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2019 WHO Criteria

>5 serrated lesions proximal to the
rectum, all 2 5mm, two or more 210 mm

> 20 serrated lesions throughout the
colon, at least 5 proximal to the rectum

Crockett & Nagtegaal. Gastroenterology 2019;157:949-66.
World Health Organization. Histopathology 2020; 76: 182-88.
lJspeert et al. Gut 2017;66(7):1225-32.

QI University of Colorado Anschutz Medical Campus
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Risk Factors & Etiology

* Smoking paradox

» 48-86.8% of SPS patients current/former smokers
e Current smokers OR 0.35 (0.14-0.88) CRC

Carballal et al. Gut 2016;65:1829-37.

Table 2. Association between smoking, adenoma, sex, age
and CRC in patients presenting with multiple serrated polyps.

*adjusted for other variables In the table,
both former or current smokers.
dok10.1371/journal.pone.001 16361002

Univariate Multivariate*
OR (95%0Q1) P-value OR (95%Cl) Pvalue
Cigarette
smoking
Never 1.00 (Referent) 1.00 {Referent)
o 128 (057 ta 2 R7] 0550 0714020181770 0463
I Current 035 (0.15 to 0:82) 0.015 035 {0.14 10 088) 0.m
Never 1.00 (Referent) 1.00 {Referent)
Ever” 067 (0.34 1o 1.32) 0247 0.50 {0.24 1o 1.07) 0.075
Adenoma
No 1.00 (Referent) 1.00 {Referent)
Yes 452 (1.47 to 1387) 0009 409 (127 10 13.14) 0018
Sex
Female 1.00 (Referent) 1.00 (Referent)
Male 1.49 (0.76 to 2.90] 0.247 157 {0.73 10 336) 0.245
Age (year) 1.03 (1.00 to 1.05) 0.033 1.01 {0.98 1o 1.04) 0.510

Q’l University of Colorado Anschutz Medical Campus

Muller at al. Clin Gastroenterol & Hepatol 2022;20:622-630.



!_ T Gastroenterology & Hepatology

OF MEDICINE

SITY OF COLORADO ANSCHUTZ MEDICAL CAMPUS

Risk Factors & Etiology

Table 1 Clinical and molecular characteristics of the reported RNF43 mutation camiers

Cosegregation with
RNF43 mutation Polyps/cancer the disease in the Somatic

Family (NM_017763) (age at diagnosis) family second hit
Fam-1 c338CA (pR113Y) >3055A (51) na. na.

Gala et af

gne siblings na.
" polyps)

“Genetic testing may be favored based on patient preference, family
history of CRC, or presence of features (such as adenomas) that could w
overlap with other hereditary CRC syndromes.”

NCCN 2024

* (

. . . . c953-1G>A (pE318fs) Normal colonoscopy (44)
* Mixed histology—MUTYH Associated Polyposis Mo ol of ooy e
60)
Fam-5 64006 (pL214V) >1005P {18) na. na.
Buchanan et af’
Fam-6 c4430>G (p.AT4EG) 34 SP (57) na na
Buchanan et af®
Fam-7 ¢394C>T (pR132%) CRC (55) Incondusive tYes
Current study >40 polyps (serrated)

University of Colorado Anschutz Medical Campus


https://doi.org/10.1371/journal.pone.0011636

P Gastroenterology & Hepatology

OL OF MEDICINE

Table 2. Gastrointestinal polyposis and other clinical
manifestations of TAP {(n = 34).

(%)*

-
wn
T
-
Q)
@
r—l—
O
)
wn
%S
Tl
.
O
O
0Q
<

W
(]
&

Median time (years) from initial cancer treatment to  27(20
first colorectal polyp (IQR)

Median age (years) at first polyp (1GR) 49(37-54)
Median numb longscopies (IQR) 4(2-6)
32(16-52)
S.3 Ep.2: A Multi-Institutional Cohort of Therapy-Associated Polyposis in Childhood and Young 23 (68)
Adulthood Cancer Survivors | = ; fsl’
£ (74)
CGA-IGC Podcast Series
rectal 18 (53)
The second episode features Dr. Leah Biller, CGA education committee member, who is interviewed by fellow CGA
education committee member TJ Slavin. They discuss "A Multi-Institutional Cohort of Therapy-Associated Polyposis in iteria) 10 29
6 (18)
May 18,2020 « 9 min 34 sec tal 3 (9)
@ ° atous 1 (3)
— — 8 (24)
Presence of gastroduodenal polyps® 7 30)°
Gastric hamartoma 2 (9°
Gastric hyperplastic polyps 2 (M°

Duodenal adenoma ' (4 ,.'u

o Th e ra py ASSOCiate d PO Iypos i S Duodenal hyperplastic/serrated polyp ’ (4"

Duodenal inflammatory polyp (4)°
Colorectal cancer diagnosis 10 (29)
Median age (yaars) at colorectal cancer diagnosis 46(33-57)

(1QR)

University of Colorado Anschutz Medical Campus

Biller et al. Cancer Prev Res 2020;13(3):291-8.
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Colorectal Cancer risk in SPS

C. A. Rubie'
Hyperplastic Polyposis Coli Syndrome $-Sommy

. . jaramilio?
and Colorectal Carcinoma A. Uindbloen?

Background: Fatients with hyperplastic polyposss coll sy adenomas In esght patients, and there were 30 tubular, tubul
¢rome [ HPCS) have 2 propensity 10 develop collocectal carcinoma viious, or villous adencmas in eight patients, Among the 10p9
CRS tients with HPCS, sevendeveloped 4 CR M the four v

Patients and Methods: Details were retneved from the Hles of omas, theee were Jssociated with a2 CRC, but only one of t)
patients xtending our haspital between 1588 and 2004 who ful serrated adenomas was associated with 2 CRC. The pathway of
filled the Workd Health Organization crstena for HICS cancer evolution in HFCS patients remains unresolved

Results: Over a penod of 16 years, 10 cases of HPCS were idents Conclusions: $ arly 10 owr resulty, 2 review of the Nterature
~ ' JOmoL St ; . Age at diagnosis
Bed at our hospital (0625 cases/yeur or ane case every LB years ndicates 2 hizh ncdence of CRC n HICS patients, These po Au(hor Pa['enu (”)

CRC family
A mean of 403 hyperpiast POty ps per patient were Jound tients are at 3 hagh nak of developing a CRC and sh id therefore (median’ yr) hiS(Ofy (%)
ange 6+ 159) Other coloeectal lesions were found a3 ollow receive regular colonoscopic survedllance

two patients each had one muxed poityp, there were 15 sereated Lage et al'™® 14 54 43 36
Ferrandez et al'" 15 52 7 0
Rubio et al'™” 10 61 70 10
Chow et al" 38 44 26 50
Boparai et al 77 56 35 NR

CRC (%)

Rubio et al. Endoscopy 2006:38(3):266-70. Q" University of Colorado Anschutz Medical Campus

Guarinos et al. W J Gastroenterol 2012;18(20):2452-61.
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Colorectal Cancer risk in SPS

Meta-analysis of the risk of colorectal cancer in serrated polyposis syndrome (SPS)
2019 WHO | Differential colorectal cancer risk during disease course of
(= 2010 WHO I) °
2 serrated polyposis syndrome (SPS)
| 2019 WHO N -
a (= 2010 wuc;m) Overall risk
W 1990/0
| 36 studies
| 2010 WHO classification ' 2019 WHO classification
1S serrated polyps proximal 10 the sigmoxd colon witt — I 25 sermled polyps proxamal 10 the rectum
2210 mm (all 25 mm with 2 210 mm
I. any setrated pOlyps found proxmal 10 the sigmoxd - I >20 serrated pOlyps of any size allia it .
colon in a8 person with a firsi-degree relative with SPS distributed throughout tha large bowel with L]Il]lcal (JaS[l‘()CntCTOlOg)'
. >20 serrated polyps , — 2 5 proximal 10 the rectum | "]nd H(\p;]tnl()gy

Q’ University of Colorado Anschutz Medical Campus

Muller at al. Clin Gastroenterol & Hepatol 2022;20:622-630.
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Colorectal Cancer risk in SPS

Meta-analysis of the risk of colorectal cancer in serrated polyposis syndrome (SPS)
2019 WHO | Differential colorectal cancer risk during disease course of
SN 3 serrated polyposis syndrome (SPS)
A "~ ¢
K | (=210 wHo Prior to At diagnosis SITCIEL-3 Overall risk
i 8 diagnosis 7.0% 14.7% 2.8% 19.9%
' 21 studies T 26 studies 23 studies 36 studies
o - Range 0-43% 2-12y f/u
Recognition of SPS
| 2010 WHO classification ' 2019 WHO classification
£S5 sarmated polyps proximal 10 the sigmoxd colon witt — I 25 sermled polyps proxamal 10 the rectum
2210 mm (ol 25 mm with 2 210 mm
I any setrated polyps found proximal 10 the sigmod e I >20 serrated polyps of any size ket -
colon in a person with a first-degree relative with SPS | distributed throughout tha large bowel with L]ll]lcal baStl‘OCHtCI'OIOH.)'
. II: >20 serrated polyps [ 7 2 5 proximal to the rectum J ‘—]nd H(?p(]t()l()gy

Q" University of Colorado Anschutz Medical Campus

Muller at al. Clin Gastroenterol & Hepatol 2022;20:622-630.
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Surveillance recommendations for individuals with serrated polyposis:

. ngh-ciuallty colonoscopy with polypectomy until all polyps 25 mm are removed, then colonoscopy every 1 to 3 y depending on number and
size of polyps. Clearing of all polyps is preferable but not always possible.

» Consider surgical referral if colonoscopic treatment and/or surveillance is inadequate.

University of Colorado Anschutz Medical Campus

NCCN 2024. Genetic/Familial High-Risk Assessment: Colorectal, Endometrial, and Gastric. https://www.nccn.org/professionalsl Sician_gls/pdf/genetics_ceg.pdf
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Surveillance recommendations for individuals with serrated polyposis:

. ngh-c’uallty colonoscopy with polypectomy until all polyps 25 mm are removed, then colonoscopy every 1 to 3 y depending on number and
size of polyps. Clearing of all polyps is preferable but not always possible.

» Consider surgical referral if colonoscopic treatment and/or surveillance is inadequate.

My Approach

University of Colorado Anschutz Medical Campus

NCCN 2024. Genetic/Familial High-Risk Assessment: Colorectal, Endometrial, and Gastric. https://www.nccn.org/professionals Sician_gls/pdf/genetics_ceg.pdf
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Surveillance recommendations for individuals with serrated polyposis:

. ngh-c’uallty colonoscopy with polypectomy until all polyps 25 mm are removed, then colonoscopy every 1 to 3 y depending on number and
size of polyps. Clearing of all polyps is preferable but not always possible.

» Consider surgical referral if colonoscopic treatment and/or surveillance is inadequate.

V.
My Approach '

Index exam:

- Full withdrawal only looking for cancer and dysplastic
lesions

- If no cancer, remove dysplastic lesions

University of Colorado Anschutz Medical Campus

NCCN 2024. Genetic/Familial High-Risk Assessment: Colorectal, Endometrial, and Gastric. https://www.nccn.org/professionals, Sician_gls/pdf/genetics_ceg.pdf
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Surveillance recommendations for individuals with serrated polyposis:

. ngh.?uallty colonoscopy with polypectomy until all polyps 25 mm are removed, then colonoscopy every 1 to 3 y depending on number and
size of polyps. Clearing of all polyps is preferable but not always possible.

» Consider surgical referral if colonoscopic treatment and/or surveillance is inadequate.

MV ApproaCh Piecemeal cold snare polypectomy versus
onventional endosconic mucosal resection for larae Cold snare polypectomy without submucosal injection: safety and
Index exam: bnddiisobboradss UOSCOPC ITNICOS ECU v 13 efficacy In 615 large serrated lesions
sessile serrated lesions: a retrospective comparison
- Full withdrawal only looking for cancer and dysplastic KCross two successive periods
lesions ‘ DD

- If no cancer, remove dysplastic lesions i presront s Wb pitars G 7 S TS TR

Clearance Phase:

- Depending on whether high-risk histology, clearance
exams every 3-6 months until all polyps 2 5mm
removed

- Piecemeal cold snare
- Find a buddy!

Van Hattem et al. Gut 2021;70(9):1691-97.
Barros et al. Endoscop Int Open 2021;9(9):1421-26.
Patel et al. Evidence Based Gl 2021.

: University of Colorado Anschutz Medical Campus
NCCN 2024. Genetic/Familial High-Risk Assessment: Colorectal, Endometrial, and Gastric. : . . i : sician_gls/pdf/genetics_ceg.pdf
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SQurvaillanca raocammandatinneg far individuale with carratad nalunncie

Can only be done safely if endoscopies are performed with high quality
equipment in centers within expertise and interest in the treatment of
serrated polyps. The polyp burden in SPS patient can be overwhelming in a

Index subset of cases, but surgery for other reasons than CRC should be

= Eul considered as last resort and are hardly ever necessary if patients are
esit  endoscopically treated by endosc?pi§ts with stamina to resect all relevant

- Ifn esions.

Sabela Carballal, Francesc Balaguer & Joep E G lJspeert

Clearan

- Depending on'wnetner nign-risk nistology, cieardnce
exams every 36 3
removed

Endoscopic findings (confirmed by pathology) include at least one of the following:

S.3 Ep.3: Updates in the Evaluation and Management of Serrated Polyposis Syndrome (SPS) e
- Piecemeal cols . ; CGA-IGC Podcast Series

- Find a buddy!

The third episode, hosted by CGA-IGC Council Member Dr. Swati Patel, features Dr. Arne Bleijenberg, who is a research
fellow at Amsterdam University Medical Center, and Dr. Evelien Dekker, who is a professor in the Department of...

Surveillance Pha Jul 13,2020 « 30 min 13 sec
- Advanced lesi
- Otherwise =2

Carballal et al. B Prac & Res Clin Gastro 2022;58-59.



Gastroenterology & Hepatology

SCHOOL OF MEDICINE

UNIVERSITY OF COLORADO ANSCHUTZ MEDICAL CAMPUS

Agenda

|.  Serrated Polyposis Syndrome

Il. Gastric Cancer in Familial Adenomatous Polyposis

Q’l University of Colorado Anschutz Medical Campus



CHRPE of retina Supernumerary

Osteomas
| ™

Adrenal gland
tumors

Polyps in stomach
or mtestme

teeth/dental
abnormalities

A

MHNTYTH
Ipfarzesa by
o ["::”»‘J

Epithelial cysts

\ Desmoid
\ tumors

Q’l University of Colorado Anschutz Medical Campus



\ P Gastroenterology & Hepatology

L O

UNIVERSITY Of ADO ANSCHUTZ MEDICAL CAMPUS

W28
mo4-128
mi/5-94
m57-75
8 4.8-57
40-438
31-40 Not applicable

<3 No data

Fig.1| Worldwide gastric cancer incidence in2020. The shading indicates estimated age-standardized incidence rates per 100,000 persons based on data from
GLOBOCAN 2020 (ref. 1), https://go.nature.com/3Jolkd5 (accessed 26 July 2022; @International Agency for Research on Cancer, 2020).

Q" University of Colorado Anschutz Medical Campus

Thrift et al. Nat Rev Clin Onc. 2023(20):338-49.
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Fig.1| Worldwide gastric cancer incidence in2020. The shading indicates estimated age-standardized incidence rates per 100,000 persons based on data from
GLOBOCAN 2020 (ref. 1), https://go.nature.com/3Jolkd5 (accessed 26 July 2022; @International Agency for Research on Cancer, 2020).

Thrift et al. Nat Rev Clin Onc. 2023(20):338-49.  Shibata et al. J Exp Med 2013;229:143-46.
Iwama et al. Int J Clin Onc 2004;9:308-16. Mankaney et al. Fam Cancer 2017;16:371-76. % University Of Colorado Anschutz Medical Campus

Park et al. Gut Liver 2011;5:45-51. Yamguchi et al. Jpn J Clin Oncol. 2016;46(4):310-15.
Campos et al. ) Gastro Oncol. 2019;10(4):734-44.
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Features associated with gastric cancer

Carpeting Polyps 2 10 mm Mounds 2 20 mm

No difference: H. Pylori (west), duodenal polyp burden

Leone et al. Gastrointest Endosc 2019;89(5):961-68. % University of Colorado Anschutz Medical Campus
Christenson et al. J Gastrointest Surg 2024;28(11):1890-96.
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TABLE 1. Gastric polyp pathology

High-risk pathology

Pyloric gland adenoma

Tubular adenoma

Fundic gland polyp with
high-grade dysplasia

Hyperplastic polyp

Intestinal metaplasia

Q" University of Colorado Anschutz Medical Campus

Mankaney et al. Gastrointest Endosc 2020;92(3):755-62.
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TABLE 1. Gastric polyp pathology

High-risk pathology Low-risk pathology
Pyloric gland adenoma Fundic gland polyp with
low-grade dysplasia
Tubular adenoma Fundic gland polyp without
dysplasia

Fundic gland polyp with
high-grade dysplasia

Hyperplastic polyp

Intestinal metaplasia

Q’ University of Colorado Anschutz Medical Campus

Mankaney et al. Gastrointest Endosc 2020;92(3):755-62.
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White patches

Sensitivity 79.0%
Specificity 78.8%

Darker than surrounding mucosa

NPV 96.2%
PPV 38.0%

Open pit pattern

Irregular, nodular surface

Mankaney et al. Gastrointest Endosc 2020;92(3):755-62.

Interobserver Agreement
0.45 (all)
0.65 (FAP Experts)

Kunnathu et al. Gastrointest Endosc 2018;88(3):569-70.

Q, University of Colorado Anschutz Medical Campus
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Management:%.f

* Recommend representative sampling of polyps <10 mm that appear as FGP by multiple biopsies or endoscopic resection at baseline exam
to determine histology.

» Resect polyps 210 mm, as well as any polyps with endoscopic markers of advanced pathology or high-risk features. If there is suspicion for
malignancy in a lesion, recommend referral to an expert center for management (endoscopic submucosal dissection [ESD] vs. surgery).

* Recommend considering referral to an expert center for management by endoscopists with expertise in FAP for management of mounds
of gastric polyps that are limiting accuracy, and resection of polyps with high-risk/advanced pathology. Mounds of gastric polyps may limit
accuracy of endoscopic surveillance. If other high-risk characteristics are present, consider endoscopic management to debulk proximal
polyposis.

* Due to the fact that adenomas and hyperplastic polyps are the predominant polyp in the antrum, recommend resection of all polyps in the
antrum.

» Patients with high-risk lesions that cannot be removed by standard endoscopic techniques (including snare removal with or without
endoscopic mucosal resection [EMR]) should be referred to a specialized center for consideration of ESD versus gastrectomy.

» Gastrectomy is indicated for multifocal high-grade dysplasia and intramucosal or invasive cancer (see NCCN Guidelines for Gastric Cancer).

* Roux-en-Y esophago-jejunostomy reconstruction after total gastrectomy may require balloon-assisted enteroscopy for continued duodenal
polyposis and ampullary surveillance.

amutensd cartiroma

GASTRIC FINDINGS AND MANAGEMENT o } » Surgery
Gasiric Polyp Characterstics and Recommended Surveiance intervals #° ot
Hiatology | Size | Oysolasia | Surveiiance hnserval' | N o Wit nghgrace Sysplass | & Cormeder propfylactc gastieciomy
<icm None or low grade 3y ¢
! 11 T 1 Preumal potypord mounds
Fundic gland polyps 21 cm None or low grade | 1 79 ($ mo If plecemesi resection or unabie to remove ol o (e gland pobep. prytont gland
(FGP) | ! | large polyps in a single procedurs) | 2Omana. & hbuisr sdensmma)
3-6 mo and consider endoscopic managemaent at an ; 1.4 month follow.ug
ST e ] _expert cantar of surgical evaiuation o W - grade dpppiana ® conaider basetne EUS, CT. MRS
<1 cm —_ 1y ‘
Gastric adenomas (GA) | + 4+ - . 4 - EnGoscopee resecton and 3-6 mor
or 21 em — 1 yoar (6 mo if plecemeal resection or unable to remove all Negh orade Srrplasa fOlow-UD CONBOr Prophyiacts
Pyloric gland adenomas ] 1 large polyps in a single procedure) | o (Nndx gland pobyp, prionc ghand » gastroctony 4
PGA) a 3-6 mo and consider ondoscopic managemaent at an 23000ma, of Wibehar Sdenoma Incompilete endoscope resection
Any size High grace 0XPOrt Cantor of surpscal evaluation £ amiy hiatory of gastre cancet
None or low grade 3-6 mo [ ENSOCODSC Nesector }
Ary proximal NA | S_— ] | N o o Ene ' ¢ » I
mounds - FGP, PGA_GA | o Reforral for endoscopic managemoent at export Conter and folerw-L
High grade
surgscal evaluation
Intramucosal or invasive | y , o Mazmum demeosors Plore glame adenoma EnSoscotec resecton and 12 W
NA NIA Surgical evaluation for possibie gastrectomy b adecanma ¥ sosow.,

adenocarcinoma

MAMOCE g grade Oyapissia shoukt prompl refert ot M sl svaeton fof possdie gas

- if partial gastrectomy is performed for antral neoplasia, then continue umn»!uncn o' !N rmaining stomach as above
« Intervals for upper endoscopy surveillance should be determined based on gastric andior ducdenal findings and whichever requires more
frequent survediance should be applied

»  Fundo ghand pobyy * Retam o duodenad survediance

Zaffaroni et al. Brit J Surg 2024; 111(5):1-71. -
NCCN 2024. Genetic/Familial High-Risk Assessment: Colorectal, Endometrial, and Gastric. https://www.nccn.or /rofessmnals/




Nearly all patients with FAP have stomach
polyps, however only 5% develop cancer. Our
goal today is to determine whether you are
potentially at risk of being in that 5%.

1. Endoscopic goals & expectations with the patient/family

Today’s objective is to map out your upper Gl tract. |
will do a careful exam to see if there are any areas
that have turned into cancer or are at increased risk
of becoming cancer. Depending on what we find, we

may need to arrange additional testing to further
evaluate and/or remove those areas.

We will determine when you need your next
upper endoscopy based on what we find
today. This can be anywhere from very soon
(1-3 months) or as far out as 4-5 years.

Q’l University of Colorado Anschutz Medical Campus



!_ P Gastroent rology & Hepatology

)F COLORADO ANSCHUTZ MEDICAL CAMPUS

1. Endoscopic goals & expectations with the patient/family
2. Ensure adequate sedation, ample time
3.

Equipment on hand

LR &

Hutl

4

Yl W

')
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1. Endoscopic goals & expectations with the patient/family

2. Ensure adequate sedation, ample time

3. Equipment on hand

4, Thoroughly clean/wash, clear bubbles

Q’ University of Colorado Anschutz Medical Campus
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1. Endoscopic goals & expectations with the patient/family
% Ga%tru:;e'n@:'_':Icgl,r & Hepatology

Features associated with gastric cancer

2. Ensure adequate sedation, ample time

3. Equipment on hand

4, Thoroughly clean/wash, clear bubbles

5. First pass exam: carpeting, mounds, excavated lesions,
ulcerated lesions—targeted sampling

Polyps 2 10 mm Mounds =220 mm

No difference: H. Pylori (west), duodenal polyp burden

% University of Colorado Anschutz Medical Campus
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1. Endoscopic goals & expectations with the patient/family

2. Ensure adequate sedation, ample time

3. Equipment on hand

4, Thoroughly clean/wash, clear bubbles

5. First pass exam: carpeting, mounds, excavated lesions,

ulcerated lesions—targeted sampling e

Sensitivity 79.0%

Specificity 78.8% . Darker than surrounding mucosa '“WfOngfZesf(Alil’,)feemenl
- I + X a
T r:::\\// 22’,’333 ‘ Open pit pattern 0.65 (FAP Experts)
6. Subsequent passes: Segmental white light & NBI exam for Irregular, nodular surface

high-risk features

Ql University of Colorado Anschutz Medical Campus
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1. Endoscopic goals & expectations with the patient/family

2. Ensure adequate sedation, ample time

3. Equipment on hand

4, Thoroughly clean/wash, clear bubbles

5. First pass exam: carpeting, mounds, excavated lesions,
ulcerated lesions—targeted sampling

6. Subsequent passes: Segmental white light & NBI exam for
high-risk features

7. Remove all polyps in antrum, 2 1cm, high-risk features

Q, University of Colorado Anschutz Medical Campus
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1. Endoscopic goals & expectations with the patient/family

2. Ensure adequate sedation, ample time

3. Equipment on hand

4, Thoroughly clean/wash, clear bubbles

5. First pass exam: carpeting, mounds, excavated lesions,
ulcerated lesions—targeted sampllng

6. Subsequent passes: Segmental white light & NBI exam for
high-risk features

7. Remove all polyps in antrum, > 1cm, high-risk features

Q, University of Colorado Anschutz Medical Campus

Mankaney et al. Gastroenterol 2017;153:353-54.
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1. Endoscopic goals & expectations with the patient/family

2. Ensure adequate sedation, ample time

3.
_ S2 Ep1: Gastric Polyps and Cancerin FAP
4. Thoro Y | CGA-IGC Podcast Series
The 2019 season of the CGA-IGC podcast series, Expert Approach to Hereditary Gastrointestinal Cancers, will focus on

5 First pa = the management of extra-colonic features of Familial Adenomatous Polyposis, or FAP. FAP is an inherited condition tha...

ulcerat ‘ Apr29, 2019 « 30 min 35 sec
6. Subseq ® o

high-ri astric Adenoma

No HGD

7. Remove all polyps in antrum, > 1cm, high-risk features

Q, University of Colorado Anschutz Medical Campus

Joseph et al. Am J. Gastroenterol 2022;117(6):835.



» Polyposis can be overwhelming!

» If you only have time for 1 thing—
FIND THE CANCER!

» Polyposis is a team sport

S.3 Ep.2: A Multi-Institutional Cohort of Therapy-Associated Polyposis in Childhood and Young @
Adulthood Cancer Survivors
CGA-IGC Podcast Series

The second episode features Dr. Leah Biller, CGA education committee member, who is interviewed by fellow CGA
education committee member TJ Slavin. They discuss "A Multi-Institutional Cohort of Therapy-Associated Polyposis in...

May 18,2020 « 9 min 34 sec

® (>

S.3 Ep.3: Updates in the Evaluation and Management of Serrated Polyposis Syndrome (SPS) @
CGA-IGC Podcast Series

The third episode, hosted by CGA-IGC Council Member Dr. Swati Patel, features Dr. Arne Bleijenberg, who is a research
fellow at Amsterdam University Medical Center, and Dr. Evelien Dekker, who is a professor in the Department of...

Jul 13,2020 « 30 min 13 sec

° (>

S2 Ep.1: Gastric Polyps and Cancerin FAP @
CGA-IGC Podcast Series

The 2019 season of the CGA-IGC podcast series, Expert Approach to Hereditary Gastrointestinal Cancers, will focus on
the management of extra-colonic features of Familial Adenomatous Polyposis, or FAP. FAP is an inherited condition tha...

Apr 29,2019 « 30 min 35 sec

® (>

University of Colorado Anschutz Medical Campus




Swati G. Patel, MD MS

Swati.Patel@cuanschutz.edu

“ @SwatiPatelMD

Q’ University of Colorado Anschutz Medical Campus
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