, particularly at
the anterior wall. To distinguish from IBD, the rectal biopsy
sample is preferably taken from the anterior wall.

Various histology score instruments (eg, the Geboes
score,22 Nancy Histological Index,23 and Robarts Histopathol-
ogy Index24) have been developed for clinical trials and
practice. Accurate assessment of the distribution and charac-
teristics of macroscopic and microscopic inflammation is
olume 101, No. 2 : 2025 GASTROINTESTINAL ENDOSCOPY 299
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TABLE 2. Statements that did not achieve consensus by the panel

No. Statements

1 The use of agents known to induce inflammation in patients with IBD such as nonsteroidal anti-inflammatory drugs should be held
for �4 wk before performing ileocolonoscopy in known IBD.

2 Sodium phosphate–based bowel preparation agents for lower GI endoscopy should be avoided. PEG-based bowel preparation is
preferred.

3 A jumbo biopsy sample is preferred for primary or anastomotic strictures in patients at risk for dysplasia, such as those with a long
duration of IBD, concurrent primary sclerosing cholangitis, or bowel resection for bowel neoplasia.

4 We encourage the onsite use of intestinal US, if available, to assess mucosal and transmural inflammation, stricture, fistula, abscess, and
lymphadenopathy as part of the evaluation of diagnosis, disease monitoring, and assessment of treatment response.

5 Diagnostic or therapeutic push enteroscopy or device-assisted enteroscopy, if available, is recommended in patients suspected of small-
bowel CD when ileocolonoscopy and small-bowel imaging are not feasible or inconclusive.

6 Ileoscopy through the stoma every 1-3 y is recommended in CD patients with permanent fecal diversion.

7 Periodic surveillance for glandular or squamous cell neoplasia with modalities such as endoscopic biopsy sampling, anal smears, and
examination under anesthesia should be considered for patients with perianal CD, especially in those at risk (eg, longstanding CD,

human papillomavirus, or HIV).

8 Direct tissue biopsy sampling may be avoided on lesions highly suspicious of dysplasia to reduce the difficulty of anticipated EMR or
endoscopic submucosal dissection in patients who will undergo these procedures shortly. However, biopsy samples should be taken

and a tattoo should be injected from adjacent mucosa.

9 Endoscopic evaluation of the surgical strictureplasty site should include the inlet, lumen, and outlet.

10 A bypassed segment of the bowel, such as a strictured duodenum with gastrojejunostomy, should be endoscopically surveyed every 3
y for malignancy.

11 Yearly surveillance biopsy sampling is recommended to exclude glandular or squamous cell dysplasia in patients with chronic (>5 y)
perianal disease in CD.

12 Image-enhanced endoscopy with targeted or random biopsy sampling, such as virtual or dye-based chromoendoscopy, is
recommended for surveillance colonoscopy.

13 Endoscopic stricture treatment may be performed in all IBD-associated strictures, regardless of the presence or absence of symptoms.

14 Technical success (short-term success) of endoscopic treatment of stricture is measured by the passage of a pediatric colonoscope (or
upper endoscope) with or without resistance.

15 We recommend the establishment of a multidisciplinary team, consisting of an IBD specialist, advanced endoscopist, colorectal
surgeon, anesthesiologist, GI radiologist, and GI pathologist, for interventional IBD service.

16 We recommend that interventional IBD training should be incorporated into the advanced endoscopy or IBD fellowship (postgraduate
year 7) curriculum.

17 We recommend the establishment of an interventional IBD Center of Excellence with credentialing from American Society for
Gastrointestinal Endoscopy to ensure quality outcomes. Criteria for the Center of Excellence include available interventional IBD service

(eg, endoscopic balloon dilation, stricturotomy, EMR, and endoscopic submucosal dissection of the lower GI tract) and a
multidisciplinary team, consisting of an IBD specialist, advanced endoscopist, colorectal surgeon, anesthesiologist, GI radiologist, and GI

pathologist.

CD, Crohn’s disease; IBD, inflammatory bowel disease.

Endoscopic diagnosis and management of adult IBD
critical for assessing whether a patient has a diagnosis of
Crohn’s colitis or UC.

Statement 6. A tissue biopsy sample should be taken
from strictures, representative nodular and inflamed
mucosa, and the edge of an ulcer.

Synopsis. In patients with IBD who have intestinal stric-
tures, nodular mucosa, inflamed mucosa, mucosal ulceration,
or other significant pathology, the diagnostic yield parallels
the number of biopsy samples taken. A recent study found
that in the setting of active colitis, 3 biopsy samples per region
of interest was the minimum number required to overcome
microscopic heterogeneity and ensure accurate histologic
grading.25
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Statement 7. We recommend cross-sectional imaging
(CT enterography [CTE] or magnetic resonance enterogra-
phy [MRE]) examination around the time of the index ileoco-
lonoscopy to verify the diagnosis, assess disease extent, and
evaluate for adverse events (such as stricture and fistula).

Synopsis. MostpatientswithCDorUChave some formof
cross-sectional imaging of the abdomen and pelvis before, at,
or after diagnosis. This is particular true in patients with CD.
To overcome the limitation of ileocolonoscopy in the assess-
ment of disease of the proximal small bowel, extraluminal/
mural, or extramural lesions, cross-sectional imaging such as
CTE or MRE is recommended. CTE or MRE helps to further
characterize disease distribution, severity, disease phenotype,
www.giejournal.org
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and adverse events of IBD and therefore is recommended at
the time of diagnosis and suspected adverse events. Intestinal
US (IUS) is emerging as a feasible alternative to CTE or
MRE.26,27

Statement 8. IUS, where available, can be considered
a tool to assess mucosal and transmural inflammation,
stricture, fistula, and abscess as part of the evaluation
of diagnosis, disease monitoring, and assessment of treat-
ment response.

Synopsis. The application of IUS in the clinical practice
of CD and UC is evolving.28 Although equipment procure-
ment and training of ultrasonographers can be a challenge,
we expect an expansion of onsite IUS in diagnosis, disease
monitoring, and assessment of treatment response. Large
multicenter prospective trials are needed to fully understand
how to incorporate IUS in the routine management of pa-
tients with IBD.29 IUS is particularly useful inmonitoring dis-
ease activity in women during pregnancy.30

EGD
Statement 9. EGD is recommended for symptomatic

adults and all pediatric patients suspected of CD.
Synopsis. CD can involve any part of the GI tract,

including the esophagus, stomach, and duodenum, as L4 le-
sions in the Montreal classification.4 The natural history and
disease course of pediatric patients with CD can be different
from adult patients. For example, upper GI CD is more com-
mon in pediatric patients than in their adult counterparts.
Therefore, EGD has a higher yield of CD in children than
in adults.31 In addition, EGD should be performed in adult
patients suspected of CD who have upper GI symptoms,
such as dyspepsia, dysphagia, and epigastric pain, to in-
crease diagnostic yield and to identify alternative diagnoses.

Video capsule endoscopy
Statement 10. Capsule endoscopy after a passed

patency capsule may be performed in patients suspected
of having small bowel CD without obstructive symptoms if
ileocolonoscopy and/or small bowel imaging (eg, CTE,
MRE, or IUS) is not conclusive.

Synopsis. The application of video capsule endoscopy
(VCE) in the diagnosis of CD of the small bowel is limited
because of the inherent inability to take tissue samples, pres-
ence of contraindications such as intestinal strictures, risk of
a retained capsule, and readily available cross-sectional imag-
ing and deep enteroscopy. Some clinicians believe that VCE
may provide a highly sensitive test to evaluate early mucosal
changes, particularly in CD. A meta-analysis of 5 observa-
tional studies including 142 patients showed that mucosal
healing onVCE scorewas found to be significantly associated
with improved outcomes after a follow-up of 12 weeks to 24
months.32

Concern about the risk of capsule retention exists. A
pooled analysis showed that retention rates were 3.32%
(95% confidence interval [CI], 2.62-4.2) in an overall CD
population, 2.35% (95% CI, 1.31-4.19) in suspected CD,
www.giejournal.org V
and 4.63% (95% CI, 3.42-6.25) in established CD.33 The
capsule retention rates in adult CD and pediatric CDwere re-
ported to be 3.49% (95% CI, 2.73-4.46) and 1.64% [95% CI,
.68-3.89), respectively.29 In patients with established CD,
the retention rates in those with the use of pre-VCE or
cross-sectional imaging were 2.88% (95% CI, 1.74-4.74)
and 2.32% (95% CI, .87-6.03), respectively.29 As a safety pre-
caution, a patency capsule or CT and/or magnetic resonance
imaging before VCE may be used, particularly in those with
obstructive symptoms, inconclusive abdominal imaging, or
a history of bowel surgery.
DISEASE MONITORING AND ASSESSMENT OF
TREATMENT RESPONSE

A poor correlation exists between symptom scores and
the degree of endoscopic inflammation in IBD, particularly
CD. Endoscopic evaluation provides the most reliable and
objective measurement of disease activity. Endoscopic
mucosal healing has become a treatment target for medical
therapy in IBD.34

Statement 11. Flexible sigmoidoscopy, colonoscopy, or
ileocolonoscopy, along with the assessment of clinical and
laboratory biomarkers, is preferred for patients with IBD
after the initiation, escalation, or switch of medical ther-
apy to document treatment response. The time interval
and endoscopic modality depend on the IBD type, mecha-
nism of action of medications, and response to therapy.

Synopsis. Growing evidence suggests that histologic
healing or histologic improvement beyond endoscopic
remission is associated with favorable long-term outcomes,
although histologic healing has not been set to be a thera-
peutic target in clinical guidelines.30 Documentation of
endoscopic mucosal healing with or without histologic heal-
ing requires proper endoscopic evaluation.

Statement 12. Disease activity instruments, such as
the Simple Endoscopic Score for Crohn’s Disease for CD,
Mayo score for UC, and Rutgeerts score for postoperative
CD, should be used for disease assessment.

Synopsis. Commonly used disease activity indices are
the 44-point Crohn’s Disease Endoscopic Index of Severity,35

Simple Endoscopic Score for Crohn’s Disease (Fig. 1),36

Truelove-Witts score for UC,37 Mayo score for UC (Fig. 2),38

and Rutgeerts score for postoperative CD (Fig. 3),39 includ-
ing in patients with an ileostomy.40 These disease activity in-
struments may be incorporated into quality measurements.
The GI Quality Improvement Consortium registry is a volun-
tary nationwide quality improvement registry that was estab-
lished in 2010 in a collaboration between the ASGE and
American College of Gastroenterology and advocates the
use of an endoscopic score in all patients with IBD (https://
giquic.org/).

Statement 13. In patients with pelvic or abdominal
pouches and persistent symptoms, pouchoscopy should
be performed for the assessment of treatment response.
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Figure 1. Endoscopic scoring of mucosal inflammation in Crohn’s disease using the Simple Endoscopy Score for Crohn’s Disease (SES-CD). A, SES-CD
ulcer score of 0, no erosions or ulcers. B, SES-CD ulcer score of 1: aphthous ulcers .1 to .5 cm. C, SES-CD ulcer score of 2, large ulcers .5 cm to 2 cm. D,
SES-CD ulcer score of 3, very large ulcers >2 cm.

Figure 2. Endoscopic scoring of mucosal inflammation in ulcerative colitis using the Mayo Endoscopy Subscores (MES). A, MES of 0, no friability or
granularity, intact vascular pattern. B, MES of 1, erythema, diminished vascular markings, and mild granularity. C, MES of 2, marked erythema, absent
vascular marking, granularity, no ulceration. D, MES of 3, marked erythema, absent vascular markings, granularity, friability, spontaneous bleeding in
the lumen, and ulcerations.
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Figure 3. Endoscopic scoring of postoperative recurrence of Crohn’s disease in the neoterminal ileum using the modified Rutgeerts score (RS). A, RS of
i,0, no lesions. B, RS of i,1, <5 aphthous lesions; C, RS of i,2a, erosions in the ileocolonic anastomosis. D, RS of i,2b, >5 aphthous lesions with normal
mucosa in between the lesions. E, RS of i,3, diffuse aphthous ileitis with diffusely inflamed mucosa. F, RS of i,4, diffuse inflammation with already large
ulcers, nodules, and/or narrowing (in box).

Endoscopic diagnosis and management of adult IBD
Synopsis. Most patients with acute pouchitis respond
favorably to antibiotic therapy. Some patients may develop
chronic antibiotic-dependent pouchitis or chronic antibiotic-
refractory pouchitis. Management of chronic antibiotic-
refractory pouchitis can be challenging, and this phenotype is
considered 1 of the 5 difficult-to-treat IBD conditions, accord-
ing to a consensus statement of an expert panel.41 Closely
monitoringof disease activity and treatment response is impor-
tant in those patients with chronic pouchitis who are receiving
medical therapy. Elevated fecal calprotectin and lactoferrin
levels correlated with endoscopic and histologic inflammation
of the pouch or predictors of pouchitis.42-45 However, these
fecal markers cannot further differentiate inflammatory disor-
ders of the pouch, such as acute or chronic pouchitis, CD or
CD-like condition of the pouch, or cuffitis. Additionally, incom-
plete mucosal healing may occur with normalization of the
fecal calprotectin. Assessment for histologic improvement of
inflammationmight be helpful to assess treatment response.46

Statement 14. Endoscopic mucosal healing, even
when histologic healing has not occurred, is sufficient to
justify continuing the current therapy.

Synopsis. Investigators have proposed that histologic
scores, such as the Geboes score, Nancy Histological Index,
www.giejournal.org V
and Robarts Histopathology Index, should be part of the
core outcomes of clinical trials.20-22,47 Although histologic
healing is considered a potential future treatment goal, in cur-
rent clinical practice, there is no consensus in the literature
regarding its implementation as a treatment target. Endo-
scopic remission in the absence of partial or complete histo-
logic remission is not viewed as a treatment failure.
Laboratory markers, including commonly used fecal calpro-
tectin,may serve as a surrogatemarker for diseasemonitoring
and assessment of mucosal healing in CD48 or UC.49 Endos-
copy and histology should be combined with clinical, labora-
tory, and radiographic assessments for disease monitoring.

Statement 15. Flexible sigmoidoscopy with biopsy
sampling should be performed to assess the disease activ-
ity and evaluate for the potential presence of cytomegalo-
virus (CMV) infection in hospitalized (or in acute
ambulatory surgical center) UC patients being treated
with steroids, biologics, or small molecules.

Synopsis. An association exists between CMV infection
and exacerbation or refractoriness of UC. Antiviral therapy
in high-grade CMV infection favorably affects disease out-
comes, such as the requirement of colectomy.50 The most
efficacious and safest way to document CMV infection is a
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tissue biopsy sample from the colon with or without CMV-
DNA in the blood. However, false-negative results are
possible either on biopsy sampling or on testing for CMV-
DNA in the blood.44,51

The yield of biopsy samples depends on the density of
viral inclusions in the tissue and the location. To enhance
the yield, the endoscopist may take the biopsy sample
from the base and edge of the ulcer, obtaining an adequate
number of biopsy samples at different locations of the co-
lon. McCurdy et al52 recommended that 11 biopsy samples
using flexible sigmoidoscopy should be taken for UC and
16 biopsy samples using colonoscopy should be taken
for CD,52 although this is not common in clinical practice.

An immunostain for theCMVantigen canbeperformed to
enhance the detection of CMV-infected cells when there is
strong clinical suspicion and equivocal CMV-infected cells
on hematoxylin & eosin staining. In immunostain-positive
cases, the density of positive CMV cells per biopsy section
should be reported by the pathologist. A study by Clos-
Parals et al53 found, on multivariate analysis, a significant as-
sociation with colectomy in UC patients with active disease
and >2 immunohistochemistry-positive CMV cells per bi-
opsy sample. In cases with equivocal CMV inclusions on
immunohistochemistry, testing additional concurrent intes-
tinal biopsy samples can beperformed to increase diagnostic
yield. CMV testing by immunohistochemistry or polymerase
chain reaction from the tissue has a high sensitivity,54 but the
significance of positive polymerase chain reaction only
without concurrent positive histology is unclear.
POSTOPERATIVE MANAGEMENT

Surgery for CD or UC involves resection, anastomosis, or
reconstruction. Attempts have been made to standardize
the practice of endoscopic evaluation of the postoperative
GI tract in patients with surgically altered anatomy.55 Endo-
scopic evaluation of a surgically altered gut should include
the evaluation and description of anatomic landmarks in the
healthy or diseased state.

Ileocolonic resection
Statement 16. An ileocolonoscopy to monitor disease

activity should be performed 6 to 12 months after ileoco-
lonic resection and ileocolonic anastomosis and stoma
closure (in those with temporary ileostomy) in CD.

Synopsis. The Rutgeerts score is commonly used for
the monitoring of postoperative recurrence of CD,35

although the Simple Endoscopic Score for Crohn’s Disease
was also shown to have predictive value.32,56 Close postoper-
ative monitoring with ileocolonoscopy appears to be associ-
ated with better clinical outcomes. In a randomized trial,
intensified postoperative endoscopic monitoring (such as
ileocolonoscopic evaluation as early as 6months after ileoco-
lonic resection for CD)was shown to yield better clinical out-
comes than standard practice, which was defined as an
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18-month ileocolonoscopy after surgery without a 6-month
ileocolonoscopy.57 After the index ileocolonoscopy, the in-
terval for ileocolonoscopy for postoperative CD assessment
is not certain. However, an interval of 1 to 3 years is reason-
able, depending on disease activity, fecal calprotectin, and
whether IUS was used.

Ileal pouch
Statement 17. Pouchoscopy with biopsy sampling is

recommended for the diagnosis and differential diag-
nosis of pouchitis in symptomatic patients. Pouchoscopy
evaluation and description should include anatomic
landmarks, such as the prepouch ileum, inlet, pouch
body, anastomosis, and cuff.

Synopsis. Pouchoscopy is a main diagnostic modality
for inflammatory, structural, and neoplastic disorders of
the ileal pouch (Fig. 4).58,59 Pouchoscopy is more reliable
than symptomatic and histologic evaluation for the diag-
nosis and differential diagnosis (from functional disorders
of the pouch, such as irritable pouch syndrome) of pouchi-
tis.60-62 The Pouchitis Disease Activity Index and its variants
may be used to quantify endoscopic inflammation of the
prepouch ileum, pouch body, and cuff.63-65 Although
scoring endoscopic inflammation varies greatly among in-
vestigators, documentation of ulceration and ulcerated sur-
face area in the pouch body appears to be consistent.66

Evaluation and description of anastomotic landmarks of
the ileal pouch and their diseased status are important for
the diagnosis of structural, inflammatory, and neoplastic
disorders.47 Some investigators have used these anatomic
locations to classify inflammatory disorders of the
pouch.62,67 Biopsy sampling of the prepouch ileum, pouch
body, and rectal cuff can help assess pouchitis severity and
provides clues to other etiologies such as superimposed
CMV infection,68,69 ischemia,41,70 CD of the pouch,71 and
prolapse.

Statement 18. Disease activity instruments, such as
the Pouchitis Disease Activity Index, can be used for the
assessment of pouchitis, CD of the pouch, and cuffitis.

Synopsis. Pouchoscopy and calculation of the Pouchitis
Disease Activity Index63,72 and itsmodified form73 have been
used for diagnosis, disease monitoring, and assessment of
treatment response in clinical trials.74 The Pouchitis Disease
Activity Index is variably used in clinical practice.
Ileostomy
Statement 19. Ileoscopy through the stoma is recom-

mended before stoma closure in CD patients with tempo-
rary fecal diversion; the ileoscope should be introduced
beyond the level of the fascia.

Synopsis. The segment between the stoma and fascia
level of the distal bowel may have ulcers, strictures, or fis-
tula that can result from mechanical or ischemic factors,
not necessarily reflecting recurrent CD. Therefore, the ileo-
scope should be advanced beyond the fascia level.
www.giejournal.org
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Figure 4. Pouchitis and other inflammatory disorders of the pouch. A, Pouchitis with diffuse small and large ulcers. The blue arrow shows the tip of the
“J” and the yellow arrow demonstrates the pouch inlet. B, Cuffitis. The blue arrow illustrates a pouch-anal anastomosis proximally. C, Crohn’s disease of
the pouch with inflammation and stricture in the prepouch ileum.

Endoscopic diagnosis and management of adult IBD
Alternatively, fecal calprotectin from the ileostomy output
may be used to predict small-bowel disease in patients
with ileostomy.75
SURVEILLANCE

Patients with UC and Crohn’s colitis are at risk for the
development of colorectal cancer (CRC). CD- or UC-
associated adenocarcinoma has a worse prognosis than spo-
radic CRC because of its association with a higher incidence
of poorly differentiated and laterally spreading cancer. It can
often be found within primary or anastomotic strictures,
although it is more commonly found in primary strictures.
Endoscopic surveillance is required for early detection and
management of colitis-associated neoplasia (CAN). Patients
with a long duration of disease, persistent endoscopic or his-
tologic inflammation,76-79 or presence of a prior history of
CAN80,81 or primary sclerosing cholangitis (PSC)82-84 carry
an even higher risk for CAN. The practice pattern of surveil-
lance for dysplasia in IBD has been evolving for the last 3 de-
cades, corresponding with a better understanding of the
disease course, carcinogenetic pathways, advances in medi-
www.giejournal.org V
cal therapy, and endoscopic technology for CAN detection
and treatment.85-92 Surveillance endoscopy is better per-
formed while the disease is in endoscopic remission. Endo-
scopically visible lesions should be further described as to
their site, size, shape (Paris classification), and surrounding
inflammation.93

Statement 20. Surveillance colonoscopy every 1 to 5
years is recommended in patients with Crohn’s colitis
or UC 8 to 10 years after diagnosis with disease extending
beyond the rectum. The surveillance interval is deter-
mined by patient-specific factors (prior severity of colonic
inflammation and history of dysplasia, family history of
CRC, PSC) and frequency, quality, and modality of prior
surveillance examinations.

Synopsis. Various guidelines or position statements
were proposed by professional societies or task-based
consensus panels. For patients with left-sided or extensive
UC for more than 8 to 10 years, a surveillance colonoscopy
every 1 to 3 years should be performed, as suggested by a
guideline from American College of Gastroenterology.91

The natural history and carcinogenesis pathways of coli-
tis-associated neoplasia varies and complex.94 In a subset
of patients with long-term disease in endoscopic and
olume 101, No. 2 : 2025 GASTROINTESTINAL ENDOSCOPY 305

http://www.giejournal.org


Endoscopic diagnosis and management of adult IBD
histologic remission and a series of negative surveillance
colonoscopy, the surveillance interval may be extended
up to every 5 years, as suggested by guidelines or expert
reviews from the American Gastroenterological Associa-
tion,88 European Crohn’s and Colitis Organisation,95 and
British Society of Gastroenterology.96 The risk for CAN in
Crohn’s colitis is comparable with that in UC.97-102

The historical Seattle surveillance protocol of taking 4-
quadrant random biopsy samples from each 10-cm interval
including 5 random biopsy samples from the rectum with a
minimum of 33 pieces103 is being phased out in many IBD
centers in the average-risk patients. But random biopsies
can be done at the initial surveillance as a baseline for
the staged biopsy. Image-enhanced endoscopy with tar-
geted biopsy sampling reduces the total number of biopsy
samples with improved78,104 or comparable sensi-
tivity105,106 with the random biopsy sampling protocol.

Statement 21. All UC-associated strictures in the
colon or rectum should be biopsy sampled at least
once per year to evaluate for the presence of
neoplasia.

Synopsis. UC involves the epithelia, lamina propria,
muscularis mucosae, and superficial submucosa. Strictures
in UC are generally considered malignant until proven
otherwise. On the other hand, submucosal fibrosis is not
uncommon, and benign strictures can occur in patients
with UC.107 UC-associated strictures, a major risk factor
for CAN,108 should be regularly biopsy sampled to rule
out neoplasia.

Statement 22. All patients with PSC should undergo a
diagnostic colonoscopy for the evaluation of UC at the
time of diagnosis of PSC. All patients with UC, CD
involving the large bowel, and PSC should have yearly
surveillance colonoscopy regardless of the extent and
duration of IBD with enhanced imaging technology (nar-
row-band imaging or chromoendoscopy) with mucosal
biopsy sampling.

Synopsis. The presence of PSC in patients with IBD
involving the large bowel conveys additional risk for the
development109 and poor prognosis of CAN.110 For high-
risk patients including those with PSC, tubular colon, and
a prior history of endoscopically invisible dysplasia, the Se-
attle protocol is likely have added value in addition to tar-
geted biopsy sampling.111 The interval between the first
IBD-negative colonoscopy and subsequent diagnostic colo-
noscopies varies among clinicians.

Statement 23. Biopsy samples of CD-associated
colonic, rectal, and anorectal strictures should be taken
at the index colonoscopy and every 1 to 3 years afterward
to rule out malignancy.

Synopsis. Crohn’s colitis appears to carry a compara-
ble risk for the development of CAN as UC.100,112-114

Colonic, rectal, or anorectal strictures in the setting of
CD may obscure dysplasia or invasive carcinoma. There-
fore, surveillance colonoscopy with biopsy sampling
should be performed every 1 to 3 years.
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Statement 24. Surveillance biopsy sampling should be
performed every 1 to 3 years for patients with diverted
large bowel and a duration of UC or CD for more than
8 to 10 years.

Synopsis. Available studies on the risk and surveillance
of dysplasia in patients with long-term diverted bowel are
limited. In a retrospective study of 154 patients with CD
or UC and 754 diverted patient-years and 1984 patient-
years of disease, 2 cases of diverted colorectal dysplasia
(1 case of CD and 1 case of UC) and 1 case of diverted
CRC (UC) were observed.115 In a meta-analysis of 37
studies in which 1211 IBD patients were included (613
UC [50.6%], 524 CD [43.3%], 66 IBD-unclassified [5.4%],
and 8 unspecified [.7%] patients), the estimated incidence
of cancer in the rectal stump varied from 3.9 to 4.5 per
1000 diverted patient-years.116 Routine surveillance endos-
copy is recommended if completion proctectomy is not
feasible according to the Global Interventional IBD
Group117 and other investigators.104

Statement 25. Yearly surveillance pouchoscopy
should be performed for IBD patients at high risk for
dysplasia, that is, those with precolectomy CAN.

Synopsis. Despite proctocolectomy, patients with ileal
pouch-anal anastomosis still carry a risk for CAN. The es-
tablished risk factor for pouch neoplasia is precolectomy
CAN.118,119 The prognosis of pouch cancer is poor. For
example, in a case series of 14 patients with pouch cancer,
6 (42.9%) died after a median follow-up of 2.1 years (range,
.6-5.2).120 For patients with UC and ileal pouch-anal anasto-
mosis and precolectomy CAN, yearly surveillance poucho-
scopy is recommended.84 Ileal pouch-anal anastomosis–
associated neoplasia mostly involves the cuff or anal transi-
tion zone.106-108 The surveillance biopsy sample should
include the cuff and anal transition zone.

Statement 26. Surveillance pouchoscopy every 1 to 3
years should be performed in patients with IBD at moder-
ate risk for dysplasia (eg, PSC, chronic pouchitis, CD of
the pouch, chronic cuffitis, and family history of CRC).

Synopsis. Proposed risk factors for pouch neoplasia
include PSC, chronic pouchitis, CD of the pouch, chronic
cuffitis, and family history of CRC. None of these has
been confirmed in studies with statistical confidence
because of limitations in sample size.106,107 The Interna-
tional Ileal Pouch Consortium recommended surveillance
pouchoscopy every 1 to 3 years for these patients.84

Statement 27. Surveillance pouchoscopy should be per-
formed every 3 years in IBD patients at average risk for
dysplasia.

Synopsis. The frequency of routine surveillance pou-
choscopy in asymptomatic patients at average risk is
controversial. Some authors do not recommend surveil-
lance pouchoscopy in asymptomatic patients because of
the rarity of dysplasia.121 The arguments for surveillance
pouchoscopy for these patients are the poorly defined nat-
ural history of pouch neoplasia, dismal prognosis of pouch
cancer, and additional diagnostic and therapeutic benefits
www.giejournal.org

http://www.giejournal.org


Endoscopic diagnosis and management of adult IBD
in finding other benign pouch disorders during surveil-
lance pouchoscopy.122 Therefore, the International Ileal
Pouch Consortium recommends surveillance pouchoscopy
every 3 years for this group of patients.84

Statement 28. High-definition (HD) white-light (WL)
endoscopy or image-enhanced endoscopy (such as vir-
tual or dye-based chromoendoscopy) with targeted or
random biopsy sampling should be used for surveillance
colonoscopy.

Synopsis. Since the publication of the Surveillance for
Colorectal Endoscopic Neoplasia Detection and Manage-
ment in IBD patients consensus conference in 2015,78 mul-
tiple articles have been published comparing outcomes of
chromoendoscopy and WL colonoscopy in the surveillance
of CAN.123-126 A network meta-analysis of 6 prospective ran-
domized controlled trials of 1038 patients showed the supe-
riority of narrow-band imaging with HD over WL imaging
with HD and chromoendoscopy with HD over standard-
definition WL endoscopy on direct meta-analysis. The rank
order of the best modality was HD narrow-band imaging,
chromoendoscopy, and WL endoscopy and standard-
definition WL endoscopy on network meta-analysis.127 A
separate meta-analysis of 7 randomized controlled trials of
2457 patients showed the superiority of dye-based chro-
moendoscopy to standard-definition WL endoscopy. Howev-
er, no differences in the number of patients diagnosed
with �1 dysplastic lesions, total number of dysplastic lesions
detected, and number of dysplastic lesions detected by
directed biopsy sampling between dye-based chromoendo-
scopy and virtual chromoendoscopy were reported.128 Ad-
vantages of imaging-enhanced targeted endoscopy include
a reduction in the number of biopsy samples, shorter proced-
ure time, and lower rate of biopsy sampling–associated
adverse events.

Statement 29. HD WL endoscopy or image-enhanced
endoscopy (such as virtual or dye-based chromoendo-
scopy) with targeted and random biopsy sampling should
be used for surveillance colonoscopy in high-risk patients,
such as those with PSC.

Synopsis. Despite advances in imaging technology,
some dysplastic lesions may be endoscopically invisible
(ie, dysplasia diagnosed histologically from random biopsy
sampling without an associated discrete lesion), especially
in those patients with nonconventional dysplasia variants
such as hypermucinous, goblet cell–deficient, and crypt
cell dysplasia, such that targeted biopsy sampling alone
may put the patients at risk (Fig. 5).129 In a study comparing
IBD patients with and without PSC, those with PSC were
more likely to develop dysplasia, and when dysplasia
occurred, it often had nonconventional dysplastic features
with invisible endoscopic gross appearance.130 In addition
to PSC, patients with tubular colon and rectum or a history
of CAN (particularly invisible dysplasia) may also benefit
from HD WL endoscopy or image-enhanced endoscopy
with both targeted and random biopsy sampling.
www.giejournal.org V
INTERVENTIONAL IBD

Endoscopic therapy or interventional IBD plays a growing
role in the management of complex IBD. The main indica-
tions for interventional IBD are strictures; fistulas and ab-
scesses; intraluminal lesions, bezoars, and foreign bodies;
IBD surgery–associated adverse events; and CAN.131,132 At-
tempts have been made to standardize the practice of inter-
ventional IBD.47,133 Interventional therapies are done by
select endoscopists at select centers that have additional
specialized IBD surgeons.

Endoscopic therapy of IBD strictures
Statement 30. Intralesional injection of long-acting

steroids is not recommended before, during, or after
endoscopic balloon dilation (EBD) for strictures.

Synopsis. EBD has become a standard of care in the
treatment of primary or anastomotic strictures in
IBD.134,135 Conflicting results have been reported regarding
intralesional injection of steroids at endoscopic stricture di-
lations in CD from 2 small randomized controlled trials136,137

and other case series. A panel of experts did not recommend
intralesional injection of long-acting corticosteroids after
EBD in Crohn’s strictures.121

Statement 31. EBD of deeply ulcerated strictures
should be avoided.

Synopsis. Although the association between EBD of
deeply ulcerated strictures and efficacy and risk of bleeding
or perforation has not been confirmed, endoscopic ther-
apy in this type of stricture should be avoided.121,123

Statement 32. The long-term success of endoscopic
stricture therapy is measured by reintervention-free sur-
vival and surgery-free survival.

Synopsis. Reinterventions (ie, endoscopic retreatment–
free survival and surgery-free survival) have been frequently
used as measures of efficacy for endoscopic therapy for stric-
tures.138-140 Improvement in symptoms and symptom-free
survival has also been used as short- and long- term outcome
measurements.141-143 When reporting outcomes, the endo-
scopist should also describe procedure-associated adverse
events, mainly bleeding, perforation, and ileus or aspiration.

Whether endoscopic stricture treatment should be
performed in asymptomatic patients with IBD-associated stric-
tures is controversial. The rationale for endoscopic treatment
of strictures in asymptomatic patients is that the patient’s clin-
ical symptoms are often not correlated with objective findings,
and asymptomatic strictures, if left alone, can lead to preste-
notic luminal dilation, acute intestinal obstruction, or even fis-
tula formation.121 Subtle progression of CD strictures may
eventually lead to surgical resection with loss of opportunity
for early endoscopic intervention. For the management of
CD stricture, EBD was shown to be more cost-effective than
surgical resection and anastomosis.144

Statement 33. Large (>1 cm) inflammatory polyps
may be removed to reduce the symptoms of bleeding,
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Figure 5. Image-enhanced endoscopy in the detection of colitis-associated neoplasia (here it is a multifocal low-grade dysplastic lesion in the rectum). A,
White light. B, Magnified endoscopy. C, Narrow-band imaging (NBI). D, Dye-based and virtual (NBI) chromoendoscopy helped to mark the lesion for
endoscopic submucosal dissection.
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obstruction, and anemia, even though the risk of
dysplasia is low.

Synopsis. A meta-analysis of 164 studies for CRC in
IBD showed that the presence of postinflammatory polyps
is a risk factor for the development of neoplasia with an
odds ratio of 2.54 (95% CI, 1.40-4.60).110 Inflammatory
polyps in IBD can be a contributing factor to anemia145,146

or obstruction.147

Statement 34. Endoscopic stents should not be used in
the treatment of benign disease-associated or anasto-
motic strictures in pre- or postoperative CD or UC.

Synopsis. A recent randomized controlled trial of self-
expandable metal stents failed to show more favorable ef-
ficacy and safety than EBD in treating CD strictures.148

Statement 35. Surgical intervention should occur for
CD strictures, especially long (>4-5 cm) or complex (eg,
fistula and/or abscess-associated strictures, those refrac-
tory to previous intervention, or recurrent [requiring
endoscopic intervention more often than every 3-6
months]) strictures after previously successful endoscopic
interventions.

Synopsis. The decision on endoscopic versus surgical
therapy is determined by patient (eg, comorbidities), dis-
ease (CD vs UC, concurrent inflammation, and medica-
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tions), stricture (eg, primary vs secondary, short or long
[with a cutoff 4-5 cm], simple vs complex), endoscopist,
and surgical (eg, setting and local expertise) factors. Expert
consensus has recommended long (>4-5 cm) or complex
IBD strictures may benefit more from surgical intervention
than endoscopic therapy.121,123

Endoscopic treatment of CAN
Statement 36. Polypectomy, EMR, or endoscopic sub-

mucosal dissection may be performed on polypoid or
raised, liftable dysplastic lesions with a clear, well-
defined border.

Synopsis. A meta-analysis of 7 studies in 506 patients
and 610 lesions showed a pooled rate of complete endo-
scopic resection of 97.9% (95% CI, 95.3-99.7). The pooled
rate of endoscopic perforation was .8% (95% CI, .1-2.2),
whereas bleeding occurred in 1.6% of patients (95% CI,
.4-3.3). Overall, 6.6% of patients (95% CI, 3.6-10.2) under-
went surgery after endoscopic resection.149 The main
criteria for EMR or endoscopic submucosal dissection in
CAN are lesions that are polypoid or raised, liftable with
submucosal injection of injectable substance, dysplastic,
and with a clear well-defined border. A biopsy sample of
the base of the polypoid or resectable lesion should be
www.giejournal.org
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performed. In addition, biopsy sampling of the margin
should be performed if the lesion is removed by piecemeal
polypectomy. Care should be taken to ensure the EMR and
endoscopic submucosal dissection specimens are appro-
priately processed for histology.
FUTURE PERSPECTIVES

Statement 37. The exploration of artificial intelli-
gence in the diagnosis and surveillance of IBD should
continue.

Synopsis. Artificial intelligence–assisted endoscopy
(including colonoscopy and capsule endoscopy) and histol-
ogy have been investigated for diagnosis,150,151 differential
diagnosis,152 disease monitoring, and prognostication.153-156

Computer-assisted imaging may enhance the quantification
of global endoscopic inflammation scores.157 The emerging
use of artificial intelligence in IBD will include surveillance
of CAN.

Statement 38. Applications of novel endoscopic de-
vices in interventional IBD (eg, drug-coated balloons,
scope-tip devices, clipping or suturing devices, and
endoscopic delivery systems for cell therapy) should be
explored.

Synopsis. Amajor challenge in interventional IBD is the
management of refractory primary or anastomotic strictures.
In addition to endoscopic dilation with amechanical balloon
and electroincision, drug-coated balloon dilation of CD stric-
tures158 and endoscopic injection of mesenchymal stem
cells159 have been investigated. Clipping or suture devices
have been used for the anastomotic leaks in CD160 or UC.161
SUMMARY AND CONCLUSIONS

GI endoscopy plays a key role in the diagnosis, differen-
tial diagnosis, assessment of disease activity and treatment
response, dysplasia surveillance, and delivery of targeted
therapy. The field is evolving rapidly. By better understand-
ing the etiopathogenesis and disease course and advances
in medical, endoscopic, and surgical therapy and advanced
endoscopic technology, we will be able to recognize and
provide direction on currently controversial statements.
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